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ABSTRACT

Present study was conducted to explore the commonly reported psychological 

issues among chronically ill patients and to explore the risk and protective factors 

with regard to their impact on well-being and quality of life of patients. Cancer, 

cardiac and diabetic patients (as per WHO, these three are among top ten causes of 

deaths in year 2010, NVSS, 2013) were taken from Oncology, General medicine and 

Cardiology department of Pakistan Institute of Medical Sciences Islamabad (PIMS)). 

The objectives and hypotheses were formulated within the theoretical framework of 

Diathesis stress model, self -determination theory and disability stress coping strategy 

theory. 

The research was completed in two parts. Part- I of the study comprised of 

three phases. Phase I dealt with the Identification of psychological issues, risk and 

protective factors (through focus groups and in-depth interviews) by using multi-

informant approach (patients, caregivers, doctors, nurses and para-medics). Data was 

analyzed through content analysis. Inter-rater reliability was established for both 

focus group discussion (Krippendorff’s alpha = .89) and interviews (Krippendorff’s 

alpha = .83). The findings of this phase suggested psychological issues faced by 

patients. Through committee approach the indicators of these issues were labeled in 

two major groups i.e., depression and anger, whereas the other indicators were 

grouped as social support and coping strategies (which can be figured out as a risk 

and protective factor). Beck Depression Inventory (Khan, 1996) was used to assess 

the depression among patients, Social Support Scale (Malik, 2002) for the assessment 

of social support, Coping Strategies Questionnaire (Kausar & Munir, 2004) for the 

assessment of coping strategies, WHO Quality of Life Questionnaire (Khalid & 

Kausar, 2006) for the assessment of quality of life,  Psychological wellbeing scale 

(Ansari, 2010) was used for the assessment of psychological well-being and for the 

assessment of anger an indigenous scale was developed. Phase – II dealt with the 

development of the scale to measure the anger among chronically ill patients. This 

phase was divided into three steps i.e., review of literature and previous scales, item 

pool generation and the Exploratory Factor Analysis (KMO = .71). Three factors 
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emerged i.e., state anger (11 items, anger control-in (8 items) and anger control – out 

(6 items). The content validity was established. In Phase-III of present research, the 

psychometric properties of all the instruments were established on a sample of 300 

patients were taken from PIMS and it was found that scale have sound psychometric 

properties i.e., alpha coefficients, item total correlations and inter-scale correlations. 

Part II of the study was conducted on a sample of 500 chronically ill patients. 

The results revealed that there is a significant negative relationship between 

depression, state anger, anger control-in and anger control-out with psychological 

well-being and quality of life. Multiple regression revealed predictive role of 

depression, state anger, anger control-in and anger control-out for the psychological 

well-being ((depression predicting environmental mastery (β = -.46, p = .000) and 

state anger predicting environmental mastery (β =.15, p = .000), (prediction of 

autonomy from depression (β = .37, p = .000) and from anger control-in (β =-.14, p = 

.000), (prediction of personal growth from depression (β = -.46, p = .000) and from 

state anger (β =.13, p = .003), (prediction of positive relations from depression (β = 

.03, p = .000) and from anger control-in (β =-.09, p = .02), depression predicting 

purpose in life ((β = -.45, p = .000), prediction of self-acceptance from depression (β 

= -.39, p = .000) and anger control-in (β =.13, p = .003)) and quality of life 

(predicting physical functioning from state control-out (β = -.21, p = .000), 

(predicting psychological functioning from state anger (β = -.31, p = .000), from 

anger control-in (β = -.10, p = .01) and from anger control-out  (β = .35, p = .000), 

prediction of social relations from depression (β = .12, p = .01), from state anger (β = 

-.26, p = .000) and from anger control-in (β = -.16, p = .000), and predicting 

environment from state anger (β = -.36, p = .000), from anger control-in (β = -.15, p 

= .000) and from anger control-out (β = .33, p = .000) among chronically ill patients. 

To find out the moderating role of coping strategies and social support analysis was 

computed and results supported the hypotheses that coping strategies i.e., social 

support (tangible support, social network support) significantly play the moderating 

role in relationship between depression and psychological well- being (self -

acceptance, positive relationship with other and autonomy), whereas esteem support 

acted as moderator between relationship of state anger and psychological well -being 

(environmental mastery, personal growth).  MANOVA was computed on the 
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demographic variables which were further explored with the ANOVA analysis. The 

significant multivariate main effect of education and marital status, education with 

age was followed by univariate analyses of variance, which revealed significant 

differences in depression, informational support, social network support, 

environmental mastery, self-acceptance, autonomy, purpose in life and personal 

growth. Tangible support (female M = 17.18, SD = 3.17, Males M = 16.42, SD = 

15.29), environmental mastery (female M = 33.01, SD = 13.46, Males M = 27.38, SD 

= 4.60), positive relations with others (female M = 34.76, SD = 10.50, Males M = 

29.92, SD = 11.93) and personal growth (females = 32.06, SD = 10.49, Males M = 

28.27, SD = 10.59) is significantly high among female patients as compared to males. 

Depression is significantly high among those patients who are from nuclear family 

system (Nuclear M = 16.74, SD = 15.36, Joint M= 13.51, SD = 11.23) whereas 

environmental mastery (Nuclear M = 29.47, SD = 14.39, Joint M = 34.29, SD = 

13.40), positive relations with others (Nuclear M = 32.02, SD = 11.39, Joint M= 

35.51, SD = 10.38) and personal growth (Nuclear M = 29.09, SD = 10.90, Joint M = 

32.44, SD = 10.41) is high among those patients who are from joint family system. 

Concluding the present study, depression and anger were figured out as commonly 

reported psychological issues. Avoidance focused and active distractive coping 

strategies play risk factor for psychological well-being and quality of life, whereas 

active focused and religious focused coping strategies along with high level of social 

support play significant role as protective factors. The present study has important 

implications in devising a proper treatment plan for chronically ill patients. 
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Chapter- I 

INTRODUCTION 

Health is not only linked with physical aspect of one’s life but also with the 

other aspects of his or her life. World Health Organization (WHO) in 1948 has 

mentioned that absence of disease is not ensuring that someone is healthy, health is 

beyond this state. It is a condition in which all the domains i.e., physical, mental, 

emotional and social of one’s life, are in harmonious relationship with one another 

(WHO, 2006). Suffering from chronic disease is uncontrollable event of one’s life, it 

has always weakened down the capabilities of the person and also adversely affected 

his or her mental well-being.   

Chronic diseases always add up to the suffering of one’s life. Large number of 

people from the whole population is targeted by number of diseases and mortality 

rates are rising increasingly. According to WHO (2012), these (chronic diseases or 

illnesses) have two important characteristics linked with them. One is duration (long) 

and the other one is progression which is generally low in them. Heart diseases, 

cancer, diabetes, respiratory diseases etc are so far the principal cause of disease. It 

basically stands for sixty-three percent of all deaths. In 2008, large numbers of deaths 

were caused by chronic illnesses, comprised of approximately thirty-six million 

people. Many were under 60 years (nine million), whereas ninety percent were from 

lower socio-economic status (WHO, 2012). 

Chronic diseases also accompany psychological disorders along with them 

(Gregurek, Braš, Đor, Ratković, & Brajković, 2010). There are certain psychological 

issues which are associated with certain diseases i.e., as certain psychological issues 

are associated with cancer (Bodurka-Bevers et al., 2000; Katon & Sullivan, 1990; 

Wells, Golding, & Burnam, 1988), certain with cardiac diseases (Friedman, 2000; 

Katon & Sullivan, 1990) and certain with diabetes (Anderson, Freedland, Clouse, & 

Lustman, 2001; Lustman, Clouse, Griffith, Carney, & Freedland, 1997).  

Psychological problems accompanying the chronic illnesses can take any form 

(Verhaak, Heijmans, Peters, & Rijken, 2005). The increasing numbers of chronically 

ill patients face many difficulties in dealing with their painful condition, the issue is 
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not only linked with the medical care but also linked with meeting their needs for 

effective clinical management, psychological support and information. Heath care 

programs are developed by the government to deal with all chronic illness related 

issues (Wagner et al., 2014). According to the reports and statistics, non-

communicable diseases are putting a lot of load as compared to the communicable 

diseases in terms of the mortality, particularly in lower socio economic status 

countries where reasons for the 80% death are these diseases (WHO, 2013).  

According to the World Federation for Mental Health (WFMH) there is a need 

for continued and integrated care for chronically diseased patients. There is a very 

close relationship between the chronic illnesses and the psychological problems. The 

rate of psychological illnesses increased dramatically in the last two decades. People 

with the chronic illnesses have elevated level of depression, anxiety and many other 

psychological problems (WFMH, 2010).  

There are many factors associated with the chronic illness like stress, coping 

and well-being relation. The effects of stress on perception of quality of life and 

patient’s satisfaction with their life, is linked with disease status. Stress may be caused 

by daily hassles in case of healthy people, and life threatening events in the case of 

chronically ill people. The psychosocial variables like, personal control, future 

orientation, optimism and family relations moderate the effect of stress, through the 

appraisal of the situations. When a person learns that he has developed a life 

threatening and long lasting illness, he may become dejected and may think that his or 

her life is over, or he/she may remain optimistic and arguing that new advancement in 

medicine, he/she will be able to conquer his/her disease (Dubey, 2012). 

There are many factors which aggravate the level of psychological issues 

whereas, there are certain factors which are protective factors, which help in restoring 

the health and have positive impact on both well-being and quality of life of patients. 

Bio-psycho-social (behavioral, psychological, and social) risk factors involved in the 

development and advancement of chronic diseases. Schwartz (as cited in Dubey, 

2012) explained that there are many factors which can casue illnesses and these have 

multiple effects. The important feature of this model is that it not only explains the 

treatment methods but also suggests different methods to maintain a healthy condition 
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of an individual (Dubey, 2012). The behavioral factors include the risk factors like 

improper and imbalanced diet, excessive drinking behavior, shared brushes and 

needles, no going exercise, smoking etc. The Psychological risk factors include 

aggression and depression whereas societal factors include low education, unclear and 

uncertain job status etc. These are certain factors contribute as risk in developing 

negative psychological outcomes of these chronic diseases (Schneiderman, 2004). 

Positive psychological well-being is related with the cardiac health of the individual 

(Boehm, Peterso, Kivmaki, & Kubzansky, 2011). Emotional disorders like depression 

and anxiety are linked with adverse effects on patient’s wellbeing and quality of life 

(Edward, 2013).  

The existing literature provide strong evidences regarding psychological issues 

of chronically ill patients but no comprehensive comparative study is available up to 

researcher’s knowledge that may encompass multiple psychological indicators that 

can play role as risk factor to patients well-being and quality of life. Further, with the 

emergence of positive psychology, the research has also focused on positive factors 

that can play role as protective factors to enhance one’s functioning in life. So 

keeping in view the need, present study was designed to explore psychological issues 

of chronically ill patients. It has been also focused to identify certain factors that can 

play significant role in enhancing or deteriorating the mental health, which is directly 

linked with one’s physical health. 

Chronic Diseases and Psychological Issues 

According to 2010 report, at birth of an individual the expected life years are 

approximately 78.7 years. Furthermore, the report indicated that 15 leading causes of 

death in year 2010, were diseases of heart, malignant neoplasms (cancer), mellitus 

(diabetes) chronic lower respiratory, cerebrovascular diseases (stroke), accidents etc. 

(NVSS, 2013). It has been reported that among US adults about approximately half of 

them have at least one of the chronic disease like diabetes, cancer, coronary heart 

disease, current asthma etc. (Ward, Schiller, & Goodman, 2014). Chronic illnesses 

contributed in the high mortality and disability rate. In the country like Pakistan about 

42 percent of the deaths are because of chronic diseases. The burdens of chronic 
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illnesses like cancer in which person not only have physiological constraints with him 

but also the deterioration of quality of life and work performance or sometimes 

discontinuation of the job (Short, Vasey, & Bellue, 2008).  

In one of the report it is estimated that approximately around 3.87 million will 

die because of non communicative diseases i.e., cancers, chronic respiratory and 

cardiovascular diseases. It was also highlighted that financial constraints are 

associated with the non communicable diseases (Jafar et al., 2013). 

All chronic diseases have some common characteristics which are given 

below. 

1. Chronic conditions may range from mild to severe life threatening disorders. It

may be as mild as the hearing loss and as severe as the stroke. The onset of the

chronic illness is very slow but it is progressive in nature.

2. Contrasting with the acute diseases that are caused by some virus, chronic

diseases are caused by multiple factors; behavior and life style of the person

plays very important or vital role. As in the case of heart diseases the low

physical activity, unhealthy dietary habits and stress.

3. Chronic diseases are manageable with the change in life style and with the

help of medication, condition can be controlled. Health conditions vary from

disease to disease (Ghosh, 2015).

In WHO report it was mentioned that out of ten causes of death, the top seven

were chronic diseases. Heart diseases and cancer contributed in nearly forty-eight 

percent of all deaths. Furthermore, this report illustrate that many deaths are caused 

because of diabetes. These three chronic diseases were enlisted as top leading cause or 

reason behind large number of deaths (CDC, 2013).  

Cardiovascular diseases. Round the globe it is quite evident that 

cardiovascular diseases (CVDs) are one of the main prominent causes of death. 

Annually many people die because of it as compared to any other cause. In 2008 

approximately 17.3 million people died because of cardiovascular diseases, which 

represent 30% of deaths (globally). 6.2 million died because of stroke and 7.3 million 

died because of CVDs (WHO, 2011).  
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According to the updated fact sheet of World Health Organization (WHO), the 

world wide leading cause of death is CVDs. Many people die annually because of 

CVDs. According to WHO in Pakistan fifty percent of the deaths are because of Non-

Communicable diseases and CVDs causes for nineteen percent of the deaths (WHO, 

2014). Furthermore, it has been reported that in lower and middle income countries, 

over three quarters deaths are because of CVD. People living in lower and middle 

income countries do not have facilities to avail the primary health care facilities so 

most of the time there is a late detection and survival is difficult, that’s why the death 

rates from heart diseases are very high (WHO, 2017).  Cardiovascular diseases are the 

main reason for eighty percent deaths in under developed countries. Individuals from 

the under developed countries are more vulnerable to the hazardous factors which 

may lead them to develop cardiovascular diseases and other NCDs. Basically they 

don’t have opportunity to have get effective and up to date health facilities (WHO, 

2011).  Approximately 800,000 deaths in US are because of cardiovascular diseases 

and in every 40 second an average person dies because of it. According to one report 

by 2030 the estimated cost for the cardiovascular disease will be $1,044 billion 

(Benjamin et al., 2017).  

The heart attacks and strokes are considered as critical incidences in 

someone’s life and are because of blockage inside the blood vessels that’s why the 

supply of the blood gets disturbed or disrupted. This will then lead to heart attack or 

stroke. The major and most common reason behind this blockage condition is deposits 

which are inside the vessels and these are deposits of fats. Blood clotting or blood 

vessels bleeding in the brain can cause the stroke (WHO, 2012). 

There are research evidences that the incidences of psychological changes and 

cardiovascular changes, explains the complication linked with psycho-somatic and 

somato-psychic consequences. The factors linked with psychological condition of the 

person are hostility, depression and anxiety, which affect the heart diseases (from 

development to prognosis). These are commonly reports by cardiac patients (Ilic & 

Apostolovic, 2002).  Anger is associated with the chronic heart diseases (Davidson & 

Mostofsy, 2010), furthermore, guilt, sadness, grief and shock considered as a normal 

reaction at the onset of the disease (heart). These conditions have been commonly 
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reported by these patients (Shapiro, 1996). Higher rates of depression, anxiety and 

many other psychological problems are common among heart patients (WFMH, 

2010). Poor psychological health (e.g., depression) is prospectively associated with 

adverse cardiac outcomes (Huffman, Legler, & Boehm, 2017). The presence of 

depression is having adverse effect on prognosis of patients (Barefoot & Schroll, 

1996).  Cardiac patients and diabetics have adverse quality of life as compared to 

other patients who were suffering from chronic illness (Chen, Baumgardner, & Rice, 

2011). 

Cancer. Cancer is the second main reason behind numerous deaths in U.S. 

The age adjusted cancer death rates are increasing in the US population (Bal & 

Foerster, 1991). There are many kinds of cancers but the most common include 

carcinoma, sarcoma, lymphoma and leukemia. There are many other types of cancer, 

depending on the body part which get affected by the cancer. In Pakistan the 

registered cases are very few. A big dilemma is that most of the patients die of some 

chronic illnesses but that never get diagnosed. Karachi Cancer Registry (KCR) was 

developed for documentation and registration of cancer. It is providing the prevalence 

of cancer in the country (Bano et al., 2013).   

Numerous studies have identified that there are many social and psychological 

factors play a considerable role in establishing that whether a person can get cancer or 

not. Many studies have been conducted to explore the role of psychological factors in 

progression and prognosis of cancer. Furthermore, reviews of many studies 

summarize that the stressful life events, locus of control, coping strategies, personality 

factors and social factors play important role in progression of cancer (Dubey, 2012).  

Cancer is more closely tied with the life style then to genetics (Lichtenstein et 

al., 2000). Almost among all type of cancer patients develop some level of distress 

(psychology) linked with the disease and its treatment (Derogatis, Morrow, & Fetting, 

1983). Large number of patients (cancer) experience psychological issue specially the 

distress in which consultancy specifically psychological consultancy is required. 

Cancer patients are usually suffering from more psychological problems as compared 

with the other patients. The diagnosis of having cancer is shocking, heartbreaking and 
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earth shaking for the patients. Lots of problems are linked with the diagnosis of the 

chronic illness (Heather, Susan, Deanna, & Barbara, 2006; National Cancer Registry, 

2003; Senescus, 1963).  Adjustment disorders, depression and anxiety are common 

among patients suffering from cancer (Gregurek et al., 2010). Large number of cancer 

patients suffers from depression (Asghsremoghadam, 2006). Higher depression and 

anger was found among younger cancer patients (Hadi, Asadollahi, & Talei, 2009). 

Major depression is highly and commonly reported by cancer patients (Pasquini & 

Biondi, 2007).  

Depression, adjustment disorders, and anxiety disorders are commonly 

reported psychiatric disorders among patients suffering from cancer (Gregurek et al., 

2010). Patients reported that they have trouble falling to sleep, have no interest in 

doing something which gives them pleasure, mostly have low mood, depress and 

hopeless (Que et al., 2013). National Cancer Registry in 2011 has mentioned that the 

cancer patients suffer from different psychological symptoms i.e., nervousness, they 

are least concerned about anything, sadness, sleep and eating habits got changed, they 

are unable to focus on different things and have repetitive thoughts about death (as 

cited in Yusof, Zakaria, Hashim, & Dasiman, 2016).  Patients experience an anger as 

a response of falling ill (Honorato, Arumusse, Coqueiro, & Citero, 2017).  

Furthermore, literature has highlighted that as anger is perceived as not socially 

acceptable in society so mostly it appears in form of depressive symptoms and 

symptoms of distress (Taylor, Baird, Malone, & McCorkle, 1993). Many 

psychological factors and social factors like loss of support, absence of current social 

network, absence of close family ties, it effects the onset and course of of cancer 

(Dubey, 2012). There are many factors which help in reducing the level of 

psychological issues among chronically ill patients. Religious coping is significantly 

negatively associated with the depression (Koenig et al., 1992). 

As the mental health issues are very common among cancer patient so there is 

a need to give them a psychotherapeutic treatment. The effectively of the 

psychological and psycho-pharmacological treatment should be checked time to time 

(Gregurek et al., 2010). The concerns which are linked with the cancer are early 

deaths, dependency on others, issues in social life, physical condition of the person 
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gets affected and employment. Because of the treatment the person’s reproductive 

capacity gets affected, and concerns about future may cause distress among 

individuals with cancer (Zebrack, 2011).  In 20th century (in its second part) psycho-

oncology was introduced which is a direct indication of deep interest in the 

psychological issues of the cancer patients. Psycho-oncology is popular now almost 

all around the world and departments has been established in US, Western European 

countries and Canada. The greatest challenge is associated with the understanding of 

distress linked with distress which may be an expected one or it can be transient, but 

both require the psychiatric consultancy (Gregurek et al., 2010). 

Diabetes. Diabetes mellitus is linked with the hyperglycemia and is common 

metabolic disorder. It’s basically associated with the condition in which the person 

has an excessive glucose level in his or her blood stream (Carver & Abrahamsom, 

2009). It appears in a reaction of defect in insulin action or secretion or both (Taylor, 

2009). It has been explained by American Diabetes Association (ADA) that there are 

two major categories of diabetes are that 1) type 1 and type 2 (as cited by Javaid, 

2014). Those individuals who are suffering from the type 1 diabetes, for their survival 

they are dependent on insulin (Carver & Abrahamsom, 2009; CDC, 2007). According 

to the reports of ADA, these patients have indicated that 90 to 95% of the diabetic 

cases are having diagnosis of type 2 diabetes (as cited by Javaid, 2014). Type 2 is 

described as a condition in which the body is unable to utilize the insulin properly and 

this condition is because of their insulin resistance. In start of this issue, pancreas is 

able to properly counterbalance the resistance by enhancing insulin. But with the 

passage of time, the cells in the pancreas fail to maintain the insulin secretion and as 

it’s not up to the normal level, thus it is leading to the development diabetes mellitus 

(ADA, 2013).  

It has been reported that worldwide about three hundred and forty-six million 

people are having diabetes. The most horrifying situation is that they do not have 

knowledge about their disease and its current status or condition (UN News Centre, 

2012). In a survey, it has been concluded that in Pakistan, prevalence of diabetes is 
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quite alarming as among the males its 5.1% whereas 6.8% in females, living in urban 

areas (Aziz, Noorulain, Zaidi, Hossain, & Siddiqui, 2009).  

Pakistan is having many diabetic patients whose condition is very alarming 

and it is ranked as having a seventh position for the prevalence and disease burden of 

diabetes mellitus. As the conditions are deteriorating day by day and if the condition 

persists then Pakistan will move from seventh to fourth position for diabetes mellitus 

prevalence. At present, in Pakistan about 12.9 million individuals are having diabetes 

(DIP, 2013).  

Diabetes requires a complex self-management and medical treatment. There 

are certain diseases which are not completely curable but are manageable and 

Diabetes is among one of them. Physiological hardships are something which is 

unavoidable in nature and psychological issues also accompany the physiological 

issues, so with deteriorated health they are unable to manage their health. There are 

certain psychological issues which are very common among the diabetes. Often the 

healthcare experts, working with diabetic patients fail to recognize the presence of 

psychological issues among their patients. Unfortunately, approximately two out of 

three patients, who are suffering from psychological issues, often go undiagnosed 

(Hermanns, Kulzer, Krichbaum, Kubiak, & Haak, 2006; Pouwer, Beekman, Lubach, 

& Snoek, 2006).  

Patients with chronic conditions often have to adjust their lifestyles and 

employment. Many patients who are already suffering from chronic illness get 

diagnosed with depression, hopelessness, mood problems, sometime they have a 

strong desire to commit suicide and also suffer from other psychological problems 

(Turner & Brian, 2000). Patients who were suffering from chronic illness (like 

arthritis, diabetes, cancer, renal disease or dermatological disease patients) were 

assessed and the results revealed that recently diagnosed patients had a poor mental 

health as compared to those patients whose illness got diagnosed four months ago. 

Significant association was found between the physical status of health and the mental 

health of the patients. Results suggested that adjustment specifically linked with 

psychological condition, among patients with chronic illnesses is surprisingly 

effective and basically independent of specific diagnosis (Cassileth et al., 1984).  
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There are research evidences which clearly indicate the prevalence of psychological 

problems among chronically ill patients so there is a need to provide a proper 

psychological treatment to the patients who are also suffering from psychological 

illnesses (Guthrie, 1996).  

Disease related psychological issues are increasing with every passing day. 

Poorer quality of life for people with this condition is very common observation. It is 

necessary for the health care personnel that they must be well knowledgeable to 

identify the problems of the diabetics and should ensure that they are receiving the 

necessary support (Britneff & Winkley, 2013). Diabetes also increases the risk of 

depression. Diabetes also increases the risk of depression and develops depression 

(Anderston, Freedland, Clouse, & Lustman, 2001; Lewko & Misiak, 2015; Mir, Mir, 

Malik, Quratulain, & Shehzadi, 2015). It is also repeatedly highlighted by the 

literature that the psychological problems get elevated in patients with diabetes 

(Lorenz et al., 1996). Anger is also commonly reported by diabetic patients 

(Solowiejczyk, 2010). Along with anger, depression is also very commonly reported 

among diabetics (Penckofer, Ferrans, Velsor-Friedrich, & Savoy, 2007). Sleep 

problems and functional impairments are reported in these patients (Mohamed, Kadir, 

& Yaacob, 2012). Anger, depression and anxiety are prevalent among diabetics 

(Muscatello et al., 2017). High levels of depressive symptoms are reported (Vu et al., 

2018). Depressive symptoms are high among female diabetic patients (Rezia, Islam, 

& Islam, 2018). In one study it was concluded that at least one episode of life 

threatening illness was experienced by almost all males, in which they felt that they 

will die after a month. On the other hand, the mood disorder and psychiatric distress 

was also found (Rabkin, Remien, Katoff, & Williams, 1993). 

Mental health issues are commonly found among people with diabetes and are 

also linked with the adverse outcomes. The association between disease (diabetes) 

control, social factors and mental health means holistic approach is needed. 

Interventions (psychological) can be used for management of psychological problems 

(Britneff & Winkley, 2013). 

Researches revealed that psychotherapeutic treatment is more effective than 

antidepressant for the treatment of depression and glycaemic control, especially when 
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combined with self-management education. Psychotherapy, psychological 

interventions and counseling are the main terms and people referred for psychological 

therapy may receive different types of verbal therapy (Britneff & Winkley, 2013).   

The occurrence of mental illness with chronic illness can deteriorate the self-

care and compliance with the treatment, can cause the high mortality rates. Much 

alarming incidence is that the mental illness is associated with the hindrances in 

normal functioning of an individual, causing significant impairment in role, causes 

work loss or work cut down. These (psychological issues) also have worse prognosis 

for many chronic illnesses like diabetes, HIV/AIDS, cancer, heart disease, stroke and 

other chronic illnesses. Most of the times patients and their relatives or caregivers are 

unable to recognize the symptoms or maybe they hesitant or unwilling to seek 

psychological help. Sometimes the experts those who are providing the psychological 

consultancy are not properly trained or they are not well equipped with interventions 

with which they can provide proper help to patients. Financial and other technical 

constraints are there, with the access and availability of these services (WFMH, 

2010). 

The multiple issues related to psychological, social and emotional functioning 

of chronically ill persons have been focused of research in last few decades. Chronic 

illness is multidimensional in nature, and people who are suffering from it and their 

caregivers have to do lots of things like looking after and management of treatment, 

dealing with the symptoms, dealing with crisis, recording time, managing the course 

of illness, dealing with healthcare experts, normalizing life, maintain self image, 

keeping a balance in emotional life and dealing with the social isolation (Belgrave, 

1998; Lubkin & Larsen, 2013). Chronic illness does not discriminate or differentiate 

on basis of race, age, socioeconomic status, or gender, there are some children also 

suffer from the chronic diseases (Newacheck et al., 1998). Among chronically ill 

patients, depression hostility and anxiety is common (Gregurek et al., 2010). 

Theoretical Perspectives 

Diathesis-stress model. The diathesis stress model was developed by Holmes 

and Rahe in 1967 then was expanded by Zubin and Spring then further reformulated 
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by Dr. Robert Liberman and his colleagues (Heller & Gitterman, 2010). It’s basically 

a psychological theory which is dealing with the behavior and mental disorders which 

are result of biological and genetic vulnerability, and stress linked with the life 

experiences.  

This model explains that sometimes people has the vulnerability or proneness 

to develop the stress-related diseases. The reason behind the development of the 

disease may be linked with the either genetic weakness or biomedical imbalance 

inherently makes them more vulnerable to those diseases. Since, long this model is 

explaining the development of psychological disorders to the psychologists and other 

professionals. During the time period of 1960s and 1970s, the concept was used for 

the explanation for development of psychological disorder (Brannon & Feist, 2009). 

According to the model, some individuals have tendency to react abnormally 

to the stressors (environmental). This tendency of developing disorder is usually 

thought to be linked with the inheritance, whereas for some experts like Zubin and 

Spring (as cited in Brannon & Feist, 2009) have also mentioned that person has 

acquired tendencies as a components of vulnerability (Brannon & Feist, 2009). 

Thus, the diathesis stress model assumes that two factors are necessary to for 

the development of any disease. First, the person should be having a proness or 

tendency to develop diseases and second is that the person is must going through 

some sort of stress (Brannon & Feist, 2009). Often there are certain factors which 

actually play a very important role especially in bringing about that problem (Newton, 

2013). However, there are many interceding factors, which are playing the role of 

shield between the predisposing and precipitating factors. Social support systems can 

be considered as an important factor, which plays a very important role in preventing 

a disorder or lessening its severity (Newton, 2013).  Considering these buffering 

positive factors, Diathesis –Stress factors can be prevented with optimal level of 

functioning and well- being. To understand these positive processes, self-

determination theory can be a good explanation. 
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The frustration – Aggression Hypothesis 

It’s a common notion that nobody wants to have a health which is detorirated 

or not complete. History explains that the Dollard et al in 1939 came up with the 

frustration – aggression hypothesis. As per according to this model, the frustration is 

caused whenever the goal directed behavior is being blocked by something or 

someone. This frustration leads to the aggressive behavior in an individual. Everyone 

wanted to have a complete, good and satisfying life but illness blocks that particular 

goal of having disease free life. According to Dollard and his colleagues the two main 

propositions of the aggression are: 1) the occurances of frustration always leads to 

some form of aggression. 2) The existence of frustration always leads to some form of 

aggression (DiGiuseppe, & Tafrate, 2007). Having chronic disease make the 

individual to develop frustration and then this frustration leads to aggression. 

Aggression is commonly reported by chronically ill patients (Honorato, Arumusse, 

Coqueiro, & Citero, 2017).    

Learned helplessness 

Learned helplessness is basically the consequence of exposure of an individual 

towards an uncontrollable event, as chronic diseases are not in the control of an 

individual so they feel helpless and consider things as uncontrollable in nature. 

Personal helplessness causes, when one considers that things are not in his or her 

control. This feeling of helplessness make individual thinks as worthless and helpless 

that’s why he or she never tries to induce any change in his or her life and losses 

hopes (Lubkin & Larsen, 2006). The repitive failtures of an individual makes him 

learn that he is a complete failure no matter whatever the situation is going to be, he 

will only endup with failure in every area of his life (Dalal, 2015). With the 

realization of the fact that one is having a chronic illness, is related with the 

significant impact in one’s life. Individuals may suffer or experience the feelings of 

depression, helplessness, apathy and hopelessness. They feel rejected and dejected 

(Falvo & Holland, 2017).  
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Self-determination theory (SDT). Self-determination theory throw a light on 

all those psychological processes which are promoting the ideal or optimum 

functioning and health of an individual. SDT postulates three very important and 

elementary inborn or inbuilt needs (psychological) which includes competence, 

autonomy and relatedness. These are very basic needs of an individual and which 

need to be satisfied for the optimum functioning of an individual. These needs are 

universally present, no matter where ever the individual is living his basic needs are 

same.  

Competence is a need which is linked with the person’s ability to get adjusted 

with the changing environment and atmosphere. It basically helps the individual to 

adapt to new challenges of life, to arouse his unique talents and does his work in an 

efficient manner. It helps him or her to meet the demands of the society and show his 

full potential for any task.  But there are certain incidences in one’s life which are life 

changing experiences and totally make a person a change individual. Due to the 

illnesses the person feels like he doesn’t have any control in his life and their sense of 

autonomy get affected. So with the illness the psychological condition gets effected 

badly (Lubkin & Larsen, 2013).  

Any event in individual’s life challenge him to use his or her full potential to 

come out of that situation. Individual react to any unexpected event by using both 

(emotional and cognitive) abilities. Chronic illness is a life changing event for some 

individuals and when there is a chronic illness then definitely it is something which is 

challenging the individual on both (physical and psychological) levels. When 

individual encounters any chronic illness or disability then his or her psychological 

factors effects his response to these events. These illnesses not only effect the 

functioning and adjustment of an individual but also the course of disease and 

prognosis (Falvo, 2005). Life style also gets affected. Life style comprises of daily life 

activities of an individual. These activities are linked with the individual’s 

environment. Activities include preparing food, housekeeping and many other things. 

The other activities are also included in it like transportation, rest, recreational and 

many other activities which are important for the life of an individual (Belgrave, 

1998). 
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Health and illness as a continuum.  Health psychology is a field of 

psychology which basically deals with health and illness issues. It takes the health and 

illness as being a continuum and tries to figure out the ways with which psychological 

factors effects the heath at all levels and stages. This model emphasized on illness 

onset which is always linked with psychological problem (e.g., behaviors, stress, and 

beliefs), help seeking (symptoms perception), illness adaptation (e.g., social support), 

and illness progression and health outcomes (e.g., quality of life) (Odgen, 2012).  

Figure 1. Health and illness as a continuum 

Resilience theory. Resilience is a vigorous and active process. It is basically 

linked with the interaction of protective and risk factors which are very important for 

the survival of an individual. These factors are directly linked with the normal 

functioning of the human beings (Fredrikson-Golden, 2007). Risk factors are 

conceptualized as those events which have adverse effects on adaptive functioning. It 

has been explained that the approach was shifted to highlight the importance of 

resilience. And this shift was actually from risk to resilience. Turner (1995) explained 

that because of the persistent use of strategies for figuring out of risk factors, make 

people frustrated and made them to look for resilient factors.  But the identification of 

risk factors or in order words the risk focus approach is very effective and helpful in 

many cases like in the case of infectious diseases. In case of infectious diseases, it can 
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help in identification of risk factors and taking preventive measure for their reduction, 

whereas in case of more complex diseases the more comprehensive approach is 

required (Turner, 1995).  

The disability-stress-coping model. If the history of Disability-Stress-Coping 

model (Wallander & Varni, 1989) gets open then it provides the information that it is 

first initiated by Pless and Pinkerton, Moss, Schaefer and Lazarus and Folkman. It is a 

model which is linked with the identification of the risk and protective factors which 

are playing their role in the disease. Wallander and Varni (1989) has explained that 

there are certain risk factors which are linked with the disease and these factors 

include 1) parameters which are linked with the disease or disability (for example, 

medical complications, cognitive impairments, visibility, diagnosis etc.), 2) 

dependency on others, related to daily living activities and 3) stressors (psychosocial) 

(stressors like daily life events, disease or disability related problems). These all three 

major risk factors linked with the diseases or disabilities. Ultimately, this dependency 

was changed to independence by making minor changes in one’s life.  

According to Wallander and Varni (1989), protective factors demarcated as 

having three major categories. 1) interpersonal factors like motivation, character and 

temper of a person, competence etc. 2) socio-ecological factors which includes social 

support, family environment specifically the psychological one, family resources 

available to an individual etc. resources and 3) stress interpretation and dealing factors 

like coping, cognitive processing, processing of information etc. (Brown, 1999). 

Impact of Psychological Issues on Well-Being of Chronically Ill Patients 

Numerous approaches describe the dynamics of chronic diseases and their 

adverse impact on individual’s mental health and well being. According to some well 

renowned psychologists well-being is concept which is linked with good mental and 

emotional functioning (health), which is contributing in the quality of life of an 

individual as explained by López and Torres (as cited by Gomez, Gutiérrez, 

Castellanos, Vergara, & Pradilla, 2010) in various contexts. By keeping in mind all 
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that then the psychological well-being is linked with the approach with which people 

are looking at their lives and evaluating it (how they are looking at their past, present 

and future). When one talk about the evaluation of assessment of psychological well-

being then it also includes the emotional response of a person towards any event, 

person etc. it is actually depicting their way of living (Diener, Oishi, & Lucas, 2003). 

Psychological well-being was explained as not having any psychological issue 

(Kasl, Chisholm & Eskenazi, 1981). Furthermore, it is about one’s talent to appraise 

his or her functioning by keeping in mind all the several different but interconnected 

perspective (like, physical, mental and global) (Schlosser, 1990). In the beginning 

psychology was majorly focusing on the diagnosis of psychological issues and then 

doing the treatment of these issues, instead of looking for the strengths which are 

required for the flourishing of one’s sound health. Positive psychology is a branch of 

psychology which is specifically dealing with the understanding and putting main 

focus on real happiness, knowledge, insight and psychological well-being (Seligman, 

2002). 

Everyone wishes to always stay happy in their lives and subjectivity is 

involved in the experience of feelings of happiness and satisfaction, this experience is 

called as a psychological well-being (Okun & Stock, 1987). That sort of happiness or 

subjective happiness is not because of some material gain or something person 

achieved in his or her life. Psychological well-being is more and more linked with the 

attitude and approach of a person towards life situations. It’s a multi-dimensional 

concept (Sinha & Verma, 1992).  

Psychological well-being is not associated with dearth of distress, tension or 

pain. It entails about the satisfaction of psychological needs of an individual. 

Typically, the experts, especially psychologists explained it as recognizing and 

sharing the value of being together and value this togetherness (Keyes & Lopez, 

2002). 

Theoretical Perspectives of Psychological Well-Being 

Many theories have been proposed to explain the phenomenon of 

psychological well-being. These theories or paradigms are divided into three 



18 

categories which include; Need and Goal Satisfaction, process or activity paradigm 

and genetic and personality predisposition.  The need and goal satisfaction paradigm 

emphasizes on the assumption that in case if the tension is reduced, it makes the 

person to feel happy. According to this paradigm when the person accomplishes the 

valued goal he or she attains the psychological well-being. The second paradigm is 

about the Process or activity paradigm, majorly focuses on the assumption that when 

the person does the activities which are linked with their intrinsic satisfaction 

(Sheldon, Rayan, & Reis, 1996). Harlow and Cantor (1996) focused on the 

importance of the major goals of individuals that when they are engage in the 

activities linked with the achievement of these goals then they feel very satisfied. The 

third paradigm is basically Genetic and personality disposition and according to it the 

personality and genetics intensely effects the psychological well-being of an 

individual (Synder & Lopez, 2002).  

Two domain model. Braddurn (1969) proposed a 2 domain model, he 

described that the negative and positive effects are two different dimensions; each is 

playing its role in the psychological well-being of an individual. Negative affect is 

linked with the unpleasant events and the health complaints (Watson, Clark, & 

Tellegen, 1988), health complains may include the illness or disease, whereas positive 

effect is linked with the pleasant events. Many experts not accepted this notion and 

said that the positive and negative effects are not independent of each other actually 

they are interlinked with one another. Ferrell (1995) explained that the illness and 

wellness belongs to one continuum.  

Bottom-up model. It explains that the summations of pleasurable and 

unpleasurable experiences are actually linked with the happiness of an individual. 

Furthermore, it maintained the view that by simply adding up or summing up the 

well-being in a particular domain, like family and work, college, people develops 

well-being (psychological). If summarized this model clearly indicates that the 

happiness is linked with the particular incidences in one’s life (Bryant & Marquez, 

1986). 
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Top-down paradigm. It explains, people have capacity or tendency to 

construe events of their life as progressive one or deleterious one and this 

interpretation then leads to the appraisal of gratification of a person in a particular 

domain. Philosophically this model is linked with the Kantain model (1958). The top 

down model demonstrates that the main or basic impact on our well-being is because 

of our personal interpretation of the events rather than neutral or objective evaluation. 

Most of the researches give importance to the integrated approach (Diener, 2009). 

Integrated model explains that all the interpretations by individuals will directly 

influence the psychological well-being of the individual.  

Multidimensional paradigm or model.  This model is presented by Ryff and 

Keyes (1995), it’s the recent model. They have explained that the well-being 

(psychological) includes six diverse aspects or categories including: purpose in life, 

positive relations, self-acceptance, environmental mastery, personal growth, 

autonomy and personal growth. Ryff and Keyes explained that this paradiym is more 

comprehensively and meaningfully explains the psychological well-being. According 

to them it’s a multifaceted model. Major components of this model are explained as 

follow:  

Autonomy.   It is basically about one’s government or independence which 

includes qualities like independence and regulation of behavior within. The self-

actualizers and the optimally functioning individuals are those who have internal 

locus of control, in which the individuals do not requires endorsement of others.  

Environmental mastery. The individual’s ability to create a suitable 

environment, which is appropriate or suitable for one’s physical and ofcourse the 

mental health. This theory explains the human being’s ability to move in his or her 

life by advancing in life. The theoretical perspectives suggest that environmental 

mastery is vital ingredient in the positive psychological functioning of an individual.  

Personal growth. For proper and complete psychological functioning personal 

growth is very important. There is a need to actualize one’s potential and capabilities 
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to have a personal growth. Openness is the basic and key characteristic for fully 

functioning person. Such an individual is continually developing excelling in his or 

her life.  

Positive relation with others. Psychological well-being is also linked with 

establishing warm and trusting relationships with others. The ability to love is viewed 

as the main and central component of mental health. Self actualizers are considered to 

have an affectionate feelings and empathetic feelings for everyone. Other 

development theories also emphasized, on the importance of positive relations with 

others and taking guidance from others, which is important for one’s positive 

psychological development. 

Purpose in life. For a sound mental health, it is important to have some 

purpose in one’s life. The explanation is maturity is also linked with the having some 

goal of life.  

Self acceptance.  It is explained as a very important and major feature of 

sound psychological condition. Its characteristics include maturity, proper and 

optimum functioning of individuals. Literature and theories of life span supported that 

for sound mental health, the individual should have his or her acceptance for past life 

events and above all he should be accepting his or her self. So having a positive 

attitude towards himself or herself for optimum functioning.  

Therefore, well-being is an active and ever changing process, which is 

continuously changing with every single moment (Ballesteros et al., 2003), according 

to Skinner it is based on the appraisal of relationships among individuals which are 

either conditional or functional, and their evaluation about their environment and life 

conditions (as cited in Ballesteros & Caycedo, 2002), while describing about the role 

of well-being of an individual it is important to look into different variables and their 

interaction specially those which are identified by them (individuals). So while 

making any assessment about chronically ill patients it is important to consider 

numerous factors which are affecting their lives as for example among cancer patients 
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the diagnosis of disease, stage of disease, treatment and then remission (Goepp & 

Hammond, 1977) and during the course of the treatment (Novoa-Gómez, Moreno, 

Garcia, Leguizamón, & Castaño, 2006).  

At that time the psychological support is an important factor which can affect 

patient’s adjustment and can play a constructive or destructive role in treatment 

course. Health status of patients can be determined through quality of life as it’s 

considered as very important or significant element in determining the psychological 

well-being of a patient. It’s true that the way patient perceives the situation it is going 

to affect his or her health in a same manner (Diener, Oishi, & Lucas, 2003). 

Impact of Psychological Issues on Quality of Life of Chronically Ill Patients 

The concept of the quality of life gained an abundant importance in the 

history. Historically the concept of quality of life was primarily used in political 

science as well as in the social sciences including politicology, anthropology, 

psychology and sociology. Now recently the term quality of life has been introduced 

in medicine (Koot & Wallander, 2001). Few decades back the research in the medical 

area started exploring the concept of quality of life and its significance. In 1970s 

which was considered as a starting phase of philosophical publications related with 

the question like what is quality of life and whether it can be measured or not. In 

1980s the more and more methodological approaches appeared linked with the 

instrumentation of quality of life. Since the beginning of the 1990s the third phase of 

research of quality of life appeared. A fourth phase of suing the quality of life data for 

quality assurance and health economic evaluation is just beginning. The research in 

this area is very important and highlighted area “quality of life” resulted in to over 

20,000 published articles on the different aspects of it like it’s conceptual basis, 

methodological approaches, assessment and application in different type of studies 

(Koot & Wallander, 2001). 

The literature is abounding with the information related to the effect of chronic 

illness or disease on quality of life of an individual. The European Organization for 

Research on Treatment of Cancer explained that quality of life is linked with 

functional status of a person, symptoms which are related with the cancer and its 
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treatment, expenses, perception of the patient about his or her health and overall 

quality of life (Aaronson et al., 1993). Chronic illness is often associated with the 

having depression, anxiety and distresses which considerably increase the risk of 

death from the chronic illness (Christensen & Lægreid, 2002). Quality of life of 

chronically ill patient is judged by the disruption in sleep, appetite gets affected and 

the daily functioning gets affected. In the latter stages and at more chronic stage 

quality of life is associated with the fact that whether the individual is able to perform 

independently the daily routine activities like eating, bathing, dressing etc. inability to 

perform these daily activities independently adversely affect the psychological 

condition of the person (Ghosh, 2015). Universally, quality of life is assessed based 

on certain components like performing different daily physical activities, emotionally 

one is sound, interpersonal relationships, personal control, energy level, social 

functioning, personal and intellectual growth etc. (Power, Harper, & Bullinger, 1999).  

Quality of life is a multifaceted concept which comprehend about both 

subjective and objective dimensions which include health, housing, food and self-

perception etc. (Carpio, Pachecho, Flores, & Canales, 2000; Novoa, Cruz, Rojas, 

&Wilde, 2003). Diener (cited in Rodriguez-Martin, 1998) has demarcated that the 

quality of life is a subjective view of a person which is linked with achieving 

happiness and satisfaction in one’s life, subjective view encompasses all the related 

dimensions (psychological, social, biological, economic) of one’s life (Garavito 

explained, as cited in Gómez, Gutiérrez, Castellanos, Vergara, & Pradilla, 2010).  

The World Health Organization has combined their efforts to squeeze the 

complexity and explain it one terminology which is “Quality of Life”, they have 

explained it as a insight of a person in his or her own existence, in accordance to their 

cultural and value system in which they are living in particular relation to their 

expectations, norms and concerns etc. it’s a very broad concept which is not only 

linked with the physical health or functioning of a person but also the psychological 

functioning of a person, his or her social relationships and relationship with 

environment also (WHO, 2005). According to psychology the well-being is linked 

with having a stable emotional and mental health, it is considered as an integral for 
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good quality of life of an individual (López & Torres, 2001) in diverse contexts 

(Novoa-Gómez & Ballesteros, 2006).  

From this perspective, psychological well-being is actually linked with the 

evaluation by a person in the light of his or her past, these evaluations also covers the 

way people reacted, behaved and made judgment. According to Diener, It’s basically 

the view of a person by keeping in mind all dimensions of his or her life.  

Many chronic diseases have their influence on every single sphere of one’s life 

(Burish & Bradley, 1983). In acute disease, the life activities get effected temporally, 

whereas as in chronic illness there is a need to introduce temporary or permanent 

changes in one’s life In addition, sufferers from the chronic illness must 

psychologically incorporate the role of a patient incase if they are to adapt to their 

disorders. As mentioned in the report of centers for disease control and prevention 

(2003) Dr. Venkat Narayan mentioned that “people are afraid when they first learn 

they have diabetes”. After tension of diagnosis the patient started getting depressed 

and tense about the management of the disease. Furthermore, Dr. Narayan said the 

“you must deal with daily self-management of this disease”. Then the very important 

and distressing thing is that diabetes can cause many problems which hinders the 

normal function of the individual like it start effecting the vision of the person and 

which in later stages turn into blindness, kidney diseases are very common, 

circulatory problems are also very common among diabetics and cognitive 

functioning also get declined. According to this report quality of life is worse in 

people with diabetes (CDC, 2007). 

Soon after the diagnosis the patient is in a state of distress and have mostly 

imbalance in activities linked with all areas of their lives (physical, psychological and 

social). They figured out that their usual patterns of coping are not working. Their 

quality of life gets effected, therefore there is a need to get different treatment in order 

to get settle all the problems in the body or alter the functioning of some glands to 

have positive change in the body. The medical treatment has psychological impact, 

they produces the high level of stress and create uncertainty in patients.  At that time 

there is a need to do a complete and proper psychological assessment of a patient 

(Ángel, as cited in Novoa, 2004; Luria, as cited in Grau & Pörtero, 1987).  
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Risk Factors   

 In the model proposed by Wallander and Varni (1989), the risk factors include 
three very important factors linked with the disease and its development. First, 
parameters which are linked with the disease or disability (for example, medical 
complications, cognitive impairments, visibility, diagnosis etc.). Second, dependency 
on others, related to daily living activities and third, stressors (psychosocial) (stressors 
like daily life events, disease or disability related problems). These all three major risk 
factors linked with the diseases or disabilities. Ultimately, this dependency was 
changed to independence by making minor changes in one’s life (Wallander & Varni, 
1998). 
 Risk factors included in the Transactional Stress and Coping Model includes 
two important but related factors. First, parameters linked with the illness i.e., type of 
disease and severity of the disease and second, parameters which are linked with the 
demography of an individual i.e., age, socio-economic status of an individual. Gold et 
al expanded the Transactional Stress and Coping Model in which they have further 
explained that parameters of illness are linked with the hospital visits of the person, 
whereas demographic factors include the information linked with siblings like gender, 
age, grade level and socio-economic status of siblings are included, the family factors 
are also included (e.g., extended family size).   
 
Resistance Factors 
 Psychological factors sometimes indirectly influence behavior of the patients 
as according to some researchers the risk of cancer is indirectly linked with certain 
psychological factors which change the behaviors i.e., sleep, exercise, smoking, diet, 
poor adherence to medical regimens etc. (Cohen & Rodriquez, 1995; Spiegel & Kato, 
1996). Risk factors are explained as psychosocial, environmental and biological risks, 
this will in turn increases the chances of adverse outcomes (Murray, 2003). These 
factors negatively affect the normal development and can increase the chances of 
adverse health outcomes. Risk factors can be eliminated and prevented. For 
prevention, multiple protective factors need to be explored. According to Haase (as 
cited in Huang, 2009), the protective or positive factors are explained as family, 
individual, contextual or social factors which promote the fighting back process and 
have positive outcomes. Protective factors can influence or change the impact of risk 
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exposure and it can alter the health status of an individual. Furthermore, the affects of 
protective factors can be indirect in nature just like the risk factors (Huang, 2009).  
But in Murray’s point of view the impact of the risk factors can be modified by the 
protective factors and in return it can change the health outcome status (Huang, 2009).   

The risk factors i.e., age, duration of the disease, low social support, individual 
factors like defensive coping, and these factors directly affect the condition of the 
patients suffering from chronic illness (Haung, 2009). Social support is considered as 
a very important factor in altering the level of depression in cancer patients (Bailey et 
al., 2005). Low social support is considered as a risk factor for poor prognosis among 
heart patients (Compare et al., 2013). Individuals who are receiving more and more 
social support they show decrease in depression and other negative emotions or mood 
disturbances which are resulted because of illness (e.g., Brown, Nicassio, & Wallston, 
1989). Lack of social support may affect the course and onset of cancer. The absence 
of close family ties in childhood may predict some cancer (Felitti et al., 1998).  It is 
also predicted that the absence of social support network has been tied to a worsening 
of illness (Weihs, Enright, & Simmns, 2008). Coping strategies may influence the 
prognosis (Sprah & Sostaric, 2004). Furthermore, it has been identified that social 
support and coping strategies are related in predicting emotional well-being of women 
with cancer (Kim et al., 2011).  

As there are different factors which are risk factors and they negatively affect 
the course of treatment such that few positive factors which plays a positive role in 
the good treatment of a patient. Social support has positive effect on physical and 
psychological well-being of people suffering from chronic illness such as cancer 
(Helgeson & Cohen, 1996). Social support affects the well-being of the patients 
(Swindells et al., 1999).  Chronically ill patients use different coping strategies which 
help them in better and speedy recovery and with the use of active coping strategies 
produce more favorable outcomes such as less pain as well as depression, and better 
quality of life (Holmes & Stevenson, 1990). It has been reported that social support 
plays a moderating role in relationship between depressive symptoms and quality of 
life of cancer patients (Huang & Hsu, 2013).  

Chronic illnesses contributed in the high mortality and disability rate. In the 
country like Pakistan about 42 percent of the deaths are because of chronic diseases. 
The burdens of chronic illnesses like cancer in which person not only have 
physiological constraints with him but also the deterioration of quality of life and 
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work performance or sometimes discontinuation of the job (Short, Vasey, & Bellue, 
2008).  

Summing up the discussion, the chronically ill patients not only have 

physiological issues but also suffer from psychological ones and there is a need to 

address them. There are certain risk and protective factors which impact the 

psychological well-being and quality of life so there is a need to study these factors 

for the betterment of these patients.  

  

Rationale of Study 

The current study intended to address a vital issue of present time that health is 

not merely the absence of disease, it is in fact beyond it. Large number of chronically 

ill patients experiences many obstacles in dealing with their painful condition and 

unable to get the psychological support and information. Heath care programs are 

developed by the government to deal with all the issues related with the chronic 

illnesses (Wagner et al., 2014).  

As literature has identified that patients who are suffering from the chronic 

diseases also suffer from the psychological issues like anxiety (Alter et al., 1999; 

Abraham, Degli-Esposti & Marino, 1999; Pariante, Orru, Baita, Farsi & Carpiniello, 

1999), depression, hostility or aggression (Kraus et al., 2004; Ilic & Apostolovic, 

2002), mood related problems and many of them suffer from other psychological 

problems (Turner & Brain, 2000). There is a need to provide them proper guidance 

and knowledge regarding their illness and outcomes of their illness. There is also a 

need to treat their psychological problems along with the physiological ones. As it is 

very much clear from the treatment plans that they only consider the physiological 

aspects of the treatment and they underestimate the impact of psychological issues on 

health, whereas the health gets deteriorated just because of these psychological issues.  

It is important to explore the psychological issues of the chronically ill patients 

for their better treatment outcomes so it is very important for the healthcare 

professionals to identify those affected, ensure they receive appropriate care and 

provide ongoing support (Britneff & Winkley, 2013).  
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Psychological condition of the patients with chronic illness get effected and 

have worse the condition of the patients (Castera, Constant, Bernard, Ledinghen, & 

Couzigor, 2006; Hosoda et al., 1997; Kraus et al., 2004) but there is no single study 

which cater all the psychological problems and sometime one psychological issue can 

become the reason for another psychological disorder; so there is a need to study 

maximum psychological issues in one single study so that the proper consultancy will 

be provided timely and effectively. As discussed earlier, studies indicate that there is a 

direct association of declining physical status with mental-health. Studies indicated 

that the psychological adjustment or adaptation is very effective among chronically ill 

patients irrespective of their diagnosis (Cassileth et al., 1984). 

As evident from the literature, few studies have focused on various 

psychological issue faced by chronically ill patients but these studies take these 

variables separately. There is a need to study multiple psychological issues 

simultaneously and also a need to evaluate the relationship between these issues. 

Furthermore, with reference to Pakistani patients, no significant researches have been 

conducted in this area. The present research aimed to fill in these gaps (study of 

psychological issues) in literature. Secondly in literature highlighted the psychological 

issues but psychological indicators are not explored there is a need to explore those 

psychological indicators.  

It has also been observed that there are certain factors that may affect the 

relationship of psychological issues related to chronic illness. There are some risk 

factors such as age, duration of illness or disease, low social support, individual 

factors like defensive coping they  may increase the likelihood of negative buffering 

effects of psychological issues on individual’s mental and psychological functioning 

(Haung, 2009), whereas, some protective factors (i.e., social support and coping 

strategies) may intervene to save the individuals from these negative influences (i.e., 

depression, hopelessness, mood problems, sometime they commit suicide etc.) 

(Turner & Brian, 2000). Social support is figured out as a significant factor in 

lessening depression in cancer patients (Bailey et al., 2005). People who have 

received much social support have shown lower degrees of depression and other 

negative moods caused by physical illness (e.g. Brown, Nicassio & Wallston, 1989). 
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Coping strategies may influence the prognosis (Sprah & Sostaric, 2004). Furthermore, 

it has identified that social support and coping strategies are related in predicting 

emotional well-being of women with cancer (Kim et al., 2011). There are few 

important optimistic or positive factors which help in the good treatment of a patient. 

Social support has positive effect on physical and psychological well-being of people 

suffering from chronic illness such as cancer (Helgeson & Cohen, 1996). Social 

support affects the well-being of the patients (Swindells et al., 1999).  Chronically ill 

patients use different coping strategies which help them in better and speedy recovery 

and with the use of active coping strategies patients can have a positive outcome like 

low level of depression and a good quality of life (Holmes & Stevenson, 1990).  

Considering role of demographic variables (i.e., gender, education, marital 

status, age, family system and disease duration), literature suggests significant 

differences due to cultural effects. The socialization practices in Pakistan may assert 

gender-wise different roles in perception of stressful situations and coping strategies 

to deal with them. Other than gender, family system may also provide different 

scenario in our culture as compare to western societies. Those who are from the joint 

family system they share a strong and close bonding with one another. Whenever the 

support is needed it is always available and that is a very prominent feature of 

collectivistic culture. They expect a lot from one another that’s why in case of any 

emergency or illness they come more and closer with one another (Cheema, Kaira & 

Bhugra, 2010). Another important factor is knowledge of patients about disease and 

course of treatment and it was identified through focus group discussions conducted 

for present study. It seems a cultural trend that patients are not disseminated detail 

information about their disease and prognosis. So role of demographic and contextual 

factors may depict unique patterns in Pakistani society.  The focus is given upon to 

explore role of certain such variables in present study. Above all, present study has 

focused both risk and protective factors; which aggravate the symptoms and problems 

of chronically ill patients and those factors which increase the quality of life and 

wellbeing of a person.  
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In developing countries, the social and psychological conditions are worst 

(WHO, 2012). As in Pakistan there are few researches on the chronically ill patients 

and very few on psychological conditions of the patieqnts so present study is an effort 

to investigate the psychological issues which are experienced by chronically ill 

patients i.e., cardiovascular disease and diabetic patients. Cancer is a chronic disease 

and is the second leading cause of death in U.S (Bal & Foerster, 1991). The 

implications of conducting present study are twofold: it will not only help the 

specialists to treat their patients properly and in a more effective manner; But It will 

also help the professionals in considering preventive factors as interventions to 

facilitate the chronically ill patients. 
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Chapter - II 

METHOD 

Present study broadly intended to explore the most commonly reported 

psychological issues among chronically ill patients and to explore risk and protective 

factors with regard to their impact on well-being and quality of life of patients.  

Objectives of the Study 

Present study was comprised of following objectives. 

1. To find out the psychological issues of chronically ill patients (including

Cardiac, cancer, and diabetes patients).

2. To find out impact of psychological issues on quality of life and well-being of

patients.

3. To find out the risk factors that may increase the likelihood of negative effects

of psychological issues on chronically ill patients.

4. To find out the protective factors that may contribute in relationship of

psychological issues and their impact on wellbeing and quality of life of

patients.

5. To investigate the effects of demographic, social and familial variables (i.e.,

education, gender, family history, family system, marital status, disease status

and stage).

Conceptual and Operational Definitions 

Chronically ill patients. Chronically ill patients are operationalized as those 

individuals who are suffering from chronic diseases i.e., cardiac, cancer and diabetes, 

were hospitalized and had no comorbidity of any other disease. Chronic diseases are 

mostly characterized as diseases of long duration and are slow in progression.  

Psychological well-being. It is operationally defined as the state in which 

person strive for the perfection in his or her life and reaching to its full potential.  In 

the current study it was assessed with the help of Psychological Well-being Scale, 
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originally developed by Ryff and Keyes (1995) and translated in Urdu by Ansari in 

2010. High score on this instrument highlighted that the high level of one’s well-being 

(psychological) and low indicated low level.  

Dimentions of psychological wellbeing It has six dimensions, these are Self-

acceptance which refers to the positive evaluation of oneself and one’s past, Purpose 

in life related to the belief that life is meaningful and purposeful, Personal growth is 

the sense of continued growth and development as a person, positive relations with 

others is linked with the ability to have a significant relationship with others, 

environmental mastery basically highlights that whether the person is having the 

ability to manage surrounding world, autonomy is linked with the freedom or freewill. 

Quality of life.  Quality of life is operationally defined as person’s perception 

of his or her life in context of culture, in which they are living in relation to his or her 

life goals, standards and expectations. In present study it was measured through WHO 

Quality of life Questionnaire Khalid and Kausar (2006). High score indicates the high 

quality of life and low scores indicates low level of quality of life.  

Dimentions of quality of life It has four dimensions, which includes physical 

functioning (individual is physically fully functioning and is not having any pain, 

discomfort issue and have optimal level of functioning), psychological functioning 

(deals with the positive feelings, thinking, learning, memory and concentration etc.), 

social relationships (deals with the functioning of individual in relation to their 

personal relationships, social support and sexual relationships), environment 

(functioning of the individual in home environment, financial resources, health and 

social care, physical environment etc.) and perception of quality of life (deals with the 

overall perception of individual about his or her quality of life). 



32 

 

Research Design  

Current study was comprised of two parts. 

 

Part – I. Part- I of the study divided into three phases. The Phase – I was 

dealing with the finalization of study variables (to identify psychological issues, their 

risk and protective factors) through focus groups and in-depth interviews, the Phase –

II consisted of the Instrument development and the Phase – III dealt with determining 

the relibilities of study measures.  

  

Part II.  Part II was main study. Main objective was to test the study 

hypotheses. The specific objectives were to identify the most commonly reported 

psychological issues among chronically ill patients. It also explored the risk factors 

and protective factors linked with the chronic diseases. Then the relationship between 

the risk factors and protective factors were assessed with quality of life and well-

being of the chronically ill patients. Furthermore, in the present study relationship 

between these variables with demographic variables was also explored.  
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Chapter III 

PART-I 

 

Part- I of the study encompassed three phases. Phase I dealt with the 

identification of psychological issues, their risk and protective factors through focus 

groups and in-depth interviews, Phase –II comprised of the Instrument development 

and Phase – III dealt with establishment of the relibilities of the instruments. 

 

Phase – I: Identification of Psychological Issues, Risk & Protective Factors 

Phase – I of Part-I of the study deals with the identification of psychological 

issues, risk and protective factors among chronically ill patients.  

The Phase – I comprised of following stages. 

 

Stage I.   Focus group discussions were conducted by using multi-informant 

approach. In which the focus group discussions were conducted with the patients, 

doctors, nurses and caregivers of patients. 

In order to explore most commonly reported psychological issues, the risk and 

protective factors, overall 30 focus groups were carried out. Each group was 

comprised of 6-9 members each.   

 

Objectives. Focus Group Discussions (FGDs) were conducted to meet the 

following objectives.  

1. To investigate the most commonly reported psychological issues among 

chronically ill patients.  

2. To identify the factors that may play the role as risk factors for psychological 

issues. 

3. To identify those factors that may play role as protective factors for 

psychological issues.  

 

Focus group discussion (FGD). The FGDs were conducted by using multi-

informant approach in which FGDs were conducted with patients, caregivers, doctors, 
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nurses and para-medical staff, to explore the most commonly reported psychological 

issues among chronically ill patients, risk and protective factors linked with them. 

FDG’s were conducted to get the first hand information about the most commonly 

reported psychological issues among chronically ill patients. 6 focus group 

discussions were conducted with patients, 6 with caregivers of the patients, 6 with 

doctors, 6 with nurses and paramedical staff.   

 

Participants.  For the focus group discussions patients, nurses, doctors, 

paramedical staff and caregivers were approached. 43 patients (16 cancer patients, 13 

diabetic patients and 14 cardiac patients were taken from the Oncology, general 

medicine and Cardiology wards, Pakistan Institute of Medical Sciences, Islamabad 

(PIMS), 48 caregivers (17 caregivers of diabetic and cancer patients, 12 caregivers of 

cardiac patients), 35 nurses and 16 paramedical staff members and 33 doctors (21 

females and 12 males) were approached. With the willingness of the participants they 

were included in the FGDs.  

Inclusion criteria. Those patients who were suffering from other physiological 

diseases or psychological disorders were excluded from the study (those were 

included who were only suffering from one chronic disease at a time). Caregivers, 

doctors, nurses and para medical staff, who have direct interaction with the patients 

were included in study. Patients, caregivers, doctors, nurses and para medical staff 

was taken from PIMS hospital. Hospital authorities permitted then after this patient 

were approached. Then with the consent of the participants the data was collected. 

Exclusion criteria. Patients suffering from two or more diseases at a time were 

excluded. Those who are in critical condition and cannot communicate were also 

excluded. Caregivers, doctors, nurses and para-medical staff who were not directly 

interacting with the patients were also excluded.  

 

Focus group guide. On the basis of the extensive literature review (Crane, 

1981; Dahlem, & Deffenbacher, 2001), Self-determination (Deci & Ryan, 2002), 

Diathesis – stress model (Ingram & Luxton, 2005) and the Disability-Stress-Coping 
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Model (Wallander & Varni, 1998) focus group guides (for patients, caregivers, 

doctors, nurses and paramedical staff) were prepared (see Annexure-A).  

The categories explored through FGDs were chronic illness, change in 

behavior, emotions, cognition and feelings of the patients, along with them the risk 

and protective factors associated with the chronic illness.  

 

Procedure. The patients, caregivers, doctors, nurses and para-medical staff 

were approached with the permission of the hospital authorities. The consent was 

taken from the participants and with their willingness they have participated in the 

study. These focus groups were conducted in the side room of the wards. The well 

trained moderator was accompanying by the well trained note taker and observer in 

the focus group discussion. After describing confidentiality measures the session was 

started. It took almost one hour and forty-five minutes to complete each focus group. 

The focus group discussions sessions were conducted with introductions and then 

followed by asking generally how they are feeling then the respondents were asked to 

state their condition by keeping in mind the disease. Then they were asked about their 

chronic condition. Firstly, the topic to be addressed was introduced and then the 

respondents were asked to briefly discuss their various conditions and symptoms. 

Next the respondents discussed the psychological issues faced by the patients and 

what are the risk and protective factors which are playing significant role in it. 

 In the end of every session the moderator summarized the major points and in 

the end of every focus group discussion the respondents were asked to add any 

information they believed to be important and to comment on the accuracy of 

reflection. The best efforts were made to have as homogeneous group as possible. A 

series of FGDs were conducted till no new information was generated and saturation 

point had reached. The order of putting the question was rotated in every focus group, 

so that the order effect on the responses of the participants could be minimized. The 

same procedure was adopted for conducting FGDs with caregivers, doctors, nurses 

and paramedical staff.  
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Focus group discussions with patients. The first 6 FGDs were conducted in 

the PIMS, Islamabad with chronically ill patients. These patients were suffering from 

cancer (taken from Oncology department of PIMS), Diabetes (taken from the General 

medicine department of PIMS) and cardiac patients (taken from the cardiology 

department of PIMS). Patients belong to lower SES (socio-economic status) and were 

married.  

Participants. In order to conduct FGDs 43 patients (16 cancer patients, 13 

diabetic patients and 14 cardiac patients were taken from the Oncology, general 

medicine and Cardiology wards of department of PIMS were approached. With their 

willingness they have taken a part in the discussions. Six FGDs were conducted to 

explore the most commonly reported psychological issues, risk and protective factors 

related with the chronic illness.    

Focus group discussion I. Focus group one comprised of 7 cancer patients (4 

females and 3 males) they were approached in the ward of Oncology Department, 

PIMS. Age ranges from 25-63 years. Patients belong to lower SES (socio-economic 

status) and were married. 

Focus group discussion II. Focus group two comprised of 9 cancer patients (5 

females and 4 males). Age ranges from 25-60 years. They were approached in the 

ward of Oncology Department, PIMS.  

Focus group discussion III. Focus group three comprised of 6 diabetic patients 

(4 females and 2 males). Age ranges from 25-60 years. They were taken from the 

general medicine department of PIMS.  

Focus group discussion IV. Focus group four comprised of 7 diabetic patients 

(5females and 2 males). Age ranges from 25-60 years. They were taken from the 

general medicine department of PIMS. 

Focus group discussion V. Focus group five comprised of 6 cardiac patients 

(3females and 3 males). Age ranges from 25-60 years. They were taken from the ward 

of Cardiology department of PIMS. 

Focus group discussion VI. Focus group six comprised of 8 cardiac patients 

(5females and 3 males). Age ranges from 25-60 years. They were taken from the ward 

of Cardiology department of PIMS. 
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Focus Group Discussion with Caregivers. The 6 focus group discussions 

were performed with the caregivers (including male and female members of the 

family) of the patients. The first 6 FGDs were conducted in the PIMS, Islamabad with 

caregivers of chronically ill (diabetic, cancer and cardiac) patients. These patients 

belong to lower socio economic status and were all married. These caregivers spend 

most of their time with the patients. Most of these caregivers were their children, 

siblings or parents.  

Participants.48 caregivers (17 caregivers of diabetic and cancer patients, 12 

caregivers of cardiac patients) were approached for the focus group discussions. With 

the willingness of the participants, they have participated. Six focus groups were 

performed in order to findout the most commonly reported psychological issues, risk 

and protective factors related with the chronic illness.   

Focus group discussion I. Focus group one comprised of 8 caregivers of 

Cancer patient’s (5 females and 3 males) they were approached in the ward of 

Oncology Department, PIMS, Islamabad. Age ranges from 20-40 years. They were 

from lower socio economic status. They were taking care of their relative and were 

mostly the children, sibling or parent of the patient.  

Focus group discussion II. Focus group two comprised of 9 caregivers of 

Cancer patient’s (5 females and 4 males) in second focus group. Age ranges from 20-

40 years. They were approached in the ward of Oncology Department, PIMS.  They 

were taking care of their relative and were mostly the children, sibling or parent of the 

patient. 

Focus group discussion III. Focus group three comprised of 9 caregivers of 

diabetic patients (4 females and 5 males). Age ranges from 25-55 years. They were 

taken from the general medicine department of PIMS. They were taking care of their 

relative and were mostly the children, sibling or parent of the patient. 

Focus group discussion IV .Focus group four comprised of 8 caregivers (4 

females and 4 males) of diabetic patients. Age ranges from 25-55 years. They were 

taken from the general medicine department of PIMS. They were taking care of their 

relative and were mostly the children, sibling or parent of the patient. 
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Focus group discussion V. Focus group five comprised of 6 care givers of 

cardiac patients (3females and 3 males). Age ranges from 25-60 years. They were 

taken from the ward of Cardiology department of PIMS. They were taking care of 

their relative and were mostly the children, sibling or parent of the patient. 

Focus group discussion VI. Focus group six comprised of 8 care givers of 

cardiac patients (5females and 3 males). Age ranges from 25-60 years. They were 

taken from the ward of Cardiology department of PIMS. They were taking care of 

their relative and were mostly the children, sibling or parent of the patient. 

 

Focus group discussions with doctors. 6 focus groups were conducted with 

doctors, those who were treating the patients and dealing with them on daily basis. 

These were all experienced doctors and treating chronically ill patients from last eight 

to ten years. For the exploration of the psychological issues, risk and protective 

factors it was important to conduct focus group discussions with the doctors as they 

closely observe the patients. 

Participants.33 doctors (21 females and 12 males) were approached for the 

focus group discussions. With the willingness of the participants, they were included 

in FGDs. Six FGDs were carried out in order to investigate the most commonly 

reported psychological issues, risk and protective factors related with the chronic 

illness.   

Focus group discussion I. Focus group one comprised of 4 doctors (3 females 

and 1 male) they were approached in the ward of Oncology Department, PIMS, 

Islamabad. Age ranges from 25-40 years. They were specialized in treating cancer 

patients. Most of them were working with the patients from last 5-6 years.  

Focus group discussion II. Focus group two comprised of 5 doctors (3 females 

and 2 males). Age ranges from 30-40 years. They were approached in the ward of 

Oncology Department, PIMS. They were specialized in treating cancer patients. Most 

of them were working with the patients from last 5-6 years. 

Focus group discussion III. Focus group three comprised of 5 doctors (4 

females and 1 male). Age ranges from 30-40 years. They were taken from the general 
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medicine department of PIMS. They were specialized in treating diabetic patients. 

These doctors were working with these patients from last 5 years.  

Focus group discussion IV. Focus group four comprised of 6 doctors (3 

females and 3 males). Age ranges from 30-40 years. They were taken from the 

general medicine department of PIMS. They were specialized in treating diabetic 

patients. These doctors were working with these patients from last 5 -6 years.  

Focus group discussion V. Focus group five comprised of 6 doctors (4females 

and 2 males). Age ranges from 25-46 years. They were taken from the ward of 

Cardiology department of PIMS. They were specialized in treating cancer patients. 

These doctors were working with these patients from last 5 years. 

Focus group discussion VI. Focus group six comprised of 7 doctors (4 females 

and 3 males) in second focus group. Age ranges from 27-45 years.   They were taken 

from the ward of Cardiology department of PIMS. They were specialized in treating 

cancer patients. These doctors were working with these patients from approximately 

last 5.  

 

Focus group discussions with nurses and paramedical staff. 6 FGDs were 

conducted with nurses and paramedical staff, those who were dealing with patients 

from last at least 6 months. These were all those who were working with chronically 

ill patients from last so many years. For the exploration of the psychological issues, 

risk and protective factors it was important to conduct focus group discussions with 

the nurses and paramedical staff as they closely observe the patients. 

Participants.35 nurses and 16 paramedical staff members were approached for 

the FGDs. With the willingness of the participants, they were included in the FGD. 

They were requested to share opinions. Six focus groups were performed in order to 

findout the most commonly reported psychological issues, risk and protective factors 

related with the chronic illness.   

Focus group discussion I. Focus group one comprised of 5 female nurses and 

4 paramedical staff members they were approached in the ward of Oncology 

Department, PIMS, Islamabad. Age ranges from 25-40 years. They were specialized 

in treating cancer patients. 
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Focus group discussion II. Focus group two comprised of 6 female nurses and 

3 paramedical staff members. Age ranges from 25-40 years. They were approached in 

the ward of Oncology Department, PIMS. They were specialized in treating cancer 

patients.  

Focus group discussion III. Focus group three comprised of 6 nurses and 6 
paramedical staff members. Age ranges from 27-45 years. They were taken from the 
general medicine department of PIMS. They were specialized in treating cancer 
patients.  

Focus group discussion IV. Focus group four comprised of 5 nurses and 5 
paramedical staff members. Age ranges from 30-40 years. They were taken from the 
general medicine department of PIMS. They were specialized in treating cancer 
patients.  

Focus group discussion V. Focus group five comprised of 6 nurses and 6 
paramedical staff members (4females and 2 males). Age ranges from 25-38 years. 
They were taken from the ward of Cardiology department of PIMS. They were 
specialized in treating cancer patients.  

Focus group discussion VI. Focus group six comprised of 7 nurses and 7 
paramedical staff members (4 females and 3 males) in second focus group. Age 
ranges from 27-45 years. They were taken from the ward of Cardiology department of 
PIMS. They were specialized in treating cancer patients.  

 
Stage 2: Content analysis of focus group data of patients, caregivers, 

doctors, nurses and paramedical staff. The data was organized, coded separately 
and then themes were generated through content analysis approach (Berelson, 1952).  
The process includes the open coding, in which the information was read again and 
again to gain insight into the data. While reading the notes, the headings were written, 
many headings were created. These all headings were clearly describing all the 
aspects of the data. In the next step all these headings were taken to the code sheet. 
Then the categories were generated at that stage. After the coding of the data the list 
of the categories were grouped under the high order headings. The main objective 
behind this grouping was actually to reduce the number of categories by organizing 
the categories and grouping the categories into similar and dissimilar ones. This all 
was done not just to group together the similar and non-similar information, basically 
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it was done to describe the phenomenon, to having insight into it and to generate 
knowledge out of it. Themes were generated with the help of content analysis method. 
The major themes were generated by the committee of judges. The themes were as 
follow.  

 

Table 1  

Themes and Indicators or Statements of Patients, Doctors, Caregivers, Nurses and 

paramedical staff for Psychological Issues, Risk and Protective Factors 

Themes  Statements or indicators  

Psychological Issues  

 

ے۔ دی ہ  ا امی  ہت ن   ب 

وں۔ گ ہ  ی 
 
ے آپ سے پ ن  پ   ا

ھوڑ دوں۔ ا چ  ی  کہ دپ  ے  ا ہ  کرن   دل 

ا۔  ں لگی  ہی 
ں دل ب  ی ز می   کسی چ 

ا۔ کرن  ں  ہی 
کو دل ب  ے  ن  ی  پ  ے  

 
 کھان

 
د ب  ی  ی 

وں پ ر پ  ی ہ 
 
ئ ے۔ساری رات پ ڑی رہ  ی ہ 

 
گئ و  ی ہ  م ہ 

ت 
 
ی سے خ ھی ج 

د ب  ی  ی 
ی۔پ 

 
ں آت ہی   

ے۔ داسی ہ 
ُ
ہت ا  ب 

ے۔ ا ہ  کرن  کا دل  ے  ن  ہ  لے ر  اکی 

ھ کا  ب  ے 
 
کرن ا۔کسی سے ن ات  کرن  ں  ہی 

ی دل ب   

ے۔ ی ہ 
 
وگئ م ہ 

ت 
 
دگی خ ی سے زن  ے ج  ا ہ   لگی 

وں۔ ا ہ  وگی  م ہ 
ت 
 
ی سے خ ھ ج  کچ   سب 

وگا۔ ا ہ  کی  ی کے 
 
ں آت ہی 

ھ ب  کت ھی سمچ   کت ھی 

ھا  ے سے اچ  ن  ہ  ھروسے ر کہ اس طرح دوسروں کے ب  ے  اؤ ہ  ی ج  ۔مر ہ   

Psychological issues  ے۔ ا ہ  ن  صہ آ
 
ہت غ  ب 
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وں۔
 
خ
 
ٹ ھاکے پ 

 
ب
ُ
ھاا
 
ب
ُ
ی زی ں ا کہ چ  ے  ا ہ  کرن  کت ھی دل   کت ھی 

ے۔ ا ہ  ن  ا اب آ ی 
 
ی ھا ج 

 
ا ب ن  ں آ ہی 

صہ ب 
 
ا  غ ی 

 
ت ھی اپ

ک ہلے   ب 

ے۔  ا ہ  ن  صہ آ
 
ی ن ات  پ ر غ

 
ھوت ی  چ 

 
ھوت ر چ   اب ہ 

وں۔ ے لگی ہ 
 
کرن صہ 

 
ہ غ ے وج   ن 

ں۔ ہی 
کت ھی ب  کت ھی  ے اور  ا ہ  ون  رول ہ  ی 

 
کن کت ھی   کت ھی 

ے۔ ا ہ  کل لگی 
رول مش  ی 

 
کن  اب 

Risk and Protective 

Factors  

ر ہی  ی ت ب  و طی 
 
گھر والوں سے ملوں  ت ے  ن  پ  س دن ا ے۔ ج  ی ہ 

 
وت ہ   

وں۔ ی ہ 
 
ئ ی  اہ  ا ج  ون  ھی ک ہ 

 
ے ب لن  ت ملی کے 

 
ی ف
 
ئ  اپ 

وں۔ ی ہ 
 
ئ اہ  ا ج  ون  ھی ک ہ 

 
ہ سے ب کی وج  وں  خ 

 
 ب

وں۔ ی ہ 
 
ات کی طرف آج  دگی  کھ کے زن  کو دن  ن وں   اپ 

ھوڑ دوں۔ ا چ  ی  کہ دپ  ے  ا ہ  کرن  و دل 
 
ے ت ن  پ  ں د ہی 

ھ ب 
 
ے ساب ن  پ  ب ا  چ 

ھا محسو  و اچ 
 
ں ت ی  ے ہ  ن  پ  ھ د

 
ے ساب ن  پ  ت ھی ا

ک کت ھی  ں  کل جالات می 
ے۔مش  ا ہ  ون  س ہ   

سا
 
ب ان ےچ  صی ب ہ 

 
وش ن

 
ے۔ خ ا ہ  ھی  سے ت وچ 

ُ
ی ا ی ہ 

 
کوت و 

 
ے ت ا ہ  ون  ت مار ہ  ے۔ ن پ 

 
ے آن ھن  ی ت وچ 

 
کوت سے  ج  وہ   

ھ  ں۔کچ  ی  ے ہ 
 
کرن ی 

 
زات
 
مت اف ہت ہ  دان کے لوگ ب  ان  ج   

ں۔  ی  ے ہ  ن  پ  ی ت د م ں اہ  ر جال می  ھے ہ  ے مچ  چ 
 
ب رے   می 

ں۔ ی  ے ہ  گن  ھوڑ  ھے چ  ت ماری کے ن عد لوگ مچ  ی سے پ  ے ج  ا ہ  سا لگی   ان 

Risk and Protective 

Factors 

گی۔اللہ پ ر  اوں  وں ج  ھی ک ہ 
 
ں ب کہ می  ے  ن ہ  ی 

 
ن ق  

ے۔ ھروسہ ہ   ن س اللہ پ ر ب 

وں۔ ا ہ  کرن  ر محسوس 
ہی  و ب 
 
کروں ت اد  کو ن  و اللہ 

 
ے ت ا ہ  ون  داس ہ 

ُ
ھی دل ا ب ب   چ 

ے۔ ا ہ  کر کے سکون ملی  اد  کو ن  دا 
 ج 

کت ھی ے۔ کت ھی  اہ  ن  ا ھ ج 
 
ب
ُ
ن ا ی 

 
ھی ن ق دا سے ب  ج   
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وگا۔ ا ہ  کی  کہ  ا  ن  ں آ ہی 
ں ب  ھ می   سمچ 

کا دل ے  ن  پ  ھوڑ د ھ چ  کچ  ت ھی سب 
ک ے۔  کت ھی  ا ہ  کرن   

وں اہ  ی  ں لگا لی  کام می  کسی اور  کو  ے آپ  ن  پ  و ا
 
وں ت ا ہ  ون  ان ہ  س  ادہ پ رن  ب زن  ۔چ   

 

Table 1 indicates that the statements for each theme. It is basically providing 

the participants conceptual understanding about psychological issues, risk and 

protective factors.  

 

Table 2 

Themes and Sub Themes Related to Psychological Issues, Risk and Protective Factors  

Themes  Subthemes  
Sleep issues  
Appetite issues  
Loss of interest  
 
Sadness  

Sleeplessness  
Loss of appetite  
Loss of interest in life activities  
Irritability 
Feel like crying  

Restlessness  
All the time sadness  

Anger on small issues  Reacting quickly and violently to small problems  
 Getting violent on pity matters  
 Feel like anger is not under control  
Hitting or beating others  Feel like hitting other  
 Shout loudly  
 Hit others  
 Feeling angry  
 Finding it difficult to calm the feeling of anger 
Religious coping strategies  Praying  

Faith in Allah Almighty  
Small ray of hope  

Distractive strategies Started meeting people and going to social gatherings 
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Distracting mind with different activities  
Indulging in some activity  
Not thinking about the problem  

Avoidance coping strategies tried forgetting for the event which has happened  
avoiding others  

practical coping strategies Going to doctors  
Meeting professionals to seek help related to disease  
wanted professional help for the solution of problem 
Seeking knowledge linked with the disease  
Asking for help linked with disease  
Reading books or brouchers linked with the disease 

Help or support of others  Support of the caregivers  
Support of family  
Family’s interest in health  
Family’s response 

Lack of Social support  Negative attitude of family  
Family’s negligence 

 

 Themes were generated through the content analysis, which include sadness, 

crying spells, sleeping difficulty, hopelessness, loss of interest in life, appetite 

problems and loss of interest in everything, physical and verbal aggression as major 

indicators of psychological issues. So most of the chronically ill patients suffer from 

the psychological problems and the signs and symptoms were very clear.  High and 

low social support and different coping strategies were highlighted as a risk and 

protective factors. Furthermore, it was also highlighted that the low level of social 

support, distractive and avoidance coping strategies are risk factors. And high levels 

of social support, practical and religious focused coping strategies were protective 

factors.  

After the data analysis by the researcher the committee approach was 

conducted. This committee of experts revisited the statements and themes. This 

committee comprised of 2 health psychologists, 2 M. Phil and 2 Ph. D (psychology) 

scholars. They have extensive knowledge about the psychological issues about 
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chronically ill patients and qualitative research. They first independently gone through 

the statements and themes and then it was checked that whether they all have 

consensus on the given themes or not. It was found that they have consensus on all the 

given themes. To explore the inter-rater reliability Krippendorff’s alpha was explored 

as it is the standard reliability statistic (inter-rater reliability) for content analysis and 

similar data (Hayes & Krippendorff, 2007). Its .87 which is high reliability, it 

indicates that the six coders have consensus on the themes.  

 

 Discussion. The present phase of the resent study was carried out to findout 

the psychological issues, risk and protective factors among patients (chronically ill). 

In this phase of study, the FGDs were conducted to find out the psychological issues, 

risk and protective factors among chronically ill patients.  

Worldwide, the main reason behind death and disability is chronic illnesses or 

diseases. In Pakistan, fourty two percent of all the deaths are caused because of 

chronic diseases or illness.  The burden not only include the illnesses like cancer but 

the pateints also have to face the deterioration of the health but also the disability in 

working and adverse quality of life (Short, Vasey, & Bellue, 2008). In this part of 

study, the multi-informant approach was used to provide a broader and clear picture 

about psychological issues, risk and protective factors because it is assumed that 

patients sometimes exaggerate the problems and sometimes cannot properly report 

their problems so it is necessary to get the information from some other sources.  

Literature highlighted that most of the researches done on exploration of 

psychological issues are either done only with patients (Anderston, Freedland, Clouse, 

& Lustman, 2001; Lewko & Misiak, 2015; Solowiejczyk, 2010) or the caregivers or 

the doctors (Mitnick, Leffler, & Hood, 2009), there is a less research on having all 

these perspectives (patients, caregivers, doctors, nurses and paramedical staff) under 

one umbrella of research. There is a need to have a research which explains the 

psychological issues of chronically ill patients, risk and protective factors by having 

the perspectives of all informants by using multi-informant approach, including 

patients themselves, doctors, caregivers, nurses and paramedical staff.  
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In order to have a complete and detailed picture of the psychological issues, 

risk and protective factors among chronically ill patients the FGDs were conducted. 

On the basis of the literature review (Crane, 1981; Dahlem & Deffenbacher, 2001), 

and different theoretical models i.e., Self-determination (Deci & Ryan, 2002), 

Diathesis – stress model (Ingram & Luxton, 2005) and the Disability-Stress-Coping 

Strategy (Wallander & Varni, 1998) focus group guides for caregivers, patients, 

nurses, paramedical staff and doctors were prepared. Probing questions were also 

generated under each question for getting a breath of responses. FGD guides covered 

different categories i.e., chronic illness, change in behavior, emotions, cognition and 

feelings of the patients associated with the chronic illness.  

After FGD the data was analyzed with the content analysis method.  The data 

was ordered, systematized, separately coded and after that the themes were generated 

through content analysis approach, which is widely used to have a detailed and in-

depth analysis of qualitative data (Berelson, 1952). Through the analysis the most 

commonly reported psychological issues were highlighted. The themes were loss of 

interest in life, sleeping difficulty, appetite problems crying spells, sadness, 

hopelessness, and loss of interest in everything aggression (both, physical & verbal). 

Literature also indicates that these issues are common among chronically ill patients 

(Anderston, Freedland, Clouse, & Lustman, 2001; Lewko & Misiak, 2015; 

Solowiejczyk, 2010). Furthermore, the data revealed that the indicator of hopelessness 

is identified by patients, caregivers, doctors, nurses and paramedical staff. Crying 

spells and difficulty falling in sleep were identified by patients and caregivers. Loss of 

interest and irritability is identified by patients, caregivers, doctors, nurses and 

paramedical staff. Shouting and behaving aggressively was identified by patients 

themselves, caregivers, doctors, nurses and paramedical staff. Literature also 

highlighted that the chronic diseases increases the chances of severe psychological 

issues i.e., diabetes increases the risk of depression (Anderston, Freedland, Clouse, & 

Lustman, 2001) which are enlined with present study findings. 

Results revealed that depressive feelings and feelings of anger are common 

among cardiac patients and literature also highlighted this fact (Ilic & Apostolovic, 

2002; Solowiejczyk, 2010). Caregivers and doctors also mentioned that the patients 
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have crying spills and develop hopelessness, in other words a depression. Depression 

is also reported by the caregivers of the chronically ill (cancer) patients (Taylor, 

2006).  Daughter of cancer patient reported that her father said that “let me alone. No 

more treatments” (cited in Taylor, 2006). According to doctors the patients are more 

in a hopeless condition and as one of the diabetic patient on doctor’s suggestion she 

bursts out sadly and started crying and said to the doctor that “she has tried everything 

but nothing works” (Greenberg, 2007).  

Anger sadness and guilt have been reported by these patients (Shapiro, 1996). 

In FGDs the results also clearly indicate feelings of hopelessness, crying spells and 

sad feelings. The most common psychiatric disorders in cancer patients are 

depression, anxiety disorders and adjustment disorders (Gregurek et al., 2010). These 

are the common issues with the chronically ill patients.  

Literature indicates that chronically ill patients frequently use problem-

focused coping strategies and sometimes use emotional focus coping strategies 

(Tuncay, Musabak, Gok, & Kutlu, 2008). In the present study results also revealed 

that some patients indulge in religious activities to deal with the psychological 

disorders they are suffering from, whereas some distract their mind by doing different 

other activities.  

 

 Stage 3: Interviews of patients, caregivers, doctors and nurses. 

Objective. After the focus group discussion in order to have more detailed and 

complete information about the psychological issues, risk and protective factors, the 

in depth interviews were conducted by using the multi-informant approach.  

 

Participants. 6 patients, 6 caregivers, 6 doctors and 6 nurses were interviewed. 

   

Interview Guide.  Literature (Anderston, Freedland, Clouse, & Lustman, 

2001; Lewko & Misiak, 2015; Shapiro, 1996; Solowiejczyk, 2010) was explored and  

on the bases of focus group discussions, Self-determination (Deci & Ryan, 2002), 

Diathesis – stress model (Ingram & Luxton, 2005) and the Disability-Stress-Coping 

Strategy (Wallander & Varni, 1998) interview guidelines were prepared to interview 
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patients, caregivers, doctors and nurses to identify the most commonly reported 

psychological issues, risk and protective factors (see Annexure-B). 

Sample 1. Were conducted with 6 patients 2 were cancer patients, 2 diabetics 

and 2 cardiac patients. Age ranges from 25 years to 40 years. 

Sample 2. For this purpose, 6 caregivers of patients (2 caregivers of cancer 

patients, 2 caregivers of diabetic and 2 caregivers of cardiac patients) were 

approached. Age ranges from 25 years to 40 years. 

Sample 3. For this purpose, 6 doctors (2 from oncology department, 2 from 

general medicine and 2 from the cardiology department). These were those doctors 

who were directly dealing with the patients and observing them from last 5 -6 years 

were approached and interviewed.  Age ranges from 25 years to 40 years. 

Sample 4.  6 nurses (2 from oncology department, 2 from general medicine 

and 2 from the cardiology department). These nurses were directly dealing with the 

patients.  Age ranges from 30 years to 40 years. 

 

Procedure. With the permission of the authorities the patients, caregivers, 

nurses and doctors were approached. Two patients were taken from the Oncology 

department, two were taken from the General Medicine and two from the Cardiology 

department. Those who were willing to participate were interviewed. Then the 

caregivers were interviewed. 6 caregivers of patients (2 caregivers of cancer patients, 

2 caregivers of diabetic and 2 caregivers of cardiac patients) were approached. Then 

doctors were requested. Those who were free and gave the appointment were 

interviewed. 6 doctors (2 from oncology department, 2 from general medicine and 2 

from the cardiology department) were interviewed. Then nurses were approached and 

6 nurses (2 from oncology department, 2 from general medicine and 2 from the 

cardiology department) were interviewed. Those nurses, who were directly dealing 

with chronically ill patients. 

 

Stage 4. Content analysis of interview data. Content analysis approach was 

used to analyze the interview data. The data was organized, coded separately and then 

themes were generated through content analysis approach (Berelson, 1952).  The 
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themes were generated from interview data, with the help of content analysis method. 

So firstly the data was transcribed and then organized. Then the open coding was 

done by reading the material again and again. While reading the text the notes, the 

headings were written on the same page. The headings were actually summarizing the 

information and also provided the sort of theme for specific information. In the next 

step the headings were written on for the coding purpose and then the data was coded.  

After the coding of the data the list of the categories were grouped under the high 

order headings. So the numbers of the categories were generated. Now the data was 

grouped in form categories. These categories were basically describing the 

phenomenon. The major themes were generated by the committee of judges. On the 

basis of the interviews themes were emerged by content analysis approach.  

 

Results. The information gathered through the interviews was analyzed in 

detailed manner and then the themes were generated. Through the analysis the most 

commonly reported psychological issues were highlighted and risk and protective 

factors among chronically ill patients 

 

Table 3 

Themes and Indicators or Statements of Patients, Doctors, Caregivers, Nurses and 

paramedical staff for Psychological Issues, Risk and Protective Factors 

Themes  Statements or indicators  

Psychological issues  ں۔ ی  ے ہ  ن  ہ  اموش ر ہت ج   مرن ض  ب 

ے۔ ن  ہ  ا ں ج  ہی 
ی ب  ا ہ  ی ی   ج 

ں۔ ی  ے ہ 
 
کرن صہ 

 
ہت غ ت ھی ب 

ک  کت ھی 

ی
 
کاف کا موڈ  ے۔ ان  ا ہ  ون  ڈاون ہ   

ں۔ ی  ے ہ  ن  ہ  ہت ڈپ رس ر  ب 

ا۔  کرن  ں  ہی 
کا دل ب  ے 

 
کرن کام  ی 

 
 کوت
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ا۔  ون  ں ہ  ہی 
ت ب  صہ پ رداس 

 
 غ

ں۔ ی  ے ہ 
 
کرن صہ 

 
 غ

ں۔  ی  ے ہ 
 
کرن صہ 

 
ہ غ  ن لاوج 

Risk and protective factors 

  

ے  ن 
 
س دن رش ں۔ج  ی  ے  ہ 

 
ر  آن

 
ظ
 
وش ن

 
ھی ک اور خ

 
س دن ب

ُ
ں ا ی  ے ہ 

 
دار آن  

ں۔ ی  ے  ہ 
 
ر  آن

 
ظ
 
وش ن

 
ھی ک اور خ

 
و ب
 
ے ت
 
ان ا ج  ار دن  ی  کو پ   ان 

کے  ج  ھک 
 
ت ماری سے ب ھی اب اس پ  ے دار ب  ن 

 
ھ کے رش کی و کچ  س  ں ج  ی  ہ سے وہ اب ان پ ر ہ  وجج 

 
 ت

ں  ہی 
ں ی ہ ب  ھ می  کچ  ں۔ اور  ی  ے ہ 

ن  پ     د
 
کہ ان کے مرن ض ن ے  ن ہ  ی 

 
ی ن ق

 
ھیکاف ے ب  لن  ا اس  ی  چ 

 
ں ب ہی 

 ے ب 

ں۔ ی  کے ہ  ج  ار  مت ہ   وہ ہ 

وں۔ ی ہ 
 
ئ اہ  ا ج  ون  ھی ک ہ 

 
اطر ب کی ج  وں  خ 

 
ے ب ن  پ   ا

ں۔  ی  ے ہ 
 
ان ھوڑ ج  ں سب چ  ت ماری می   پ 

ں۔  ی  ے ہ  ھن  مچ 
س
ھ  دان والے ت وچ  ان   ج 

ں۔  ی  ے ہ  ن  ہ  اموش ر ہت ج  ھ  مرن ض  ب   کچ 

ں۔ ی  ے ہ 
 
ان وج  ک ہ  زدن 

 
ہت پ ھ  مرن ض دی ن کے ب   کچ 

ان  
 
کا ف ے علاج  لن  و اس 

 
ں ت ہی 

ا ب  ون  و ہ 
 
ھی ک ت

 
کہ ب ں  ی  ے ہ  ن  خ  ھ ی ہ سو دہ۔کچ   

ےک  ن  لی  کر  ں مصروف  می 
 
وں کام/سرگرمن  کسی اور  کو  ے آپ  ن  پ  ھ  مرن ض ا ں۔ چ  ی  ہ   

 

Table 3 comprised of patient’s interview statements. The data was organized, 

coded separately and then themes were generated through content analysis approach 

(Berelson, 1952). The focus group discussion data indicated these themes were 

hopelessness, crying spells, sleeping difficulty, loss of interest in life, sadness, 

appetite problems and loss of interest in everything, physical and verbal aggression as 

major indicators of psychological issues. Whereas the major indicators of the risk and 

protective factors are social support and coping strategies (active-practical coping, 

active-distractive coping, avoidance-focused coping and religious-focused coping).  
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After the data analysis by the researcher the committee approach was conducted. This 

committee of experts revisited the statements and themes. This committee comprised 

of 2 health psychologists and 2 Ph. D (psychology) scholars. They have extensive 

knowledge about the psychological issues about chronically ill patients and qualitative 

research. They first independently gone through the statements and themes and then it 

was checked that whether they all have consensus on the given themes or not. It was 

found that they have consensus on all the given themes. To explore the inter-rater 

reliability Krippendorff’s alpha was explored as it is the standard reliability statistic 

(inter-rater reliability) for content analysis and similar data (Hayes & Krippendorff, 

2007). It’s .83 which is high reliability, which indicates that the four coders have 

consensus on the themes.  
 

Stage 5.  Committee approach for the finalization of study variables. 

Objective. For the identification of psychological issues, risk and protective 

factors the committee approach was conducted  
 

Results. The data generated through FGDs and in-depth interviews was 

analyzed through content analysis approach. The committee approach was conducted 

after the completion of content analysis. The data and themes extracted through the 

content analysis of FGDs and interview data was reviewed by the panel of experts. 

Expert’s panel comprised of the two health psychologists and 3 practicing 

psychologists. They have critically viewed every single theme. Then they have 

mentioned the major themes and provided the researcher with the themes and 

subthemes. The experts have repeatedly reviewed the statements and then they have 

explained the clear categories which were indicated by the statements. These themes 

were depression and anger which were highlighted as a most commonly occurring 

psychological issue, whereas the coping strategies and social support are the factors 

which are considered as a risk and protective factor. After the committee approach the 

statements and themes generated were discussed with different experts and they have 

confirmed the themes, which were deduced from the data. 
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Table 4 

Themes and Sub Themes for Psychological Issues, risk and protective factors among 

Chronically Ill Patients 

Themes  Subthemes  

 

 

Depression  

Sleeplessness  

Loss of appetite  

Loss of interest in life activities  

Irritability 

Feel like crying  

Restlessness  

All the time sadness  

Anger  Reacting quickly and violently to small problems  

 Getting violent on pity matters  

 Feel like anger is not under control  

 Feel like hitting other  

 Shout loudly  

 Hit others  

 Feeling angry  

 Finding it difficult to calm the feeling of anger 

Religious coping strategies   Praying  

Faith in Allah Almighty  

Small ray of hope  

Active-distractive coping 

strategies 

Started meeting people and going to social gatherings 
Distracting mind with different activities  

Indulging in some activity  

Not thinking about the problem  

Avoidance-focused coping 

strategies 

tried forgetting for the event which has happened  
avoiding others 

Active-practical coping 

strategies 

Going to doctors  

Meeting professionals to seek help related to disease  

wanted professional help for the solution of problem 
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Seeking knowledge linked with the disease  

Asking for help linked with disease  

Reading books or broachers linked with the disease 

Social support Support of the caregivers  

Support of family  

Family’s interest in health  

Family’s response 

Lack of Social support Negative attitude of family  

Family’s negligence 

The themes generated through content analysis were hopelessness, crying 

spells, sleeping difficulty, loss of interest in life, sadness, appetite problems and loss 

of interest in everything, physical and verbal aggression as major indicators of 

psychological issues, whereas the major indicators of the risk and protective factors 

are social support and coping strategies. After the data analysis by the researcher the 

committee approach was conducted.  

After detailed review of all the themes, two major disorders identified by the 

experts and these were depression and the anger. Social support and coping strategies 

were highlighted as a risk and protective factors. Furthermore, they have also 

highlighted low level of social support, active-distractive and avoidance-focused 

coping strategies as Risk factors. And high level of social support, active practical and 

religious focused coping strategies as Protective factors.  

Discussion. The current study was carried out to explore the most commonly 

occurring psychological issues, risk and protective factors among patients (chronically 

ill). In this stage of the study, the interviews were conducted to get more detailed 

information about the psychological issues, risk and protective factors among patients 

(chronically ill), as the interviews are comparably rich source of data (Anderson & 

Arsenault, 2005).  The interview guides were prepared with the help of the 

information collected through the focus group discussion, Diathesis – stress model 

(Ingram & Luxton, 2005), Self determination (Deci & Ryan, 2002) and the Disability-
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Stress-Coping Strategy (Wallander & Varni, 1998). Separate interview guides were 

prepared for the patients, their caregivers, doctors and nurses. Almost same 

information was provided in the interviews. The doctors and nurses reported that the 

patients have lost all their hopes and are waiting for the death. Caregivers were also 

reporting that the patients have developed a wrong thinking that they are not going to 

recover. On the basis of in depth interviews various themes were emerged by content 

analysis approach. The themes were extracted through content analysis. For the 

content analysis the data was organized, coded and then the themes were generalized.   

The results of the interviews also revealed that the incidence of anger among 

chronically ill patients. Anger, sadness and guilt have been mentioned and explained 

by these patients (Shapiro, 1996). The most common psychological issue in cancer 

patients are adjustment, anxiety and depression disorders (Gregurek et al., 2010). 

Numbers of chronically ill patients are increasing day by day and they find it 

extremely difficult to deal with issues related with them and unable to get the 

psychological support and information.  

People use different coping strategies to deal with issues related to their 

illness. Literature indicates that chronically ill patients frequently use problem-

focused coping strategies and sometimes use emotional focus coping strategies 

(Tuncay, Musabak, Gok, & Kutlu, 2008). Interview results revealed that some 

patients indulge in religious activities to deal with the psychological disorders they are 

suffering from, whereas some distract their mind by doing different other activities.  

There are some risk factors such as age, duration of illness or disease, low 

social support, individual factors like defensive coping they  may increase the 

likelihood of negative buffering effects of psychological issues on individual’s mental 

and psychological functioning (Haung, 2009), whereas, some protective factors (i.e., 

social support and coping strategies) may intervene to save the individuals from these 

negative influences (i.e., depression, hopelessness, mood problems, sometime they 

commit suicide etc.) (Turner & Brian, 2000). Social support has been identified as an 

important factor alleviating depression in cancer patients (Bailey et al., 2005). Those 

who are getting high social support they experience low level of negative mood 

especially depression (Brown, Wallston, & Nicassio, 1989). There are some positive 
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or protective or effective aspects which may help in the effective treatment of a 

patient. Social support has positive effect on physical and psychological well-being of 

people suffering from chronic illness such as cancer (Helgeson & Cohen, 1996). 

Social support affects the well-being of the patients (Swindells et al., 1999).  

Coping strategies may influence the prognosis (Sprah & Sostaric, 2004). 

Chronically ill patients use different coping strategies which help them in better and 

speedy recovery and with the use of active coping strategies produce more favorable 

outcomes such as less pain as well as low level of depression, and better quality of life 

(Holmes & Stevenson, 1990). Furthermore, it has been identified that social support 

and coping strategies are related in predicting emotional well-being of women with 

cancer (Kim, Han, Shaw, Mctavish, & Gustafson, 2011). Literature also shows that 

psychological issues may impact negatively on the quality of life (Chen, Baungardner, 

& Rice, 2011; Vila et al., 2003) and psychological wellbeing of the patients (Dubey, 

2012). Heath care programs are developed by the government to deal with all the 

issues related with the chronic illnesses (Wagner et al., 2014). It is important to 

explore the psychological issues of the chronically ill patients for their better 

treatment outcomes so it is very important for the healthcare professionals to identify 

those who got affected, ensure they receive appropriate care and provide ongoing 

support (Britneff & Winkley, 2013).  

 

Conclusion. The content analysis of the information of the FGDs and indepth 

interviews revealed that the most commonly occurring psychological issues were 

depression and anger. The risk factor was the social support and it was also 

considered as a protective factor that if patient is getting it he or she will feel very 

good and have positive mood but if there is a low level of social support then it 

adversely affects their health. Along with the social support, the religious coping 

strategy and practical coping strategy was also considered as a protective factor as it 

helps them to cope with the problem, whereas the avoidance and distractive coping 

strategies are risk factors because it makes them to avoid everything.   
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Phase - II: Instrument Development  

In Phase I variables for the present study were finalized. For psychological 

issues depression and anger are commonly reported by chronically ill patients, 

whereas the social support and coping strategies are figured out as a risk and 

protective factor. For the assessment of depression the Beck Depression Inventory 

(Khan, 1996) was used, Social Support Scale (Malik, 2002) for the assessment of 

social support, Coping Strategies Questionnaire (Kausar & Munir, 2004) for the 

assessment of coping strategies, WHO Quality of Life Questionnaire by Khalid and  

Kausar (2006) for the assessment of quality of life,  Psychological wellbeing (Ansari, 

2010) was used for the assessment of psychological well being and for the 

measurement of anger, the literature was investigated and previously developed 

questionnaires and inventory (Siegel, 1986; Speilberger, 1999) were reviewed. Most 

of the instruments were in English. No specific anger scale was there with which their 

(chronically patients) anger can be assessed. To develop the instrument which cover 

all domains and will be in Urdu, the new scale was developed.  Many general scales 

were there which can be used either for healthy or unhealthy individuals; no specific 

scale was there for chronically ill patients. Secondly in order to have an indigenous 

scale for assessing anger of patients (chronically ill).  The Phase – II deals with the 

development of the Anger Scale for Chronically ill Patients (ASCIP). 

 

 Stage-I: Development of Scale. It was dealing with the construction of 

ASCIP. In this stage the already developed scales were reviewed. Stage –I was 

comprised of following steps: 
 

Step – I: Review of literature and previously developed scales. The wide 

research evidences about anger was reviewed before the development of (Crane, 

1981; Dahlem & Deffenbacher, 2001), along with the literature review already 

developed scales (Siegel, 1986; Speilberger, 1999) were reviewed by expert 

committee which comprised of six PhD and six MPhil scholars. The indicators 

indentified in FGD’s (conducted in Phase – I of present study) were also taken. The 
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committee had detailed discussions on anger and its dimensions. With the help of 

these discussions they have gathered the content of the scale.   

Step – II: Generation of Items pool and rating scale selection. This step was 

about having a committee approach. Objective of the committee approach was to 

construct or develop the item pool. This committee was consisted of six members, 

including three PhD and three MPhil scholars; they have wide knowledge of research 

and scale construction, also have its experience. The item-pool was generated with the 

help of literature review (Crane, 1981; Dahlem & Deffenbacher, 2001), critically 

analysis of already developed anger scales (Siegel, 1986; Speilberger, 1999) and a 

discussion with subject matter experts. Furthermore, the indicators highlighted in 

FGDs were also taken into consideration. On the basis of all that the dimensions for 

the scale were acquired and on their basis the items were written. 57 items were 

formulated and having a four-point response option of very much so, moderately so, 

somewhat and not at all.  

 

Step III: Committee Approach for items selction. After extensive literature 

review, analysis of already developed scales, indicators highlighted in FGDs and 

discussions with SMEs the items were written. Item finalization was carried out in 

committee approach. This committee consisted of 3 MPhil scholars, 2 PhD scholars 

and 1 Associate professor (taken from NIP, QAU, Islamabad). Thus with the help of 

their expert opinion the items were critically analyzed so they become free from any 

flow. The items were checked for difficulty, double-barrel and mislead. All items 

were considered appropriate by the committee. The item pool of ASCIP was 

comprised of 57 items (see Annexure-C). In the committee approach the 25 items 

were finalized. 

After finalization of the items, the scale was ready for tryout. The tryout was 

conducted by taking twenty participants and administering scale on them. Participants 

were requested to provide their feedback about the ASCIP. They all were appealed to 

mention, in case they got any perplexity or complexity in understanding any item or if 

there is any doubt or vagueness in anything. After the completion of questionnaire, 
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the respondents were asked about the scale and they have mentioned that they have 

easily filled it up.  

 

Stage – II: Exploration of factors for ASCIP. 

Objective. The main objective of this stage was to explore factor analysis of 

the ASCIP. 
 

Sample. The sample comprised of 300 chronically ill patients (cancer, diabetic 

and cardiac patients), taken from Oncology, cardiology and General Medicine 

Department of PIMS. Both female and male participants were taken. They were all 

diagnosed patients. Those having to illness at a time or having any psychological 

disorder were excluded.  

 

Table 5 

Descriptive Characteristics of the Sample (N=300) 

Variables  f % M  SD 

Disease      

      Diabetes  100 33.3   

      Cancer  100 33.3   

       Cardiac  100 33.3   

Duration of illness    13.64 11.92 

Stage of disease      

          Stage 4 (Cancer) 100 33.3   

         Cardiac (first heart attack) 100 33.3   

         Diabetes (High & Insulin dependent) 100 33.3   

Gender     
      Male  91 30.3   
      Female  209 69.7   
Age    31.95 13.81 
Education      

Un educated  87 29.0   
Primary  34 11.3   
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Middle  19 6.3   
Matric  62 20.7   
FA/F.Sc 40 13.3   
BA/B.Sc 54 18.0   
M.Sc 4 1.3   

Marital Status      
Married  198 66.0   
Unmarried  102 34.0   

Family system      
Nuclear  175 58.3   
Joint  125 41.7   

Employment Status      
Employed  46 15.3   
Unemployed  254 84.7   

Monthly Income in Rupees     
Less than 10000 142 47.3   
Between 10000 – 50000 142 47.3   
Above 50000  16 5.3   

 

Table 5 explains about the descriptive characteristics of the study sample. This 

part of study was consisted of 300 chronically ill patients (100 diabetics, 100 cardiac 

and 100 cancer patients). Male and female both patients were taken. 175 belong to 

nuclear family and 125 belong to joint families.  

 

 Procedure. Chronically ill patients were approached after taking the consent 

from the hospital authorities. The cardiac patients, cancer and diabetic patients were 

taken from Cardiology, Oncology and general medicine department of the PIMS 

hospital. With the willingness of the patients the data was collected. The purpose of 

the study was mentioned to them. Furthermore, they were also explained about their 

right to reject and withdraw at any point of time. Approximately in an hour they have 

completed the questionnaire. Along with the questionnaire the demographic 

information was also acquired, it included information about gender, occupation, age, 
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marital status, stage of illness, duration of illness etc. As they were chronically ill so 

they were taking pauses while completing the questionnaire, there comfort was 

assured and maintained. All other ethical guidelines which were provided by the 

American Psychological Association were followed.  

Results. For the computation of the fators or dimensions of the scale, the items 

were analyzed on Exploratory Factor Analysis (EFA). EFA was computed in order to 

explore the factors of the scale. On Principal component and by using the varimax 

rotation the factors were extracted. As varimax rotation is most widely and commonly 

used for orthogonal rotataion, when the factors are not related with one another 

(Brown, 2009).  By using Factor, the EFA was computed (Ferrando & Lorenzo-Seva, 

2016). The Kaiser-Meyer-Olkin (KMO) test value is .71.  

Table 6 

Factor Loadings and EigenValues of Items of ASCIP (N = 300) 

Items  F1 F2 F3 F4 F5 

ے۔ 4 ا ہ  کرن  کادل  ے 
 
کو مارن کسی  را           95. می 

وں۔ 3 اگل ہ  صے سے  ن 
 
ں غ          95. می 

ا ہ   7 کرن  کو  ے 
 
کرن ں لعن طعن  ی آواز می  چ 

 
وب
ُ
را دل ا ے۔می   .95         

ے۔ 2 ا ہ  ی  اہ  ی ج  کو ج  ے 
 
لان ے سے ج 

 
ص
 
را غ          95. می 

ے۔ 6 ا ہ  کوکرن  ے 
 
کر   مارن ھو 

 
کو ب کسی  را دل           94. می 

ر  8 ے۔می  ا ہ  کرن  ی  کو ج  ے 
 
کرن کسی پ ر چملہ  ا   .93         

وں۔ 5 ا ہ  ی /کرن 
 
کرت اراض محسوس  ت ن 

 
ں سخ          88. می 

25  
س
ا لوگ  ی 

 
ی وں ج  ا ہ  ون  ڑا ہ  ڑچ  ادہ چ  ی ذن 

 
کئ س سے 

ُ
ں ا ں۔می  ی  ے ہ  ھن  مچ   .83         

ے۔ 9 ا ہ  کرن  ی  کو ج  ے  
 
لان د ج  اآوازِن لی  را ن           81. می 

وں۔ 1 ڑا ہ  ڑچ  ں چ     50.     75. می 
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ا ن   13 ی 
 
گھی و 

 
وں ت ی ہ 

 
وت اگل ہ  ے سے ن 

 
ص
 
ں غ ب می  وں۔چ  ی ہ 

 
کہئ ں  ی 

اپ   .61     .50   

20  
 
ا/کرت کرن  ش  

 
کوش کی  ے 

 
ون رسکون ہ 

ُ
ارہ پ  ں دون  وں۔می  ی ہ     .93       

ک 17 ے  ن  ہ  ش ر
 
کوش کی  ے  ن  ہ  ر آمن ر

ُ
ر سکون  اور پ 

ُ
ں پ  ا/  می  کرن  ش 

 
کوش ی 

وں۔ ی ہ 
 
 کرت

  .90       

ے سے روک سک  21
 
ون ات و ہ 

ےف  کو ن  ود  
 
ں خ ی /س می 

 
وں۔ئ اہ  کی     .88       

وں۔ 18 ی ہ 
 
ر سکون  رکھئ

ُ
کو پ  ود 

 
ں  خ        86.   می 

وسک 22 لدی ممکن ہ  ی ج 
 
ئ
 
ی کو ج  ے 

 
ص
 
ے  غ ن  پ  ں ا وںمی  ی ہ 

 
کرت ا/  کرن  کم  ۔ے     .84       

رسکون رک  19
ُ
کو پ  ے والے اجساسات 

 
ص
 
ے غ ن  پ  ں ا کرن  می  ش 

 
کوش کی  ے  ا/  ھن 

وں۔ ی ہ 
 
 کرت

  .78       

گرم دماغ آدمی  11 ہت  ں ب  وں۔می  ہ     .77       

وں۔ 10 ا ہ  ن  ا ی /آج 
 
ات ں آج  ے می 

 
ص
 
لد غ ہت ج  ں ب     60.   می 

 

  

15  
 
ی ش آت چمل سے پ 

 
روب ھ صی 

 
ں دوسروں کے ساب وں ۔می  ا ہ  ن  وں/ آ ی ہ       .89     

وں 12 ی ہ 
 
ات وج  وں / ہ  ا ہ  ن  ا وج  ر ہ  اہ  ے سے ن  کدم آن  ں ن  ۔می       .89     

23  
 
ادہ  غ ی ذن 

 
کئ س سے 

ُ
ں ا وں می  ی ہ 

 
ئ
ں ماپ  ا می  ی 

 
ی ی ج 

 
کرت ہ  وں۔ص  ہ       .89     

ک 24 ں  ات و می 
کو ف  ے کے اجساسات 

 
ص
 
ے غ ن  پ  ں ا وں۔می  ی ہ 

 
وں/کرت ا ہ  ر ن   

 

  .67     

ے 16
 
کرن رسکون 

ُ
کو پ  ود 

 
و ں خ لد ممکن ہ  ا ج  ی 

 
ی ں ج  ا   می  کرن  ش 

 
کوش کی 

وں۔  ہ 

        .81 

وں۔ 14 ا ہ  ں رکھی  ات و می 
کو ف  ے مزاج   ن  پ  ں ا  61.         می 

 

 Results in table 6 indicate the factor loading of items, the 25 items got loaded 

on five factors. On Principal component and by using the varimax rotation the factors 

were extracted. .35 was considered as criteria for the selection of items. So those 

items whose loading is equal to .35 or greater then it was selected.  So by using these 

measures the items loading was analyzed. Five factors got emerged and with the 
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expert opinion of scholars the last three were merged as they were depicting the same 

picture. 11 items got loaded in factor – I (items no. 4, 3, 7, 2, 6, 8, 5, 25, 9, 1 and 13), 

8 loaded on Factor – II (Item no. 20, 17, 21, 18, 22, 19, 11 and 10) and 6 items got 

loaded on Factor III (item no. 15, 12, 23, 24, 16 and 14).  

 

Table 7 

Eigenvalues, Cumulative Percentage and Percentages of Variance of Variance for 

Three Factors of ASCIP (N = 300) 

 

Results in the table 7 show the eigenvalues variance (percentage), which are 

explained by extracted factors. The Factor- I is explaining the total variance of 

45.41% and eigenvalue of 11.35, which is highest values in comparison of other 

factors. By refereeing to the criterion, eigenvalues provide three factor solutions were 

deemed appropriate.  
 

Committee approach. For the concluding decision about the items and for 

deciding appropriate tittles for the extracted factors the committee approach was 

conducted. The committee consisted of qualified and knowledgeable experts; it 

includes four PhD and four MPhil scholars. All of them have wide knowledge about 

testing and research. They did detailed analysis of all items and factors in which they 

fall. Then they decided the titles for the factors and these are state anger (factor – I), 

anger control-in (factor -II) and anger control – out (Factor-III).  

 

Discussion. The aim of this phase of study was to construct an indigenous 

questionnaire for the assessment of anger among chronically ill patients. It was 

constructed in a manner; it measures the tendency of anger among chronically ill 

patients. This scale also measures the anger control among the patients along with the 

state anger.  
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There are many anger scales but after an extensive literature review (Crane, 

1981; Dahlem & Deffenbacher, 2001), and critical analysis of the previously 

developed scales or questionnaires (Siegel, 1986; Speilberger, 1999) it was concluded 

that there is a need to develop an indigenous scale for assessment of anger among 

chronically ill patients. So for this purpose the scale was constructed in this phase.  

By using a systematic approach, the scale was developed, including the 

empirically based anger conditions and dimensions were figured out. The FGDs were 

conducted to explore the details and dimensions of the anger. The FGDs were 

conducted with Subject Matter Experts (SME), MPhil and PhD research scholars. 

After conducting FGDs the committee approach was conducted in which the items 

were written. Then the appropriate and well-designed items were selected. The first or 

preliminary item-pool was generated with the help of wide empirical evicdences, 

furthermore the review and analysis of already developed anger scales and the insight 

attained from SMEs. No reverse coded items were included in the scale but as the 

scale was catering the three important but different aspects of anger i.e., state anger, 

anger control-in and anger control-out. These aspects of anger are in opposite 

direction with one another as for example, in case if someone is having control-in, he 

or she doesn’t have control-out. The dimensions of the scale were determined with the 

help of previous literature and scales. Experts have keenly and critically looked into 

the details of every single statement and then they have selected 25 items out of 57 

items for the scale, based on state anger and anger control. All the items were opinion 

statements and consisted of 4-response options i.e., very much so, moderately so, 

somewhat and Not at all. 

The committee approach was conducted with scholars who were having 

extensive knowledge of research and scale construction, for having a final comment 

about the items of the scale. It was conducted to figure out if there is any double 

barrel, misleading, or ambiguous item in scale, then it should be deleted or modified.  

Committee was satisfied with the items and approved the items.  

After the construction of the scale, for clarity of items the try out was carried 

out. For this purpose, 20 participants were taken and they were requested to mention 

if there is any difficult, ambiguity or un-clarity in any item. They haven’t complained 
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about anything and have easily completed the questionnaire. At the completion of 

questionnaire, the respondents were asked about it but they said they have easily done 

it.  

After the tryout of the scale, for EFA the test was administered on the 300 

chronically ill patients (cancer = 100, diabetics = 100, cardiac = 100). Then the 

exploratory factor analysis was computed and Principal component solution was 

obtained. EFA is basically a technique to figure out and classify the factors (field, 

2005). Three factors were figured out, with eighenvalues greater than 1.00 were 

extracted. With varimax rotation the factors were computed. The three factors were 

extracted by taking the Kline’s (1993) criteria for the item selection. Those items 

which have the loading of .35 and above considered for the final scale. Total five 

factors extracted but in the committee approach the 3, 4 and 5 factor was combined to 

form a one factor. So in the scale comprised of three factors.  In committee approach 

the finalization of factors name was carried out. The committee comprised of 

scholars. In the committee approach the title selected for Factor-I is state anger, for 

factor-II the anger control-in and anger control-out for factor-III. State anger 

comprised of 11 items, 8 for anger control-in and 6 for anger control-out.  

State anger is the name given to first factor, is derived from the literature 

(Etzler, Rohrmann, & Brandnt, 2014) which is associated with the present condition 

or situation of an individual. Like the present condition or the state changes, attitude 

and behavior of a person also gets change.  

Anger control-in was name which is given to the second factor, is taken from 

the literature (Speilberger, 1988). It is about control and suppression of anger.  

Anger control-out is a name given to the third factor, it is about controlling 

anger feelings. This name was also derived from the literature (Speilberger, 1999). 

This scale was constructed to measure the anger among chronically ill patients.    

 

Phase – III:  Establishment of Psychometric Properties of the Instruments 

The present study was aimed to explore the most commonly reported 

psychological issues among chronically ill patients and to explore risk and protective 

factors with regard to their impact on well being and quality of life of patients.  
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Objective. Phase – III of the Part – I of this study was conducted to explore 

the psychometric properties of the all the instruments used to measure study variables. 

These psychometric properties include computing the alpha reliabilities of study 

indtruments, item-total correlation and also by computing inter-scale correlation.  

 

 Sample. The sample of the pilot study comprised of 300 chronically ill 

patients (cancer, diabetic and cardiac patients), taken from Oncology, general 

Medicine and cardiology Department of PIMS. The sample included both male and 

female patients. Patients having cancer, diabetes (diabetes mellitus) and cardiac 

patients (had experience first heart attack) were included in study. Those patients 

were excluded who were suffering from two or more diseases at a time, suffereing 

from any other disease which is not included in the present study and sufereing from 

any psychological illness. Table 5 explains the demographic description of the 

sample.  

 

 Instruments. 

Personal Information Data Sheet. Personal information of the chronically ill 

patients includes, gender, age, family system, number of family members, duration of 

diagnosis, stage of disease, monthly income, education, employment status, any 

family member who is suffering from any chronic illness? if yes then which one and 

also tell the duration of that illness, symptoms of illness and distress of illness.  

 

Anger Scale for chronically ill patients (ASCIP). In the current research this 

scale was developed in the Phase – I. ASCIP was constructed which comprised of 25 

items scale. The scale is divided in to three dimensions (1) state anger (present state of 

a person that how he or she is feeling righ now), (2) anger control-out and (3) anger 

control-in. Items of this scale are in the form of opinion statements which has to be 

rated on likert scale (four point) and these are very much so, moderately so, somewhat 

and Not at all.  
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The scale helps in identifying that whether the person is experiencing the 

anger or have capacity or tendency to experience it.  The increased score in the 

specific subscale indicates that the person is having a tendency to experience more 

anger whereas the low indicates the low tendency of having anger.  

 

Beck Depression Inventory. It was developed by Beck and translated in Urdu 

(Khan, 1996), this Urdu version was administered in the current study. It’s a 21 item 

inventory which consistent with depression criteria mentioned in DSM-IV. It is a 

screening tool and is not a diagnostic tool. It basically evaluates the person on 21 

symptoms including failure linked with past, suicidal ideation, sadness, pessimism, 

worthlessness, lost of interest, loss of energy, appetite issues, sleep problems, 

irritability etc. BDI is used in many researches (Kuhner, Burger, Keller, & 

Hautzinger, 2007; Quek, Low, Razack, & Loh, 2001) and is psychometrically very 

sound scale. The concurrent validity (Beck, Steer & Carbin, 1988) and construct 

validity was established (Harris & Joyce, 2008). The Cronbach alphas of BDI mostly 

range from 0.75 to 0.92 (Khan, Marwat, Noor, & Fatima, 2015) and .89 (Holländare, 

Andersson & Engström, 2010).  

 

Coping Strategies Questionnair (CSQ). CSQ developed by Kausar and Munir (2004) 

was used. It consisted of sixty-two items and as it’s in Urdu language so 

understandable for the Pakistani people. It consisted of 4 subscales and these are 

active-practical coping, active-distractive coping, avoidance-focused coping and 

religious-focused coping. The respondent has to indicate on a 4-point scale ranging 

from “did not use at all” to “used quite a lot” indicating the degree to which a strategy 

is used. Active practical is about trying to solve the problems. Active-distractive about 

distracting one’s mind so that he or she doesn’t think about the problem.  Avoidance-

focused is about avoiding and considering it as tool of dealing with a problem. 

Religious focus is about praying and asking God for help (Kausar & Munir, 2004). 

This scale has four-point rating scale ranging from “did not use at all” to “use quite a 

lot”. This scale is widely used by different researchers and was found as a 

psychometrically sound instrument as its alpha reliability lies from .55 to .73 



67 

 

(Ghazanfar & Shafiq, 2016), 0.55 to 0.78 (Kausar & Yusuf, 2011), 0.87 (Dawood & 

Yousaf, 2015) and 0.86 (Naveed & Yousaf, 2015).  

 

Social Support Questionnaire. Social support was assessed by using the 

Social Support Questionnaire by Malik (2002). It consisted of 51 items and have five 

dimensions of support (informational, tangible, emotional and social network). It has 

four response options always, sometimes, often and never. It is highly reliable and 

valid indigenous scale for measuring social support. This scale is widely used in many 

researches and has been reported as psychometrically sound as its reliability ranges 

from .73 to .83 (Mushtaq & Zubair, 2015) and .94 (Manzoor, 2009).  

 

Psychological Well Being. In the current study, for the assessment of the well-

being (psychological) the Urdu translated of Ryff was used. It is translated by Ansari 

(2010). It consisted of 54 items and these are self-acceptance, positive relations, 

autonomy, environmental mastery, personal growth and purpose in life). It’s a 6-point 

rating scale (Ansari, 2010).  

Autonomy. This subscale comprised of 8 items with 5 negative stated. The 

score range from 8 to 40 and the high score indicate high level of autonomy. It is 

basically about the will power, which includes qualities like freedom, liberty and 

behavior regulation. Those indivuals who have autonomy have a locus of control 

(internal), in this case the individual doesn’t need to have the endorsement or 

aggrement of others (Ansari, 2010).  

 Environmental mastery. This subscale comprised of 6 items with 2 negatively 

stated items assessing the sense of mastery and competence in managing the 

environment. It’s basically about one’s capability or ability to build a suitable 

environment which is suitable for mental and physical health of the individual. It 

explains the human being’s ability to move in his or her life by advancing in the world 

and change it through physical or mental gain of any prospect. These all aspects are 

linked with the environmental mastery which is significant ingredient in the positive 

psychological functioning of an individual (Ansari, 2010). 
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Personal growth. This subscale comprised of 7 items with 3 negatively stated 

items measuring the personal development among individuals. The score range from 7 

to 35. It is basically linked with the proper and complete psychological functioning 

personal growth is very important. There is a need to actualize one’s potential and 

capabilities to have a personal growth. Openness is the basic and key characteristic for 

fully functioning person. Such an individual is continually developing excelling in his 

or her life (Ansari, 2010). 

 Positive relations with other. This subscale comprised of 6 items with 4 

negatively scored items measuring trusting relationship with others. The score range 

from 6 to 30. Psychological well-being is also linked with establishing warm and 

trusting relationships with others. The ability to love is viewed as the main and central 

component of mental health. Self actualizers are considered to have an affectionate 

feelings and empathetic feelings for everyone. Other development theories also 

emphasized on the importance of positive relations with others and taking guidance 

from others, which is important for one’s positive psychological development (Ansari, 

2010). 

Self Acceptance. This subscale comprised of 6 items measuring individual’s 

attitude towards oneself. The score range from 6 to 30. Its characteristics include 

maturity, proper and optimum functioning of an individuals. Literature and theories of 

life span supported that for sound mental health, the individual should have his or her 

acceptance for past life events and above all he should be accepting his or her self. So 

having a positive attitude towards himself or herself for optimum functioning (Ansari, 

2010). 

Purpose in life. This subscale comprised of 6 items with score range from 6 to 

30. For a sound mental health, it is important to have some purpose in one’s life. The 

explanation is maturity is also linked with the having some goal of life (Ansari, 2010). 

This scale is widely used scale to assessment of well-being which is a 

construct having varied dimensions (Ryff, 1989). The reliability estimates provided 

for original scale by authors for autonomy, for environmental mastery, for personal 

growth, for positive relations with others, for purpose in life, and for self-acceptance 

is .83, .86, .85, .88, .88 .91 respectively. Across different cultures it has been used for 
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the assessment of well-being of an individual (Ansari, 2010; Kafka & Kozma, 2001). 

The alpha value ranges from .74 to .84 (Jibeen & Khalid, 2010) and .84 (Jibeen & 

Khalid, 2012). 

Quality of Life Questionnaire. In the present study for the assessment of quality 

of life “World Health Organization Quality of Life Questionnaire” was used, which 

was originally developed by Power (2003) and translated into Urdu by Khalid and 

Kausar (2006). This version was used in current study. It basically consists of 26 

items and comprised of four subscales. Subscales include functioning (physical, 

psychological, social relationships and environment). This questionnaire is widely 

used by many researchers and is psychometrically sound instrument (Ohaeri & 

Awadalla, 2009). The Cronbach alpha ranges from .56 to .78 (Lodhi, Raza, 

Montazeri, Nedjat, Yaseri, & Holakouie-Naieni, 2017) and .90 (Ilić, Šipetić-Grujičić, 

Grujičić, Živanović Mačužić, Kocić & Ilić, 2019).  

 

Procedure. The data has been collected from chronically ill patients (cancer, 

diabetic and cardiac) both males and females, taken from General medicine, 

Oncology and cardiology department of PIMS.  With the permission of the hospital 

authorities the participants were approached.  With the willingness and consent of the 

patients the data was collected. They were explained about research aims and were 

ensured about the confidentiality of the information they were having the right to 

refuse at any point of time. Then the questionnaires (see Annexure-D) were got filled. 

In almost an hour the information was acquired from one patient. Patients use to take 

pauses (pauses of 2-3 minutes) and then reply.  
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Table 8 

Descriptive Statistics for all Scales and their Subscales (N = 300) 

Variables α M SD Score Range Skewness Kurtosis 

    Potential  Actual    

 Beck Depression Inventory 

Beck Depression 

Inventory  

.90 13.10 10.23 0-63 3-59 2.42 1.44 

 Anger Scale for Chronically Ill Patients  (ASCIP) 
State anger  .96 11.11 3..1  4-36 11-31 .50 .46 

Anger control in  .93 .5.32  9.26 4-32 8-28 .55 -1.04 

Anger control out  .73 2.2.  ..12  4-24 4-15 .66 .36 

 Social Support Questionnaire 

Social network 

support  

.94 26.13 11.70 4-48 13-47 .54 -1.10 

Esteem support  .97 23.81 12.54 4-44 11-44 .54 -1.35 

Emotional support  .97 31.87 16.67 4-60 15-60 .62 -1.36 

Tangible support  .90 10.97 5.60 4-20 5-20 .51 -1.34 

Informational 

support  

.90 12.95 6.16 4-24 6-24 .42 -1.25 

 WHO Quality Of Life Questionnaire 

Physical Functioning  .84 21.12 6.20 5-35 12-34 .41 -.83 

Psychological 

Functioning  

.74 16.88 3.34 5-30 9-25 .51 -.08 

Social Dimension  .87 10.82 3.09 5-15 4-15 -.21 -1.23 

Environment  .85 28.58 6.54 5-40 15-35 -.18 -.97 

Perception of 

Quality of life and 

Health  

.93 3.51 1.38 5-10 3-6 .41 -.85 

  

Psychological Wellbeing Questionnaire 

Autonomy  .53 33.40 6.91 6-54 24-48 1.00 .06 

Environmental 

mastery  

.91 33.04 13.25 6-54 9-49 -.78 -.98 
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Personal growth  .79 33.98 11.90 6-54 9-50 -.64 -.94 

Positive relations .75 34.83 10.52 6-54 11-52 -.78 -.50 

Purpose in life  .80 35.02 11.83 6-54 15-54 -.61 -1.16 

Self- Acceptance .72 31.02 9.70 6-54 16-46 .12 -1.22 

Coping Strategies Questionnaire 

Active focused coping  .82 7.25 1.00 5-80 40-68 -.76 .18 

Active distracting 

coping  

.80 6.69 1.50 5-45 17-43 .02 -.67 

Avoidance focused 

coping  

.69 6.30 .68 5-120 64-99 1.56 2.12 

Religious focused 

coping  

.72 7.05 1.15 5-65 29-56 1.15 -.91 

Table 8 shows that the Cronbach Alpha results indicate that most of the scales 

and their subscales have satisfactory reliability level. Cronbach Alpha values ranges 

from .53 to .97 which indicates that all instruments are having sound psychometric 

properties. The benchmark for alpha reliability value is explained as it should be 

higher than 0.5 (Ali, 2018). The alpha coefficient of Beck Depression Inventory is 

.90, which is in satisfactory range. The alpha reliability of ASCIP ranges from .73 to 

.96, the social support questionnaire reliability values ranges from .90 to .97, for 

WHO Quality of life it ranges from .74 to .93 and for coping strategies questionnaire 

it’s .69 to .82, these all values fall within the satisfactory range of reliabilities. For 

psychological well-being scale the alpha reliabilities ranges from .53 to .91. Only 

autonomy is having reliability of .53 which is not that much high, other than this all 

the subscales have satisfactorily high values of reliability. The benchmark for alpha 

reliability value is explained as it should be higher than 0.5 (Ali, 2018). Furthermore, 

skwness and kurtosis values fall within the acceptable range of +2 to -2 (George & 

Mallery, 2010).   
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Table 9 

Item-total Correlation of Beck Depression Inventory (N = 300) 

Item. No r Item. No r Item. No r 

1.  .67** 9. .84** 17. .37** 

2.  .65** 10. .69** 18. .45** 

3.  .77** 11. .64** 19. .72** 

4.  .33** 12. .93** 20. .31** 

5.  .87** 13. .88** 21. .22** 

6.  .60** 14. .79** 

  7.  .85** 15. .51** 

  8.  .91** 16. .35** 

  Results in the Table 9 indicate that the magnitude of relationship of all the 

items with total score ranging from .22 to .93.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 

 

Table 10 

Item-total Correlation of State Anger, anger control-in and anger control-out of 

ASCIP (N = 300) 

State Anger  Anger Control-In Anger Control-Out  

Item. No r 

 

Item. No r Item. No r Item. No r 

2. .79** 

 

15. .82** 16. .64** 21. .81** 

4. .96** 

 

22. .72** 18. .77** 26. .39** 

6. .96** 

 

57. .90** 36. .87** 30. .81** 

8. .96** 

 

 
 

38. .86** 32. .41** 

10. .95** 

 

 
 

40. .80** 53. .81** 

11. .95** 

   

44. .92** 54. .59** 

12. .98** 

   

46. .88**   

14. .95** 

   

48. .88**   

Results in the Table 10 indicate that the magnitude of relationship of all the 

items with total score ranging from .39 to .98.  The recommended level of item total 
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correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 

 

Table 11 

Item-total Correlation of Informational, tangible, emotional, esteem and social 

networking Support of Social Support Questionnaire Scale (N = 300) 

Informational 

Support  

Tangible 

Support  

Emotional 

Support  

Esteem 

Support  

Social Network 

Support  

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r Item. No r 

5. .84** 4. .56** 2. .47** 3. .96** 1. .12* 

10. .95** 9. .81** 7. .72** 8. .88** 6. .71** 

16. .52** 31. .96** 12. .98** 13. .77** 11. .91** 

28. .92** 40. .94** 15. .78** 19. .84** 14. .91** 

36. .88** 49. .97** 20. .95** 22. .96** 18. .91** 

40. .86**   26. .75** 25. .84** 21. .66** 

 
 

  29. .97** 32. .93** 24. .82** 

 
 

  35. .96** 34. .80** 27. .74** 

 
 

  38. .95** 37. .96** 30. .92** 

 
 

  41. .61** 42. .96** 33. .91** 

 
 

  43. .98** 45. .92** 39. .89** 

 
 

  46. .96**   50. .85** 

 
 

  48. .94**     

 
 

  51. .94**     

Results in the Table 11 indicate that the magnitude of relationship of all the 

items with total score ranging from .12 to .98.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 12 
Item-total Correlation of Physical Functioning, psychological functioning, social 
relationships, environment and perception of quality of life of WHO Quality of life 
Questionnaire (N = 300) 

Physical 
functioning  

Psychological 
functioning 

Social 
Relationships  Environment  

Perception of 
quality of life  

Item. No r Item. No r Item. No r Item. No r Item. No r 
3. .60** 5. .61** 19. .92** 8. .88** 1. .97** 
4. .64** 6. .40** 20. .77** 9. .90** 2. .96** 
10. .66** 7. .73** 21. .91** 12. .52**   
15. .40** 11. .72**   13. .91**   
16. .89** 18. .77**   14. .91**   
17. .84** 26. .68**   22. .90**   
25. .82**     23. .17**   

      24. .90**   
Results in the Table 12 indicate that the magnitude of relationship of all the 

items with total score ranging from .40 to .97.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
 
 

Table 13 
Item-total Correlation of Environmental Mastery, self-acceptance, positive relations 
with others, autonomy, purpose in life and personal growth of Psychological Well-
Being Questionnaire (N = 300) 

Environmental 
Mastery 

Self-
Acceptance 

Positive 
Relations 

with others Autonomy 
Purpose in 

Life 
Personal 
Growth 

Item. 
No r 

Item. 
No r 

Item. 
No r 

Item. 
No r 

Item. 
No r 

Item. 
No r 

2. .91** 6. .14** 1. .89** 9. .58** 8. .39** 3. .15** 
7. .93** 15. .82** 5. .29** 13. .39** 12. .41** 17. .83** 

11. .73** 18. .43** 10. .19* 22. .65** 21. .38** 20. .86** 
16. .17** 24. .36** 14. .42** 27. .66** 26. .70** 25. .87** 
19. .93** 34. .71** 23. .90** 30. .26** 29. .91** 32. .87** 
28. .54** 39. .29** 31. .55** 42. .20* 32. .84** 40. .23** 
35. .95** 43. .60** 33. .76** 48. .33** 37. .80** 45. .84** 
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49. .72** 44. .60** 38. .91** 51. .47** 41. .90** 50. .90** 
53. .92** 52. .81** 47. .90**   46. .28** 54. .45** 

Results in the Table 13 indicate that the magnitude of relationship of all the 

items with total score ranging from .14 to .95.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 

Table 14 

Item-total Correlation of active Focused, active distracting, avoidance-focused and 

religious Coping Strategies of Coping Strategies Questionnaire (N = 300) 

Active Focused 

Coping 

Strategies 

Active Distracting 

Coping Strategies 

Avoidance - Focused 

Coping Strategies 

Religious - 

Focused Coping 

Strategies 

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r 

3. .97** 7. .79** 1. .58** 36. .12* 2. .70** 

5. .62** 8. .22** 4. .39** 38. .14** 6. .60** 

23. .61** 13. .62** 10. .62** 44. .48** 9. .14* 

29. .44** 14. .94** 11. .35** 45. .74** 15. .82** 

39. .86** 17. .25** 12. .18** 46. .25** 19. .49** 

41. .30** 21. .81** 16. .56** 47. .22** 25. .64** 

42. .34** 35. .80** 18. .61** 50. .72** 32. .67** 

52. .17** 43. .81** 20. .60** 56. .73** 34. .65** 

54. .26** 49. .16** 22. .71**   37. .78** 

55. .66**  
 

24. .64**   40. .12* 

57. .78**  
 

26. .10*   48. .60** 

58. .78**  
 

27. .10*   51. .23** 

59. .53**  
 

28. .28**   53. .56** 

60. .45**  
 

30. .10*     

61. .56**  
 

31. .11*     

62. .13*  
 

33. .20**     
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Results in the Table 14 indicate that the magnitude of relationship of all the 

items with total score ranging from .10 to .97.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 15 

Correlation of ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support Questionnaire, Psychological well-being Questionnaire and 

Quality of Life Questionnaire of chronically patients and diabetic Patients (n=300, 100) 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 

1 - .32** .12* .13* -.31** -.12* -.11* -.22** .36** .42** .37** .39** .34** -.28** -.11* -.34** .12* -.26** -.32** -.09 -.24** -.20** -.19** .21** 

2 .82** - -.14** .56** -.57** -.17** .11* .04 .03 .21** .14** .19** .10* .13* .07 -.01 -.13* .07 .01 -.09 -.30** -.33** -.20** .47** 

3 .18* -.21* - -.09 -.15** -.02 -.47** -.38** .14** -.04 -.05 -.07 -.01 -.11* 20** -.12* -.08 .05 -.04 -.05 -.12* -.22** -.27** -.06 

4 .52** .68** -.17* - -.31** -.11* .07 .05 -.15** -.05 -.10* -.05 -.08 .22** .15** .17** -.10* .21** .21** -.07 -.10* -.16** -.08 .15** 

5 -.87** -.79** -.03 -.57** - .35** .13* .46** -.06 -.12* -.07 -.10* -.08 -.15** -.33** -.02 .08 -.04 -.10* .30** .43** .74** .64** -.28** 

6 -.30** -.30** .11 -.35** .49** - .40** .23** .14** -.06 -.06 -.08 -.07 .09 -.13* .21** .03 .06 .10* .72** .05 .23** .44** -.01 

7 .14 .31** -.53** .16 -.18* .22* - .32** -.09 .05 -.02 .01 -.02 .12* -.29** .15** -.05 .10* .08 .47** .14** .25** .40** .20** 

8 -.42** .09 -.44** .06 .40** .18* .03 - -.19** -.00 .01 .01 .01 .03 -.11* .03 -.02 .07 -.06 .09 .08 .48** .51** -.00 

9 .44** .21* .21* .13 -.32** .22* .05 -.50** - .83** .86** .82** .80** -.80** -.59** -.77** .53** -.83** -.76** .12* -.18** .02 .06 .03 

10 .87** .82** -.19* .54** -.87** -.35** .44** -.32** .23** - .97** .98** .92** -.84** -.57** -.85** .55** -.82** -.84** -.11* -.28** -.00 -.03 .17** 

11 .75** .88** -.38** .61** -.77** -.32** .42** -.03 .23* .91** - .99** .95** -.88** -.64** -.86** .65** -.91** -.86** -.11* -.29** .01 -.01 .09 

12 .72** .84** -.38** .61** -.80** -.32** .40** -.04 .16 .90** .95** - .96** -.87** -.62** -.83** .66** -.87** -.83** -.15** -.30** -.00 -.05 .13* 

13 .45** .53** -.20* .43** -.66** -.33** .23* -.13 .13 .68** .78** .80** - -.89** -.58** -.81** .73** -.84** -.79** -.13* -.33** -.00 -.10* .06 

14 .17* .46** -.61** .13 -.09 -.04 .24** .44** -.01 .28** .44** .34** .05 - .68** .92** -.64** .87** .89** .08 .08 -.22** -.06 .09 

15 .09 -.07 .25** -.17* -.21* -.27** -.51** -.08 -.11 .00 -.07 -.06 .09 .07 - .53** -.40** .68** .57** -.23** -.22** -.35** -.40** -.13* 

16 -.43** -.20* -.48** -.18* .49** .24** .04 .46** -.14 -.23* -.01 .01 .05 .29** -.34** - -.42** .82** .94** .15** .11* -.12* .02 -.02 

17 -.42** -.31** -.30** -.18* .28** -.07 -.28** .20* -.23* -.25** -.04 -.02 .31** .01 .26** .48** - -.66** -.44** -.04 -.27** .13* .03 -.26** 

18 .19* .12 .26** .05 -.09 .03 -.00 .00 -.09 .10 .02 .04 -.03 -.23* .10 -.06 -.10 - .86** .10 .15** -.10* -.05 .08 

19 -.19* -.11 -.16 .06 .15 .01 -.03 .04 .02 -.07 .07 .12 .30** -.25** -.32** .55** .52** .42** - .07 .06 -.25** -.13* -.06 

20 -.11 -.21* .03 -.32** .35** .72** .30** -.09 .39** -.24** -.27** -.33** -.49** .15 -.30** .06 -.31** .02 -.13 - .34** .43** .65** .13* 

21 -.42** -.45** -.10 -.24** .46** .19* .01 -.06 -.03 -.49** -.58** -.52** -.73** -.12 -.33** .02 -.20* -.13 -.09 .42** - .64** .64** -.14** 

22 -.74** -.59** -.18* -.49** .79** .34** -.09 .45** -.31** -.77** -.73** -.75** -.83** .16 -.04 .25** .02 -.08 -.17* .38** .63** - .87** -.24** 

23 -.48** -.31** -.26** -.32** .64** .43** .13 .45** -.17* -.54** -.51** -.55** -.85** .31** -.27** .19* -.24** -.05 -.25** .60** .67** .87** - -.10 

24 .76** .72** -.11 .41** -.46** .00 .30** -.05 .27** .72** .71** .63** .27** .44** -.26** .03 -.35** .08 -.13 .10 -.28** -.47** -.12 - 

 Note. The values above the diagonal show correlation coefficient for all chronically ill patients andbelow the diagonal show correlation for the diabetic patients. 

1.Beck Depression Inventory, 2. State Anger, 3.Anger Control-in 4.Anger Control-Out. 5. Active–Focused Coping Strategies 6. Distracting–Focused Coping Strategies 7. Avoidance Focused Coping Strategies. 8. Religious–

Focused Coping Strategies. 9 Informational Support. 10. Tangible Support. 11. Emotional Support. 12. Esteem Support. 13. Social Network Support. 14. Environmental Mastery. 15. Self-Acceptance. 16. Positive relations with 

others. 17. Autonomy. 18. Purpose in life. 19. Personal Growth. 20. Physical functioning. 21. Psychological Functioning. 22. Social relationships 23. Environment. 24. Perception of quality of life and health. 
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Table 15 indicates that there is a significant positive relationship of depression 

with state anger, anger control-in, anger control-out, informational support, tangible 

support, emotional support, esteem support, social network support and autonomy 

among chronically ill patients. It also indicates that there is a significant negative 

relationship between coping strategies (active focused, religious focused, avoidance 

focused), self-acceptance, environmental mastery, purpose in life, personal growth, 

positive relations with others, functioning (physical, psychological) social relations 

and environment. Results indicates that there is a positive relationship of state anger 

with depression, anger control-in, anger control-out, avoidance focused coping, 

tangible support, emotional support, esteem support, social network support and 

environmental mastery whereas there is significant negative relationship of state anger 

with active focused coping, active distracting coping, autonomy, psychological 

functioning, social relationships and environment.  Anger control-in is significantly 

positively associated with informational support and self-acceptance whereas it is 

negatively correlated with active focused-coping strategies, avoidance focused coping 

strategies, religious focused coping strategies, environmental mastery, positive 

relations with others, psychological functioning, social relations and environment.   

Anger control – out is negatively correlated with active focused coping active 

distracting coping, informational support, emotional support, autonomy, 

psychological functioning and social relations with others whereas anger control – out 

is positively correlated with environmental mastery, personal growth and autonomy 

among chronically ill patients.  

 Results revealed that depression is significantly positively correlated with state 

anger, anger control-in, anger control-out,   informational support, tangible support, 

esteem support, social network support and purpose in life  whereas it is negatively 

correlated with active focused coping strategies, active distracting coping strategies, 

religious focused coping strategies,  positive relations with others, autonomy, personal 

growth, psychological functioning, social relations with others and environment 

among diabetic patients.   State anger is significantly positively correlated with  

depression, anger control – out, avoidance focused coping strategies,  informational 

support, tangible support, esteem support, social network support and environmental 
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mastery,  whereas it (state anger) is significantly negatively  anger control- in,  active 

focused coping strategies,   active distractive coping strategies , positive relations with 

others, autonomy, physical functioning, psychological functioning, social 

relationships and environment among diabetic patients. Anger control-in is negatively 

associated with state anger, anger control-out, avoidance focused coping strategies, 

religious focused coping strategies, tangible support, esteem support, social network 

support, environmental mastery, positive relations with others, autonomy, social 

relationships and environment, whereas   it (anger control-in) is positively associated 

with depression, informational support, self-acceptance and purpose in life among 

diabetic patients. Anger control- out is negatively associated with active focused 

coping strategies, active distracting coping strategies, self-acceptance, positive 

relations with others, autonomy, physical functioning, psychological functioning, 

social relationships and environment among diabetic patients. 
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Table 16 

Correlation of ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support Questionnaire, Psychological well-being Questionnaire and Quality of Life Questionnaire of cancer and cardiac Patients (n=100, 100) 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 

1 1 .74** .45** .43** -.83** -.06 -.30** -.58** .57** .70** .59** .55** .31** .26** .36** -.38** -.12 .25** -.06 .07 -.29** -.67** -.45** .54** 

2 .06 1 -.07 .62** -.73** -.15 .02 .02 .20* .80** .82** .80** .40** .67** .15 -.04 -.01 .26** .12 -.07 -.34** -.45** -.24** .63** 

3 -.01 -.15 1 -.08 -.40** -.05 -.67** -.64** .41** -.12 -.24** -.22* .03 -.57** .52** -.48** -.12 .40** .06 -.03 -.19* -.47** -.52** -.15 

4 .08 .48** -.05 1 -.52** -.26** -.05 .03 -.01 .49** .49** .52** .30** .32** .21* -.19* .14 .14 .06 -.25** -.26** -.30** -.23* .26** 

5 .04 -.13 -.03 .01 1 .36** .32** .51** -.32** -.69** -.60** -.65** -.52** -.15 -.62** .42** -.13 -.35** -.17* .35** .34** .75** .69** -.23** 

6 -.06 -.07 -.08 .11 .21* 1 .42** .09 .33** .07 .10 .04 .04 .13 -.26** .45** -.09 .05 -.05 .77** -.21* .02 .22* .42** 

7 -.06 .06 -.08 .11 .20* .64** 1 .35** -.07 .30** .32** .28** .07 .46** -.47** .50** .05 -.14 -.03 .43** -.01 .33** .41** .37** 

8 -.07 .01 -.08 .05 .50** .51** .75** 1 -.63** -.17* .03 .04 -.04 .31** -.30** .55** .16 .07 .15 -.04 -.09 .45** .43** .04 

9 -.11 -.20* -.02 .02 .39** .83** .27** .24** 1 .20* .19* .05 -.00 .02 .02 -.25** -.20* -.05 -.05 .54** -.10 -.30** -.08 .33** 

10 -.04 -.20* -.04 -.00 .87** .55** .35** .57** .69** 1 .92** .93** .60** .60** .22* .09 .15 .20* .12 .03 -.44** -.57** -.37** .70** 

11 -.13 -.25** .01 -.04 .59** .56** .18* .16 .85** .83** 1 .95** .73** .67** .18* .20* .35** .19* .33** .04 -.58** -.60** -.37** .65** 

12 -.04 -.22* .02 -.01 .75** .40** .17* .14 .72** .82** .91** 1 .74** .59** .24** .22* .34** .18* .37** -.11 -.52** -.60** -.45** .60** 

13 -.09 -.13 -.01 .04 .57** .44** .44** .27** .61** .61** .74** .80** 1 .16 .52** .19* .67** .31** .67** -.26** -.76** -.81** -.80** .11 

14 .03 .08 -.01 .01 -.73** -.12 -.42** -.29** -.26** -.60** -.56** -.75** -.80** 1 -.29** .41** -.14 -.07 -.04 .21* -.08 .04 .27** .63** 

15 .09 .11 -.06 -.02 -.42** -.32** -.38** -.10 -.52** -.40** -.61** -.72** -.92** .79** 1 -.42** .50** .58** .20* -.44** -.49** -.65** -.76** -.22* 

16 .06 .02 -.01 .09 -.63** .26** -.23* -.52** .26** -.41** -.08 -.17* -.17* .58** .07 1 .01 -.09 .44** .20* -.16 .16 .20* .29** 

17 -.02 -.10 .01 .06 .08 .41** .24** -.25** .56** .24** .60** .67** .65** -.46** -.71** .40** 1 .10 .56** -.28** -.59** -.45** -.50** -.17 

18 .11 .15 -.02 .03 .09 -.41** .04 .38** -.64** -.20* -.66** -.54** -.43** .14 .42** -.47** -.81** 1 .19* -.06 -.48** -.36** -.38** .06 

19 .02 .10 -.03 .09 -.75** .09 -.41** -.55** .06 -.57** -.27** -.45** -.44** .81** .38** .88** .04 -.32** 1 -.25** -.54** -.49** -.54** -.05 

20 -.07 .02 -.11 .14 .18* .65** .76** .39** .45** .36** .45** .35** .72** -.50** -.58** -.06 .49** -.33** -.20* 1 -.00 .17* .48** .51** 

21 -.07 -.07 -.04 .03 .61** .33** .61** .55** .30** .57** .48** .48** .79** -.78** -.67** -.57** .16 .07 -.68** .75** 1 .67** .58** -.25** 

22 .02 -.05 -.08 .10 .74** .37** .65** .55** .34** .71** .55** .68** .81** -.87** -.66** -.50** .40** -.04 -.74** .71** .86** 1 .89** -.19* 

23 -.05 -.07 -.09 .12 .61** .75** .76** .64** .67** .75** .68** .67** .84** -.67** -.67** -.22* .47** -.24** -.46** .84** .81** .88** 1 .15 

24 -.07 .04 .08 -.10 -.11 -.60** -.17* .00 -.52** -.39** -.44** -.35** .02 -.03 -.11 -.27** -.41** .53** -.18* -.21* .18* -.08 -.27** 1 

Note: The values above the diagonal show correlation coefficient for all cancer patients and cardiac patients below the diagonal. 

1.Beck Depression Inventory, 2. State Anger, 3.Anger Control-in 4.Anger Control-Out. 5. Active–Focused Coping Strategies 6. Distracting–Focused Coping Strategies 7. Avoidance Focused Coping Strategies. 8. Religious–Focused Coping 

Strategies. 9 Informational Support. 10. Tangible Support. 11. Emotional Support. 12. Esteem Support. 13. Social Network Support. 14. Environmental Mastery. 15. Self-Acceptance. 16. Positive relations with others. 17. Autonomy. 18. Purpose in 

life. 19. Personal Growth. 20. Physical functioning. 21. Psychological Functioning. 22. Social relationships 23. Environment. 24. Perception of quality of life and health.   
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Table 16 indicates that there is significant positive relationship of depression 

with state anger, anger control-in, anger control-out, informational support, tangible 

support, emotional support, esteem support, social network support, environmental 

mastery, self-acceptance and purpose in life whereas it (depression) is negatively 

correlated with active focused-coping strategies, avoidance focused coping strategies, 

religious focused coping strategies, psychological functioning, social relationships 

and environment among cancer patients. State anger is positively correlated with 

anger control-out, informational support, tangible support, emotional support, esteem 

support, social network support, environmental mastery and purpose in life whereas it 

is negatively correlated with active focused-coping strategies, psychological 

functioning, social relationships and environment among cancer patients. Anger 

control-in is positively correlated with informational support, self-acceptance and 

purpose in life, where as it is negatively correlated with  

Results indicates that that there is significant positive relationship of state 

anger with anger control-out whereas state anger is negatively correlated with anger 

control-out, informational support, tangible support and esteem support among 

cardiac patients. 

 
Discussion. The present study was conducted to explore the most commonly 

reported psychological issues among chronically ill patients. Furthermore, it also 

deals with the exploration of risk and protective factors for quality of life and 

psychological well-being. For this purposes first of all the psychological issues, risk 

and protective factors, which are related to chronic illness, were explored. For this 

purpose, focus group discussion and interviews were conducted in order to explore 

the psychological issues, risk and protective factors. Then after the exploration and 

identification they were enlisted as depression, anger (psychological issues), social 

support and coping strategies (risk and protective factors). 

 This section of the study was conducted to explore the psychometric 

properties of the instruments. The main objective was to check the psychometric 

suitability of the instruments. Beck Depression Inventory (Khan, 1996) was selected 

to assess the depression among patients, Social Support Scale (Malik, 2002) for the 

assessment of social support, Coping Strategies Questionnaire (Kausar & Munir, 



82 

 

 

2004) for the assessment of coping strategies, WHO Quality of Life Questionnaire by 

Khalid and Kausar (2006) for the assessment of quality of life,  Psychological 

wellbeing(Ansari, 2010) was used for the assessment of psychological well-being and 

for the assessment of anger among chronically ill patients the ASCIP was developed 

in the previous phase of the study. The instruments were administered on 300 

chronically ill patients. They were taken from the oncology, general medicine and 

cardiac departments of PIMS hospital. The reliability of the scales and subscales were 

established, which indicates that instruments are psychometrically sound. The 

Cronbach Alpha results indicate that most of the scales and their subscales have 

satisfactory reliability level. Cronbach Alpha values ranges from .53 to .96 and the 

item-total correlation also indicated that the magnitude is within the considerable 

range, which indicates that all instruments are having sound psychometric properties.  

For the assessment of depression, Beck Depression Inventory (Khan, 1996) 

was used. The item-total correlation was computed and the results of indicated that 

the magnitude is within the considerable range, so the instrument is psychometrically 

sound. The alpha reliability was .90 which is psychometrically very sound (Frank-

Stromborg & Oslen, 2004). BDI is used in many researches (Kuhner, Burger, Keller, 

& Hautzinger, 2007; Quek, Low, Razack, & Loh, 2001) and is psychometrically very 

sound scale. The Cronbach alphas of BDI mostly range from 0.75 to 0.92 (Khan, 

Marwat, Noor, & Fatima, 2015). 

For the assessment of anger, the ASCIP was used and the alpha reliability of 

the subscales ranges from .73 to .96 which is a good reliability (Frank-Stromborg, & 

Oslen, 2004). The item-total correlation was computed and the results of indicated 

that the magnitude is within the considerable range, so the instrument is 

psychometrically sound.  

 Coping strategies were assessed through the CSQ by Kausar and Munir 

(2004).  The questionnaire assesses four types of copings namely as active-practical, 

active-distractive, avoidance-focused and religious-focused. It has been used in many 

researches and is psychologically very sound instrument for the present research its 

alpha reliability ranges from .69 to .82 which is a good reliability (Frank-Stromborg 

& Oslen, 2004). Ghazanfar and Shafiq reported that the reliability of CSQ lies from 

.55 to .73 (Ghazanfar & Shafiq, 2016). The item-total correlation was computed and 
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the results of indicated that the magnitude is within the considerable range, so the 

instrument is psychometrically sound. 

For the assessment of the social support, Social Support Scale (Malik, 2002) 

was used. The item-total correlation was computed and the results of indicated that 

the magnitude is within the considerable range, so the instrument is psychometrically 

sound. It has been used in many researches it is psychometrically very sound scale 

(Negovan, 2010) and its reliability ranges from .73 to .83 (Mushtaq & Zubair, 2015). 

In the present research the alpha reliability for its subscales ranges from .90 to .93. 

Psychological wellbeing is assessed by using Psychological well-being 

(Ansari, 2010). It was used in many researchers (Negovan, 2010) and its 

psychometrically very sound instrument. The item-total correlation was computed and 

the results of indicated that the magnitude is within the considerable range, so the 

instrument is psychometrically sound. In the present research its reliability ranges 

from .53 to .91 which falls in the category of good, only autonomy is having 

reliability of .53 which is not that much high, other than this all the subscales have 

satisfactorily high values of reliability.   

In the present research the quality of life of the chronically ill patients was 

assessed through WHO Quality of Life Questionnaire by Khalid and Kausar (2006) in 

the present research the alpha reliability of this questionnaire ranges from .74 to .93, 

which is satisfactory in range. The item-total correlation was computed and the results 

of indicated that all the items are significantly correlated with the total score of the 

respective sub-scale. This questionnaire is widely used by many researchers and is 

psychometrically sound instrument (Ohaeri & Awadalla, 2009).  

 All the instruments used in present study have reliability of .6 and above 

which indicates that the instruments were internally consistent (Nunnally& Bernstein, 

1994). The item-total coorelation was computed in the main study data to further 

explore the range of magnitude values.  

Furthermore, it was also indicated by the results that all other values are within the 

normal range and data values fall within normal distribution (Field, 2005). Results of 

skewness and kurtosis indicate that the values are within normal range of +2 to -2, 

which indicates that, the values of skewness and kurtosis of all the instruments was 

not problematic (Muthen & Kaplan, 1985).  Data was normally distributed. 
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Chapter - IV 

Part - II 
 

Present study was conducted to explore the psychological issues among 

chronically ill patients and it also aimed to explore risk and protective factors for 

psychological well-being and quality of life. Part –II of the present study deals with 

main study.  

 

Objectives  

 Main study was conducted to achieve following objectives. 

1. To find out the level of psychological issues (anger and depression) among 

chronically ill patients (including Cardiac, cancer, and diabetes patients). 

2. To find out impact of psychological issues on well being and quality of life of 

chronically ill patients (including Cardiac, cancer, and diabetes patients). 

3. To find out the moderating role of risk and protectitve in relationship of 

psychological issues (anger and depression) with psychological wellbeing and 

quality of life among chronically ill patients (including Cardiac, cancer, and 

diabetes patients). 

4. To find out the effects of demographic, social and familial variables (i.e., 

gender, family history, family system, education, marital status, disease status 

and stage). 

 

Hypotheses  

 Following hypotheses were formulated for present study: 

1. There is a negative relationship of depression with quality of life and 

psychological well-being of chronically ill patients (cardiac, cancer and 

diabetics). 

2. There is a negative relationship of anger with quality of life and psychological 

well-being of chronically ill patients (cardiac, cancer and diabetics). 

3. Depression negatively predicts the quality of life and psychological well-being 

of chronically ill patients (cardiac, cancer and diabetics). 
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4. Anger negatively predicts the quality of life and psychological well-being of 

chronically ill patients (cardiac, cancer and diabetics). 

5. Risk and protective factors (social support and coping) act as a moderator in 

relationship between the psychological issues and quality of life and 

psychological well-being among chronically ill patients (cardiac, cancer and 

diabetics).  
 

Instruments  

 The instruments used in the main study are.  

1. Beck Depression Inventory (Khan, 1996) 

2. ASCIP (Developed in present study Phase –II of Part –I) 

3. Coping Strategies Questionnaire (Kausar & Munir, 2004).  

4. Social Support Scale (Malik, 2002). 

5. Psychological well being (Ansari, 2010).  

6. WHO Quality of Life Questionnaire (Khalid & Kausar, 2006) 

Note: Details of instruments are in the instrument section of Phase – III 

(establishment of psychometric properties of the instruments).  
 

Sample  

The sample of the main study comprised of 500 chronically ill patients 

(cardiac, cancer and diabetic patients), taken from Oncology, Cardiac and General 

Medicine Department of PIMS. Sample comprised of 131 males and 369 females, 350 

were married and 150 unmarried, 284 are from the nuclear family system and 214 

were from joint family system.  
 

 Inclusion criteria. Patients having heart diseases, cancer and diabetes were 

included. Cardiac patients were those who have experienced only one heart attack and 

have only this problem.  
 

 Exclusion criteria. Patients having more than two illnesses at a time, 

suffering from any psychological disorder along with the chronic diseases or suffering 

from the chronic disease other than these diseases were not include in the study.  
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Table 17 

Descriptive Characteristics of the Sample (N=500) 

Variables  f % M SD 
Disease      

      Diabetes  104 20.8   
      Cancer  196 39.2   
      Cardiac  200 40.0   
Duration of illness    13.25 12.28 
Stage of disease      
      Stage 4 (cancer) 196 39.2   
       First heart attack (cardiac) 200 40.0   
       Insulin dependent (diabetes) 104 20.8   
Gender     
      Male  131 26.2   
      Female  369 73.8   
Age    32.81 13.66 
Education      

Un educated  155 31.0   
Primary  58 11.6   
Middle  37 7.4   
Matric  118 23.6   
FA/F.Sc 71 14.2   
BA/B.Sc 57 11.4   
M.Sc  4 .8   

Marital Status      
Married  350 70.0   
Unmarried  150 30.0   

Family system      
Nuclear  286 57.2   
Joint  214 42.8   

Employment Status      
Employed  102 20.4   
Unemployed  398 79.6   

Monthly Income     
Less than 10000 253 50.6   
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Between 10000–50000 224 44.8 
Above 50000  23 4.6 

Number of family members 
      1-5 members  242 48.4 

6-10 members  181 36.2 
11-15 members 77 15.4 

Table 17 shows the demographic description of the sample. The main study 

comprised of 500 chronically ill patients.  

Procedure 

For the main study the information was collected from the chronically ill 

patients (cancer, cardiac and diabetic) both males and females, taken from PIMS, 

hospital.  With the permission of authorities, the patients were approached. Patients 

were explained about the research and with their consent the instruments were got 

filled by them. It took almost an hour to get information from one patient. Patients use 

to take pauses (pauses of 2-3 minutes) and then reply, that’s why the data was not 

collected in one session. They were also provided with the counseling even after the 

completion of data collection. The APA ethical guidelines were followed while 

handling with participants. As many patients need counseling so the counseling 

sessions were provided to them. The follow-up sessions were taken and patients have 

also shown improvement in their psychological symptoms. 
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Chapter V 

RESULTS  

 

Present study was conducted to explore the psychological issues among 

chronically ill patients and it also aimed to explore risk and protective factors for 

psychological well-being and quality of life.  

 

Table 18 

Descriptive Statistics for all Scales and their Subscales (N = 500) 

Variables α M SD Score Range Skewness Kurtosis 
    Potential   Actual     

 Beck Depression Inventory 
Beck Depression 
Inventory  

.94 15.36 13.83 0-63 3-59 2.04 .76 

  ASCIP 

State anger  .96 12.92 4.96 4-36 11-31 2.67 .37 

Anger control in  .94 20.57 6.83 4-32 8-28 -.56 -1.04 

Anger control out  .74 7.50 2.71 4-24 4-14 .39 -1.18 

 Social Support Questionnaire 

Social network support  .76 41.8 5.37 4-48 24-47 -.49 -1.13 

Esteem support  .87 39.78 5.09 4-44 22-44 -1.40 1.16 

Emotional support  .82 54.27 5.35 4-60 23-60 -1.67 3.96 

Tangible support  .74 16.98 3.61 4-20 5-20 -1.60 2.33 

Informational support  .63 18.99 3.79 4-24 6-24 -.70 .20 

 WHO Quality Of Life Questionnaire 

Physical Functioning  .79 77.10 26.53 5-35 7-31 .19 -.70 

Psychological 
Functioning  

.71 65.78 14.82 5-30 5-25 -.57 1.45 

Social Relationships  .91 41.05 14.95 5-15 3-15 -.17 -1.28 

Environment  .82 114.9
9 

28.31 5-40 15-40 .24 -1.28 

Perception of Quality 
of life and Health  

.90 13.81 5.34 5-10 2-6 .49 -.70 

Continued…
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Variables α M SD Score Range Skewness Kurtosis 
    Potential  Actual    

 Psychological Wellbeing Questionnaire  

Autonomy  .71 34.01 11.11 6-54 19-54 .48 -.62 

Environmental mastery  .93 31.53 14.16 6-54 9-49 -.50 -1.42 

Personal growth  .72 30.53 10.81 6-54 9-46 -.43 -.10 

Positive relations  .76 33.52 11.09 6-54 11-52 -.50 -.89 

Purpose in life  .73 31.07 10.64 6-54 15-49 -.31 -1.41 

Self- Acceptance  .80 33.46 11.52 6-54 16-51 -.02 -1.23 

 Coping Strategies Questionnaire 

Active focused coping  .82 58.24 7.76 5-80 40-68 -.77 .36 

Active distracting 
coping  

.77 29.50 5.86 5-45 19-39 .53 -1.11 

Avoidance focused 
coping  

.71 76.18 8.05 5-120 67-104 1.86 4.31 

Religious focused 
coping  

.80 45.15 7.84 5-65 27-54 -.64 -.81 

 

Table 18 shows the mean, standard deviation, score range (minimum and 

maximum), kurtosis and skewness.  The Cronbach Alpha values ranges from .63 to 

.96 which indicates that the instruments are psychometrically sound instruments.  
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Table 19 

Correlation of ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support Questionnaire, Psychological well-being Questionnaire and Quality of Life Questionnaire (n=500) 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 

1 - .21** .11* .07 -.16** -.02 -.15** -.06 .07 .01 -.12** -.09* -.06 -.43** -.35** -.44** .35** -.45** -.43** .06 -.11** .06 -.09* .09* 

2  - -.11** .33** -.49** -.09* .04 .10* -.19** -.32** -.53** -.54** -.27** .07 .02 -.03 .06 -.06 .02 .00 -.20** -.19** -.23** .38** 

3   - -.07* -.17** .03 -.44** -.38** .08* .01 .20** .17** .04 -.12** .07 -.14** -.09* -.11** -.09* -.06 -.10* -.13** -.14** -.03 

4    - -.21** .08* .14** .06 .05 -.04 .04 -.06 .19** .04 .07 -.05 -.01 -.01 -.05 .19** .25** .02 .23** -.09* 

5     - .23** .27** .42** .26** .54** .62** .73** .55** -.13** -.15** -.01 .04 .14** -.14** .15** .36** .58** .63** -.28** 

6      - .43** .32** .40** .25** .43** .28** .33** -.02 -.05 .07 .08* -.02 -.02 .51** .19** .22** .59** -.36** 

7       - .53** -.03 .02 .02 -.01 .26** .16** -.09* .19** .07 .27** .07 .35** .34** .29** .53** -.03 

8        - .26** .32** .05 .04 .15** -.06 -.09* -.07 -.02 .05 -.12** .24** .14** .40** .56** -.08* 

9         - .46** .54** .44** .33** -.30** -.17** -.22** .21** -.36** -.28** .17** .13** .32** .42** -.38** 

10          - .58** .57** .40** -.31** -.18** -.25** .13** -.19** -.30** .18** .33** .39** .50** -.40** 

11           - .92** .73** -.17** -.08* -.03 .13** -.08* -.13** .31** .40** .44** .70** -.60** 

12            - .77** -.21** -.09* -.07 .14** -.06 -.20** .25** .37** .52** .67** -.51** 

13             - -.13** -.12** -.05 .20** .00 -.21** .52** .60** .59** .83** -.12** 

14              - .86** .92** -.72** .87** .92** -.14** .01 -.32** -.10* .04 

15               - .69** -.89** .71** .72** -.11** -.07 -.28** -.12** -.09* 

16                - -.52** .83** .96** -.11** .01 -.23** -.02 -.07 

17                 - -.72** -.58** .16** .06 .25** .15** -.01 

18                  - .81** -.12** .16** -.12** .04 .07 

19                   - -.19** -.07* -.35** -.17** -.06 

20                    - .33** .37** .60** -.11** 

21                     - .36** .58** -.09* 

22                      - .65** -.14** 

23                       - -.38** 

24                        - 

Note. 1= Beck Depression Inventory, 2 = State Anger, 3 = Anger Control-in, 4 = Anger Control-Out, 5 = Active–Focused Coping Strategies, 6 = Distracting–Focused Coping Strategies, 7 = Avoidance Focused Coping Strategies, 8 = 

Religious–Focused Coping Strategies, 9 Informational Support, 10 = Tangible Support, 11 = Emotional Support, 12 = Esteem Support, 13 = Social Network Support, 14 = Environmental Mastery, 15 = Self-Acceptance,16 = Positive relations 

with others, 17 = Autonomy, 18 = Purpose in life, 19 = Personal Growth, 20 = Physical functioning, 21 = Psychological Functioning , 22 = Social relationships, 23 = Environment, 24 = Perception of quality of life and health.   
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Table 19 shows the bivariate correlation matrix of all the scales. It shows a 

distinct pattern of significant positive and negative relationship between different 

variables. It indicates a significant positive relationship between the depression and the 

state anger. Depression has significant negative relationship with the active – focused 

coping strategies, avoidance – focused coping strategies, emotional support, esteem 

support, environmental mastery, self-acceptance, positive relations with others, 

autonomy, purpose in life, personal growth, psychological functioning and environment. 

State anger is significantly negatively correlated with the anger control-in but positively 

correlated with control-out. Religious focused coping strategies are positively related 

with the tangiable support, social network support, informational support, physical 

functioning, psychological functioning, social relations and environment. Furthermore, 

the results in this table indicates that as the avoidance focused coping strategies increases 

the religious focused coping strategies also increases. Avoidance –focused coping 

strategies also has a significant negative relationship with the social network support, 

environmental mastery, self-acceptance, positive relations with others, purpose in life, 

physical function, psychological functioning, social relationships and environment.   
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Table 20 

Correlation of ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support Questionnaire, Psychological well-being Questionnaire and Quality of Life Questionnaire of Diabetic and Cancer 

Patients (n=104, 196) 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 

1 - .81** .18* .26** -.87** -.38** -.30** -.40** -.25** -.27** -.73** -.71** -.46** .14 .06 -.41** .10 -.41** -.14 -.18* -.19* -.52** -.70** .76** 

2 .73** - -.21* .40** -.79** -.26** .07 .16 -.20* -.28** -.85** -.84** -.53** .42** -.03 -.19* .24** -.32** .00 -.20* -.21* -.41** -.49** .72** 

3 .46** -.06 - -.22* -.03 .08 -.61** -.47** .12 .11 .39** .38** .20* -.58** .25** -.48** -.28** -.26** -.32** -.06 -.04 -.10 -.07 -.11 

4 .18** .27** -.05 - -.48** .04 .21* .14 -.12 .07 -.16 -.26** .07 .18* .13 -.43** -.03 -.13 -.32** .20* .15 -.11 .17* -.03 

5 -.84** -.72** -.44** -.32** - .36** .22* .29** .28** .26** .76** .80** .66** -.08 -.09 .48** .04 .45** .05 .20* .19* .56** .70** -.46** 

6 -.21** -.17* .06 .10 .20** - .43** .28** .27** .21* .42** .32** .39** -.05 -.02 .02 -.08 .16 -.23* .53** .20* .33** .60** -.28** 

7 -.40** .01 -.62** .17** .38** .34** - .48** -.11 .00 -.07 -.06 .14 .28** -.40** .19* .33** .33** -.19* .32** .22* .13 .44** -.03 

8 -.57** .08 -.66** .07 .43** .19** .50** - .29** .12 .03 -.01 .10 .44** .07 .36** .03 .07 .14 .01 -.09 .38** .50** -.11 

9 -.33** -.32** .14* .25** .18** .28** -.03 .25** - .18* .36** .32** .29** .31** .52** -.00 -.39** -.13 -.12 .13 .01 .67** .34** -.19* 

10 -.72** -.69** -.04 -.16* .67** .18** -.03 .34** .33** - .43** .37** .41** -.02 .26** -.15 -.22* .01 -.20* .10 .33** .26** .40** -.26** 

11 -.57** -.82** .26** .14* .57** .28** -.03 -.03 .50** .71** - .95** .80** -.34** .20* -.02 -.28** .27** -.27** .29** .28** .51** .75** -.69** 

12 -.55** -.80** .17** -.03 .68** .15* -.06 -.01 .38** .76** .92** - .81** -.29** .22* -.03 -.28** .31** -.33** .22* .25** .55** .72** -.64** 

13 -.29** -.39** -.05 .35** .51** .19** .23** .08 .25** .43** .71** .74** - -.00 .17* -.07 -.06 .27** -.52** .40** .41** .57** .84** -.29** 

14 .05 .35** -.60** -.01 .14* -.16* .22** .37** -.10 -.14* -.42** -.19** .08 - .27** .25** .03 .04 .03 .14 -.01 .39** .10 .38** 

15 .21** .03 .30** .11 -.22** -.03 -.45** -.08 .35** .16* .10 .20** .11 .22** - -.40** -.82** -.43** -.33** -.08 -.15 .48** .11 -.21* 

16 -.50** -.22** -.54** -.46** .51** -.00 .21** .42** -.08 .19** -.12* -.07 -.20** .35** -.35** - .38** .43** .66** -.02 -.10 .17* .08 .05 

17 -.06 .14* -.37** .05 .16* -.13* .39** .05 -.38** -.19** -.16* -.19** .06 .10 -.83** .31** - .19* .32** .08 .20* -.32** -.06 .39** 

18 -.43** -.24** -.34** -.18** .51** .13* .32** .30** -.06 .24** .16* .22** .21** .18** -.48** .56** .36** - .09 .19* .12 .15 .32** -.13 

19 -.23** -.00 -.23** -.49** .03 -.24** -.19** .19** -.21** .03 -.360** -.39** -.66** .02 -.31** .65** .21** .20** - -.26** -.25** -.20* -.35** -.02 

20 -.06 .02 -.12 .22** .11 .37** .20** .22** -.02 .16* .16* .17** .40** .22** .31** -.13* -.23** -.01 -.35** - .17* .27** .46** -.12 

21 -.33** -.33** -.24** .50** .39** .11 .31** .08 .21** .23** .56** .49** .75** .02 -.17** -.04 .34** .23** -.40** .28** - .08 .36** -.10 

22 -.41** -.29** -.30** .00 .48** .03 .28** .26** .01 .28** .30** .34** .40** .15* -.18** .29** .18** .39** -.05 .07 .36** - .65** -.34** 

23 -.62** -.40** -.33** .38** .65** .40** .50** .52** .36** .58** .68** .65** .83** .10 -.02 .03 .10 .32** -.44** .45** .70** .44** - -.51** 

24 .61** .66** -.07 -.15* -.36** -.15* .08 -.14* -.50** -.66** -.69** -.60** -.19** .39** -.15* .04 .23** .06 -.01 .00 -.29** -.12 -.42** - 

Note. The values above the diagonal show correlation coefficient for diabetic patients and below the diagonal show correlation for the cancer patients. 
1= Beck Depression Inventory, 2 = State Anger, 3 = Anger Control-in, 4 = Anger Control-Out, 5 = Active–Focused Coping Strategies, 6 = Distracting–Focused Coping Strategies, 7 = Avoidance Focused Coping Strategies, 8 = Religious–Focused 

Coping Strategies, 9 Informational Support, 10 = Tangible Support, 11 = Emotional Support, 12 = Esteem Support, 13 = Social Network Support, 14 = Environmental Mastery, 15 = Self-Acceptance,16 = Positive relations with others, 17 = 

Autonomy, 18 = Purpose in life, 19 = Personal Growth, 20 = Physical functioning, 21 = Psychological Functioning , 22 = Social relationships, 23 = Environment, 24 = Perception of quality of life and health.
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Table 20 shows the bivariate correlation matrix of all the scales. The values above 

the diagonal show correlation coefficient for diabetic patients and below the diagonal 

show correlation for the cancer patients. It shows a distinct pattern of significant positive 

and negative relationship between different variables. Depression has significant 

relationship with state anger, anger control-in and anger control-out, whereas significant 

negative relationship with the active focused coping strategies, active distracting coping 

strategies, avoidance focused coping strategies, religious focused coping strategies, 

informational support, tangible support, emotional support, esteem support, social 

relations, positive relations with others, purpose in life, physical functioning, 

psychological functioning, social relationships and environment. State anger has 

significant positive relationship with anger control-out, environmental mastery and 

autonomy whereas it has negative relationship with the active focused coping strategies, 

active distracting coping strategies, informational support, tangible support, emotional 

support, esteem support, social network support, positive relations, purpose in life, 

physical functioning, psychological functioning, social relations and environment. Anger 

control-in has significant negative relationship with anger control out, avoidance focused 

coping strategies, religious focused coping strategies, environmental mastery, positive 

relations with others, autonomy, purpose in life, and personal growth. Whereas it has 

positive relationship with the emotional support, esteem support, and social network 

support among diabetic patients.  

 Depression has significant positive relationship with the state anger, anger 

control-in, anger control-out, and self-acceptance. Whereas it (depression) has negative 

relationship with the active focused coping strategies, active distracting coping strategies, 

avoidance focused coping strategies, religious focused coping strategies, informational 

support, tangible support, emotional support, esteem support, social network support, 

positive relations with others, purpose in life, personal growth, psychological functioning, 

physical functioning, social relations and environment. State anger has significant 

positive relationship with the anger control-out, environmental mastery and autonomy. 

Whereas it has negative relationship with active focused coping strategies, informational 
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support, esteem support, social network support, positive relations with others, purpose in 

life, physical functioning, psychological functioning, social relations and environment. 

Anger control-in is having a positive relationship with the informational support, 

emotional support, esteem support, and self-acceptance whereas anger control-out is 

having a positive relationship with the avoidance focused coping strategies, informational 

support, emotional support, social network support, physical functioning, psychological 

functioning and environment among cancer patients. 



95 

 

 

Table 21 
Correlation of ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support Questionnaire, Psychological well-being Questionnaire and Quality of Life Questionnaire of Cardiac Patients 

(n=200) 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 

1 - .04 .01 .06 .10 .10 .11 .06 .05 .10 .04 .09 .05 -.09 -.04 .00 .06 .00 -.06 .09 .06 .14* .12* -.14* 

2  - -.11 .34** -.07 .08 .11 .08 -.02 -.05 -.09 -.10 -.03 .06 .07 .06 -.02 .04 .09 .10 -.02 .02 .05 -.05 

3   - -.04 .03 -.03 -.02 -.04 .01 .01 .05 .06 .05 -.06 -.09 -.03 .05 -.03 -.04 -.01 .03 .01 .00 .04 

4    - .06 .09 .04 .01 .06 .07 .07 .05 .11 -.04 -.04 .04 .04 -.04 .05 .17** .11 .12* .13* -.07 

5     - .19** .18** .49** .36** .88** .58** .74** .55** -.72** -.39** -.61** -.04 .17** -.74** .17** .60** .73** .58** -.10 

6      - .65** .51** .84** .55** .59** .40** .44** -.11 -.32** .31** .43** -.41** .13* .66** .32** .38** .76** -.61** 

7       - .75** .28** .34** .18** .16* .45** -.42** -.38** -.19** .21** .05 -.39** .77** .61** .66** .77** -.18** 

8        - .24** .58** .13* .11 .25** -.27** -.08 -.49** -.30** .44** -.54** .39** .56** .55** .64** -.00 

9         - .67** .85** .69** .59** -.20** -.49** .37** .58** -.61** .16* .45** .25** .33** .67** -.53** 

10          - .80** .80** .58** -.56** -.35** -.36** .14* -.12* -.52** .35** .54** .71** .75** -.41** 

11           - .90** .73** -.52** -.58** .04 .59** -.63** -.16* .47** .44** .55** .68** -.48** 

12            - .78** -.72** -.70** -.08 .61** -.49** -.39** .35** .44** .68** .66** -.36** 

13             - -.78** -.91** -.20 .62** -.38** -.38** .73** .78** .81** .83** .02 

14              - .78** .53** -.36** .06 .79** -.49** -.77** -.87** -.65** -.03 

15               - -.00 -.69** .37** .33** -.58** -.66** -.66** -.66** -.11 

16                - .56** -.62** .88** -.02 -.55** -.48** -.16** -.30** 

17                 - -.85** .20** .48** .10 .30** .43** -.38** 

18                  - -.45** -.32** .14* -.01 -.21** .54** 

19                   - -.17** -.66** -.73** -.42** -.21** 

20                    - .75** .71** .85** -.22** 

21                     - .86** .80** .19** 

22                      - .88** -.09 

23                       - -.28** 

24                        - 

Note. 1= Beck Depression Inventory, 2 = State Anger, 3 = Anger Control-in, 4 = Anger Control-Out, 5 = Active–Focused Coping Strategies, 6 = Distracting–Focused Coping Strategies, 7 = Avoidance Focused Coping Strategies, 8 = Religious–

Focused Coping Strategies, 9 Informational Support, 10 = Tangible Support, 11 = Emotional Support, 12 = Esteem Support, 13 = Social Network Support, 14 = Environmental Mastery, 15 = Self-Acceptance,16 = Positive relations with others, 17 = 

Autonomy, 18 = Purpose in life, 19 = Personal Growth, 20 = Physical functioning, 21 = Psychological Functioning , 22 = Social relationships, 23 = Environment, 24 = Perception of quality of life and health.  
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Table 21 shows the bivariate correlation matrix of all the scales. It shows a 

distinct pattern of significant positive and negative relationship between different 

variables. Depression has significant positive relationship between the social relations 

and environment, whereas it has significant negative with the perception of quality of 

life and health. State anger has significant positive relationship with anger control-in.  
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Prevalence of Psychological Issues  

Table 22 

Comparison on level of depression, state anger-in and state anger-out among diabetic, cancer and cardiac patients (N = 500).  

 

 Diabetics  

(N = 104) 

Cancer  

(N = 196) 

Cardiac  

(N = 200) 

F p η2 i-j Mean (i-

j) 

SE 95% CI 

 M SD M SD M SD       LL UL 

Depression  11.52 5.97 9.72 5.37 22.89 18.35 62.18 .000 .20 D>Can 1.80 1.50 -1.73 5.33 

          D<Car -11.37* 1.50 -14.89 -7.84 

          Can<D -1.80 1.50 -5.33 1.73 

          Can<Car -13.17* 1.25 -16.09 -1.24 

          Car>D 11.37* 1.50 7.84 14.89 

          Car>Can 13.17* 1.25 10.24 16.09 

State anger  13.70 5.72 12.51 4.51 12.92 4.99 1.95 .14       

Anger control-in  20.92 6.45 20.17 7.06 20.79 6.83 .58 .56       

Anger control-

out 

7.85 2.64 7.46 2.65 7.36 2.80 1.14 .32       
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 Results in the Table 22 indicates that ANOVA was computed for the exploration of mean differences on depression, state anger, anger 

control-in and anger control-out among diabetic, cancer and cardiac patients. Results indicate that there is a significant difference among 

diabetic, cardiac and cancer patients on depression. It is high among cardiac patients as compared to diabetic and cancer patients. Post-hoc 

analysis indicates that there is a significant difference of level of depression among diabetic and cardiac patients as it is high among cardiac as 

compared to diabetics, results also indicated that there is a significant difference among cardiac and cancer patients on level of depression as it is 

high among cardiac patients as compared to cancer patients.  
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Table 23 

Chi-Square of level of depression among diabetic, cancer and cardiac patients (N = 

500) 

Level of Depression  Diabetic 

patients  

(N = 104) 

Cancer patients 

(N = 196) 

Cardiac 

patients  

(N = 200) 

Χ² p 

Normal ups and downs   52 (50%) 128 (65.3%) 72 (36%)  

 

 

 

126.40 

 

 

 

 

.00 

Mild  38 (36.5%) 52 (26.5%) 28 (14%) 

Borderline  0 (0%) 1 (.5%) 4 (47%) 

Moderate  14 (13.5%) 15 (7.7%) 47 (23.5%) 

Severe  0 (0%) 0 (0%) 17 (8.5 %) 

Extreme  0 (0%) 0 (0%) 32 (16.0%) 

 

The results in the Table 23 indicate that the level of depression varies among 

diabetic, cancer and cardiac patients this difference is statistically significant.   

 
Figure 2. Level of depression among diabetic, cancer and cardiac patients  
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Table 24 

Chi-Square of level of Depression among Male and Female Diabetic Patients (N 

=104) 

Level of depression  Males  (N =54) Female  (N =50) Χ² p 

normal ups and downs   31 (57.41%) 21 (42%)  

5.55 

 

.06 mild  14 (25.93%) 24 (48%) 

moderate  9 (16.67%) 5 (10%) 

 The results in the Table 24 indicate that the level of depression varies among 

male and female diabetes patients but that is not statistically significant.  

 

Table 25 

Chi-Square of level of Depression among Male and Female Cancer Patients (N =196) 

Level of depression  Males  (N =4) Female  (N = 192) Χ² p 

normal ups and downs   4 (100%) 124 (64.58%)  

 

2.17 

 

 

.54 

mild  0 (0%) 52 (27.08%) 

borderline  0 (0%) 1(0.52%) 

moderate 0 (0%) 15 (7.81%)   

 The results in the Table 25 indicate that the level of depression varies among 

patients but that is not statistically significant among male and female cancer patients.  

 

Table 26 

Chi-Square of Level of Depression among Male and Female Cardiac Patients (N 

=200) 

Level of depression  Males  (N =73) Female  (N = 127) Χ² p 

Normal ups and downs   32 (43.84%) 40 (31.50%)  

 

5.70 

 

 

.33 

Mild  9 (12.33%) 19 (14.96%) 

Borderline  2 (2.74%) 2 (1.57%) 

 Moderate  16 (21.92%) 31 (24.41%) 

Severe  7 (9.59%) 10 (7.87%)   

Extreme  7 (9.59%) 25 (19.69%)   
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 The results in the Table 26 indicated that the level of depression is not 

statistically significantly different among different male and female cardiac patients.  

 

Table 27 

Chi-Square of Level of State Anger among Diabetic, Cancer and Cardiac Patients (N 

= 500) 

Level of state anger  Diabetic patients 

(N = 104) 

Cancer patients 

(N = 196) 

Cardiac patients 

(N = 200) 

Χ² p 

     

8.07 

 

.02 Moderate  71 (68.3%) 162 (82.7) 154 (77%) 

Severe  33 (31.7%) 34 (17.3) 46 (33%) 

 

The results in the Table 27 indicate that the level of state anger varies among 

diabetic, cancer and cardiac patients this difference is statistically significant.   

 
 

Figure 3. Level of State anger among diabetic, cancer and cardiac patients  
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Table 28 

Chi-Square of Level of State Anger among Male and Female Diabetic Patients (N = 

104) 

Level of state anger  Male (N = 54) Female (N = 50) Χ² p 

Moderate  40 (74.07%) 31 (62%)  

1.75 

 

.19 Severe  14 (25.93%) 19 (38%) 

 

The results in the Table 28 indicate that the level of state anger varies among 

diabetic male and female patients but that is not statistically significant.   

 

Table 29 

Chi-Square of Level of State Anger among Male and Female Cancer Patients (N = 

196) 

Level of state anger  Male  (N =  4) Female  (N = 192) Χ² p 

Moderate  4(100%) 158 (82.29%)  

.86 

 

.36 Severe  0 (0%) 34 (17.71%) 

 

The results in the Table 29 indicate that the level of state anger varies among 

cancer male and female patients but that is not statistically significant.   

 

Table 30 

Chi-Square of Level of State Anger among Male and Female Cardiac Patients (N = 

200) 

Level of state anger  Male  (N =  73) Female  (N = 127) Χ² p 

Moderate  54 (73.97%) 100(78.74%)  

.6 

 

.44 Severe  19(26.03%) 27(21.26) 

 

The results in the Table 30 indicate that the level of state anger varies among 

cardiac male and female patients but that is not statistically significant.   
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Table 31 

Chi-Square of Level of Anger Control-in among Diabetic, Cancer and Cardiac 

Patients (N = 500) 

Level of control-in  Diabetic 

patients  

(N = 104) 

Cancer 

patients  

(N = 196) 

Cardiac 

Patients 

(N=200) 

Χ² p 

Low  15 (14.4%) 46 (23.5%) 39 (19.5%)  

5.29 

 

.26 Moderate 67 (64.4%) 117 (59.7%) 115 (57.5%) 

Severe 22 (21.2%) 33 (16.8%) 46 (23%) 

 

 Results in the above Table 31 indicate the difference between the level of 

anger control-in among diabetic, cancer and cardiac patients but its not statistically 

significant.  

 

 

Table 32 

Chi-Square of Level of Anger Control-in among Male and Female Diabetic Patients 

(N = 104) 

Level of control-in  Male  (N = 54) Female  (N = 50) Χ² p 

Low  11 (20.37%) 4 (8%)  

3.86 

 

.15 Moderate  34 (62.96%) 33 (66%) 

Severe  9 (16.67%) 13 (26%) 

 

 Results in the above Table 32 indicate the difference between the level of 

anger control-in among male and female diabetic patients but its not statistically 

significant.  

 

 

 

 



104 

 

 

Table 33 

Chi-Square of Level of Anger Control-in among Male and Female Cancer Patients (N 

= 196) 

Level of control-in  Male   

(N = 4) 

Female   

(N = 192) 

Χ² p 

Low  4 (100%) 42 (28.88%)  

13.32 

 

.001 Moderate  0 (0%) 117 (60.94%) 

Severe  0 (0%) 33 (17.19%) 

 

 Results in the above Table 33 indicate the difference between the level of 

anger control-in among male and female cancer patients and is statistically 

significantly high among female patients. 

 
Figure 4. Level of anger control-in among male and female cancer patients  
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Table 34 

Chi-Square of Level of Anger Control-in among Male and Female Cardiac Patients 

(N = 200) 

Level of control-in  Male  (N = 73) Female  (N = 

127) 

Χ² p 

Low  19 (26.03%) 20 (15.75%)  

3.45 

 

.18 Moderate  37 (50.68%) 78 (61.42%) 

Severe  17 (23.29%) 29 (22.83%) 

 

 Results in the above Table 34 indicate the difference between the level of 

anger control-in among male and female cardiac patients but its not statistically 

significant. 

 

Table 35 

Chi-Square of Level of Anger Control-out among Diabetic, Cancer and Cardiac 

Patients (N = 500) 

Level of control-out Diabetic 

patients 

(N = 104) 

Cancer 

patients 

(N = 196) 

Cardiac 

patients 

(N = 200) 

Χ² p 

Low 20 (19.2%) 52 (26.5%) 64 (32.0%)  

6.36 

 

.17 Moderate  65 (62.5%) 19 (55.6%) 99 (49.5%) 

Severe  19 (18.3%) 35 (17.9%) 37(18.5%) 

 

 Results in the above Table 35 indicate the difference between the level of 

anger control-out among diabetic, cancer and cardiac patients but its not statistically 

significant. 

 

 

 



106 

 

 

Table 36 

Chi-Square of Level of Anger Control-out among Male and Female Diabetic Patients 

(N = 104) 

Level of control-out Male  (N = 54) Female  (N = 50) Χ² p 

Low  12 (22.22%) 8 (16%)  

1.26 

 

.53 Moderate  31 (54.41%) 34 (68%) 

Severe  11 (20.37%) 8 (16%) 

 

 Results in the above Table 36 indicate the difference between the level of 

anger control-out among male and female diabetic patients but its not statistically 

significant. 

 

 

 

 

Table 37 

Chi-Square of Level of Anger Control-out among Male and Female Cancer Patients 

(N = 196) 

Level of control-out Male  (N = 4) Female  (N = 192) Χ² p 

Low  4 (100%) 48 (25%)  

11.31 

 

.00 Moderate  0 (0%) 109 (56.77%) 

Severe  0 (0%) 35 (18.23%) 

 

 Results in the above Table 37 indicates the difference between the level of 

anger control-out among male and female cancer patients and is significantly high 

among female patients. 
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Figure 5. Level of anger control-out among male and female cancer patients  

 

Table 38 

Chi-Square of Level of Anger Control-Out among Male and Female Cardiac Patients 

(N = 200) 

Level of control-out Male 

(N = 73) 

Female 

(N = 127) 

Χ² p 

Low  25 (36.25%) 39 (30.71%)  

1.77 

 

.41 Moderate  38 (52.05%) 61 (48.03%) 

Severe  10 (13.70%) 27 (21.26%) 

 

 Results in the above Table 38 indicate the difference between the level of 

anger control-out among male and female cardiac patients but its not statistically 

significant
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Predictive role of Depression and Anger  
 

Table 39 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Environmental Mastery 

among Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95% CI Tolerance VIF 

      LL UL   

Constant  34.98 2.722  12.85 .000 29.63 40.32   

Depression  -.47 .04 -.46 11.26 .000 -.56 -.39 .94 1.06 

State anger  .43 .12 .15 3.52 .000 .19 .67 .85 1.18 

Anger Control-in -.12 .08 -.06 1.44 .15 -.28 .04 .97 1.03 

Anger Control-

out 

.09 .00 .02 .42 .38 -.34 .52 .89 1.12 

 

 Table 39 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the environmental mastery was entered as an outcome 

variable. The resultant model is explaining the 21.9% (R2 = .219, p = .000) variance 

with significant beta values (β = -.46, p = .000) for depression and (β =.15, p = .000) 

for state anger.  
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Table 40 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Autonomy among 

Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Toleran

ce 

VIF 

      LL UL   

Constant  35.69 2.24  15.92 .000 31.29 40.10   

Depression  .29 .03 .36 8.50 .00 .23 .36 .94 1.06 

State anger  -.34 .10 -.02 .34 .73 -.23 .16 .85 1.18 

Anger 

Control-in 

-.22 .07 -.14 3.20 .001 -.36 -.09 .97 1.03 

Anger 

Control-out 

-.16 .18 -.04 .90 .37 -.52 .19 .89 1.12 

 

 Table 40 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the autonomy was entered as an outcome variable. The 

resultant model is explaining the 13.8% (R2 = .138, p = .000) variance with significant 

beta values (β = .37, p = .000) for depression and (β =-.14, p = .000) for anger 

control-in.  
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Table 41 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Personal Growth 

among Chronically Ill Patients (N= 500) 

Model B SE β t p 95%CI Toler

ance 

VIF 

LL UL 

Constant 35.58 2.09 17.02 .000 31.47 39.6

9 

Depression  -.36 .03 -.46 11.06 .000 -.42 -.29 .94 1.06 

State anger  .28 .09 .13 2.96 .003 .09 .46 .85 1.18 

Anger Control-

in 

-.06 .06 -.04 .91 .36 -.19 .07 .97 1.03 

Anger Control-

out 

-.26 .17 -.07 1.56 .12 .60 .07 .89 1.12 

Table 41 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as a 

predictor variable, whereas the personal growth was entered as an outcome variable. 

The resultant model is explaining the 20.8% (R2 = .208, p = .000) variance with 

significant beta values (β = -.46, p = .000) for depression and (β =.13, p = .003) for 

state anger.  
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Table 42 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Positive Relations with 

others among Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  41.77 2.14  19.52 .000 37.56 45.97   

Depression  -.36 .03 -.45 10.87 .000 -.42 -.29 .94 1.06 

State anger  .14 .10 .07 1.49 .14 -.05 .33 .84 1.18 

Anger 

Control-in 

-.15 .07 -.09 2.30 .02 -.28 -.02 .97 1.03 

Anger 

Control-out 

-.20 .17 -.05 1.15 .25 -.54 .14 .89 1.12 

 

 Table 42 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the positive relations with others was entered as an 

outcome variable. The resultant model is explaining the 21.3% (R2 = .213, p = .000) 

variance with significant beta values (β = .03, p = .000) for depression and (β =-.09, p 

= .02) for anger control-in.  
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Table 43 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Purpose in Life among 

Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  37.24 2.06  18.06 .000 33.19 41.29   

Depression  -.35 .03 -.45 10.85 .000 -.41 -.28 .94 1.06 

State anger  .05 .09 .02 .52 .60 -.13 .23 .84 1.18 

Anger 

Control-in 

-.09 .06 -.06 1.38 .17 -.21 .04 .97 1.03 

Anger 

Control-out 

.04 .17 .01 .23 .82 -.29 .37 .89 1.12 

 

 Table 43 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the purpose in life was entered as an outcome variable. 

The resultant model is explaining the 20.5% (R2 = .205, p = .000) variance with 

significant beta values (β = -.45, p = .000) for depression. 
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Table 44 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Self-Acceptance among 

Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  28.97 2.31  12.55 .000 24.43 33.50   

Depression  -.32 .04 -.39 9.03 .00 -.39 -.25 .94 1.06 

State anger  .20 .10 .09 1.92 .06 -.004 .41 .85 1.18 

Anger 

Control-in 

.21 .07 .13 2.97 .003 .07 .35 .97 1.03 

Anger 

Control-out 

.34 .19 .08 1.80 .07 -.03 .70 .89 1.12 

 

 Table 44 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the self-acceptance was entered as an outcome variable. 

The resultant model is explaining the 15.1% (R2 = .151, p = .000) variance with 

significant beta values (β = -.39, p = .000) for depression and (β =.13, p = .003) for 

anger control-in.  
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Table 45 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Physical Functioning 

among Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  70.56 5.62  12.55 .000 59.51 81.61   

Depression  .14 .09 .07 1.59 .11 -.03 .31 .94 1.06 

State anger  -.49 .25 -.09 1.92 .06 -.99 .01 .84 1.18 

Anger 

Control-in 

-.24 .17 -.06 1.37 .17 -.58 .10 .97 1.03 

Anger 

Control-out 

2.09 .46 .21 4.60 .000 1.20 2.99 .89 1.12 

 

 Table 45 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the physical functioning was entered as an outcome 

variable. The resultant model is explaining the 4.9% (R2 = .049, p = .000) variance 

with significant beta values (β = -.21, p = .000) for anger control-out.  
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Table 46 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Psychological 

Functioning among Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  69.00 2.94  23.44 .000 63.22 74.78   

Depression  -.06 .05 -.053 1.26 .21 -.15 .03 .94 1.06 

State anger  -.93 .13 -.31 7.04 .000 -1.19 -.67 .85 1.18 

Anger 

Control-in 

-.23 .09 -.10 2.50 .01 -.40 -.05 .97 1.03 

Anger 

Control-

out 

1.91 .24 .35 8.04 .000 1.45 2.38 .89 1.12 

 

 Table 46 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the psychological functioning was entered as an outcome 

variable. The resultant model is explaining the 16.6% (R2 = .166, p = .000) variance 

with significant beta values (β = -.31, p = .000) for state anger, (β = -.10, p = .01) for 

anger control-in and (β = .35, p = .000) for anger control-out.  
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Table 47 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Social Relationships 

among Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  52.68 3.12  16.87 .000 46.55 58.82   

Depression  .14 .05 .12 2.80 .01 .04 .23 .94 1.06 

State anger  -.77 .14 -.26 5.45 .000 -1.04 -.49 .85 1.18 

Anger 

Control-in 

-.35 .10 -.16 3.67 .000 -.54 -.16 .97 1.03 

Anger 

Control-

out 

.46 .25 .08 1.82 .07 -.04 .96 .89 1.12 

 

 Table 47 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the social relationships was entered as an outcome 

variable. The resultant model is explaining the 7.7% (R2 = .077, p = .000) variance 

with significant beta values (β = .12, p = .01) for depression, (β = -.26, p = .000) for 

state anger and (β = -.16, p = .000) for anger control-in. 
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Table 48 

Multiple Regression Analysis Showing the Main Effects of Depression, State Anger, 

Anger Control-in and Anger Control-Out in the Prediction of Environment among 

Chronically Ill Patients (N= 500) 

Model  B  SE β t p 95%CI Tolerance VIF 

      LL UL   

Constant  128.44 5.57  23.08 .000 117.5 139.3   

Depression  -.04 .09 -.02 .47 .64 -.21 .13 .94 1.06 

State anger  -2.01 .25 -.36 8.03 .000 -2.51 -1.52 .85 1.18 

Anger 

Control-in 

-.63 .17 -.15 3.71 .000 -.97 -.30 .97 1.03 

Anger 

Control-out 

3.45 .45 .33 7.76 .000 2.61 4.39 .89 1.12 

 

 Table 48 is exhibiting the results of multiple regression analysis. In which the 

depression, state anger, anger control-in and anger control-out were entered as 

predictor variables, whereas the environment was entered as an outcome variable. The 

resultant model is explaining the 18.2% (R2 = .182, p = .000) variance with significant 

beta values (β = -.36, p = .000) for state anger, (β = -.15, p = .000) for anger control-

in and (β = .33, p = .000) for anger control-out. 
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Moderating Role of Social Support and Coping Strategies  

 

Table 49 

Moderating Effect of active focused coping strategies on Relationship of Depression with Environmental Mastery, Self-Acceptance, Positive 

Relations, Purpose In Life, Autonomy and Personal Growth (n = 500) 

 

Environmental 

Mastery Self-acceptance Positive relation Purpose in life Personal growth Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.39**  -.36**  -.38**  -.39**  -.41**  .37** 

Active focused coping  -.15**  -.20**  -.03**  .11*  -.17**  .10* 

Step 2 .07  .01  .08  .03**  .05  .00  

Depression 

* Active focused coping 
 -.30**  -.10**  -.32**  -.20** 

  

-.26** 

 

 

 

-.02 

R² .27  .17  .28  .23  .26  .12  

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



119 

Table 49 illustrates moderation analysis for active coping strategies in the 

relationship of depression with psychological well-being (environmental mastery, 

self-acceptance, positive relations, purpose in life and personal growth). Active 

focused coping strategies are acting as a moderator for the relationship of depression 

with environmental mastery, autonomy, positive relations, purpose in life, self-

acceptance, and personal growth. Moderation analysis for active coping strategies in 

the relationship between depression and autonomy doesn’t occur. These added 

additional 7% variance is explained by the relationship (environmental mastery and 

depression) which is moderated by active focused coping strategies. It also added 

additional 1% variance is explained by the relationship (self-acceptance and 

depression) which is moderated by active focused coping strategies. It also added 

additional 8% variance is explained by the relationship (positive relations with others 

and depression) which is moderated by active focused coping strategies. It also added 

additional 3% variance is explained by the relationship (purpose in life and 

depression) which is moderated by active focused coping strategies. Furthermore, it 

also added additional 5% variance is explained by the relationship (personal growth 

and depression) which is moderated by active focused coping strategies. The 

moderating effect is further explained through mod graphs. 
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Figure 6. Active coping strategies as a moderator between environmental mastery and 

depression 

 

Active focused coping strategies, moderated the relationship of depression 

with environmental mastery is moderated by the. When the active focused coping 

strategies are increasingly used by the patients, the association between depression 

and environmental mastery is negative, which means that in case if the patients are 

using the active focused coping strategies the depression increases and environmental 

mastery decreases. 
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Figure 7. Active coping strategies as a moderator between Self-acceptance and 

depression 

 

The correlation of depression with self-acceptance is moderated by the active 

focused coping strategies. When the active focused coping strategies are increasingly 

used by the patients, the relationship between depression and self-acceptance is 

negative, which means that in case if the patients are using the active focused coping 

strategies the depression increases and self-acceptance decreases. 
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Figure 8.  Active coping strategies as a moderator between the relationships of 

depression with positive relations with others 

 

The correlation of depression and positive relations with others is moderated 

by the active focused coping strategies. When the active focused coping strategies are 

increasingly used by the patients, negative relationship of depression with  positive 

relations with others, which means that in case if the patients are using the active 

focused coping strategies the depression increases and positive relations with others 

decreases. 
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Figure 9. Active coping strategies as a moderator between purpose in life and 

depression 

 

The correlation of depression with purpose in life is moderated by the active 

focused coping strategies. When the active focused coping strategies are increasingly 

used by the patients, the association of depression with purpose in life is negative, 

which means that in case if the patients are using the active focused coping strategies 

the depression increases and purpose in life decreases. 
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Figure 10. Active coping strategies as a moderator between personal growth and 

depression 

 

The correlation of depression with personal growth is moderated by the active 

focused coping strategies. When the active focused coping strategies are increasingly 

used by the patients, the association of depression with personal growth is negative, 

which means that in case if the patients are using the active focused coping strategies 

the depression increases and personal growth decreases. 
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Table 50 

Moderating Effect of active distracting coping strategies on Relationship of Depression with Environmental Mastery, Autonomy, Positive 

Relations, Purpose In Life, Self-Acceptance and Personal Growth (n = 500) 

  
Environmental Mastery Self-acceptance Positive relation  Purpose in life  

Personal 

growth  

Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.43**  -.33**  -.45  -.43**  -.45**  .31** 

Active distracting coping  -.22  -.05  .05  -.02  -.02  .07 

Step 2 .00  .01  .00  .01  .00  .04  

Depression 

* Active distracting coping 
 -.04  -.09**  .03  -.06**  .03  .15** 

R² .19  .14  .20  .21  .19  .17  

** p < .01, * p < .05. 
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Table 50 illustrates moderation analysis for active-distracting coping strategies 

in the relationship between depression and Psychological well-being (environmental 

mastery, automny, self-acceptance, purpose in life, positive relations and personal 

growth). Active distracting coping strategies are acting as a moderator for the 

relationship of depression with self-acceptance, purpose in life, and autonomy. 

Moderation analysis for active coping strategies in the relationship between 

depression and environmental mastery, positive relations and personal growth doesn’t 

occur. These added additional 1% variance is explained by the relationship (purpose 

in life and depression) which is moderated by active distracting coping strategies. It 

also added additional 4% variance is explained by the relationship (autonomy and 

depression) which is moderated by active distracting coping strategies. The 

moderating effect is further explained through mod graphs.  

 

 
Figure 11. Active Distracting coping strategies as a moderator between self-

acceptance and depression 
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 The association between the depression and self-acceptance is moderated by 

the active distracting coping strategies. When the active distracting coping strategies 

are increasingly used by the patients, the association of depression with self-

acceptance is negative, which means that in case if the patients are using the active 

distracting coping strategies the depression increases and self-acceptance decreases. 

 

 
 

Figure 12. Active Distracting coping strategies as a moderator between purpose in life 

and depression 

 

The relationship between the depression and purpose in life is moderated by 

the active distracting coping strategies. When the active distracting coping strategies 

are increasingly used by the patients, the association of depression with purpose in life 
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is negative, which means that in case if the patients are using the active distracting 

coping strategies the depression increases and purpose in life decreases. 

Figure 13. Active Distracting coping strategies as a moderator between autonomy and 

depression 

The correlation of depression with autonomy is moderated by the active 

distracting coping strategies. When the active distracting coping strategies are 

increasingly used by the patients, the depression and autonomy is positively 

associated, which means that in case if the patients are using the active distracting 

coping strategies the depression increases and autonomy also increases.  
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Table 51 

Moderating Effect of Avoidance-Focused Coping strategies on Relationship of Depression with Environmental Mastery, Self-Acceptance, 

Positive Relations, Purpose In Life, Autonomy and Personal Growth (n = 500) 

  
Environmental Mastery Self-acceptance Positive relation  Purpose in life  

Personal 

growth  

Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.42**  -.37**  -.43**  -.42*  -.44**  .36** 

Avoidance-Focused coping  .06  -.24  .11  .23**  -.07  .24** 

Step 2 .01  .00  .01  .01  .01  .01  

Depression 

* Avoidance-Focused coping 
 -.20**  -.07  -.19*  -.16* 

  

-.15* 
 .15 

R² .21  .14  .23  .25  .20  .14  

** p < .01, * p < .05. 
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Table 51 illustrates moderation analysis for avoidance focused coping 

strategies in the relationship between depression and Psychological well-being 

(environmental mastery, positive relations, purpose in life and personal growth). 

Avoidance focused coping strategies are acting as a moderator for the relationship of 

depression with environmental mastery, positive relations, purpose in life and 

personal growth. Moderation analysis for active coping strategies in the relationship 

between depression and autonomy doesn’t occur. These added additional 1% 

variance is explained by the relationship (environmental mastery and depression) 

which is moderated by avoidance focused coping strategies. It also added additional 

1% variance is explained by the relationship (positive relations with others and 

depression) which is moderated by avoidance focused coping strategies. It also added 

additional 1% variance is explained by the relationship (purpose in life and 

depression) which is moderated by avoidance focused coping strategies. Furthermore, 

it also added additional 1% variance is explained by the relationship (personal growth 

and depression) which is moderated by avoidance focused coping strategies. The 

moderating effect is further explained through mod graphs. 
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Figure 14. Avoidance focused coping strategies as a moderator between 

environmental mastery and depression 

 

 The association between the depression and environmental mastery is 

moderated by the avoidance focused coping strategies. When the avoidance focused 

coping strategies are increasingly used by the patients, the association of depression 

with environmental mastery is negative, which means that in case if the patients are 

using the avoidance focused coping strategies the depression increases and 

environmental mastery decreases. 
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Figure 15. Avoidance focused coping strategies as a moderator between positive 

relations with others and depression 

 

The correlation of depression with positive relations with others is moderated 

by the avoidance focused coping strategies. When the avoidance focused coping 

strategies are increasingly used by the patients, the association of depression with 

positive relations with others is negative, which means that in case if the patients are 

using the avoidance focused coping strategies the depression increases and positive 

relations with others decreases. 
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Figure 16. Avoidance focused coping strategies as a moderator between purpose in 

life and depression 

 

 The correlation of depression with purpose in life is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the association of depression with purpose in life 

is negative, which means that in case if the patients are using the avoidance focused 

coping strategies the depression increases and purpose in life decreases. 
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Figure 17. Avoidance focused coping strategies as a moderator between personal 

growth and depression 

 

 The correlation of depression with personal growth is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the association with depression with personal 

growth is negative, which means that in case if the patients are using the avoidance 

focused coping strategies the depression increases and personal growth decreases. 
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Table 52 

Moderating Effect of Religious-Focused Coping strategies on Relationship of Depression with Environmental Mastery, Self-Acceptance, 

Positive Relations, Purpose In Life, Autonomy and Personal Growth (n = 500) 

  
Environmental Mastery Self-acceptance Positive relation  Purpose in life  

Personal 

growth  

Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.40**  -.34**  -.40**  -.43 
 -

.41** 
 .36** 

Religious-Focused coping  -.63  -.09  -.07  .02 
  

.12** 
 .00 

Step 2 .01  .00  .02  .00  .01  .00  

Depression 

* Religious-Focused coping 
 -.10*  -.03  -.14**  -.04 

  

-.10* 
 -.03 

R² .21  .04  .23  .20  .23  .12  

** p < .01, * p < .05. 
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 Table 52 illustrates moderation analysis for religious focused coping strategies 

in the relationship between depression and Psychological well-being (environmental 

mastery, positive relations, and personal growth). Religious focused coping strategies 

are acting as a moderator for the relationship of depression with environmental 

mastery, positive relations and personal growth. Moderation analysis for Religious 

focused coping strategies in the relationship between depression and autonomy 

doesn’t occur. These added additional 1% variance is explained by the relationship 

(environmental mastery and depression) which is moderated by Religious focused 

coping strategies. It also added additional 2% variance is explained by the 

relationship (positive relations with others and depression) which is moderated by 

Religious focused coping strategies. Furthermore, it also added additional 1% 

variance is explained by the relationship (personal growth and depression) which is 

moderated by Religious focused coping strategies. The moderating effect is further 

explained through mod graphs. 
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Figure 18. Religious focused coping strategies as a moderator between environmental 

mastery and depression 

 

 The association between the depression and environmental mastery is 

moderated by the religious focused coping strategies. When the religious focused 

coping strategies are increasingly used by the patients, the relationship between 

depression and environmental mastery is negative, which means that in case if the 

patients are using the religious focused coping strategies the depression increases and 

environmental mastery decreases. 
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Figure 19. Religious focused coping strategies as a moderator between positive 

relations with others and depression 

 

The association between the depression and positive relations with others is 

moderated by the religious focused coping strategies. When the religious focused 

coping strategies are increasingly used by the patients, the relationship between 

depression and positive relations with others is negative, which means that in case if 

the patients are using the religious focused coping strategies the depression increases 

and positive relations with others decreases. 
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Figure 20. Religious focused coping strategies as a moderator between personal 

growth and depression 

 

The correlation of depression with personal growth is moderated by the 

religious focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between depression and personal 

growth is negative, which means that in case if the patients are using the religious 

focused coping strategies the depression increases and personal growth decreases. 
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Table 53 

Moderating Effect of Active Focused Coping Strategies on Relationship of Depression 

with Social Relationships (n = 500) 

  Social relationships  
Variables △R² β 
Step 1   

Depression   2.10 
Active focused coping  9.16 

Step 2 .00  
Depression 
* Active focused coping 

 .92 

R² .36***  
***p < .001, ** p < .01, * p < .05. 

 

Table 54 illustrates moderation analysis for active coping strategies in the 

relationship between anger and social relationships (quality of life).  Active focused 

coping strategies are not acting as a moderator for the relationship of depression with 

social relationships. 

 

Table 54 

Moderating Effect of Active Distracting Coping Strategies on Relationship of 

Depression with Physical Health, Psychological Health, Social Relationships and 

Environment (n = 500) 

  Social relationships  
Variables △R² β 
Step 1   

Depression   .66 
Active distracting coping  2.57*** 

Step 2 .015**  
Depression 
* Active distracting coping 

 1.36** 

R² .07***  
***p < .001, ** p < .01, * p < .05. 

 

Table 55 illustrates moderation analysis for active distracting coping strategies 

in the relationship between depression and Social relationships. Active distracting 
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coping strategies are acting as a moderator for the relationship of depression with 

social relationships. It added the additional 15% of variance is explained by the 

relationship (depression and social relationships) which is moderated by active 

distracting coping strategies.  

 

 
Figure 21. Active distracting coping strategies as a moderator between social 

relationships and depression 

 

The association between the depression and social relationships is moderated 

by the active distracting coping strategies. When the active distracting coping 

strategies are increasingly used by the patients, the relationship between depression 

and social relationships is positive, which means that in case if the patients are using 
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the active distracting coping strategies the depression increases and personal social 

relationships increase. 

 

Table 55 

Moderating Effect of Avoidance Focused Coping Strategies on Relationship of 

Depression with Social Relationships (n = 500) 

  Social relationships  

Variables △R² β 

Step 1   

Depression   1.62** 

Avoidance focused coping  9.21*** 

Step 2 .04***  

Depression 

* Avoidance focused coping 
 5.33*** 

R² .13***  
***p < .001, ** p < .01, * p < .05. 

 

Table 55 illustrates moderation analysis for avoidance focused coping 

strategies in the relationship between depression and Social relationships. Active 

distracting coping strategies are acting as a moderator for the relationship of 

depression with social relationships. It added the additional 4% of variance is 

explained by the relationship (depression and social relationships) which is moderated 

by avoidance focused coping strategies.  
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Figure 22. Avoidance focused coping strategies as a moderator between social 

relationships and depression 

The correlation of depression with social relationships is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the relationship between depression and social 

relationships is positive, which means that in case if the patients are using the 

avoidance focused coping strategies the depression increases and social relationships 

increase. 
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Table 56 

Moderating Effect of Religious Focused Coping Strategies on Relationship of 

Depression with Social Relationships (n = 500) 

  Social relationships  
Variables △R² β 
Step 1   

Depression   1.06 
Religious focused coping  4.98*** 

Step 2 .00  
Depression 
* Religious focused coping 

 .646 

R² .41***  
***p < .001, ** p < .01, * p < .05. 

 

Table 56 illustrates moderation analysis for religious focused coping strategies 

in the relationship between depression and Social relationships. Religious focused 

coping strategies are not acting as a moderator for the relationship of depression with 

social relationships.  

 

Table 57 

Moderating Effect of tangible Support on Relationship of Depression with Social 

Relationships (n = 500) 

  Social relationships  
Variables △R² β 
Step 1   

Depression   -.21 
Tangible Support   1.49*** 

Step 2 .07***  
Depression 
* Tangible Support  1.22*** 

R² .22***  
***p < .001, ** p < .01, * p < .05. 

 

Table 57 illustrates moderation analysis for Tangible Support in the relationship 

between depression and Social relationships. Tangible Support is acting as a moderator 

for the relationship of depression with social relationships. The additional 7% of the 
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variance is explained by the relationship (self-acceptance and depression) which is 

moderated by the tangible support.   

 

 
Figure 23. Tangible support as a moderator between social relationships and 

depression 

  

The correlation of depression with social relationships is moderated by the 

Tangible Support. When the Tangible Support is increasingly used by the patients, the 

relationship between depression and social relationships is negative, which means that 

in case if the patients are using the Tangible Support the depression increases and 

social relationships decreases. But as according to scoring if the scores are low in 

support it indicates that the support is high and if scored are high the support is low. 

So if the person is having less tangible support the relationship between the 
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depression and social relationship is negative and depression is high and social 

relationships are low.  

Table 58 

Moderating Effect of emotional Support on Relationship of Depression with Social 

Relationships (n = 500) 

Social relationships 
Variables △R² β 
Step 1 

Depression  .42** 
Emotional Support 1.66*** 

Step 2 .001 
Depression 
* Emotional Support

.09 

R² .46*** 
***p < .001, ** p < .01, * p < .05. 

Table 58 illustrates moderation analysis for Emotional Support in the 

relationship between depression and Social relationships. Emotional Support is not 

acting as a moderator for the relationship of depression with social relationships.  

Table 59 

Moderating Effect of Esteem Support on Relationship of Depression with Social 

Relationships (n = 500) 

Social relationships 
Variables △R² β 
Step 1 

Depression  .37* 
Esteem Support 1.91*** 

Step 2 .001 
Depression 
* Esteem Support

.16 

R² .53*** 
***p < .001, ** p < .01, * p < .05. 

Table 59 illustrates moderation analysis for Esteem Support in the relationship 

between depression and Social relationships. Esteem Support is not acting as a 

moderator for the relationship of depression with social relationships.  
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Table 60 

Moderating Effect of Social Network Support on Relationship of Depression with 

Social Relationships (n = 500) 

Social relationships 

Variables △R² β 

Step 1 

Depression  .33** 

Social network Support 2.19*** 

Step 2 .01* 

Depression 

* Social network Support
.34* 

R² .61*** 
***p < .001, ** p < .01, * p < .05. 

Table 60 illustrates moderation analysis for Social Network Support in the 

relationship between depression and Social relationships. Social Network Support is 

acting as a moderator for the relationship of depression with social relationships. The 

additional 1% of the variance is explained by the relationship (self-acceptance and 

depression) which is moderated by the Social Network Support.   
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Figure 24. Social network support as a moderator between social relationships and 

depression 

 

The correlation between the depression with social relationships is moderated 

by the Social Network Support. When the Social Network Support is increasingly 

used by the patients, the relationship between depression and social relationships is 

positive, which means that in case if the patients are using the Social Network 

Support the depression increases and social relationships also increase. 
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Table 61 
Moderating Effect of Informational Support on Relationship of Depression with Environmental Mastery, Self-Acceptance, Positive Relations, Purpose in Life, 

Autonomy and Personal Growth (n = 500) 

  Environmental Mastery Self-acceptance Positive relation  Purpose in life  Personal growth  Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.39***  -.27***  -.46***  -.41***  -.44***  .26*** 

Informational Support    -.28***  -3.65**  -.19***  -.33***  -.25***  .19*** 

Step 2 .00  .027**  .01*  .00  
 

.00 

 
.03***  

Depression 

* Informational Support  
 -.07  -.19  .09*  -.06 

 .05 
 .23*** 

R² .27***  .17***  .24***  .31***  .26***  .19***  

** p < .01, * p < .05. 
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Table 61 illustrates moderation analysis for informational support in the 

relationship between depression and Psychological well-being (environmental 

mastery, positive relations, and personal growth). Informational support is acting as a 

moderator for the relationship of depression with self-acceptance, positive relations 

with others and autonomy. Moderation analyses for Informational support in the 

relationship of depression with environmental mastery, purpose in life and personal 

growth doesn’t occur. These added additional 2.7% variance is explained by the 

relationship (self-acceptance and depression) which is moderated by informational 

support. It also added additional 1% variance is explained by the relationship 

(positive relations with others and depression) which is moderated by Religious 

focused coping strategies. Furthermore, it also added additional 3% variance is 

explained by the relationship (autonomy and depression) which is moderated by 

informational support. The moderating effect is further explained through mod 

graphs. 
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Figure 25. Informational support as a moderator between self-acceptance and 

depression 

 

The correlation of depression with self-acceptance is moderated by the 

Informational support. When the Informational support is increasingly used by the 

patients, the relationship between depression and self-acceptance is negative, which 

means that in case if the patients are using the Informational support the depression 

increases and self-acceptance decreases. 
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Figure 26. Informational support as a moderator between positive relationships with 

others and depression 

 

The correlation of depression with positive relations with others is moderated 

by the Informational support. When the Informational support is increasingly used by 

the patients, the relationship between depression and positive relations with others is 

negative, which means that in case if the patients are using the Informational support 

the depression increases and positive relations with others decreases. 
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Figure 27. Informational support as a moderator between autonomy and depression 

The correlation of depression with autonomy is moderated by the 

Informational support. When the Informational support is increasingly used by the 

patients, the relationship between depression and autonomy is positive, which means 

that in case if the patients are using the Informational support the depression increases 

and autonomy also increase. 
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Table 62 

Moderating Effect of informational Support on Relationship of Depression with Social 

Relationships (n = 500) 

  Social relationships  

Variables △R² β 

Step 1   

Depression   -.28 

Informational Support   4.76*** 

Step 2 .02**  

Depression 

* Informational Support 
 2.55** 

R² .12***  
***p < .001, ** p < .01, * p < .05. 

 

Table 62 illustrates moderation analysis for Informational Support in the 

relationship between depression and Social relationships. Informational Support is 

acting as a moderator for the relationship of depression with social relationships. The 

additional 2% of the variance is explained by the relationship (self-acceptance and 

depression) which is moderated by the tangible support.   
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Figure 28. Informational support as a moderator between social relations and 

depression 

 

The correlation of depression with social relations is moderated by the 

Informational support. When the Informational support is increasingly used by the 

patients, the relationship between depression and self-acceptance is positive, which 

means that in case if the patients are using the Informational support the depression 

increases and social relations also increase. 
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Table 63 

Moderating Effect of Tangible Support on Relationship of Depression with Environmental Mastery, Self-Acceptance, Positive Relations, 

Purpose In Life, Autonomy and Personal Growth (n = 500) 

  
Environmental Mastery Self-acceptance Positive relation  Purpose in life  

Personal growth  Autonomy 

Variables 
△R² β △R² β △R² β △R² β △R² β △R² β 

Step 1         
  

  

Depression   -.36***  -.27***  -.41***  -.42*** 
 -

.38*** 
 

.30**

* 

Tangible  Support    -.32***  -.19***  -.25***  -.19*** 
 -

.30*** 
 

-

13*** 

Step 2 .03***  .03***  .01*  .00  
.01**  

.01*  

Depression 

* Tangible Support  
 -.21***  -.22***  -.10*  -.07 

 -.15** 
 .13* 

R² .31***  .18***  .27***  .24***  
.29***  

.38***  

** p < .01, * p < .05. 
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Table 63 illustrates the moderation analysis for tangible support in the 

relationship between depression and Psychological well-being (environmental 

mastery, positive relations, and personal growth). Tangible support is acting as a 

moderator for the relationship of depression with environmental mastery, self-

acceptance, positive relations with others, personal growth and autonomy. Moderation 

analyses for tangible support in the relationship between depression and purpose in 

life doesn’t occur. These added additional 3% of the variance is explained by the 

relationship (environmental mastery and depression) which is moderated by tangible 

support.    The additional 3% of the variance is explained by the relationship (self-

acceptance and depression) which is moderated by the tangible support.  It also added 

additional 1% variance is explained by the relationship (positive relations with others 

and depression) which is moderated by tangible support. Furthermore, it also added 

additional 1% variance is explained by the relationship (autonomy and depression) 

which is moderated by informational support. The moderating effect is further 

explained through mod graphs. 
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Figure 29. Tangible support as a moderator between environmental mastery and 

depression 

 

The correlation of depression with environmental mastery is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between depression and environmental mastery is negative, which means 

that in case if the patients are using the tangible support the depression increases and 

environmental mastery decreases. 
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Figure 30. Tangible support as a moderator between self-acceptance and depression 

 

The correlation between the depression with self-acceptance is moderated by 

the tangible support. When the tangible support is increasingly used by the patients, 

the relationship between depression and self-acceptance is negative, which means that 

in case if the patients are using the tangible support the depression increases and self-

acceptance decreases. 
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Figure 31. Tangible support as a moderator between positive relations with others and 

depression 

The correlation between the depression with positive relations with others is 

moderated by the tangible support. When the tangible support is increasingly used by 

the patients, the relationship between depression and positive relations with others is 

negative, which means that in case if the patients are using the tangible support the 

depression increases and positive relations with others decreases. 
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Figure 32. Tangible support as a moderator between personal growth and depression 

 

The correlation of depression with personal growth is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between depression and personal growth is negative, which means that in 

case if the patients are using the tangible support the depression increases and 

personal growth decreases. 
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Figure 33. Tangible support as a moderator between autonomy and depression 

 

The correlation between the depression with autonomy is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between depression and personal growth is positive, which means that in 

case if the patients are using the tangible support the depression increases and 

autonomy decreases.. 
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Table 64 

Moderating Effect of Esteem Support on Relationship of Depression with Environmental Mastery, Self-Acceptance, Positive Relations, Purpose 

In Life, Autonomy and Personal Growth (n = 500) 

  Environmental Mastery Self-acceptance Positive relation  Purpose in life  Personal growth  Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.42***  -.31***  -.44***  -.43***  -.45***  .33*** 

Esteem  Support    -.18***  -.03  -.07  -.04  -.22***  .10* 

Step 2 .03***  -.26***  .01*  .02**  
 

.00 

 
.42***  

Depression 

* Esteem Support  
 -.20***  -.26***  -.10*  -.16** 

 -.07 
 .19*** 

R² .28***  .43***  .22***  .23***  .50***  .03***  

** p < .01, * p < .05. 
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Table 64 illustrates moderation analysis for esteem support in the relationship 

between depression and Psychological well-being (environmental mastery, self-

acceptance, positive relations with others, purpose in life and autonomy). Esteem 

support is acting as a moderator for the relationship of depression with environmental 

mastery, self-acceptance, positive relations with others, purpose in life and autonomy. 

Moderation analyses for esteem support in the relationship between depressions with 

purpose in life doesn’t occur. This added additional 3% of the variance is explained 

by the relationship (environmental mastery and depression) which is moderated by 

emotional support.  The additional 26% of the variance is explained by the 

relationship (self-acceptance and   depression) which is moderated by the esteem 

support.  It also added additional 1% variance is explained by the relationship 

(positive relations with others and depression) which is moderated by esteem support. 

It also added additional 2% variance is explained by the relationship (purpose in life 

and depression) which is moderated by esteem support. Furthermore, it also added 

additional 3% variance is explained by the relationship (autonomy and depression) 

which is moderated by emotional support. The moderating effect is further explained 

through mod graphs. 
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Figure 34. Esteem support as a moderator between environmental mastery and 

depression 

 

The correlation between the depression with environmental mastery is 

moderated by the esteem support. When the esteem support is increasingly used by 

the patients, the relationship between depression and environmental mastery is 

negative, which means that in case if the patients are using the esteem support the 

depression increases and environmental mastery decreases. 
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Figure 35. Esteem support as a moderator between self-acceptance and depression 

 

The correlation of depression with self-acceptance is moderated by the esteem 

support. When the esteem support is increasingly used by the patients, the relationship 

between depression and self-acceptance is negative, which means that in case if the 

patients are using the esteem support the depression increases and self-acceptance 

decreases. 
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Figure 36. Esteem support as a moderator between positive relations with others and 

depression 

 

The correlation of depression with positive relations with others is moderated 

by the esteem support. When the esteem support is increasingly used by the patients, 

the relationship between depression and positive relations with others is negative, 

which means that in case if the patients are using the esteem support the depression 

increases and positive relations with others decreases. 
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Figure 37. Esteem support as a moderator between purpose in life and depression 

The correlation of depression with purpose in life is moderated by the esteem 

support. When the esteem support is increasingly used by the patients, the relationship 

between depression and purpose in life is negative, which means that in case if the 

patients are using the esteem support the depression increases and purpose in life 

decreases. 
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Figure 38. Esteem support as a moderator between autonomy and depression 
 

The correlation between the depression with autonomy is moderated by the 

esteem support. When the esteem support is increasingly used by the patients, the 

relationship between depression and autonomy is positive, which means that in case if 

the patients are using the esteem support the depression increases and autonomy 

increase. 
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Table 65 

Moderating Effect of Social Network Support on Relationship of Depression with Environmental Mastery, Self-Acceptance, Positive Relations, 

Purpose In Life, Autonomy and Personal Growth (n = 500) 
  Environmental Mastery Self-acceptance Positive relation  Purpose in life  Personal growth  Autonomy 

Variables △R² β △R² β △R² β △R² β △R² β △R² β 

Step 1             

Depression   -.43***  -.35***  -.45***  -.44***  -.45***  .35*** 

Social Network Support    -.14**  -2.97**  -.07  -.01  -.23***  .21*** 

Step 2 .03***  .03***  .00  .02**  .00  .02**  

Depression 

* Social Network Support  
 -.17***  -.17***  -.05  -.12** 

 -.03 
 .14** 

R² .49***  .42***  .46***  .47***  .50***  .44***  

** p < .01, * p < .05. 
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Table 65 illustrates the moderation analysis for social network support in the 

relationship between depression and Psychological well-being (environmental 

mastery, self-acceptance, purpose in life and autonomy). Social network support is 

acting as a moderator for the relationship of depression with environmental mastery, 

self-acceptance, purpose in life and autonomy. Moderation analyses for esteem 

support in the relationship between depression with purpose in life doesn’t occur. This 

added additional 3% of the variance is explained by the relationship (environmental 

mastery and depression) which is moderated by social network support. The 

additional 3% of the variance is explained by the relationship (self-acceptance and 

depression) which is moderated by the social network support.  It also added 

additional 2% variance is explained by the relationship (purpose in life and 

depression) which is moderated by social network support. Furthermore, it also added 

additional 2% variance is explained by the relationship (autonomy and depression) 

which is moderated by social network support. The moderating effect is further 

explained through mod graphs. 
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Figure 39. Social network support as a moderator between environmental mastery and 

depression 

 

The correlation between the depression with environmental mastery is 

moderated by the social network support. When the social network support is 

increasingly used by the patients, the relationship between depression and 

environmental mastery is negative, which means that in case if the patients are using 

the social network support the depression increases and environmental mastery 

decreases. 
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Figure 40. Social network support as a moderator between self-acceptance and 

depression 

The correlation of depression with self-acceptance is moderated by the social 

network support. When the social network support is increasingly used by the 

patients, the relationship between depression and self-acceptance is negative, which 

means that in case if the patients are using the social network support the depression 

increases and self-acceptance decreases. 



174 

 

 

 
 

Figure 41. Social network support as a moderator between purpose in life and 

depression 

 

The correlation of depression with purpose in life is moderated by the social 

network support. When the social network support is increasingly used by the 

patients, the relationship between depression and purpose in life is negative, which 

means that in case if the patients are using the social network support the depression 

increases and purpose in life decreases. 

 



175 

 

 

 
Figure 42. Social network support as a moderator between autonomy and depression 

 

The correlation of depression with autonomy is moderated by the social 

network support. When the social network support is increasingly used by the 

patients, the relationship between depression and autonomy is positive, which means 

that in case if the patients are using the social network support the depression 

increases and purpose in life increase. 
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Table 66 

Moderating Effect of Active focused coping strategies on Relationship of State Anger 

with Environmental Mastery and Personal Growth (n = 500) 

  

Environmental 

Mastery 

Personal growth  

Variables △R² β △R² β 

Step 1     

State Anger  -.28***  -.27*** 

Active Focused Coping Strategies    -.03  -.11* 

Step 2 .09***  .04***  

State Anger 

* Active Focused Coping Strategies   
 -.27*** 

 -.19*** 

R² .11***  .26***  
** p < .01, * p < .05. 

 

Table 66 illustrates moderation analysis for active focused coping strategies in 

the relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Active focused coping strategies are acting as a 

moderator for the relationship of state anger with environmental mastery and personal 

growth. This added additional 9% of the variance is explained by the relationship 

(environmental mastery and state anger) which is moderated by active focused coping 

strategies. The additional 4% of the variance is explained by the relationship (personal 

growth and state anger) which is moderated by the active focused coping strategies. 

The moderating effect is further explained through mod graphs. 
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Figure 43. Active focused coping strategies as a moderator between environmental 

mastery and state anger 

The correlation between the state anger with environmental mastery is 

moderated by the Active focused coping strategies. When the Active focused coping 

strategies is increasingly used by the patients, the relationship between state anger and 

environmental mastery is negative, which means that in case if the patients are using 

the Active focused coping strategies the state anger increases and environmental 

mastery decreases. 
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Figure 44. Active focused coping strategies as a moderator between personal growth 

and state anger 

 

The correlation between the state anger with personal growth is moderated by 

the Active focused coping strategies. When the Active focused coping strategies is 

increasingly used by the patients, the relationship between state anger and personal 

growth is negative, which means that in case if the patients are using the Active 

focused coping strategies the state anger increases and personal growth decreases. 
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Table 67 

Moderating Effect of Avoidance focused coping strategies on Relationship of State 

Anger with Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1     

State Anger  0.7  .02 

Avoidance Focused Coping 

Strategies   
 .23** 

 .08 

Step 2 .00  .00  

State Anger 

* Avoidance Focused Coping 

Strategies   

 -.04 

 -.06 

R² .03**  .07  
** p < .01, * p < .05. 

 

Table 67 illustrates moderation analysis for avoidance focused coping 

strategies in the relationship between State Anger and Psychological well-being 

(environmental mastery and personal growth). Avoidance focused coping strategies 

are not acting as a moderator for the relationship of state anger with environmental 

mastery and personal growth.  
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Table 68 

Moderating Effect of Religious focused coping strategies on Relationship of State 

Anger with Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1     

State Anger  .11*  .07 

Religious Focused Coping 

Strategies   
 -.07 

 -.13** 

Step 2 .00  .01  

State Anger 

* Religious Focused Coping 

Strategies   

 -.10 

 -.13 

R² .01  .02*  
** p < .01, * p < .05. 

 

Table 68 illustrates moderation analysis for religious focused coping strategies 

in the relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Religious focused coping strategies are not acting as a 

moderator for the relationship of state anger with environmental mastery and personal 

growth.  
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Table 69 

Moderating Effect of Active distracting coping strategies on Relationship of State 

Anger with Environmental Mastery and Personal Growth (n = 500) 

Environmental Mastery Personal growth 

Variables △R² β △R² β 

Step 1 

State Anger .01 -.02 

Active Distracting Coping 

Strategies   
.04 

-.02 

Step 2 .04*** .02** 

State Anger 

* Active Distracting Coping

Strategies  

-.18*** 

-.12** 

R² .04*** .14** 
** p < .01, * p < .05. 

Table 69 illustrates moderation analysis for active distracting coping strategies 

in the relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Active distracting coping strategies are acting as a 

moderator for the relationship of state anger with environmental mastery and personal 

growth. This added additional 4% of the variance is explained by the relationship 

(environmental mastery and state anger) which is moderated by active focused coping 

strategies. The additional 2% of the variance is explained by the relationship (personal 

growth and state anger) which is moderated by the active focused coping strategies. 

The moderating effect is further explained through mod graphs. 
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Figure 45. Active distracting coping strategies as a moderator between environmental 

mastery and state anger 

 

The correlation of state anger with environmental mastery is moderated by the 

Active distracting coping strategies. When the Active distracting coping strategies is 

increasingly used by the patients, the relationship between state anger and 

environmental mastery is negative, which means that in case if the patients are using 

the Active distracting coping strategies the state anger increases and environmental 

mastery decreases. 
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Figure 46. Active distracting coping strategies as a moderator between personal 

growth and state anger 

 

The correlation of state anger with personal growth is moderated by the Active 

distracting coping strategies. When the Active distracting coping strategies is 

increasingly used by the patients, the relationship between state anger and personal 

growth is negative, which means that in case if the patients are using the Active 

distracting coping strategies the state anger increases and personal growth decreases. 
 



184 

 

 

Table 70 

Moderating Effect of Informational Support on Relationship of State Anger with 

Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1     

State Anger  -.07  -.09 

Informational support    -.29***  -.28*** 

Step 2 .03***  .01*  

State Anger 

* Informational support 
 -.16*** 

 -.11* 

R² .12***  .31***  
** p < .01, * p < .05. 

 

Table 70 illustrates moderation analysis for informational support in the 

relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Informational support is acting as a moderator for the 

relationship of state anger with environmental mastery and personal growth. This 

added additional 3% of the variance is explained by the relationship (environmental 

mastery and state anger) which is moderated by informational support. The additional 

1% of the variance is explained by the relationship (personal growth and state anger) 

which is moderated by the informational support. The moderating effect is further 

explained through mod graphs. 
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Figure 47. Informational support as a moderator between environmental mastery and 

state anger 

The correlation between the state anger with environmental mastery is 

moderated by the Informational support. When the informational support is 

increasingly used by the patients, the relationship between state anger and 

environmental mastery is negative, which means that in case if the patients are using 

the informational support the state anger increases and environmental mastery 

decreases. 
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Figure 48. Informational support as a moderator between personal growth and state 

anger 

 

The correlation of state anger with personal growth is moderated by the 

Informational support. When the informational support is increasingly used by the 

patients, the relationship between state anger and personal growth is negative, which 

means that in case if the patients are using the informational support the state anger 

increases and personal growth decreases. 
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Table 71 

Moderating Effect of Tangible Support on Relationship of State Anger with 

Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1     

State Anger  -.18**  -.19** 

Tangible support    -.29***  -.30*** 

Step 2 .042***  .02**  

State Anger 

* Tangible support 
 -.18*** 

 -.13** 

R² .37***  .12***  
** p < .01, * p < .05. 

 

Table 71 illustrates moderation analysis for informational support in the 

relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Informational support is acting as a moderator for the 

relationship of state anger with environmental mastery and personal growth. This 

added additional 3% of the variance is explained by the relationship (environmental 

mastery and state anger) which is moderated by informational support. The additional 

1% of the variance is explained by the relationship (personal growth and state anger) 

which is moderated by the informational support. The moderating effect is further 

explained through mod graphs. 
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Figure 49.  Tangible support as a moderator between environmental mastery and state 

anger 

 

The correlation of state anger with environmental mastery is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between state anger and environmental mastery is negative, which means 

that in case if the patients are using the tangible support the state anger increases and 

environmental mastery decreases. 
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Figure 50.  Tangible support as a moderator between personal growth and state anger 

The correlation of state anger with personal growth is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between state anger and personal growth is negative, which means that in 

case if the patients are using the tangible support the state anger increases and 

personal growth decreases. 
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Table 72 

Moderating Effect of Emotional Support on Relationship of State Anger with 

Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1 
  

  

State Anger 
 

-.21**  -.20** 

Emotional support   
 

.36  -.06 

Step 2 .06*** 
 

.03**  

State Anger 

* Emotional support  
-.18*** 

 -.13** 

R² .09*** 
 

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

 

Table 72 illustrates moderation analysis for emotional support in the 

relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Emotional support is acting as a moderator for the 

relationship of state anger with environmental mastery and personal growth. This 

added additional 6% of the variance is explained by the relationship (environmental 

mastery and state anger) which is moderated by emotional support. The additional 3% 

of the variance is explained by the relationship (personal growth and state anger) 

which is moderated by the emotional support. The moderating effect is further 

explained through mod graphs. 
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Figure 51.  Emotional Support as a moderator between environmental mastery and 

state anger 

 

The correlation of state anger with environmental mastery is moderated by the 

emotional support. When the emotional support is increasingly used by the patients, 

the relationship between state anger and environmental mastery is negative, which 

means that in case if the patients are using the emotional support the state anger 

increases and environmental mastery decreases. 
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Figure 52.  Emotional Support as a moderator between personal growth and state 

anger 

 

The correlation between the state anger with personal growth is moderated by 

the emotional support. When the emotional support is increasingly used by the 

patients, the relationship between state anger and personal growth is negative, which 

means that in case if the patients are using the emotional support the state anger 

increases and personal growth decreases. 
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Table 73 

Moderating Effect of Self-Esteem Support on Relationship of State Anger with 

Environmental Mastery and Personal Growth (n = 500) 

Environmental Mastery Personal growth 

Variables △R² β △R² β 

Step 1 

State Anger -.27*** 
-

.26*** 

Self-Esteem support  -.13* -.21** 

Step 2 -.06*** .02** 

State Anger 

* Self-Esteem support
-.20*** 

-.12** 

R² .11*** .08*** 
** p < .01, * p < .05. 

Table 73 illustrates moderation analysis for self-esteem support in the 

relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Self-esteem is acting as a moderator for the 

relationship of state anger with environmental mastery and personal growth. This 

added additional 6% of the variance is explained by the relationship (environmental 

mastery and state anger) which is moderated by self-esteem support. The additional 

2% of the variance is explained by the relationship (personal growth and state anger) 

which is moderated by the self-esteem support. The moderating effect is further 

explained through mod graphs. 
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Figure 53.  Self-Esteem Support as a moderator between environmental mastery and 

state anger 

 

The correlation of state anger with environmental mastery is moderated by the 

self-esteem support. When the self-esteem support is increasingly used by the 

patients, the relationship between state anger and environmental mastery is negative, 

which means that in case if the patients are using the self-esteem support the state 

anger increases and environmental mastery decreases. 
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Figure 54.  Self-Esteem Support as a moderator between personal growth and state 

anger 

 

The correlation of state anger with personal growth is moderated by the self-

esteem support. When the self-esteem support is increasingly used by the patients, the 

relationship between state anger and personal growth is negative, which means that in 

case if the patients are using the self-esteem support the state anger increases and 

personal growth decreases. 
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Table 74 

Moderating Effect of Social networking Support on Relationship of State Anger with 

Environmental Mastery and Personal Growth (n = 500) 

  Environmental Mastery Personal growth  

Variables △R² β △R² β 

Step 1 
  

  

State Anger 
 

-.14*  -.14** 

Social networking support   
 

-.12** 
 -

.22*** 

Step 2 .06*** 
 

.02**  

State Anger 

* Social networking support    
-.24*** 

 -.13** 

R² .27*** 
 

.06***  
** p < .01, * p < .05. 

 

Table 74 illustrates moderation analysis for social networking support in the 

relationship between State Anger and Psychological well-being (environmental 

mastery and personal growth). Social networking is acting as a moderator for the 

relationship of state anger with environmental mastery and personal growth. This 

added additional 6% of the variance is explained by the relationship (environmental 

mastery and state anger) which is moderated by social networking support. The 

additional 2% of the variance is explained by the relationship (personal growth and 

state anger) which is moderated by the social networking support. The moderating 

effect is further explained through mod graphs. 
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Figure 55.  Social networking Support as a moderator between environmental mastery 

and state anger 

The correlation of state anger with environmental mastery is moderated by the 

social networking support. When the social networking support is increasingly used 

by the patients, the relationship between state anger and environmental mastery is 

negative, which means that in case if the patients are using the social networking 

support the state anger increases and environmental mastery decreases. 
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Figure 56.  Self-Esteem Support as a moderator between personal growth and state 

anger 

 

The correlation between the state anger with personal growth is moderated by 

the social networking support. When the social networking support is increasingly 

used by the patients, the relationship between state anger and personal growth is 

negative, which means that in case if the patients are using the social networking 

support the state anger increases and personal growth decreases. 
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Table 75 

Moderating Effect of Active Focused Coping Strategies on Relationship of State 

Anger with Psychological Functioning, Social Relationships and Environment (n = 

500) 

  

Psychological 

Functioning  

Social 

Relationships  

Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-.42  2.26*  2.87* 

Active focused coping 

strategies   
5.38*** 

 9.88***  19.91*

** 

Step 2 .00 
 

.00  .00  

State Anger 

* Active focused coping 

strategies 
 

-.04 

 .25  -.05 

R² .13*** 
 

.35***  .41*

** 

 

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

 

Table 75 illustrates moderation analysis for active focused coping strategies in 

the relationship between State Anger and Quality of life (psychological functioning, 

social relationships and environment). Active focused coping strategies are acting as a 

moderator for the relationship of state anger with psychological functioning, social 

relationships and environment.  



200 

 

 

Table 76 

Moderating Effect of Avoidance focused coping strategies on Relationship of State 

Anger with Psychological functioning, Social relationships and Environment (n = 

500) 

  

Psychological 

Functioning  

Social 

Relationships  

Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-3.07***  6.96***  -7.58*** 

Avoidance focused coping 

strategies   
7.44*** 

 -3.09***  23.67**

* 

Step 2 .00 
 

.00  .00  

State Anger 

* Avoidance focused coping 

strategies 
 

-.88 

  

.95 

 2.58 

R² .16*** 
 

.13***  .35***  

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

 

Table 76 illustrates moderation analysis for avoidance focused coping 

strategies in the relationship between State Anger and Quality of life (psychological 

functioning, social relationships and environment). Avoidance focused coping 

strategies are acting as a moderator for the relationship of state anger with 

psychological functioning, social relationships and environment.  
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Table 77 

Moderating Effect of Religious focused coping strategies on Relationship of State 

Anger with Psychological Functioning, Social Relationships and Environment (n = 

500) 

Psychological 

Functioning  

Social 

Relationships 

Environment 

Variables △R² β △R² β △R² β 

Step 1 

State Anger -3.26*** 
-

3.92*** 

-9.37*** 

Religious focused coping 

strategies 
1.97** 

5.57*** 14.54**

* 

Step 2 .00 .00 .01** 

State Anger 

* Religious focused coping

strategies 

.26 

1.60 3.55** 

R² .06*** .21*** .63*** 

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

Table 77 illustrates moderation analysis for religious focused coping strategies 

in the relationship between State Anger and Quality of life (psychological 

functioning, social relationships and environment). Religious focused coping 

strategies are acting as a moderator for the relationship of state anger with 

environment. This added additional 1% of the variance is explained by the 

relationship between state anger and environment which is moderated by religious 

focused coping strategies. The moderating effect is further explained through mod 

graphs. 
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Figure 57.  Religious focused coping strategies as a moderator between environment 

and state anger 

 

The correlation of state anger with environment is moderated by the religious 

focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between state anger and 

environment is negative, which means that in case if the patients are using the 

religious focused coping strategies the state anger increases and environment 

decreases. 
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Table 78 

Moderating Effect of Active distracting coping strategies on Relationship of State 

Anger with Psychological functioning, Social relationships and Environment (n = 

500) 

  

Psychological 

Functioning  

Social 

Relationships  

Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-2.40**  -1.78**  -3.67** 

Active distracting coping 

strategies   
2.03** 

 2.61***  12.86*** 

Step 2 .01 
 

.03**  .02***  

State Anger 

* Active distracting coping 

strategies 
 

1.01 

 2.21**  3.67*** 

R² .07*** 
 

.11***  .40***  

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

 

Table 78 illustrates moderation analysis for active distracting coping strategies 

in the relationship between State Anger and Quality of life (psychological 

functioning, social relationships and environment). Active distracting coping 

strategies are acting as a moderator for the relationship of state anger with social 

relationships and environment. This added additional 3% of the variance is explained 

by the relationship between state anger and social relationships which is moderated by 

active distracting coping strategies. This added additional 2% of the variance is 

explained by the relationship between state anger and environment which is 

moderated by active distracting coping strategies. The moderating effect is further 

explained through mod graphs. 
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Figure 58.  Active distracting coping strategies as a moderator between social 

relationships and state anger 

 

The correlation between the state anger with social relationships is moderated 

by the active distracting coping strategies. When the active distracting coping 

strategies are increasingly used by the patients, the relationship between state anger 

and social relationships is negative, which means that in case if the patients are using 

the active distracting coping strategies the state anger increases and social 

relationships decreases. 
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Figure 59.  Active distracting coping strategies as a moderator between environment 

and state anger 

The correlation of state anger with environment is moderated by the active 

distracting coping strategies. When the active distracting coping strategies are 

increasingly used by the patients, the relationship between state anger and 

environment is negative, which means that in case if the patients are using the active 

distracting coping strategies the state anger increases and environment decreases. 
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Table 79 

Moderating Effect of Informational Support on Relationship of State Anger with 

Psychological Functioning, Social Relationships and Environment (n = 500) 

  

Psychological 

Functioning  

Social 

Relationships  

Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-1.78**  -1.02  -2.55* 

               Informational 

Support   
1.25 

 4.25***  10.73*

** 

Step 2 .02** 
 

.02*  .02**  

State Anger 

* Informational 

support  
 

1.85** 

 1.89*  3.10** 

R² 
.06**

*  

.13***  .22***  

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

 

Table 79 illustrates moderation analysis for informational support in the 

relationship between State Anger and Quality of life (psychological functioning, 

social relationships and environment). Informational support is acting as a moderator 

for the relationship of state anger with psychological functioning, social relationships 

and environment. This added additional 2% of the variance is explained by the 

relationship between state anger and psychological functioning which is moderated by 

Informational support. This added additional 2% of the variance is explained by the 

relationship between state anger and social relationships which is moderated by 

Informational support. This added additional 2% of the variance is explained by the 

relationship between state anger and environment which is moderated by 

Informational support. The moderating effect is further explained through mod 

graphs. 
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Figure 60.  Informational Support as a moderator between psychological functioning 

and state anger 

 

The correlation between the state anger with psychological functioning is 

moderated by the informational support. When the informational support is 

increasingly used by the patients, the relationship between state anger and 

psychological functioning is negative, which means that in case if the patients are 

using the informational support the state anger increases and psychological 

functioning decreases. 
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Figure 61.  Informational Support as a moderator between social relationships and 

state anger 

 

The correlation of state anger with social relationships is moderated by the 

informational support. When the informational support is increasingly used by the 

patients, the relationship between state anger and social relationships is negative, 

which means that in case if the patients are using the informational support the state 

anger increases and social relationships decreases. 
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Figure 62.  Informational Support as a moderator between environment and state 

anger 

The correlation of state anger with environment is moderated by the 

informational support. When the informational support is increasingly used by the 

patients, the relationship between state anger and environment is negative, which 

means that in case if the patients are using the informational support the state anger 

increases and environment decreases. 
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Table 80 

Moderating Effect of Tangible Support on Relationship of State Anger with 

Psychological Functioning, Social Relationships and Environment (n = 500) 

  

Psychological 

Functioning  

Social Relationships  Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-.69  .39  -.11 

               Tangible 

Support   
4.18*** 

 5.15***  12.97*** 

Step 2 .01* 
 

.02**  .012*  

State Anger 

* Tangible 

support  
 

1.10* 

 1.82**  2.76* 

R² .12*** 
 

.17***  .27***  

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

 

Table 80 illustrates moderation analysis for tangible support in the relationship 

between State Anger and Quality of life (psychological functioning, social 

relationships and environment). Tangible support is acting as a moderator for the 

relationship of state anger with psychological functioning, social relationships and 

environment. This added additional 1% of the variance is explained by the 

relationship between state anger and psychological functioning which is moderated by 

tangible support. This added additional 2% of the variance is explained by the 

relationship between state anger and social relationships which is moderated by 

tangible support. This added additional 1.2% of the variance is explained by the 

relationship between state anger and environment which is moderated by tangible 

support. The moderating effect is further explained through mod graphs. 
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Figure 63.  Tangible Support as a moderator between psychological functioning and 

state anger 

 

The correlation of state anger with psychological functioning is moderated by 

the tangible support. When the tangible support is increasingly used by the patients, 

the relationship between state anger and psychological functioning is negative, which 

means that in case if the patients are using the tangible support the state anger 

increases and psychological functioning decreases. 
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Figure 64.  Tangible Support as a moderator between social relationships and state 

anger 

 

The correlation of state anger with social relationships is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between state anger and social relationships is positive, which means that 

in case if the patients are using the tangible support the state anger increases and 

social relationships increase.  
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Figure 65.  Tangible Support as a moderator between environment and state anger 

The correlation of state anger with environment is moderated by the tangible 

support. When the tangible support is increasingly used by the patients, the 

relationship between state anger and environment is negative, which means that in 

case if the patients are using the tangible support the state anger increases and 

environment decreases. But as according to scoring if the scores are low in support it 

indicates that the support is high and if scored are high the support is low. So if the 

person is having less tangible support the relationship between the state anger and 

environment is negative and state anger is high and environment are low. 
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Table 81 

Moderating Effect of Self-Esteem Support on Relationship of State Anger with 

Psychological Functioning, Social Relationships and Environment (n = 500) 

  

Psychological 

Functioning  

Social Relationships  Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-.21  2.34*  4.15* 

Self-Esteem Support  
 

5.59***  8.52***  21.88*** 

Step 2 .00 
 

.00  .00  

State Anger 

* Self-Esteem 

support  
 

-.19 

 .40  -.74 

R² .14*** 
 

.28***  .47***  

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

 

Table 81 illustrates moderation analysis for esteem support in the relationship 

between State Anger and Quality of life (psychological functioning, social 

relationships and environment). Esteem support is not acting as a moderator for the 

relationship of state anger with psychological functioning, social relationships and 

environment.  
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Table 82 

Moderating Effect of Emotional Support on Relationship of State Anger with 

Psychological Functioning, Social Relationships and Environment (n = 500) 

  

Psychological 

Functioning  

Social 

Relationships  

Environment  

Variables △R² β △R² β △R² β 

Step 1 
  

    

State Anger 
 

-.37  1.48  2.87* 

Emotional Support  
 

6.73*** 
 6.77**

* 

 24.63**

* 

Step 2 .00 
 

.00  .02**  

State Anger 

* Emotional 

Support  
 

-.72 

 .48  -2.65** 

R² .17*** 
 

.20**

* 

 .53**

* 

 

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

 

Table 82 illustrates moderation analysis for emotional support in the 

relationship between State Anger and Quality of life (psychological functioning, 

social relationships and environment). Emotional support is acting as a moderator for 

the relationship of state anger with environment. This added additional 2% of the 

variance is explained by the relationship between state anger and environment which 

is moderated by tangible support. The moderating effect is further explained through 

mod graphs. 
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Figure 66.  Emotional Support as a moderator between environment and state anger 

 

The correlation of state anger with environment is moderated by the emotional 

support. When the emotional support is increasingly used by the patients, the 

relationship between state anger and environment is negative, which means that in 

case if the patients are using the emotional support the state anger increases and 

environment decreases. But as according to scoring if the scores are low in support it 

indicates that the support is high and if scored are high the support is low. So if the 

person is having less emotional support the relationship between the state anger and 

environment is negative and state anger is high and environment are low. 
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Table 83 

Moderating Effect of Social Networking Support on Relationship of State Anger with 

Psychological Functioning, Social Relationships and Environment (n = 500) 

Psychological 

Functioning  

Social 

Relationships 

Environment 

Variables △R² β △R² β △R² β 

Step 1 

State Anger -.84 .89 1.14 

Social Networking 

Support  
8.75*** 

8.70*** 23.50*** 

Step 2 .00 .01** .00** 

State Anger 

* Social Networking

Support 

-.37 

1.83** 1.90** 

R² .36*** .36*** .70*** 

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

Table 83 illustrates moderation analysis for social networking support in the 

relationship between State Anger and Quality of life (psychological functioning, 

social relationships and environment). Social Networking Support is acting as a 

moderator for the relationship of state anger with environment. This added additional 

1% of the variance is explained by the relationship between state anger and social 

networking which is moderated by social networking support. This added additional 

0% of the variance is explained by the relationship between state anger and 

environment which is moderated by social networking support. The moderating effect 

is further explained through mod graphs. 
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Figure 67.  Social Networking Support as a moderator between environment and state 

anger 

 

The correlation between the state anger with social relationships is moderated 

by the social networking support. When the social networking support is increasingly 

used by the patients, the relationship between state anger and social relationships is 

negative, which means that in case if the patients are using the social networking 

support the state anger increases and social relationships decreases. But as according 

to scoring if the scores are low in support it indicates that the support is high and if 

scored are high the support is low. So if the person is having less social networking 

support the relationship between the state anger and social relationships is negative 

and state anger is high and social relationships are low. 
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Figure 68.  Social Networking Support as a moderator between environment and state 

anger 

 

The correlation between the state anger with environment is moderated by the 

social networking support. When the social networking support is increasingly used 

by the patients, the relationship between state anger and environment is negative, 

which means that in case if the patients are using the social networking support the 

state anger increases and environment increase.  
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Table 84 

Moderating Effect of Active Focused Coping Strategies on Relationship of Anger 

Control-In with Self-Acceptance, Positive Relations with others and Autonomy (n = 

500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .081  -.07  -.12* 

Active focused 

coping 
 .19**  -.14*  .07 

Step 2 .01*  .06***  .012*  

Anger control-In * 

Active focused 

coping 

 -.13*  -.28***  .12* 

R² .04**  .08***  .02*  

***p < .001, ** p < .01, * p < .05. 

 

Table 84 illustrates moderation analysis for active focused coping strategies in 

the relationship between anger control-In and psychological well-being (Self-

Acceptance, positive relations with others and autonomy). Active focused coping 

strategies are acting as a moderator for the relationship of anger control-In with Self-

Acceptance, positive relations with others and autonomy. These added additional 1% 

variance is explained by the relationship (self-acceptance and Anger control-In) which 

is moderated by active focused coping strategies. It also added additional 6% 

variance is explained by the relationship (positive relations with others and anger 

control-in) which is moderated by active focused coping strategies. It also added 

additional 12% variance is explained by the autonomy and anger control-in which is 

moderated by active focused coping strategies. The moderating effect is further 

explained through mod graphs. 
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Figure 69.  Active focused coping strategies as a moderator between self-acceptance 

and anger control - in 

The correlation of anger control-in with personal physical functioning is 

moderated by the active focused coping strategies. When the active focused coping 

strategies are increasingly used by the patients, the relationship between anger 

control-in and self-acceptance is positive, which means that in case if the patients are 

using the active focused coping strategies the anger control-in increases and self-

acceptance also increases. 
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Figure 70.  Active focused coping strategies as a moderator between positive relations 

with others and anger control - in 

 

The correlation of anger control-in with positive relations with others is 

moderated by the active focused coping strategies. When the active focused coping 

strategies are increasingly used by the patients, the relationship between anger 

control-in and positive relations with others is negative, which means that in case if 

the patients are using the active focused coping strategies the anger control-in 

increases and positive relations with others decreases. 
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Figure 71.  Active focused coping strategies as a moderator between autonomy and 

anger control - in 

 

The correlation of anger control-in with autonomy is moderated by the active 

focused coping strategies. When the active focused coping strategies are increasingly 

used by the patients, the relationship between anger control-in and autonomy, which 

means that in case if the patients are using the active focused coping strategies the 

anger control-in increases and autonomy  also increases. 
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Table 85 

Moderating Effect of active distracting coping strategies on Relationship of Anger 

control-In with self-acceptance, positive relations with others and autonomy (n = 

500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .08  -.14*  -.10* 

Active distracting 

coping 
 -.04  .06  .07 

Step 2 .00  .00  .00  

Anger control-In * 

Active distracting 

coping 

 .05  .06  -.00 

R² .01  .03**  .02*  

***p < .001, ** p < .01, * p < .05. 

 

Table 85 illustrates moderation analysis for active distracting coping strategies 

in the relationship between anger control-In and psychological well-being (Self-

Acceptance, positive relations with others and autonomy). Active distracting coping 

strategies are not  acting as a moderator for the relationship of anger control-In with 

Self-Acceptance, positive relations with others and autonomy. 
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Table 86 

Moderating Effect of Avoidance Focused Coping Strategies on Relationship of Anger 

Control-In with Self-Acceptance, Positive Relations with Others and Autonomy (n = 

500) 

Self-acceptance 
Positive relations 

with others  
Autonomy 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In .03 -.11* -.06 

Avoidance focused 

coping strategies  
-.16 -.10 .22* 

Step 2 .00 .07*** .02* 

Anger control-In * 

Avoidance focused 

coping strategies 

-.69 -.38*** .19* 

R² .01 .11*** .03* 

***p < .001, ** p < .01, * p < .05. 

Table 86 illustrates moderation analysis for Avoidance focused coping 

strategies in the relationship between anger control-In and psychological well-being 

(Self-Acceptance, positive relations with others and autonomy). Avoidance focused 

coping strategies are acting as a moderator for the relationship of anger control-In 

with positive relations with others and autonomy. These added additional 7% 

variance is explained by the relationship (positive relations with others and anger 

control-in) which is moderated by Avoidance focused coping strategies. It also added 

additional 2% variance is explained by the autonomy and anger control-in which is 

moderated by Avoidance focused coping strategies. The moderating effect is further 

explained through mod graphs. 
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Figure 72.  Avoidance focused coping strategies as a moderator between positive 

relations with others and anger control - in 

 

The correlation of anger control-in with positive relations with others is 

moderated by the avoidance focused coping strategies. When the avoidance focused 

coping strategies are increasingly used by the patients, the relationship between anger 

control-in and positive relations with others is negative, which means that in case if 

the patients are using the avoidance focused coping strategies the anger control-in 

increases and positive relations with others decreases. 
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Figure 73.  Avoidance focused coping strategies as a moderator between autonomy 

and anger control - in 

 

The correlation of anger control-in with autonomy is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the relationship between anger control-in and 

autonomy is negative, which means that in case if the patients are using the avoidance 

focused coping strategies the anger control-in increases and autonomy decreases. 
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Table 87 

Moderating Effect of Religious Focused Coping Strategies on Relationship of Anger 

Control-In with Self-Acceptance, Positive Relations with Others and Autonomy (n = 

500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .10*  -.12*  -.17** 

Religious focused 

coping strategies  
 -.03  -.07  -.08* 

Step 2 .04***  .08***  .03**  

Anger control-In  

* Religious focused 

coping strategies 

 -.17***  -.25***  .15** 

R² .05***  .12***  .04**  

***p < .001, ** p < .01, * p < .05. 

 

Table 87 illustrates moderation analysis for Religious focused coping 

strategies in the relationship between anger control-In and psychological well-being 

(Self-Acceptance, positive relations with others and autonomy). Religious focused 

coping strategies are acting as a moderator for the relationship of anger control-In 

with positive relations with others and autonomy. These added additional 4% 

variance is explained by the relationship (self-acceptance and anger control-in) which 

is moderated by religious focused coping strategies. These added additional 8% 

variance is explained by the relationship (positive relations with others and anger 

control-in) which is moderated by religious focused coping strategies. It also added 

additional 3% variance is explained by the autonomy and anger control-in which is 

moderated by religious focused coping strategies. The moderating effect is further 

explained through mod graphs. 
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Figure 74.  Religious focused coping strategies as a moderator between self-

acceptance and anger control - in 

The correlation of anger control-in with self-acceptance by the religious 

focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and self-

acceptance is negative, which means that in case if the patients are using the religious 

focused coping strategies the anger control-in increases and self-acceptance decreases. 
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Figure 75.  Religious focused coping strategies as a moderator between Positive 

relations with others and anger control - in 

 

The correlation of anger control-in with positive relations with others is 

moderated by the religious focused coping strategies. When the religious focused 

coping strategies are increasingly used by the patients, the relationship between anger 

control-in and positive relations with others is negative, which means that in case if 

the patients are using the religious focused coping strategies the anger control-in 

increases and positive relations with others decreases. 
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Figure 76.  Religious focused coping strategies as a moderator between autonomy and 

anger control - in 

 

The correlation of anger control-in with autonomy is moderated by the 

religious focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

autonomy is negative, which means that in case if the patients are using the religious 

focused coping strategies the anger control-in increases and autonomy decreases. 
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Table 88 

Moderating Effect of Informational Support on Relationship of Anger control-In with 

Self-Acceptance, Positive Relations with Others and Autonomy (n = 500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .09*  -.11*  -.12* 

Informational 

Support  
 -.18**  -.22***  .22*** 

Step 2 .00  .01*  .01  

Anger control-In  

* Informational 

Support  

 .07  .12*  -.09 

R² .04**  .08***  .06***  

***p < .001, ** p < .01, * p < .05. 

 

Table 88 illustrates moderation analysis for Informational support in the 

relationship between anger control-In and psychological well-being (Self-Acceptance, 

positive relations with others and autonomy). Informational support is acting as a 

moderator for the relationship of anger control-In with positive relations with others. 

These added additional 1% variance is explained by the relationship (self-acceptance 

and anger control-in) which is moderated by informational support. The moderating 

effect is further explained through mod graphs. 
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Figure 77.  Informational Support as a moderator between positive relations with 

others and anger control - in 

The correlation of anger control-in and positive relations with others is 

moderated by the informational support. When the informational support is 

increasingly used by the patients, the relationship between anger control-in and 

positive relations with others is negative, which means that in case if the patients are 

using the informational support the anger control-in increases and positive relations 

with others decreases. 
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Table 89 

Moderating Effect of Tangible Support on Relationship of Anger Control-In with Self-

Acceptance, Positive Relations with Others and Autonomy (n = 500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .08  -.14**  -.10* 

Tangible Support   -.19***  -.26***  .14** 

Step 2 .01  .00  .00  

Anger control-In * 

Tangible Support  
 -.07  -.04  .06 

R² .04**  .09***  .03**  

***p < .001, ** p < .01, * p < .05. 

 

Table 89 illustrates moderation analysis for Tangible support in the 

relationship between anger control-In and psychological well-being (Self-Acceptance, 

positive relations with others and autonomy). Tangible support is not acting as a 

moderator for the relationship of anger control-In with positive relations with others.  
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Table 90 

Moderating Effect of Emotional Support on Relationship of Anger Control-In with 

Self-Acceptance, Positive Relations with Others and Autonomy (n = 500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .10*  -.12**  -.13* 

Emotional  Support   -.06  .05  .13* 

Step 2 .02**  .03**  .00  

Anger control-In * 

Emotional Support  
 .18**  .25**  -.09 

R² .03**  .05***  .04**  

***p < .001, ** p < .01, * p < .05. 

 

Table 90 illustrates moderation analysis for Emotional support in the 

relationship between anger control-In and psychological well-being (Self-Acceptance, 

positive relations with others and autonomy). Emotional support is acting as a 

moderator for the relationship of anger control-In with self-acceptance and positive 

relations with others. These added additional 2% variance is explained by the 

relationship (self-acceptance and anger control-in) which is moderated by emotional 

support. It also added additional 3% variance is explained by the relationship 

(positive relations with others and anger control-in) which is moderated by emotional 

support. The moderating effect is further explained through mod graphs. 
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Figure 78.  Emotional Support as a moderator between self-acceptance and anger 

control - in 

 

The correlation of anger control-in with self-acceptance is moderated by the 

emotional support. When the emotional support is increasingly used by the patients, 

the relationship between anger control-in and self-acceptance is positive, which 

means that in case if the patients are using the emotional support the anger control-in 

increases and self-acceptance also increases. 
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Figure 79.  Emotional Support as a moderator between positive relations with others 

and anger control - in 

 

The correlation of anger control-in with positive relations with others is 

moderated by the emotional support. When the emotional support is increasingly used 

by the patients, the relationship between anger control-in and positive relations with 

others is positive, which means that in case if the patients are using the emotional 

support the anger control-in increases and positive relations with others also increases. 
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Table 91 

Moderating Effect of Esteem Support on Relationship of Anger Control-In with Self-

Acceptance, Positive Relations with Others and Autonomy (n = 500) 

Self-acceptance 
Positive relations 

with others  
Autonomy 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In .08 -.14* -.12* 

Esteem  Support  -.08 -.03 .15* 

Step 2 .01* .01 .00 

Anger control-In * 

Esteem Support  
.14* .10 -.06 

R² .03** .03* .04** 

***p < .001, ** p < .01, * p < .05. 

Table 91 illustrates moderation analysis for Esteem support in the relationship 

between anger control-In and psychological well-being (Self-Acceptance, positive 

relations with others and autonomy). Esteem support is acting as a moderator for the 

relationship of anger control-In with self-acceptance. These added additional 1% 

variance is explained by the relationship (self-acceptance and anger control-in) which 

is moderated by esteem support. The moderating effect is further explained through 

mod graph. 
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Figure 80.  Esteem Support as a moderator between self-acceptance and anger control 

- in 

 

The correlation of anger control-in with self-acceptance is moderated by the 

esteem support. When the esteem support is increasingly used by the patients, the 

relationship between anger control-in and self-acceptance is positive, which means 

that in case if the patients are using the esteem support the anger control-in increases 

and self-acceptance also increases. 
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Table 92 

Moderating Effect of Social Network Support on Relationship of Anger Control-In 

with Self-Acceptance, Positive Relations with Others and Autonomy (n = 500) 

  
Self-acceptance  

Positive relations 

with others  
Autonomy  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  .08  -.14*  -.10 

Social Network 

Support  
 -.14**  -.04  .21 

Step 2 .01  .00  .00  

Anger control-In  

* Social Network 

Support 

 .09  -.02  -.01 

R² .03*  .02  .05***  

***p < .001, ** p < .01, * p < .05. 

 

Table 92 illustrates moderation analysis for social networking support in the 

relationship between anger control-In and psychological well-being (Self-Acceptance, 

positive relations with others and autonomy). Social networking support is not acting 

as a moderator for the relationship of anger control-In with self-acceptance, positive 

relations with others and autonomy.  
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Table 93 

Moderating Effect of active focused coping strategies on Relationship of Anger 

Control-In with Psychological Health, Social Relationships and Environment (n = 

500) 

  

Psychological 

health  

Social 

relationships  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  -2.20**  -2.07*  -4.73** 

Active focused 

coping 
 .42  4.08**  7.28* 

Step 2 .15***  .012**  .02**  

Anger control-In * 

Active focused 

coping 

 .28**  .27**  .61** 

R² .01**  .35***  .42***  

***p < .001, ** p < .01, * p < .05. 

 

Table 93 illustrates moderation analysis for active coping strategies in the 

relationship between anger control-In and quality of life (Psychological functioning, 

Social relationships and Environment). Active focused coping strategies are acting as 

a moderator for the relationship of anger control-In with Physical functioning, 

Psychological functioning, Social relationships and Environment. These added 

additional 15% variance is explained by the relationship (Psychological functioning 

and anger control-in) which is moderated by active focused coping strategies. It also 

added additional 12% variance is explained by the social relationships and anger 

control-in which is moderated by active focused coping strategies. It also added 

additional 2% variance is explained by the relationship (environment and Anger 

control-in) which is moderated by active focused coping strategies. The moderating 

effect is further explained through mod graphs. 
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Figure  81.  Active focused coping strategies as a moderator between psychological 

functioning and anger control - in 

The correlation of anger control-in with personal psychological functioning is 

moderated by the active focused coping strategies. When the active focused coping 

strategies are increasingly used by the patients, the relationship between anger 

control-in and physical functioning is negative, which means that in case if the 

patients are using the active focused coping strategies the anger control-in increases 

and psychological functioning also decreases. 
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Figure 82.  Active focused coping strategies as a moderator between social relations 

and anger control - in 

 

The correlation of anger control-in with social relationship is moderated by the 

active focused coping strategies. When the active focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and social 

relationship is positive, which means that in case if the patients are using the active 

focused coping strategies the anger control-in increases and social relationship also 

increases. 
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Figure 83.  Active focused coping strategies as a moderator between environment and 

anger control - in 

 

The correlation of anger control-in with environment is moderated by the 

active focused coping strategies. When the active focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

environment is positive, which means that in case if the patients are using the active 

focused coping strategies the anger control-in increases and environment also 

increases. 
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Table 94 

Moderating Effect of active distracting coping strategies on Relationship of Anger 

Control-In with Psychological Health, Social Relationships and Environment (n = 

500) 

  

Psychological 

health  

Social 

relationships  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  -1.55*  -2.00*  -4.54*** 

Active distracting 

coping 
 2.15***  2.61***  12.95*** 

Step 2 .00  .00  .00  

Anger control-In * 

Active distracting 

coping 

 .38  -.05  .08 

R² .05***  .07***  .37***  

***p < .001, ** p < .01, * p < .05. 

 

Table 94 illustrates moderation analysis for active distracting coping strategies 

in the relationship between anger control-In and quality of life (Psychological 

functioning, Social relationships and Environment). Active distracting coping 

strategies are not acting as a moderator for the relationship of anger control-In with 

Physical functioning, Psychological functioning, Social relationships and 

Environment.  
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Table 95 

Moderating Effect of avoidance focused coping strategies on Relationship of Anger 

Control-In with Psychological Health, Social Relationships and Environment (n = 

500) 

Psychological 

health  

Social 

relationships 
Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In 1.43* .511 4.80*** 

Avoidance focused 

coping 
12.86*** 10.57*** 37.78*** 

Step 2 .06*** .04*** .13*** 

Anger control-In * 

Avoidance focused 

coping 

5.46*** 4.55*** 14.87*** 

R² .18*** .13*** .42*** 

***p < .001, ** p < .01, * p < .05. 

Table 95 illustrates moderation analysis for avoidance focused coping 

strategies in the relationship between anger control-In and quality of life 

(Psychological functioning, Social relationships and Environment). Avoidance 

focused coping strategies are acting as a moderator for the relationship of anger 

control-In with Physical functioning, Psychological functioning, Social relationships 

and Environment. These added additional 6% variance is explained by the 

relationship (Psychological functioning and anger control-in) which is moderated by 

avoidance focused coping strategies. It also added additional 4% variance is 

explained by the social relationships and anger control-in which is moderated by 

avoidance focused coping strategies. It also added additional 13% variance is 

explained by the relationship (environment and Anger control-in) which is moderated 

by avoidance focused coping strategies. The moderating effect is further explained 

through mod graphs. 
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Figure 84.  Avoidance focused coping strategies as a moderator between 

psychological functioning and anger control - in 

 

The correlation of anger control-in with psychological functioning is 

moderated by the avoidance focused coping strategies. When the avoidance focused 

coping strategies are increasingly used by the patients, the relationship between anger 

control-in and psychological functioning is positive, which means that in case if the 

patients are using the avoidance focused coping strategies the anger control-in 

increases and psychological functioning also increases. 
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Figure 85.  Avoidance focused coping strategies as a moderator between social 

relationships and anger control – in 

 

The correlation of anger control-in with social relationships is moderated by 

the avoidance focused coping strategies. When the avoidance focused coping 

strategies are increasingly used by the patients, the relationship between anger 

control-in and social relationships is positive, which means that in case if the patients 

are using the avoidance focused coping strategies the anger control-in increases and 

social relationships also increases. 

 

 



249 

 

 

 
Figure 86:  Avoidance focused coping strategies as a moderator between environment 

and anger control - in 

 

The correlation of anger control-in with environment is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the relationship between anger control-in and 

environment is positive, which means that in case if the patients are using the 

avoidance focused coping strategies the anger control-in increases and environment 

also increases. 
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Table 96 

Moderating Effect of Religious focused coping strategies on Relationship of Anger 

Control-In with Psychological Health, Social Relationships and Environment (n = 

500) 

Psychological 

health  

Social 

relationships 
Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In -.73 .87 3.14* 

Religious focused 

coping 
1.47* 5.34*** 14.33*** 

Step 2 .00 .01* .01* 

Anger control-In * 

Religious focused 

coping 

-.41 -1.29* -2.31* 

R² .02* .17*** .33*** 

***p < .001, ** p < .01, * p < .05. 

Table 96 illustrates moderation analysis for religious focused coping strategies 

in the relationship between anger control-In and quality of life (Psychological 

functioning, Social relationships and Environment). Religious focused coping 

strategies are acting as a moderator for the relationship of anger control-In with Social 

relationships and Environment. These added additional 1% variance is explained by 

the social relationships and anger control-in which is moderated by religious focused 

coping strategies. It also added additional 1% variance is explained by the 

relationship (environment and Anger control-in) which is moderated by religious 

focused coping strategies. The moderating effect is further explained through mod 

graphs. 
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Figure 87:  Religious focused coping strategies as a moderator between social 

relationships and anger control - in 

 

The correlation of anger control-in with social relationships is moderated by 

the religious focused coping strategies. When the religious focused coping strategies 

are increasingly used by the patients, the relationship between anger control-in and 

social relationships is positive, which means that in case if the patients are using the 

religious focused coping strategies the anger control-in increases and social 

relationships also increases. 
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Figure 88.  Religious focused coping strategies as a moderator between environment 

and anger control - in 

 

The correlation of anger control-in with environment is moderated by the 

religious focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

environment is positive, which means that in case if the patients are using the 

religious focused coping strategies the anger control-in increases and environment 

also increases. 
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Table 97 

Moderating Effect of Informational Support on Relationship of Anger Control-In with 

Psychological Health, Social Relationships and Environment (n = 500) 

  

Psychological 

health  

Social 

relationships  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  -1.81*  -2.31**  -5.17*** 

Informational 

Support 
 2.09*  4.91***  12.31*** 

Step 2 .01  .00  .00  

Anger control-In  

* Informational 

Support 

 -1.34  -.31  -1.76 

R² .03**  .12***  .21***  

***p < .001, ** p < .01, * p < .05. 

 

Table 97 illustrates moderation analysis for informational support in the 

relationship between anger control-In and quality of life (Psychological functioning, 

Social relationships and Environment). Informational support is not acting as a 

moderator for the relationship of anger control-In with psychological functioning, 

Social relationships and Environment. 
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Table 98 

Moderating Effect of Tangible Support on Relationship of Anger Control-In with 

Psychological Health, Social Relationships and Environment (n = 500) 

Psychological 

health  

Social 

relationships 
Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In -1.54* -1.96* -4.20** 

Tangible Support 4.82*** 5.82*** 14.28*** 

Step 2 .00 .00 .00 

Anger control-In * 

Tangible Support 
-.45 .08 .59 

R² .12*** .17*** .27*** 

***p < .001, ** p < .01, * p < .05. 

Table 98 illustrates moderation analysis for tangible support in the relationship 

between anger control-In and quality of life (Psychological functioning, Social 

relationships and Environment). Tangible support is not acting as a moderator for the 

relationship of anger control-In with psychological functioning, Social relationships 

and Environment. 
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Table 99 

Moderating Effect of Emotional Support on Relationship of Anger Control-In with 

Psychological Health, Social Relationships and Environment (n = 500) 

  

Psychological 

health  

Social 

relationships  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  
-

2.76*** 
 

-

3.30*** 
 -8.03*** 

Emotional Support  .63***  7.32***  21.88*** 

Step 2 .00  .00  .01*  

Anger control-In * 

Emotional Support 
 .44  .34  2.74* 

R² .20***  .24***  .57***  

***p < .001, ** p < .01, * p < .05. 

 

Table 99 illustrates moderation analysis for emotional support in the 

relationship between anger control-In and quality of life (Psychological functioning, 

Social relationships and Environment). Emotional support is acting as a moderator for 

the relationship of anger control-In with environment. These added additional 1% 

variance is explained by the relationship (environment and Anger control-in) which is 

moderated by emotional support. The moderating effect is further explained through 

mod graph. 
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Figure 89.  Emotional Support as a moderator between environment and anger control 

- in 

 

The correlation of anger control-in with environment is moderated by the 

emotional support. When the emotional support is increasingly used by the patients, 

the relationship between anger control-in and environment is negative, which means 

that in case if the patients are using the emotional support the anger control-in 

increases and environment decreases. 
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Table 100 

Moderating Effect of Esteem Support on Relationship of Anger Control-In with 

Psychological Health, Social Relationships and Environment (n = 500) 

  

Psychological 

health  

Social 

relationships  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-In  -2.56***  -3.34***  -7.47*** 

Esteem Support  6.03***  8.25***  20.05*** 

Step 2 .00  .00  .00  

Anger control-In  

* Esteem Support 
 .66  -.27  -.44 

R² .17***  .31***  .51***  

***p < .001, ** p < .01, * p < .05. 

 

Table 100 illustrates moderation analysis for esteem support in the relationship 

between anger control-In and quality of life (Psychological functioning, Social 

relationships and Environment). Esteem support is not acting as a moderator for the 

relationship of anger control-In with psychological functioning, social relationships 

and environment.  
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Table 101 

Moderating effect of social network support on relationship of anger control-in with 

psychological health, social Relationships and Environment (n = 500) 

Psychological 

health  

Social 

relationships 
Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-In -1.10** -2.46*** -5.51*** 

Social Network 

Support 
9.19*** 9.31*** 24.78*** 

Step 2 .00 .01** .02*** 

Anger control-In * 

Social Network 

Support 

-1.10 -1.99** -5.12*** 

R² .38*** .38*** .75*** 

***p < .001, ** p < .01, * p < .05. 

Table 101 illustrates moderation analysis for esteem support in the relationship 

between anger control-In and quality of life (Psychological functioning, Social 

relationships and Environment). Esteem support is not acting as a moderator for the 

relationship of anger control-In with psychological functioning, social relationships 

and environment.  
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Figure 90.  Social Network Support as a moderator between environment and anger 

control - in 

 

The correlation of anger control-in with social relationships is moderated by 

the social network support. When the social network support is increasingly used by 

the patients, the relationship between anger control-in and social network is negative, 

which means that in case if the patients are using the social network the anger control-

in increases and social network decreases. 
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Figure 91.  Social Network Support as a moderator between environment and anger 

control - in 

 

The correlation of anger control-in with environment is moderated by the 

social network support. When the social network support is increasingly used by the 

patients, the relationship between anger control-in and environment is negative, which 

means that in case if the patients are using the social network the anger control-in 

increases and environment decreases. 
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Table 102 

Moderating Effect of active focused coping strategies on Relationship of Anger 

Control-Out with Physical Health, Psychological Health, Social Relationships and 

Environment (n = 500) 

  
Physical Health  

Psychological 

health  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  2.21  -1.16  -2.55 

Active focused 

coping 
 5.27  3.42  13.76*** 

Step 2 .00  .01  .01**  

Anger control-Out   

* Active focused 

coping 

 .01  .42  .89** 

R² .074***  .25***  .54***  

***p < .001, ** p < .01, * p < .05. 
 

Table 102 illustrates moderation analysis for active coping strategies in the 

relationship between anger control-out and quality of life (Physical functioning, 

Psychological functioning, Social relationships and Environment). Active focused 

coping strategies are acting as a moderator for the relationship of anger control-in 

with the environment. These added additional 5% of the variance is explained by this 

relationship of anger control-in and environment which is moderated by the active 

focused coping strategies. The moderating effect is further explained through mod 

graph.  
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Figure 92.  Active focused coping strategies as a moderator between environment and 

anger control - out 

The correlation of anger control-out with environment is moderated by the 

active focused coping strategies. When the active focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

environment is positive, which means that in case if the patients are using the active 

focused coping strategies the anger control-out increases and environment also 

increases. 
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Table 103 

Moderating Effect of avoidance focused coping strategies on Relationship of Anger 

Control-Out with Physical Health, Psychological Health and Environment (n = 500) 

  
Physical Health  

Psychological 

health  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  4.13***  3.46***  2.14*** 

Avoidance focused 

coping strategies  
 9.35***  2.25***  

12.21**

* 

Step 2 .01**  .01  .00  

Anger control-Out  * 

Avoidance focused 

coping strategies 

 1.89**  -.88  .71 

R² 
.29**

* 
 

.10**

* 
 

.38**

* 
 

***p < .001, ** p < .01, * p < .05. 
 

Table 103 illustrates moderation analysis for Avoidance focused coping 

strategies in the relationship between anger control-out and quality of life (Physical 

functioning, Psychological functioning and Environment). Avoidance focused coping 

strategies are acting as a moderator for the relationship of anger control-in with the 

physical health. It added additional 1% of the variance is explained by this 

relationship of anger control-out and physical health which is moderated by the 

avoidance focused coping strategies. The moderating effect is further explained 

through mod graph.  
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Figure 93.  Avoidance focused coping strategies as a moderator between environment 

and anger control - out 

 

The correlation of anger control-out with physical health is moderated by the 

avoidance focused coping strategies. When the avoidance focused coping strategies 

are increasingly used by the patients, the relationship between anger control-in and 

physical health  is positive, which means that in case if the patients are using the 

avoidance focused coping strategies the anger control-out increases and physical also 

increases. 
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Table 104 

Moderating Effect of Religious focused coping strategies on Relationship of Anger 

Control-Out with Physical Health, Psychological Health and Environment (n = 500) 

  
Physical Health  

Psychological 

health  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  4.15**  3.67***  4.64*** 

Religious focused coping 

strategies  
 5.48***  1.46**  13.54** 

Step 2 .01**  .00  .028***  

Anger control-Out  * 

Religious focused coping 

strategies 

 3.10**  -.25  4.70*** 

R² .10***  .08***  .38***  

***p < .001, ** p < .01, * p < .05. 
 

Table 104 illustrates moderation analysis for religious focused coping 

strategies in the relationship between anger control-out and quality of life (Physical 

functioning, Psychological functioning and Environment). Religious focused coping 

strategies are acting as a moderator for the relationship of anger control-in with the 

physical health. It added additional 1% of the variance is explained by this 

relationship of anger control-out and physical health which is moderated by the 

religious focused coping strategies. The moderating effect is further explained 

through mod graph.  
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Figure 94.  Religious focused coping strategies as a moderator between physical 

health and anger control - out 

The correlation of anger control-out with physical health is moderated by the 

religious focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

physical health  is positive, which means that in case if the patients are using the 

religious focused coping strategies the anger control-out increases and physical health 

or functioning also increases. 
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Figure 95.  Religious focused coping strategies as a moderator between physical 

health and anger control - out 

 

The correlation of anger control-out with environment is moderated by the 

religious focused coping strategies. When the religious focused coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

physical health is positive, which means that in case if the patients are using the 

religious focused coping strategies the anger control-out increases and environment 

also increases. 
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Table 105 

Moderating Effect of Active distracting coping strategies on Relationship of Anger 

Control-Out with Physical Health, Psychological Health and Environment (n = 500) 

  
Physical Health  

Psychological 

health  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  4.13***  3.46***  5.14*** 

Active distracting coping 

strategies  
 9.35***  2.25***  12.21*** 

Step 2 .01**  .01  .00  

Anger control-Out  * 

Active distracting coping 

strategies 

 1.89**  -.88  .71 

R² .29***  .10***  .38***  

***p < .001, ** p < .01, * p < .05. 
 

Table 105 illustrates moderation analysis for active distracting coping 

strategies in the relationship between anger control-out and quality of life (Physical 

functioning, Psychological functioning and Environment). Active distracting coping 

strategies are acting as a moderator for the relationship of anger control-in with the 

physical health. It added additional 1% of the variance is explained by this 

relationship of anger control-out and physical health which is moderated by the active 

distracting coping strategies. The moderating effect is further explained through mod 

graph.  
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Figure 96.  Active distracting coping strategies as a moderator between physical 

health and anger control - out 

 

The correlation of anger control-out with physical health is moderated by the 

active distracting coping strategies. When the active distracting coping strategies are 

increasingly used by the patients, the relationship between anger control-in and 

physical health  is positive, which means that in case if the patients are using the 

active distracting coping strategies the anger control-out increases and physical health 

or functioning also increases. 
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Table 106 

Moderating Effect of Informational Support on Relationship of Anger Control-Out 
with Physical Health, Psychological Health and Environment (n = 500) 

Physical Health Psychological health Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-Out 4.66*** 3.52*** 5.63*** 

Informational Support 2.98* 1.07 
10.04**

* 

Step 2 .04*** .03** .04*** 

Anger control-Out  * 

Informational Support 
5.37*** 2.46** 5.88*** 

R² .11*** .10*** .26*** 

***p < .001, ** p < .01, * p < .05. 

Table 106 illustrates moderation analysis for informational support in the 

relationship between anger control-out and quality of life (Physical functioning, 

Psychological functioning and Environment). Informational support is acting as a 

moderator for the relationship of anger control-in with the physical health. It added 

additional 4% of the variance is explained by this relationship of anger control-out 

and physical health which is moderated by the informational support. It also added 

additional 3% of the variance which is explained by the relationship of anger control-

out and psychological functioning which is moderated by the informational support. 

Furthermore, it also added additional 4% of the variance which is explained by the 

relationship of anger control-out and environment which is moderated by the 

informational support. The moderating effect is further explained through mod graph. 
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Figure 97.  Informational support as a moderator between physical health and anger 

control - out 

 

The correlation of anger control-out with physical health is moderated by the 

informational support. When the informational support is increasingly used by the 

patients, the relationship between anger control-out and physical is positive, which 

means that in case if the patients are using the informational support the anger 

control-out increases and physical health increase.  
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Figure 98.  Informational support as a moderator between psychological functioning 

and anger control - out 

 

The correlation of anger control-out with psychological functioning is 

moderated by the informational support. When the informational support is 

increasingly used by the patients, the relationship between anger control-out and 

psychological functioning is positive, which means that in case if the patients are 

using the informational support the anger control-out increases and psychological 

functioning increase.  
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Figure 99.  Informational support as a moderator between environment and anger 

control - out 

 

The correlation of anger control-out with environment is moderated by the 

informational support. When the informational support is increasingly used by the 

patients, the relationship between anger control-out and environment is positive, 

which means that in case if the patients are using the informational support the anger 

control-out increases and environment increase.  
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Table 107 

Moderating Effect of Tangible Support on Relationship of Anger Control-Out with 

Physical Health, Psychological Health and Environment (n = 500) 

Physical Health Psychological health Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-Out 
5.03**

* 
3.83*** 6.36*** 

Tangible Support 4.63** 4.95*** 13.89*** 

Step 2 .01* .00 .05*** 

Anger control-Out  

* Tangible Support
2.68* .87 6.51*** 

R² .08*** .18*** .36*** 

***p < .001, ** p < .01, * p < .05. 

Table 107 illustrates moderation analysis for tangible support in the 

relationship between anger control-out and quality of life (Physical functioning, 

Psychological functioning and Environment). Tangible support is acting as a 

moderator for the relationship of anger control-in with the physical health. It added 

additional 1% of the variance is explained by this relationship of anger control-out 

and physical health which is moderated by the tangible support. Furthermore, it also 

added additional 5% of the variance which is explained by the relationship of anger 

control-out and environment which is moderated by the tangible support. The 

moderating effect is further explained through mod graph. 
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Figure 100.  Tangible support as a moderator between physical health and anger 

control - out 

 

The correlation of anger control-out with physical health is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between anger control-out and physical is positive, which means that in 

case if the patients are using the tangible support the anger control-out increases and 

physical health increase.  
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Figure 101.  Tangible support as a moderator between environment and anger control 

- out 

 

The correlation of anger control-out with environment is moderated by the 

tangible support. When the tangible support is increasingly used by the patients, the 

relationship between anger control-out and environment is positive, which means that 

in case if the patients are using the tangible support the anger control-out increases 

and environment increase.  
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Table 108 

Moderating Effect of Emotional Support on Relationship of Anger Control-Out with 

Physical Health, Psychological Health and Environment (n = 500) 

  Physical Health  Psychological health  Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  4.87***  3.43***  5.69*** 

Emotional Support   8.71***  4.66***  18.55*** 

Step 2 .31  .02*  .00  

Anger control-Out  

* Emotional 

Support 

 -1.16  1.89*  1.46 

R² .13***  .23***  .53***  

***p < .001, ** p < .01, * p < .05. 
 

Table 108 illustrates moderation analysis for emotional support in the 

relationship between anger control-out and quality of life (Physical functioning, 

Psychological functioning and Environment). Emotional support is acting as a 

moderator for the relationship of anger control-in with the psychological health. It 

added additional 2% of the variance is explained by this relationship of anger control-

out and psychological functioning which is moderated by the tangible support. The 

moderating effect is further explained through mod graph. 
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Figure 102.  Emotional support as a moderator between psychological functioning 

and anger control - out 

The association between the anger control-out and psychological functioning 

is moderated by the emotional support. When the emotional support is increasingly 

used by the patients, the relationship between anger control-out and psychological 

functioning is positive, which means that in case if the patients are using the 

emotional support the anger control-out increases and psychological functioning 

increase.  
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Table 109 

Moderating Effect of Esteem Support on Relationship of Anger Control-Out with 

Physical Health, Psychological Health and Environment (n = 500) 

  
Physical Health  

Psychological 

health  
Environment  

Variables △R² β △R² β △R² β 

Step 1       

Anger control-Out  5.52***  3.96***  7.38*** 

Esteem  Support   7.15***  5.02***  17.95*** 

Step 2 .00  .01*  .01*  

Anger control-Out  

* Esteem Support 
 -.53  1.39*  2.61* 

R² .10***  .22***  .52***  

***p < .001, ** p < .01, * p < .05. 
 

Table 109 illustrates moderation analysis for esteem support in the relationship 

between anger control-out and quality of life (Physical functioning, Psychological 

functioning and Environment). Esteem support is acting as a moderator for the 

relationship of anger control-in with the psychological health. It added additional 1% 

of the variance is explained by this relationship of anger control-out and 

psychological functioning which is moderated by the esteem support. Furthermore, it 

added additional 1% of the variance is explained by this relationship of anger control-

out and environment which is moderated by the esteem support. The moderating 

effect is further explained through mod graph. 
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Figure 103.  Esteem support as a moderator between psychological functioning and 

anger control - out 

 

The correlation of anger control-out with psychological functioning is 

moderated by the esteem support. When the esteem support is increasingly used by 

the patients, the relationship between anger control-out and psychological functioning 

is positive, which means that in case if the patients are using the esteem support the 

anger control-out increases and psychological functioning increase.  
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Figure 104.  Esteem support as a moderator between environment and anger control - 

out 

 

The correlation of anger control-out with environment is moderated by the 

esteem support. When the esteem support is increasingly used by the patients, the 

relationship between anger control-out and environment is positive, which means that 

in case if the patients are using the esteem support the anger control-out increases and 

environment increase.  
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Table 110 

Moderating Effect of Social Networking Support on Relationship of Anger Control-

Out with Physical Health, Psychological Health and Environment (n = 500) 

Physical Health 
Psychological 

health  
Environment 

Variables △R² β △R² β △R² β 

Step 1 

Anger control-Out 2.37** 1.97** 1.59* 

Social Networking 

Support  
13.511*** 8.36*** 22.72*** 

Step 2 .00 .01* .03*** 

Anger control-Out  * 

Social Networking 

Support 

-1.41 1.29* 4.40*** 

R² .28*** .39*** .73*** 

***p < .001, ** p < .01, * p < .05. 

Table 110 illustrates moderation analysis for social networking support in the 

relationship between anger control-out and quality of life (Physical functioning, 

Psychological functioning and Environment). Social Networking support is acting as 

a moderator for the relationship of anger control-in with the psychological health. It 

added additional 1% of the variance is explained by this relationship of anger control-

out and psychological functioning which is moderated by the social networking 

support. Furthermore, it added additional 3% of the variance is explained by this 

relationship of anger control-out and environment which is moderated by the social 

networking support. The moderating effect is further explained through mod graph. 
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Figure 105.  Social Networking support as a moderator between psychological 

functioning and anger control - out 

 

The correlation of anger control-out with psychological functioning is 

moderated by the social networking support. When the social networking support is 

increasingly used by the patients, the relationship between anger control-out and 

psychological functioning is positive, which means that in case if the patients are 

using the social networking support the anger control-out increases and psychological 

functioning increase.  
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Figure 106.  Social Networking support as a moderator between environment and 

anger control - out 

 

The correlation of anger control-out with environment is moderated by the 

social networking support. When the social networking support is increasingly used 

by the patients, the relationship between anger control-out and environment is 

positive, which means that in case if the patients are using the social networking 

support the anger control-out increases and environment increase.  
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Multivariate and Univariate Analysis 

 

Table 111 

Multivariate and univariate Analysis of demographic Variables of the present Study (N=500) 
Variables  MANOVA F ANOVA F 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 

 

15 

 

16 

 

17 

 

18 

 

19 

 

20 

 

21 

 

22 

 

23 

 

24 

E X M 1.67*** 3.96** 1.06 1.67 2.52 .84 .15 .59 .47 .54 .20 .56 1.76 2.12 .92 

 

.35 

 

.93 

 

.70 

 

.47 

 

5.29*** 

 

4.37** 

 

3.51* 

 

4.56** 

 

3.77* 

 

5.48** 

E X A 1.41** 3.05* 1.00 .43 .24 1.24 1.38 1.37 .38 2.97* .85 4.29* 4.41* 6.94*** 3.79** 

 

1.06 

 

4.31** 

 

4.48** 

 

1.36 

 

10.24*** 

 

7.57*** 

 

2.48 

 

9.18*** 

 

6.94*** 

 

4.05** 

Note. F ratios are Wilk’s approximation of F. ANOVA = univariate analysis of variance; MANOVA=multivariate analysis of variance;; A=age, O= occupation; M= marital status; 1= 

Depression, 2 = State Anger, 3= Anger Control-In, 4=Anger Control-Out, 5=Active focused Coping strategies, 6=Active Distractive Focused Coping Strategies, 7= Avoidance Focused Coping 

Strategies. 8= Religious Focused Coping Strategies, 9= Informational Support, 10= Tangible Support, 11= Emotional Support, 12= Esteem Support, 13 = Social Network Support, 14 = Physical 

Functioning, 15 = Psychological Functioning, 16 = Social Relationships. 17 = Environment, 18 = Perceived Quality. 19 = Environmental Mastery, 20 = Self-Acceptance. 21 = Positive relations 

with others. 22= autonomy, 23 = Purpose In Life, 24 = Personal Growth.  

*p < .05.**p <..001. ***p <.0001. 
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Table 111 presents findings of multivariate analyses for assessing the 

influence of demographics on variables of the present study. Among all the factors, 

the only education had a significant multivariate F whereas all other factors (including 

disease, disease duration, gender, marital status and age) were non-significant in 

relation to the combination of variables of the present study. The significant 

multivariate main effect of education and marital status, education with age was 

followed by univariate analyses of variance, which have shown significant differences 

in depression, informational support, social network support, environmental mastery, 

self-acceptance, autonomy, purpose in life and personal growth.  

Table 112 

Means, standard deviation and t-values of gender wise differences on ascip, beck 

depression inventory, coping strategies questionnaire, social support questionnaire, 

psychological well-being questionnaire and quality of life questionnaire of 

chronically patients and diabetic patients (n=500). 
Male 

(n = 131) 

Female 

(n = 369) 

t p 95% CI Cohen’s 

d 

M SD M SD LL UL 

Depression  15.63 13.61 15.27 13.92 .26 .54 -2.41 3.13 0.03 

State anger 13.50 5.70 12.72 4.70 1.54 .01 -.21 1.78 0.15 

Anger control-in 19.63 7.21 20.91 6.68 1.84 .05 -2.64 .09 0.18 

Anger control-out 7.36 2.79 7.55 2.68 .70 .53 -.74 .35 0.07 

Active focused coping 

strategies  

7.39 1.02 7.24 .95 1.50 .36 -.05 .34 0.15 

Active distracting 

coping  

6.70 1.35 6.51 1.28 1.48 .19 -.06 .46 0.14 

Avoidance focused 

coping  

6.40 .61 6.33 .69 1.09 .11 -.60 .21 0.11 

Religious focused 

coping 

7.23 1.11 6.84 1.22 3.21 .09 .15 .63 0.33 

Informational support  18.54 4.30 19.15 3.58 1.59 .01 -1.37 .14 0.15 

Tangible support  16.42 4.60 17.18 3.17 2.08 .00 -1.48 -.04 0.19 

Emotional support  54.23 5.59 54.28 5.57 .10 .30 -1.12 1.02 0.01 

Esteem support  40.07 5.59 39.68 5.09 .75 .51 -.63 1.40 0.07 

Continued…
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 Male  

(n = 131) 

Female  

(n = 369) 

t p 95% CI Cohen’s 

d 

 M SD M SD   LL UL  

Social network support  41.43 5.25 40.96 5.42 .86 .36 -.61 1.54 0.09 

Physical functioning  78.90 27.60 76.60 26.15 .85 .31 -2.10 7.61 0.09 

Psychological 

functioning  

64.18 16.70 66.35 14.08 1.44 .05 -5.13 .79 0.14 

Social relationships  44.34 15.25 39.89 14.69 2.95 .25 1.79 7.42 0.30 

Environment  119.39 28.77 113.43 28.01 2.08 .96 .32 11.60 0.21 

Perceived quality of life  13.62 5.52 13.88 5.28 .47 .30 -1.33 .811 0.05 

Environmental mastery  27.38 15.29 33.01 13.46 3.96 .000 -8.41 -2.84 0.39 

Self – acceptance  30.78 11.79 34.41 11.29 3.13 .44 -5.92 -1.35 0.31 

Positive relations with 

others 

29.92 11.93 34.79 10.50 4.40 .003 -7.06 -2.70 0.43 

Autonomy  36.40 11.07 33.16 11.06 2.89 .49 1.04 5.45 0.29 

Purpose in life  28.27 10.59 32.06 10.49 3.54 .62 -5.89 -1.69 0.36 

Personal growth  26.73 11.31 31.88 10.31 4.78 .02 -7.26 -2.83 0.48 

 

Results in the table 112 indicates that the tangible support, environmental 

mastery, positive relations with others and personal growth is significantly high 

among female patients as compared to males. 
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Table 113 

Means, Standard deviation and t-values of Family System Wise Differences on 

ASCIP, Beck Depression Inventory, Coping Strategies Questionnaire, Social Support 

Questionnaire, Psychological Well-Being Questionnaire and Quality of Life 

Questionnaire of Chronically Patients and Diabetic Patients (n=500) 
 Nuclear (n =286) Joint(n = 214) t p 95% CI Cohen’s d 

 M SD M SD   LL UL  

Depression  16.74 15.36 13.51 11.23 2.60 .000 .80 5.68 0.24 

State anger 12.71 4.72 13.21 5.32 1.11 .07 -1.38 .38 0.10 

Anger control-in 20.23 6.87 21.03 6.79 1.29 .56 -2.01 .42 0.12 

Anger control-out 7.59 2.82 7.38 2.56 .85 .01 -.27 .69 0.08 

Active focused 

coping strategies  

7.28 .97 7.27 .97 .11 .67 -.16 .18 0.01 

Active distracting 

coping   

6.57 1.33 6.54 1.27 .24 .31 -.20 .26 0.02 

Avoidance 

focused coping  

6.34 .64 6.36 .71 .45 .57 -.15 .09 0.03 

Religious focused 

coping 

6.98 1.20 6.91 1.22 .64 .94 -.14 .29 0.06 

Informational 

support  

18.83 3.94 19.21 3.56 1.11 .07 -1.05 .29 0.10 

Tangible support  16.76 3.92 17.27 3.13 1.56 .01 -1.15 .13 0.14 

Emotional support  54.27 5.57 54.26 5.05 .02 .26 -.94 .96 0.002 

Esteem support  39.74 5.17 39.84 4.99 .20 .51 -.10 .81 0.02 

Social network 

support  

41.14 5.44 41.00 5.29 .28 .56 -.82 1.09 0.03 

Physical 

functioning  

78.49 26.75 75.48 26.19 1.26 .32 -1.70 7.72 0.11 

Psychological 

functioning  

65.41 15.60 66.28 13.74 .65 .24 -3.45 1.77 0.06 

Social 

relationships  

41.99 14.76 39.79 15.15 1.62 .89 -.46 4.84 0.15 

Environment  115.78 28.99 113.94 27.39 .72 .15 -3.20 6.86 0.07 

Continued…
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 Nuclear (n =286) Joint(n = 214) t p 95% CI Cohen’s d 

 M SD M SD   LL UL  

Perceived quality 

of life  

13.66 5.38 14.00 5.30 .70 .49 -1.28 .61 0.06 

Environmental 

mastery  

29.47 14.39 34.29 13.40 3.82 .000 -7.30 -2.34 0.35 

Self – acceptance  31.89 11.62 35.57 11.09 3.57 .25 -5.70 -1.65 0.32 

Positive relations 

with others 

32.02 11.39 35.51 10.38 3.52 .000 -5.44 -1.55 0.32 

Autonomy  35.20 11.39 32.43 10.81 2.78 .80 .81 4.73 0.25 

Purpose in life  29.53 10.85 33.12 10.01 3.78 .001 -5.45 -1.72 0.34 

Personal growth  29.09 10.90 32.44 10.41 3.47 .002 -5.25 -1.45 0.31 

 

 Results in Table 113 indicate that the depression is significantly high among 

those patients who are from nuclear family system whereas environmental mastery, 

positive relations with others and personal growth is high among those patients who 

are from joint family system. 



290 

Chapter VI 

DISCUSSION 

The present study was conducted to explore the psychological issues, risk and 

protective factors of patients (chronically ill). Furthermore, it also aimed to explore 

the risk and protective factors with particular reference to psychological well-being 

and quality of life of patients. The study was conducted in two parts. Part- I of the 

study comprised of three phases. Phase I dealt with the finalization of study variables 

through focus groups and interviews, Phase–II comprised of the Instrument 

development and Phase–III dealt with the establishment of the psychometric 

properties of the instruments. Part–II is comprised of the main study that aimed to test 

the study hypotheses particularly.  

In Part II, the focus was to identify psychological issues most commonly 

reported by chronically ill patients. As discussed in previous part of present study, 

these psychological issues were labeled as depression and anger, the prevalence of 

depression and anger highlighted the significance of these issues. Further, the 

predictive relationship of depression and anger for quality of life and psychological 

well-being of chronically ill patients (cardiac, cancer and diabetics) strengthen the 

need to focus on these issues. The study also aimed to find out the moderating role of 

risk and protective factors (social support and coping) in relationship of psychological 

issues and quality of life and psychological well-being.  

Prevalence of Psychological Issues 

The findings depicted that the prevalence of depression and anger is 

significantly high among cardiac patients as compared to cancer and diabetes patients. 

Existing literature support the notion that chronically ill patients do report symptoms 

of depression and anger (Davidson & Mostofsy, 2010; Ilic & Apostolovic, 2002). 

Literature provides the same picture about the cardiac patients and revealed that 

approximately 20% of the patients with coronary heart disease (CHD) have been 

suffering from major depression and 20% have mild depression at any given point of 

time during the course of their illness (Carney & Freedland, 2008).  Results also 
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indicate that the patients of diabetes and cancer also suffer from mild to moderate 

level of depression. Depression is commonly reported among diabetic (Anderston, 

Freedland, Clouse & Lustman, 2001; Lewko & Misiak, 2014; Mir, Mir, Malik, 

Quratulain, & Shehzadi, 2015) and cancer patients (Hadi, Asadollahi, & Talei, 2009; 

Pasquini & Biondi, 2007).  

In a country like Pakistan people are hardly earning their bread and butter, in 

that state if they suffer from the chronic illness that is actually adding up to their 

misery. As it has been explained in 1939 by Dollard et al in Frustration-agreesion 

hypothesis that one may experiences frustration because of the blockage of one’s goal 

directed behavior, the person may suffer first from frustration and then from 

aggression (DiGiuseppe, & Tafrate, 2007). Sometimes the people who are suffering 

from chronic illness suffer from the feeling of hopelessness and then afterwards suffer 

from helplessness which leads to the phenomenon of learned helplessness. These 

feelings mostly left the person with nothing not even with hope (Lubkin & Larsen, 

2006). The repitive failtures of an individual makes him learn that he is a complete 

failure no matter whatever the situation is going to be, he will only endup with failure 

in every area of his life (Dalal, 2015). With the realization of the fact that one is 

having a chronic illness, is related with the significant impact in one’s life. Individuals 

may suffer or experience the feelings of depression, helplessness, apathy and 

hopelessness. They feel rejected and dejected (Falvo & Holland, 2017).  

  

Cancer is the second leading cause of death in U.S. The age adjusted cancer 

death rates are increasing in the US population (Bal & Foerster, 1991). There are 

many types of cancers but the most common include carcinoma, sarcoma, lymphoma 

and leukemia. There are many other types of cancer, depending on the body part 

which get affected by the cancer. In Pakistan the registered cases are very few. A big 

dilemma is that most of the patients die of some chronic illnesses but that never get 

diagnosed. Karachi Cancer Registry (KCR) was developed for documentation and 

registration of cancer. It is providing the prevalence of cancer in the country (Bano et 

al., 2013).  There are many cases which never get diagnosed as they don’t have access 

to the medical facilities that’s why their diseases mostly go undiagnosed. Cancer is 
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more closely tied with the life style then to genetics (Lichtenstein et al., 2000). The 

diagnosis of having cancer is shocking, heartbreaking and earth shaking for the 

patients. Facing a cancer is a tragic event of patient’s life which may lead to 

significant psychological distress and appearance of the psychiatric symptoms, such 

as sleep difficulty, excessive worries regarding survival and depressive mood. These 

symptoms are often associated with lower quality of life and well-being (Bornbaum et 

al., 2012; Oh, Seo, Jeong, & Seo, 2013). Lots of problems are linked with the 

diagnosis of the chronic illness (Heather, Susan, Deanna, & Barbara, 2006; National 

Cancer Registry, 2003; Senescus, 1963).  Depression, anxiety disorders, adjustment 

disorder, and sickness states are common among cancer patients (Gregurek et al., 

2010; Taylor, 2006).  

Diagnoses of the disease are shocking and distressing event for the patients 

and the treatment is something which is above all. It is adding fear and tension in the 

life of the patients. During treatment many patients develop many psychological 

issues. All cancer patients experience some level of distress linked with the cancer 

and its treatment (all stages) of the disease (Derogatis, Morrow, & Fetting, 1983).  

Just like cancer, diabetes is also a chronic illness and always adding up to the 

tensions of the patients. In the country like Pakistan where there is no well established 

information system related to the course of treatment of the patients. Health 

professionals working with diabetes patients often fail to identify psychological 

problems and disorders. Approximately two out of three patients with serious 

psychological problems remain undiagnosed (Hermanns, Kulzer, Krichbaum, Kubiak, 

& Haak, 2006; Pouwer, Beekman, Lubach, & Snoek, 2006).   

As per according to one report the cases of diabetes are increasing day and 

night, many have impaired glucose level of tolerace which is adding up to the 

problems, male and female prevelance ratio varies from rural to urban areas but 

prevlance rate is increasing irrespective of geographical regions (Aziz, Noorulain, 

Zaidi, Hossain, & Siddiqui, 2009). These statistics clearly indicates the high 

prevalence of diabetes, issues and problems always accompany the disease. The 

physical problems associated with diabetes are excessive thirst, polyuria, weight loss, 

loss of energy etc. and patients are unable to carry out their daily life activities so it is 



293 

 

 

adding up to their tensions that’s why slowly gradually they develop psychological 

disorders. It is commonly reported that many patients who are already suffering from 

chronic illness get diagnosed with depression, hopelessness, mood problems, 

sometime they have a strong desire to commit suicide and also suffer from other 

psychological problems (Turner & Brian, 2000).  

In the present study the mild, moderate and severe level of state anger, anger 

control-in and anger control – out was determined with below 20th, between 20th to 

80th and severe with above 80th percentile respectively. It has been observed that 

previous literature (Crawford, Cayley, Lovibond, Wilson & Hartley, 2011; Shahid, 

Wilkinson, Marcu & Shapiro, 2012) also indicates that categories can be generated on 

the basis of percentile ranks. The results of the present study further revealed that the 

cardiac patients have significantly high level of state anger as compared to cancer and 

diabetes patients. They suffer from severe level of anger. Literature highlights that the 

hostility is commonly reported among the cardiac patients (Ilic & Apostolovic, 2002). 

Moderate to severe level of state anger is found in all patients (cardiac, diabetics and 

cardiac) but large number of cardiac patients has state anger as compared to the 

diabetic and cancer patients. All patients suffer from anger and the justification could 

be given with reference to the FGDs and interviews conducted in the Phase – I of the 

Part – I of the present study, it was commonly reported by the patients that they are 

sick and tired of being in the hospital and it’s very frustrating for them to be on bed 

and doing nothing. They feel like they have lost their life interest and activities so 

they sometimes experience anger. Patients said that they have lost interest in their 

lives and preferring dying over that type of life. They don’t want to be dependent but 

disease has made them dependent that’s they develop psychological issues. It was 

revealed from the comments and discussions of the patients and caregivers that the 

patients in Pakistan are being influenced by many challenges including physical 

dependency, financial insecurities, living issues, uncertainty in treatment and its 

outcome, no awareness about stage of their disease or illness and also the course of 

treatment.  

Results of the present study revealed that the cancer patients suffer from 

depression which ranges from mild to moderate level of depression.  It also reveals 
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that the cancer patients also suffer from moderate to severe level of anger. The 

findings are consistent with the findings of the research in which it was figured out 

that the patients commonly suffer from the negative mood along with the low energy, 

poor concentration, loss of interests, memory disturbances, sleep difficulty and 

hopelessness are the common complaints of the patients which are direct indication of 

major Depressive Disorder. Many patients also show the symptoms of anger, 

irritability and hostility (Biondi, Picardi, Pasquini, Gaetano, & Pancheri, 2005; 

Pasquini, Picardi, Biondi, Gaetano, & Morosini, 2004).  

Relationship of Psychological issues with Psychological Well-Being and Quality 

of Life  

Current study results highlighted that there is a significant negative 

relationship of depression with psychological well-being (environmental mastery, 

self-acceptance, purpose in life, personal growth, autonomy and positive relations 

with others) and quality of life (psychological functioning and environment) among 

chronically ill patients. State anger is also negatively associated with quality of life 

(psychological functioning, social relationships and environment) among chronically 

ill patients. Anger control-in is also having a significant negative relationship with 

psychological well-being (environmental mastery, purpose in life, personal growth 

and positive relations with others) and quality of life (psychological functioning, 

social relationships and environment) among chronically ill patients. Whereas Anger 

Control – out is positively associated with quality of life (physical functioning, 

psychological functioning and environment) among chronically ill patients. 

It is evident that chronically ill patients having psychological problems have 

worst quality of life and psychological well-being. It has been established in the 

literature that there is a bidirectional relationship between depression and chronic 

medical conditions. The undesirable health risk behaviors and biological changes and 

problematic conditions are associated with the depression. This association increases 

the risk behaviors and biological changes and complications. Depression may worsen 

the course of the medical condition of the patients suffering from diabetes and cardiac 

diseases (Katon, 2011).  Pattern (2001) established in a large Canadian community 



295 

 

 

based study that there was an increased risk of development of depression among 

chronically ill patients as compared to those who are without it (Pattern, 2001).  

The high level of depression is going to have a devastating impact on the 

quality of life of CHD patients (Carney & Freedland, 2008). People with 

cardiovascular conditions or diabetes had higher risk of reporting poor health related 

quality of life outcomes than those with other chronic conditions (Chen, Baumgardner 

& Rice, 2011). There is a significant negative relationship between depression and 

psychological well-being among diabetic patients (Ramkisson, Pillay, & Sartorious, 

2016). Current study results have supported the literature guidelines and it was found 

that if psychological issues increase the quality of life and psychological well-being 

decreases, hence hypotheses one and two are fully supported.  

 

Predictive Role of Psychological Issues for Well-Being and Quality of Life 

The multiple regression analysis revealed that psychological issues 

(depression and anger) are significantly predicting the well-being (psychological) and 

quality of life of chronically ill patients. Quality of life of chronically ill patient is 

judged by the disruption in sleep, appetite gets affected and the daily functioning gets 

affected. In the latter stages and at more chronic stage quality of life is associated with 

the fact that whether the individual is able to perform independently the daily routine 

activities like eating, bathing, dressing etc. inability to perform these daily activities 

independently adversely affect the psychological condition of the person (Ghosh, 

2015). Universally, quality of life is assessed, based on certain components like 

performing different daily physical activities, emotionally one is sound, interpersonal 

relationships, personal control, energy level, social functioning, personal and 

intellectual growth etc. (Power, Harper & Bullinger, 1999).  

Present study results revealed that depression significantly predicts the 

psychological well-being (environmental mastery, autonomy, personal growth, 

positive relations with other, purpose in life, self-acceptance) and quality of life 

(social relationships). Results indicate that as the depression increases the 

psychological well-being and quality of life decreases, in case the person is suffering 

from depression then his or her quality of life and psychological well-being can easily 
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be predicted. It has been highlighted in the literature that the chronically ill patients 

have diminished or deteriorated quality of life and their wellbeing also get effected 

because of depression (Casper, 2015) State anger significantly predicts psychological 

well-being (environmental mastery, personal growth) and quality of life (physical 

functioning, social relationships and environment). State anger according to literature 

(Etzler, Rohrmann, & Brandnt, 2014) is basically linked with the state or situation in 

which person is experiencing or witnessing something. State affects the mind set and 

behavior of the person. Anger control – in significantly predicts psychological well-

being (autonomy, positive relations with other, self-acceptance) quality of life 

(psychological functioning, social relationships and environment). Anger control – 

out significantly predicts quality of life (psychological functioning and environment), 

hence hypothesis two is supported by this finding.  Literature also revealed that 

depression and anger significantly predicts the quality of life among chronically ill 

patients (Abu-Helalah, Al-Hanaqta, Alshraideh, Abdulbaqi, & Hijazeen, 2014; Wu, 

2014). 

 

Moderating Role of Social Support and Coping Strategies 

Results revealed that Social support (tangible support, social network support) 

was explored as moderator in relationship between depression and psychological 

well- being (self -acceptance, positive relationship with other and autonomy), whereas 

esteem support acted as moderator between relationship of state anger and 

psychological well -being (environmental mastery, personal growth). Avoidance 

focused coping strategies and Active distracting coping strategies were acting as a 

moderator for the relationship of depression with psychological well-being 

(environmental mastery, self-acceptance, positive relations, purpose in life, autonomy, 

social relationships and personal growth). The result indicates that when the patients 

increasingly use the avoidance focused coping, and active distractive coping 

strategies, the depression increases and psychological wellbeing (environmental 

mastery, self-acceptance, positive relations with others, purpose in life, autonomy, 

social relationships and personal growth) decreases. Another surprising finding is that 

the patients those who are using active focused they also sometimes get frustrated and 
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in a result their depression gets aggravated. Sometimes patients get tired with the even 

doing something for the betterment of their health but still they find these efforts 

going into vein as they are not giving them anything in return. With all efforts their 

health is not improving which is clearly mentioned by patients in their interviews 

which they have given in the Part –I of Phase – I of the present study. Religious 

focused coping strategies were acting as a moderator in the relationship of depression 

with environmental mastery, positive relations and personal growth. Religious 

focused support is sometimes proving as a great help in improving the psychological 

well-being of the patients but sometimes not. As reported in the literature that the 

religiousity is playing the role of moderator in correlation of chronic medical 

condition and the psychological well-being of the patients (Abolfathi Momtaz, 

Hamid, Ibrahim, Yahaya, & Abdullah, 2012).  

Tangible support, Social Network Support, esteem support and social network 

support were acting as a moderator for the relationship of depression with 

psychological well-being (self-acceptance, autonomy, environmental mastery, 

positive relations with others and personal growth). As indicated by the literature that 

there are some risk factors such as duration of illness or disease, age, low social 

support, individual factors like defensive coping they  may increase the likelihood of 

negative buffering effects of psychological issues on individual’s mental and 

psychological functioning (Haung, 2009), whereas, some protective factors (i.e., 

social support and coping strategies) may intervene to save the individuals from these 

negative influences (i.e., depression, hopelessness, mood problems, sometime they 

commit suicide etc.) (Turner & Brian, 2000). Informational support, emotional 

support, esteem support, and social networking support were acting as a moderator for 

the relationship of state anger with environmental mastery and personal growth. In 

case if excessive social support (informational, emotional, esteem and social 

networking support is available to the patients, again it effects the patients adversely 

but if moderate level of social support will get available to them it will help in dealing 

with disease effectively. Social support has been identified as an important factor 

alleviating psychological issues (depression) in cancer patients (Bailey et al., 2005). 

Social support has positive effect on physical and psychological well-being of people 
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suffering from chronic illness such as cancer (Helgeson & Cohen, 1996). Social 

support affects the well-being of the patients (Swindells et al., 1999).  It has also been 

reported that social support plays a moderating role in relationship between 

depressive symptoms and quality of life of cancer patients (Huang & Hsu, 2013). 

Informational support acted as a moderator in the relationship of anger control-In with 

positive relations with others. Emotional support was acting as a moderator for the 

relationship of anger control-In with self-acceptance and positive relations with 

others. Esteem support also acted as a moderator in the relationship of anger control-

In with self-acceptance. Emotional support was also acted as a moderator for the 

relationship of anger control-in with the psychological health. Esteem support is 

acting as a moderator in the relationship of anger control-in with the psychological 

health. Social Networking support is acting as a moderator in the relationship of anger 

control-in with the psychological health. People who have received much social 

support have shown lower degrees of depression and other negative moods caused by 

physical illness (e.g. Brown, Nicassio & Wallston, 1989), so social support playing a 

significant role in inducing positive change in the life of chronically ill patients. 

 It is also evident from the literature that chronically ill patients use different 

coping strategies which help them in better and speedy recovery and with the use of 

active coping strategies produce more favorable outcomes such as less pain as well as 

depression, and better quality of life (Holmes & Stevenson, 1990). Use of positive 

coping is positively associated with the good quality of life (Holubova et al., 2018). 

Coping strategies (Active-focused, Active-distracting) were acting as a moderator in 

the relationship of state anger with environmental mastery and personal growth. 

Avoidance focused coping strategies and Active focused coping strategies were acting 

as a moderator for the relationship of state anger with psychological functioning, 

social relationships and environment. Active distracting coping strategies were acting 

as a moderator in the relationship of state anger with social relationships and 

environment. Active focused coping strategies were acting as a moderator for the 

relationship of anger control-In with Self-Acceptance, positive relations with others 

and autonomy. Avoidance focused coping strategies were acting as a moderator in the 

relationship of anger control-In with positive relations with others and autonomy. 
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Religious focused coping strategies were playing the role of a moderator in the 

relationship of anger control-In with positive relations with others and autonomy. 

Active focused coping strategies, Avoidance focused coping strategies and Avoidance 

focused coping strategies were acted as a moderator in the relationship of anger 

control-In with Physical functioning, Psychological functioning, Social relationships 

and Environment. Religious focused coping strategies were acted as a moderator in 

the relationship of anger control-In with Social relationships and Environment. 

Literature highlighted that the positive religious coping (positive thinking about God 

and positive beliefs related to him) have positive association with better quality of 

life, whereas the negative religious coping (anger with and on God) is negatively 

linked with the quality of life of the patients (Tarakeshwar, Vanderwerker, Paulk, 

Pearce, Kasl, & Prigerson, 2006). Active focused coping strategies were acting as a 

moderator in the relationship of anger control-in with the environment. By using 

different coping strategies patients are having a prominent effect on their 

psychological well-being and quality of life.  

 

Role of Demographic Variables 

MANOVA was computed on the demographic variables which were further 

explored with the ANOVA analysis. Significant MANOVA (multivariate) main effect 

of education and marital status, education with age was computed and then univariate 

analyses of variance was done, which indicated significant differences in depression, 

informational support, social network support, environmental mastery, self-

acceptance, autonomy, purpose in life and personal growth. Results of independent 

sample t-test indicated that tangible support, environmental mastery, positive relations 

with others and personal growth is significantly high among female patients as 

compared to males. Although literature indicates that no significant difference has 

been reported for depression of male and female chronically ill patients with respect 

to social support (Berard, VanDenKerkhof, Harrison, & Tranmer, 2012). In Pakistani 

society mostly females are doing multitasking, they are home makers and also deals 

with the social ties. As females are very expressive so even in chronic illness they 

share their problems with family members and get tangible support whereas males do 
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not share a lot that’s why they are not asking for help and support so they are not 

getting tangible support as females are getting. Environmental mastery is high among 

females which mean that they have the capacity to manage effectively with her life. 

They are trained to make and maintain relations. It’s in the grooming and broughtup 

of females in Pakistani society that they always put a lot of efforts in maintaining 

relationships and have high level of patients and tolerance with them. This also helps 

them in their personal growth. They are groomed in a manner in which they 

compromise and accept everything, which eventually helps them to develop self-

acceptance. In chronic illness by sharing their pain they are not much affected by the 

chronic illness.  

Pakistani culture is collectivistic in which people are closely connected with 

one another. It’s natural that people want to share and when they share their pain and 

problems with others they feel relieved.  People having joint family system, share a 

lot with each other so they don’t have high or sever depression in contrast to those 

with nuclear family system. Those who are from the joint family system they share a 

strong and close bonding with one another. Whenever the support is needed it is 

always available and that is a very prominent feature of collectivistic culture. They 

expect a lot from one another that’s why in case of any emergency or illness they 

come more and closer with one another (Cheema, Kaira & Bhugra, 2010). Present 

study results also revealed that depression is significantly high among those patients 

who are from nuclear family system whereas environmental mastery, positive 

relations with others and personal growth is high among those patients having joint 

family system. In joint family system because of lots of sharing and connectivity 

patients develop positive relations with others and it helps in their personal growth. 

With the help of family support and help patients can easily achieve environmental 

mastery.   

Present study revealed that the depression and anger are commonly reported 

psychological issues among chronically ill patients (cancer, cardiac and diabetic 

patients). The coping strategies and social support play a role of risk and protective 

factor in their impact on quality of life and psychological well-being. They act as a 

moderator in relationship of psychological issues (depression and anger) with 
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psychological well-being and quality of life, so there is a need to device a proper 

treatment plan for them for their health improvements.  

 

Conclusion  

The present study found that depression and anger are most commonly 

reported psychological issues among chronically ill patients. It also get highlighted 

that there is a significant negative relationship of depression and anger with quality of 

life (psychological functioning, physical functioning, environment and social 

relationship) and psychological well-being (autonomy, personal growth, positive 

relations with others, environmental mastery, self-acceptance and purpose in life) of 

the patients. Social support (tangible support, social network support) was explored as 

moderator in relationship between depression and psychological well- being (self -

acceptance, positive relationship with other and autonomy), whereas esteem support 

acted as moderator between relationship of state anger and psychological well -being 

(environmental mastery, personal growth).  The significant multivariate main effect of 

education and marital status, education with age, then univariate analyses of variance 

was computed, indicated the significant differences in depression, informational 

support, social network support, environmental mastery, self-acceptance, autonomy, 

purpose in life and personal growth. Tangible support, environmental mastery, 

positive relations with others and personal growth is significantly high among females 

patients as compared to males. Depression is significantly high among those patients 

who are from nuclear family system whereas environmental mastery, positive 

relations with others and personal growth is high among those patients having joint 

family system.   

 

Implications 

Present study assumes to have both implications, theoretical and practical. 

With reference to theoretical implications, the data collected through multi-informant 

approach to identify the psychological issues, risk and protective factors of patients 

(chronically ill), it is adding to the existing body of knowledge about this issue. 

Previously the data was collected from either patients or caregivers or doctors or 
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nurses but in the present research multi-informant approach was used to have a clearer 

and broader understanding of the phenomenon. Multi-informant approach was used to 

get information from every possible source.  

Secondly present study provides an indigenous scale for the assessment of 

anger. Although there are numerous scales on it but those are either covering the 

behavioral or the physical aspect or some of the instruments are for healthy 

individuals but this scale is for chronically ill patients and was developed by taking 

the mental condition of the chronically ill patients into consideration. It’s in an Urdu 

language and easily understandable for the Pakistani population.  

On practical grounds, it has its implication in clinical settings in devising a 

proper treatment plan which not only consider the bodily symptoms but also the 

psychological ones. Sometimes psychological issues are just signs and symptoms but 

if the attention is not paid then these signs and symptoms turn into syndrome, so 

attention is required in this regard. This study provides detailed rich information about 

the psychological issues, risk and protective factors, which can be used in educating 

the concerned caregivers, doctors and nurses about condition of patients.  

Limitations and Future Suggestions 

Along with the implications, present study also holds limitations. First of all the 

study was cross-sectional study so there is a need to conduct a longitudinal study to 

check out the psychological condition of the patients during the course of treatment. 

Longitudinal research design is important for clear casual inferences  

Another limitation is that in present study only three chronic illnesses were 

taken, in future the more illnesses should be taken to check out the psychological 

issues, risk and protective factors with reference to well-being and quality of life of 

patients.  Another limitation is that patients were taken from one hospital of 

Islamabad, in future data from other hospitals should be taken for comparison 

purpose. In present study sample was not very large, in future more nationally 

representative sample for the generalization purpose.  As most of the patients were 

females so may be differneces among male and females are not very obvious so in 

future equivalent sample can be taken for more clear picture and for generalization of 
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results. Future researches about should be conducted about the management and 

control of certain variables which may affect the well-being and quality of life of 

patients.  
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Appendix-A 

Focus Group Discussion Guide (for patients) 

ے؟1 کب سے ہ  ت ماری  کو ی ہ پ  ۔ آپ   

ے؟2 ت ماری ہ  کی پ  کو اس قسم  رد 
 
کسی اور ف دان کے  ان  ا ج  کی  ۔ 

ے؟3 رق پ ڑا ہ 
 
ی ف
 
کوت دگی پ ر  کی روزمرہ زن  ہ سے آپ  کی وج  ت ماری  ا اس پ  کی  ۔   

و آپ کے خوص 4 ے خ  ی ز ہ  کون سی چ  ں ان سی  ت ماری می  ے؟۔ پ  ی ہ 
 
ئ پ  کرد د  لے ن لی 

ے؟5 ا ہ  کی  صر 
ے والا عن 

 
د دلان کی امی  ے 

ن  ی  کو ج  ں آپ  ت ماری کے جالات می  ۔ اس پ 

کی۔6 ے محسوس 
 
ا آپ ن ے ن  ی ہ 

 
ی   آت

 
کوت در  اآپ کے ان  کی  ہ سے  کی وج  ت ماری  ۔ اس پ   

ے؟7 ی دن لی ہ  ا پ  کی  ں  ہلے کےجالات اور اب کے جالات می  ت ماری کے ب  ۔ پ 

ی 8
 
ئ کو اپ  اآپ  کی  ہ سے  کی وج  ت ماری  ے؟۔ اس پ  ی ہ 

 
وت ی دن لی محسوس ہ  ی پ 

 
کوت ں  اتی جالت می  سی 

 
ف
 
ن

ی؟9
 
ف
 
ا من ں ن  ی  ے ہ 

کہن  ی ت 
 
کو آپ می ی دن لی  ۔ اس پ 

ں؟11 ی  ے ہ 
 
کرن و آپ کے خوصلے ن ست  ں خ  ی  سے عوامل ہ  ن  ی ا

 
کوت ں  ت ماری کے جالات می  ا اس پ  کی  ۔   

ے اجساسات11
ن  پ  کو ا ا آپ  کی  ہ سے  کی وج  ت ماری  وتی ۔اس پ  ی دن لی محسوس ہ  ی پ 

 
کوت ں  ذن ات اور روت وں می  ے؟ ، ج  ہ   

وں۔12 ے ہ 
 
کرتی/کرن ا  کی  ے 

لن  ے کے 
 
گہ پ ر لان ی ج 

 
ئ کو وان س اپ  ے خوصلوں 

 
ون ے ن ست ہ 

ن  پ  ۔ ا  

ی؟ 13
 
ف
 
ا من ے ن  ی ت ہ 

 
ے۔  وہ می ی ہ 

 
ی دن لی آت ی پ 

 
کوت ں  ہ سے لوگوں کے روت وں می  کی وج  ت ماری  ۔ اس پ   
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Focus Group Discussion Guide (for care givers) 

 

ے۔1 کب سے لاخق ہ  ت ماری  کو ی ہ  پ  ت ہ دار 
۔ آپ  کے اس  رس   

ے؟2 ت ماری ہ  کی پ  سم 
 
کو اس ق رد 

 
کسی اور ف دان کے  ان  ا ج  کی  ۔   

کی؟3 ی دن لی محسوس  ی پ 
 
کوت در  ے ان کے ان 

 
ہ سے آپ ن کی وج  ت ماری  ۔ اس پ   

ی؟۔ ۔  4
 
ف
 
ا من ے ن  ی ت ہ 

 
ی دن لی می وہ پ   

ی۔ 5
 
ئ ی  ذہ 

 
کوت در  ے ان کے ان 

 
ہ سے آپ ن کی وج  ت ماری  ی دن لی محسوس ۔ اس پ  ی پ 

 
ات سی 
 
ف
 
ا ن ے؟ ن  ا ہ  کی  ی دن لی  ی وہ پ 

 
وت ہ   

6 
 
کوت ں  وں می 

 
ا طور طرن ق ں ن  ں، روت وں می  وں می  در سوخ  کو ان کے ان  ت ماری کے ن عد آپ  ا اس پ  کی  ی؟۔ 

 
وت ی دن لی محسوس ہ  ی پ   

کی ان ک7 ے 
ن  ی  در ج  ہ سے ان کے ان  کی وج  ن  ں ج  ی  کون سے عوامل ہ  کون  ں وہ  ال می  ی 

 
ے؟ ۔  آپ کے خ ی ہ 

 
ات گ آج 

امی   

و ج  ۔  آپ کے 8 ہ سے ان کے خوصلے ن ست ہ  کی وج  ن  ں ج  ی  کون سے عوامل ہ  کون  ں وہ  ال می  ی 
 
ں؟خ ی  ے ہ 

 
ان  

ں؟9 ی  ی ہ 
 
کرت عمال 

ہ اسن  ق  ا طرن  کی  ے  ی ہ 
لن  ے کے  کلن 

الات سے ن  ی 
 
۔ ان خ  
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Focus Group Discussion Guide (for Doctors, Nurses and Para-

medical staff) 

 

ت ماری/1 کی پ  سم 
 
ہ سے   مرض۔ اس ق ی دن  مرن ض می  کی وج  کی پ  وں 

 
ی اور طور طرن ق

 
ات ذن  ی ، ج 

 
ئ ا ذہ  کی  ں؟ں  ی  ی ہ 

 
اں آت لی   

ی؟2
 
ف
 
ا من ے ن  ی ت ہ 

 
ے؟ وہ می ی ہ 

 
ھی آت ی دن لی ب  ی پ 

 
ئ ی ذہ 

 
کوت ں  وں  می 

 
ا ان مرن ض کی  ۔    

ے؟3 ی ہ 
 
ی دن لی آت ا پ  کی  ں  ہ سے ان کے روت وں می  کی وج  ت ماری  کی پ  ۔ ان   

ں؟4 ی  ے ہ  ن  پ  کر د د  لی  و ان کے خوصلے ن  ں خ  ی  سے عوامل ہ  ن  کون سے ا ۔   

کون سے5 ں؟ ۔  ی  ے ہ  ن  پ  کر د و ان کے خوصلےن ست  ں خ  ی  سے عوامل ہ  ن  ا  

ں؟6 ی  رما ہ 
 
کار ف اعوامل  کی  ں  ال می  ی 

 
ے آپ کے خ لن  ے کے 

 
کرن د  لی  کو وان س ن  ۔ ان خوصلوں   

ے؟7 ا ہ  ون  کردار ہ  ا  کی  کا  ں مرن ض  ۔ اور اس سلسلے می   
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Appendix-B 

 

Interview Guide (for patients) 

 

ے؟1 کب سے ہ  ت ماری  کو ی ہ پ  ۔ آپ   

ا ا2 کی  ے؟۔  ا ہ  ون  رق محسوس ہ 
 
ی ف
 
کوت ں  دگی می  ی زن 

 
ئ کواپ  ہ سے آپ  کی وج  ت ماری  س پ   

ے؟3 ی ہ 
 
ئ پ  کرد د  و آپ کے خوصلے ن لی  ے خ  ی ز ہ  کون سی چ  ں ان سی  ت ماری می  . پ   

ے؟4 ا ہ  کی  صر 
ے والا عن 

 
د دلان کی امی  ے 

ن  ی  کو ج  ں آپ  ت ماری کے جالات می  ۔ اس پ   

ا آپ5 ے ن  ی ہ 
 
کمی   آت ی 

 
کوت در  اآپ کے ان  کی  ہ سے  کی وج  ت ماری  کی۔ ۔ اس پ  ے محسوس 

 
ن  

ے؟6 ی دن لی ہ  ا پ  کی  ں  ہلے کےجالات اور اب کے جالات می  ت ماری کے ب  ۔ پ   

ے؟7 ی ہ 
 
وت ی دن لی محسوس ہ  ی پ 

 
کوت ں  ی جالت می 

 
ات سی 
 
ف
 
ی ن
 
ئ کو اپ  اآپ  کی  ہ سے  کی وج  ت ماری  ۔ اس پ   

ی؟8
 
ف
 
ا من ں ن  ی  ے ہ 

کہن  ی ت 
 
کو آپ می ی دن لی  ۔ اس پ   

و آپ ک 9 ں خ  ی  سے عوامل ہ  ن  ی ا
 
کوت ں  ت ماری کے جالات می  ا اس پ  کی  ں؟۔  ی  ے ہ 

 
کرن ے خوصلے ن ست   

ی11
 
وت ی دن لی محسوس ہ  ی پ 

 
کوت ں  ذن ات اور روت وں می  ے اجساسات ، ج 

ن  پ  کو ا ا آپ  کی  ہ سے  کی وج  ت ماری  ے؟ ۔اس پ  ہ   

وں۔11 ے ہ 
 
ی/کرن

 
کرت ا  کی  ے 

لن  ے کے 
 
گہ پ ر لان ی ج 

 
ئ کو وان س اپ  ے خوصلوں 

 
ون ے ن ست ہ 

ن  پ  ۔ ا  

ے۔ 12 ی ہ 
 
ی دن لی آت ی پ 

 
کوت ں  ہ سے لوگوں کے روت وں می  کی وج  ت ماری  ی؟  ۔ اس پ 

 
ف
 
ا من ے ن  ی ت ہ 

 
وہ می  
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Interview Guide (for care givers) 

ے۔1 کب سے لاخق ہ  ت ماری  کو ی ہ  پ  ت ہ دار 
۔ آپ  کے اس  رس   

ے؟2 ت ماری ہ  کی پ  کو اس قسم  رد 
 
کسی اور ف دان کے  ان  ا ج  کی  ۔ 

کی؟3 ی دن لی محسوس  ی پ 
 
کوت در  ے ان کے ان 

 
ہ سے آپ ن کی وج  ت ماری  ۔ اس پ 

 ۔ ۔  4
 
ف
 
ا من ے ن  ی ت ہ 

 
ی دن لی می ی؟وہ پ 

ی دن لی محسوس۔ 5 اتی پ  سی 
 
ف
 
ا ن ی ن 

 
ئ ی  ذہ 

 
کوت در  ے ان کے ان 

 
ہ سے آپ ن کی وج  ت ماری  ے؟ ۔ اس پ  ا ہ  کی  ی دن لی  ی وہ پ 

 
وت ہ 

6 
 
کوت ں  وں می 

 
ا طور طرن ق ں ن  ں، روت وں می  وں می  در سوخ  کو ان کے ان  ت ماری کے ن عد آپ  ا اس پ  کی  ی؟۔ 

 
وت ی دن لی محسوس ہ  ی پ 

کی 7 ن  ں ج  ی  کون سے عوامل ہ  کون  ں وہ  ال می  ی 
 
کی ان ک۔  آپ کے خ ے 

ن  ی  در ج  ہ سے ان کے ان  ے؟ وج  اتی ہ  گ آج 
امی 

و ج  8 ہ سے ان کے خوصلے ن ست ہ  کی وج  ن  ں ج  ی  کون سے عوامل ہ  کون  ں وہ  ال می  ی 
 
ں؟۔  آپ کے خ ی  ے ہ 

 
ان

ں؟9 ی  کرتی ہ  عمال 
ہ اسن  ق  ا طرن  کی  ے  ی ہ 

لن  ے کے  کلن 
الات سے ن  ی 

 
۔ ان خ
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Interview Guide (for Doctors, Nurses and Para-medical staff) 

 

ت ماری/1 کی پ  سم 
 
ہ سے   مرض۔ اس ق ی دن  کی وج  کی پ  وں 

 
ی اور طور طرن ق

 
ات ذن  ی ، ج 

 
ئ ا ذہ  کی  ں  ں؟مرن ض می  ی  ی ہ 

 
اں آت لی   

ی؟2
 
ف
 
ا من ے ن  ی ت ہ 

 
ے؟ وہ می ی ہ 

 
ھی آت ی دن لی ب  ی پ 

 
ئ ی ذہ 

 
کوت ں  وں  می 

 
ا ان مرن ض کی  ۔    

ے؟3 ی ہ 
 
ی دن لی آت ا پ  کی  ں  ہ سے ان کے روت وں می  کی وج  ت ماری  کی پ  ۔ ان   

ں 4 ی  سے عوامل ہ  ن  کون سے ا ں؟۔  ی  ے ہ  ن  پ  کر د د  لی  و ان کے خوصلے ن  خ   

ں؟5 ی  ے ہ  ن  پ  کر د و ان کے خوصلےن ست  ں خ  ی  سے عوامل ہ  ن  کون سے ا ۔   

ں؟6 ی  رما ہ 
 
کار ف اعوامل  کی  ں  ال می  ی 

 
ے آپ کے خ لن  ے کے 

 
کرن د  لی  کو وان س ن  ۔ ان خوصلوں   

ے؟7 ا ہ  ون  کردار ہ  ا  کی  کا  ں مرن ض  ۔ اور اس سلسلے می   
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Appendix-C 

Item-Pool of “Anger Scale for Chronically Ill patients” (ASCIP) 

ات:  دای  ان ا۔ ہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ  ود ج  ے موخ 

من  ے سا
 
ون ے ہ  ں رکھن  ن می  ی  کوذہ  س 

ُ
ں "ا ی  ے ہ  کر رہ  کی سا محسوس  ت 

 
"آپ اس وف

ں ۔  ی   لگاہ 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .1 ں ہ  ے می 
 
ص
 
د غ دن  ں س   4 3 2 1 می 

وں۔   .2 ڑا ہ  ڑچ  ں چ   4 3 2 1 می 

وں۔   .3 ا ہ  ی /کرن 
 
کرت ہ محسوس 

ص 
 
ں غ  4 3 2 1 می 

ے۔  .4 ا ہ  ی  اہ  ی ج  کو ج  ے 
 
لان ے سے ج 

 
ص
 
را غ  4 3 2 1 می 

ے۔  .5 ا ہ  کرن  کو دل  ے 
 
وڑن

 
ی زی ں ت را چ   4 3 2 1 می 

وں۔  .6 اگل ہ  صے سے  ن 
 
ں غ  4 3 2 1 می 

خ دوں۔  .7
 
ٹ ے سے پ 

 
ص
 
کو غ ز  ں می  کہ می  ے  ا ہ  کرن  را دل   4 3 2 1 می 

کو ما  .8 کسی  را  ے۔می  ا ہ  کرن  کادل  ے 
 
 4 3 2 1 رن

ے۔   .9 ا ہ  کرن  کو دل  ے 
 
کرن گلوچ  گالی  را   4 3 2 1 می 

وں۔  .11 ا ہ  ی /کرن 
 
کرت اراض محسوس  ت ن 

 
ں سخ  4 3 2 1 می 

ے۔  .11 ا ہ  کوکرن  ے 
 
کر   مارن ھو 

 
کو ب کسی  را دل   4 3 2 1 می 

ے۔  .12 ا ہ  کرن  کو  ے 
 
کرن ں لعن طعن  ی آواز می  چ 

 
وب
ُ
را دل ا  4 3 2 1 می 

کو د  .13 ے  ن 
 
چ ٹ  را زور زور سے خ  ے۔می  ا ہ  کرن   4 3 2 1 ل 

ے۔  .14 ا ہ  کرن  ی  کو ج  ے 
 
کرن کسی پ ر چملہ  را   4 3 2 1 می 

ے۔  .15 ا ہ  کرن  ی  کو ج  ے  
 
لان د ج  لی  اآوازِن  را ن   4 3 2 1 می 

ات:  دای  ود ب۔  ہ  ے موخ  من  ے سا
 
ون ے ہ  ں رکھن  ن می  ی  کو ذہ  س 

ُ
ں "ا ی  ے ہ 

 
کرن ہار 

 
کا اظ کی سےردِعمل  ا       ے  ن 

 
کر ن کی سا محسوس  "آپ عام طور پ ر 

ں س وان ات  می  ار  خ  ں ۔ ج  ی  ان لگاہ  س 
 
ک پ ر ن  ے ان 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .16 ا ہ  ن  ا ی /آج 
 
ات ں آج  ے می 

 
ص
 
لد غ ہت ج  ں ب   4 3 2 1 می 
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ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .17 ز مزاج  ہ  ی 
 
ہت ت ں ب   4 3 2 1 می 

وں۔  .18 گرم دماغ آدمی ہ  ہت  ں ب   4 3 2 1 می 

ہ س  .19 کی  وج  لطن وں 
کی ع  ب دوسروں  ے چ  ا ہ  ن  ہ آ ص 

 
ت غ

 
س وف

ُ
ھے ا ں مچ  ے می 

وں۔  ا ہ  ن  ا وج   شست ہ 

1 2 3 4 

ے۔  .21
 
ان ہ ج  ا ی  ے پ ر سراہ 

 
کرن کام  ھا  ھے اچ  ب مچ  وں چ  ا ہ  کرن  گی محسوس 

اراص  ں ن   4 3 2 1 می 

وں۔  .21 اتی ہ  وج  وں / ہ  ا ہ  ن  ا وج  ر ہ  اہ  ے سے ن  کدم آن  ں ن   4 3 2 1 می 

وں۔  .22 ی ہ 
 
کہئ ں  ی 

اپ  ا ن  ی 
 
گھی وں تو  وتی ہ  اگل ہ  ے سے ن 

 
ص
 
ں غ ب می   4 3 2 1 چ 

ے پ    .23 من  ھ پ ر دوسروں کے سا ب مچ  اتی  چ  ا/ج  ن  ا ں آج  ے می 
 
ص
 
ں غ و می 

 
ے ت
 
ان کی ج  د  ی 

 
ق
 
ن

وں۔  ہ 

1 2 3 4 

ا   .24 کرن  کا دل  ے 
 
کومارن کسی    را  و می 

 
وں ت ی ہ 

 
وت کار  ہ  کا ش  ٹ  ھلاہ  چ 

 
ھٹ
چ 
ں  ب می  چ 

ے۔  ہ 

1 2 3 4 

رے   .25
ُ
سے پ 

ُ
کروں اور ا کو  کام  ھے  چ  کسی ا ں  ب می  ے چ  ا ہ  ن  ہ آ ص 

 
د غ دن  ھےس  مچ 

ے۔
 
ان ا ج  چ 

 
اب ے سے ج 

 
ن ق  طر

1 2 3 4 

ات: دای  ے د ج.ہ  چ  ٹ 
پ  ات  ان  ی  د پ 

ی  کو خ  ان  ی  ر پ  ں ۔ ہ  ی  ےہ 
 
کرن عمال 

ے اسن  لن  ہار  کے 
 
ے کے ردِعمل کے اظ

 
ص
 
ے غ ن  پ  کہ لوگ   آ و  ں خ  ی  ے ہ 

گن  ے  ن  پ 

کی سے ردِعمل   و 
 
ں ت ی  ے ہ 

 
ون ں ہ  ے می 

 
ص
 
ب  آپ غ کہ"عام طور پ رچ  کرے  ی  ان دہ  س 

 
کی ن کہ  اِس ن ات  و  ں خ  ی  ان لگاہ  س 

 
س پ ر ن

ُ
ں اور ا ور پ ڑھی 

 
اع ن 

وان   ار  خ  ود ج  ے موخ 
من  ں "سا ی  کرنے ہ  ہار 

 
کا اظ ے  ا رون  ں۔ن  ی  ان لگاہ  س 

 
ک پ ر ن ں سے ان  ات  می 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .26 ا ہ  ں رکھی  ات و می 
کو ف  ے مزاج   ن  پ  ں ا  4 3 2 1 می 

وں۔  .27 ا ہ  کرتی /کرن  ہار 
 
کا اظ ے  

 
ص
 
ے  غ ن  پ  ں ا  4 3 2 1 می 

وں۔  .28 اتی ہ  و ج  ر سکون ہ 
ُ
ے سے پ  ن  لی  س 

 
گہری سان ں   4 3 2 1 می 

کو  .29 ی زوں  ں چ  ں   می  ہی 
ہار ب 

 
کا اظ ذن ات  ے ج 

ن  پ  ں ا وں)می  ا ہ  ک رکھی 
ود ن 
 
خ

ا(۔  کرن 

1 2 3 4 

وں ۔  .31 ا ہ  ن  وں/ آ ی ش آتی ہ  روبچمل سے پ  ں دوسروں کے سابھ صی   4 3 2 1 می 

ں    .31 کہ می  وں  ی ہ 
 
ئ پ  ا د ی  ورًا  پ 

 
سےف

ُ
ں ا و می 

 
ے ت ا ہ  کرن  گ  ی 

 
ھے پ ی مچ 

 
کوت ب  چ 

وں۔ ی ہ  کررہ   کی سا محسوس 

1 2 3 4 



333 

 

 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ر   .32
ُ
کو پ  ود 

 
و ں خ لد ممکن ہ  ا ج  ی 

 
ی ں ج  ا می  کرن  ش 

 
کوش کی  ے 

 
کرن سکون 

وں۔   ہ 

1 2 3 4 

وں۔  .33 ی ہ 
 
ئ کر لی  ار  ی 

 
ی
 
ی  اج

 
اموس ھر ج  ا ب  وں ن  ی ہ 

 
کرت ہار 

 
کا اظ دگی  دن  سی  ا ن 

ں ن   4 3 2 1 می 

وں۔  .34 ی ہ 
 
ں رکھئ ات و می 

کو ف  ش  واہ 
 
کی خ ے 

 
کرن ہار 

 
کا اظ ے 

 
ص
 
ی غ
 
ئ ں اپ   4 3 2 1 می 

ے۔  .35 ا ہ  ن  ا وج  ات و ہ 
ے ف  را مزاج ن   4 3 2 1 می 

ے  .36 ن  ہ  ر آمن ر
ُ
ر سکون  اور پ 

ُ
ں پ  ی   می 

 
کرت ش 

 
کوش کی  ے  ن  ہ  ش ر

 
کوش کی 

وں۔  ہ 

1 2 3 4 

وں۔   .37 ی ہ 
 
ئ ھلگ رہ 

 
ں لوگوں سے الگ ب  4 3 2 1 می 

وں۔  .38 ی ہ 
 
ر سکون  رکھئ

ُ
کو پ  ود 

 
ں  خ  4 3 2 1 می 

وں۔   .39 ی ہ 
 
کسئ ملے  زچت ہ چ 

ں دوسروں پ ر طی   4 3 2 1 می 

ی   .41
 
کرت ش 

 
کوش کی  ے  رسکون رکھن 

ُ
کو پ  ے والے اجساسات 

 
ص
 
ے غ ن  پ  ں ا می 

وں۔  ہ 

1 2 3 4 

در   .41 رے ان  ا می  وں/کرن  ی ہ 
 
کرت ں  ہی 

ہار ب 
 
ں اظ ے مگر می  ا ہ  ون  ا ہ  ل رہ  لاوا  ان 

وں۔۔  ہ 

1 2 3 4 

وں۔   .42 ی ہ 
 
ں رکھئ ات و می 

کو ف  ے   ے  رون  ن  پ  ں ا  4 3 2 1 می 

ا   .43 ی 
 
چ
 
ٹ کہ دروازہ  پ  ی سا   وں ج  ی ہ 

 
کرت د  سی  ا  ن 

کرن  کام    ں اِس طرح کے  می 

ا۔  ان  چ   /دروازہ ب 

1 2 3 4 

و   .44 ی ہ 
 
ا/کرت کرن  ش  

 
کوش کی  ے 

 
ون رسکون ہ 

ُ
ارہ پ  ں دون   4 3 2 1 ں۔می 

کسی    .45 ں  و می  وں خ  ی ہ 
 
ت ہ رکھئ ض /کی 

ں ن غ  علق دل می 
ں دوسروں سے من  می 

ی۔ 
 
ات ی  ں پ  ہی 

 کو  ب 

1 2 3 4 

وں۔  .46 اہ  ی /سکی 
 
ے سے روک سکئ

 
ون ات و ہ 

ےف  کو ن  ود  
 
ں خ  4 3 2 1 می 

وں۔   .47 ا ہ  ی /کرن 
 
کرت خث 

 
ھ ب

 
ں دوسروں کےساب  4 3 2 1 می 

وں۔  .48 ی ہ 
 
کرت کم  وسکے  لدی ممکن ہ  ی ج 

 
ئ
 
ی کو ج  ے 

 
ص
 
ے  غ ن  پ  ں ا  4 3 2 1 می 

وں۔   .49 ی ہ 
 
کرت د  ی 

 
ق
 
ن ی پ 
 
کاف ت ہ طور  پ ر دوسروں 

 
ف
ں خ   4 3 2 1 می 

کام لوں اور دوسروں     .51 چمل سے  
 
ر وب کہ  صی  وں  ی ہ 

 
کرت ش 

 
کوش ں   می 

ھوں۔ مچ 
س
 کو 

1 2 3 4 
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ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ہ دلاتی   .51 ص 
 
ھے غ و مچ  وں( خ  وں )مارتی ہ  وتی ہ  ی ز  پ ر چملہ آور ہ  س  چ 

ُ
ر ا ں ہ  می 

ے۔  ہ 

1 2 3 4 

کرتی ہ    .52 کام  سا آرام دہ  ھ ان  کچ  ں   کردے۔می  رسکون 
ُ
ھے پ  و مچ   4 3 2 1 وں خ 

وں۔  .53 کرتی ہ  ہ  ص 
 
ادہ  غ ی ذن 

 
کئ س سے 

ُ
ں ا وں می  ی ہ 

 
ئ
ں ماپ  ا می  یی   4 3 2 1 ج 

وں۔  .54 وں/کرتی ہ  ا ہ  کر ن  ں  ات و می 
کو ف  ے کے اجساسات 

 
ص
 
ے غ ن  پ  ں ا  4 3 2 1 می 

وں۔  .55 ا ہ  کہی  ں  ی 
اپ  ری(ن 

ُ
ا)پ  ی 
 
گھی ں   4 3 2 1 می 

وں۔  .56 ا ہ  کرن  ش 
 
کوش کی  ے 

 
ون رسکون ہ 

ُ
ں پ   4 3 2 1 می 

ں   .57 ں۔می  ی  ے ہ  ھن  مچ 
س
ا لوگ  ی 

 
ی وں ج  ا ہ  ون  ڑا ہ  ڑچ  ادہ چ  ی ذن 

 
کئ س سے 

ُ
 4 3 2 1 ا
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ات دای   ہ 

ان    ی  ر پ  ی ہ 
 
ات ے مہرن 

 
وان ات دی ں۔ پ ران ات کے خ  ان  ی  ے درج پ  چ  ٹ 

پ  ن کے 
ُ
ں اور ا ور پ ڑھی 

 
کو ن غ ات  دان  ن ہ 

ُ
ی ا
 
ات ے مہرن 

 
کہ پ ران ے  گزارش ہ  آپ  سے 

ے ں ہ  ہی 
واب ب  لط خ  ا ع  ح ن  ی صچٹ 

 
کوت کا  ات   ان  ی  واب دی ں۔ ان پ  و کا خ  ں خ  ی 

ان لگاپ  س 
 
ان پ ر ن ی  س پ 

ُ
ں اور ا ی 

ہ لگاپ  ت ی 
 
ادہ  وف ان پ ر زن  ی  ھی پ 

کسی ب  ۔ 

وں۔ ا ہ  کرن  کی  غکاسی  کی جالت  ری ن طور پ ر آپ  
ہی   ب 

 

ف 
کوائ  ی 

 
 ذات

س   
 
ی  عمر  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ مردعورت    ج 

علت م  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
ن 

ہ          ی ش  ہ    ملازمت پ  ی ش  ر ملازمت پ  ی 
 
 غ

ی ت  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
 
ی ی خی  عداد  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ازدواج 

کی ن  وں  خ 
 
 ب

ام  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ظ 
 
ی ن
 
دات ان  عداد  ۔۔۔۔۔۔۔۔۔ ج 

کی ن  راد 
 
ے والے اف ں ن سن   گھر می 

ی  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
 
ہ آمدت ای  ت ہ  ۔۔۔۔۔۔۔۔۔۔۔۔ ماہ 

کا دوراپ  ن ص 
 
چ
 
ش
 
کی ن ت ماری   پ 

ج  ۔۔۔۔۔۔۔ ٹ 
 
کی سی ت ماری  ت ماری  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ۔۔۔۔۔۔۔۔۔۔۔۔۔پ  ی پ 

 
سمات ی اور ج 

 
 کوت

 

 ASCIP)Anger Scale for Chronically Ill patients (  

ات:   دای  ان ا۔ ہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ  ود ج  ے موخ 

من  ے سا
 
ون ے ہ  ں رکھن  ن می  ی  کوذہ  س 

ُ
ں "ا ی  ے ہ  کر رہ  کی سا محسوس  ت 

 
"آپ اس وف

ں ۔  ی   لگاہ 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .1 ڑا ہ  ڑچ  ں چ   4 3 2 1 می 

ے۔ .2 ا ہ  ی  اہ  ی ج  کو ج  ے 
 
لان ے سے ج 

 
ص
 
را غ  4 3 2 1 می 

وں۔ .3 اگل ہ  ے سے ن 
 
ص
 
ں غ  4 3 2 1 می 

ے۔ .4 ا ہ  کرن  کادل  ے 
 
کو مارن کسی  را   4 3 2 1 می 

وں۔ 5 ا ہ  ی /کرن 
 
کرت اراض محسوس  ت ن 

 
ں سخ  4 3 2 1 می 

ھو   .6
 
کو ب کسی  را دل  ے۔می  ا ہ  کوکرن  ے 

 
 4 3 2 1 کر   مارن

ے۔ .7 ا ہ  کرن  کو  ے 
 
کرن ں لعن طعن  ی آواز می  چ 

 
وب
ُ
را دل ا  4 3 2 1 می 

ے۔ .8 ا ہ  کرن  ی  کو ج  ے 
 
کرن کسی پ ر چملہ  را   4 3 2 1 می 

ے۔ .9 ا ہ  کرن  ی  کو ج  ے  
 
لان د ج  لی  اآوازِن  را ن   4 3 2 1 می 
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ات:  دای  کی سےردِعمل  ب۔  ہ  ا       ے  ن 
 
کر ن کی سا محسوس  ود "آپ عام طور پ ر  ے موخ  من  ے سا

 
ون ے ہ  ں رکھن  ن می  ی  کو ذہ  س 

ُ
ں "ا ی  ے ہ 

 
کرن ہار 

 
کا اظ

ں ۔  ی  ان لگاہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ   ج 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔ .11 ا ہ  ن  ا ی /آج 
 
ات ں آج  ے می 

 
ص
 
لد غ ہت ج  ں ب   4 3 2 1 می 

وں۔ .11 گرم دماغ آدمی ہ  ہت  ں ب   4 3 2 1 می 

وں۔م  .12 ی ہ 
 
ات وج  وں / ہ  ا ہ  ن  ا وج  ر ہ  اہ  ے سے ن  کدم آن  ں ن   4 3 2 1 ی 

وں۔ .13 ی ہ 
 
کہئ ں  ی 

اپ  ا ن  ی 
 
گھی و 

 
وں ت ی ہ 

 
وت اگل ہ  ے سے ن 

 
ص
 
ں غ ب می   4 3 2 1 چ 

ات: دای  کو  ج.ہ  ان  ی  ر پ  ں ۔ ہ  ی  ےہ 
 
کرن عمال 

ے اسن  لن  ہار  کے 
 
ے کے ردِعمل کے اظ

 
ص
 
ے غ ن  پ  کہ لوگ   آ و  ں خ  ی  ے ہ 

گن  ے  ن  پ  ے د چ  ٹ 
پ  ات  ان  ی  د پ 

ی  خ 

س 
ُ
ں اور ا ور پ ڑھی 

 
اع کی سے ردِعمل  ن  و 

 
ں ت ی  ے ہ 

 
ون ں ہ  ے می 

 
ص
 
ب  آپ غ کہ"عام طور پ رچ  کرے  ی  ان دہ  س 

 
کی ن کہ  اِس ن ات  و  ں خ  ی  ان لگاہ  س 

 
پ ر ن

ں۔ ی  ان لگاہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ  ود ج  ے موخ 

من  ں "سا ی  ے ہ 
 
کرن ہار 

 
کا اظ ے  ا رون   ن 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ے مزاج  .14 ن  پ  ں ا وں۔  می  ا ہ  ں رکھی  ات و می 
 4 3 2 1 کو ف 

وں ۔ .15 ا ہ  ن  وں/ آ ی ہ 
 
ی ش آت چمل سے پ 

 
روب ھ صی 

 
ں دوسروں کے ساب  4 3 2 1 می 

ا  .16 کرن  ش 
 
کوش کی  ے 

 
کرن رسکون 

ُ
کو پ  ود 

 
و ں خ لد ممکن ہ  ا ج  ی 

 
ی ں ج  می 

وں۔   ہ 

1 2 3 4 

ی  .17
 
کرت ش 

 
کوش کی  ے  ن  ہ  ش ر

 
کوش کی  ے  ن  ہ  ر آمن ر

ُ
ر سکون  اور پ 

ُ
ں پ  می 

وں۔  ہ 

1 2 3 4 

وں۔می   .18 ی ہ 
 
ر سکون  رکھئ

ُ
کو پ  ود 

 
 4 3 2 1 ں  خ

ی  .19
 
کرت ش 

 
کوش کی  ے  رسکون رکھن 

ُ
کو پ  ے والے اجساسات 

 
ص
 
ے غ ن  پ  ں ا می 

وں۔  ہ 

1 2 3 4 

وں۔ .21 ی ہ 
 
ا/کرت کرن  ش  

 
کوش کی  ے 

 
ون رسکون ہ 

ُ
ارہ پ  ں دون   4 3 2 1 می 

وں۔ .21 اہ  ی /سکی 
 
ے سے روک سکئ

 
ون ات و ہ 

ےف  کو ن  ود  
 
ں خ  4 3 2 1 می 

کو ج   .22 ے 
 
ص
 
ے  غ ن  پ  ں ا وں۔می  ی ہ 

 
کرت کم  وسکے  لدی ممکن ہ  ی ج 

 
ئ
 
 4 3 2 1 ی

وں۔ .23 ی ہ 
 
کرت ہ  ص 

 
ادہ  غ ی ذن 

 
کئ س سے 

ُ
ں ا وں می  ی ہ 

 
ئ
ں ماپ  ا می  ی 

 
ی  4 3 2 1 ج 

وں۔ .24 ی ہ 
 
وں/کرت ا ہ  کر ن  ں  ات و می 

کو ف  ے کے اجساسات 
 
ص
 
ے غ ن  پ  ں ا  4 3 2 1 می 
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ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ں۔ .25 ی  ے ہ  ھن  مچ 
س
ا لوگ  ی 

 
ی وں ج  ا ہ  ون  ڑا ہ  ڑچ  ادہ چ  ی ذن 

 
کئ س سے 

ُ
ں ا  4 3 2 1 می 
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Appendix-D 

امہ ازت ی   اج 

 

وکہ  گا خ  ے 
 
ان اج  چ 

 
اب ھی ج 

کو ب  ن عوامل 
ُ
ں ا ے۔ اس می  ی ہ  ا رہ  کی ج  ے  لن  چ کے 

 
اب کی ج  ی جالت 

 
ات سی 
 
ف
 
کی ن لا لوگوں 

ی  ں می  ن ق مہلک مرض می 
 
ی ہ بحق

کہ  و  گی خ  کرے  ی  دہ  ان  س 
 
ھی ن

کی ب  ن عوامل  
ُ
ں۔ اور ا ی  ے ہ  کرسکن  کردار ادا  م 

ں اہ  ے می 
 
ان ی  ر پ 

ہی  کو ب  کی جالت  وں 
 
سے مرن ض ن  کی جالت ا مرن ض 

کردہ  کہ آپ سے جاصل  وں  ی ہ 
 
ن دلات ی 

 
کو ن ق ں آپ  ے۔ می  عاون درکار ہ 

کا ن  ں آپ  ن ق کے سلسلے می 
 
ں۔ اس بحق ی  ے ہ  ن 

 
ی پ  کا ن اغث  ں ن گاڑ  می 

گی۔   ے 
 
ان ں رکھی ج  ت ہ راز می 

 
گی اور صن غ وں  عمال ہ 

ے اسن  لن  اصد کے  ی مق 
 
ف ن 
 
مام معلومات صرف بحق  ں 

ی/ر  ورہ  امل ہ  ں س  ن ق می 
 
ی سے اس بحق

 
ی مرض

 
ئ ں اپ  ے می  ن  لی  اصد کے ی مق 

 
ات ن ق 
 
حق
 
مام معلومات ب ی ں 

 
گئ ھ سے لی  کہ مچ  ے  ھے معلوم ہ  وں۔ مچ  ا ہ  ہ 

کمل  
م
کو  ن ق  

 
و اس بحق

 
کروں ت رورت محسوس 

 
ام پ ر ص

کسی مق  ں  کی دوران اگر می  ن ق 
 
کہ اس بحق ے  ار جاصل ہ  ی 

 
ی
 
ھے ی ہ اج گی۔ مچ  وں  اسنعمال ہ 

وں۔ ی ہ 
 
ا/سکئ ھوڑ سکی  ر چ  ی 

 
ے ن غ  کن 

 

دہ ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ن 
 
کن رکت 

ط ش 
 
خ
 
۔۔۔۔۔۔۔۔ دست
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ات دای   ہ 

ے 
 
کہ پ ران ے  گزارش ہ  ں آپ  سے  ی  ات درج  ہ  دان  ں ہ  ر خصے می  ے۔ ہ  عمل ہ 

ن  کہ سات خضوں پ ر مش  و  ے خ  ا ہ  ا رہ  ا ج  ہ دن  چ 
 
اب
کی  ک   کو ان  آپ 

ی   واب دی ں۔ ان پ  کا خ  ان   ی  ر پ  ی ہ 
 
ات ے مہرن 

 
وان ات دی ں۔ پ ران ات کے خ  ان  ی  ے درج پ  چ  ٹ 

پ  ن کے 
ُ
ں اور ا ور پ ڑھی 

 
کو ن غ ات  دان  ن ہ 

ُ
ی ا
 
ات کا  مہرن  ات   ان 

کی جالت   ری ن طور پ ر آپ  
ہی  و ب  ں خ  ی 

ان لگاپ  س 
 
ان پ ر ن ی  س پ 

ُ
ں اور ا ی 

ہ لگاپ  ت ی 
 
ادہ  وف ان پ ر زن  ی  ھی پ 

کسی ب  ے۔  ں ہ  ہی 
واب ب  لط خ  ا ع  ح ن  ی صچٹ 

 
کی  کوت

وں۔ ا ہ  کرن   غکاسی 

 حصہ اول

ف 
کوائ  ی 

 
 ذات

س   
 
ی  عمر  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ مردعورت    ج 

علت م  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
ن 

ہ         ۔۔ ی ش  ہ    ملازمت پ  ی ش  ر ملازمت پ  ی 
 
 غ

ی ت  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
 
ی ی خی  عداد  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ازدواج 

کی ن  وں  خ 
 
 ب

ام  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ظ 
 
ی ن
 
دات ان  عداد  ۔۔۔۔۔۔۔۔۔ ج 

کی ن  راد 
 
ے والے اف ں ن سن   گھر می 

ی  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔
 
ہ آمدت ای  کا د ماہ  ن ص 

 
چ
 
ش
 
کی ن ت ماری  ت ہ  ۔۔۔۔۔۔۔۔۔۔۔۔پ 

 وراپ 

ج  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔۔ ٹ 
 
کی سی ت ماری  ت ماری  ۔۔۔۔۔۔۔۔۔۔۔۔۔۔ پ  ی پ 

 
سمات ی اور ج 

 
 کوت

 

م
 
 ) ASCIP)(Anger Scale for Chronically Ill patients( حصہ دوئ

ات:   دای  وان ات ا۔ ہ  ار  خ  ود ج  ے موخ 
من  ے سا

 
ون ے ہ  ں رکھن  ن می  ی  کوذہ  س 

ُ
ں "ا ی  ے ہ  کر رہ  کی سا محسوس  ت 

 
ان  "آپ اس وف س 

 
ک پ ر ن ں سے ان  می 

ں ۔  ی   لگاہ 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔  .1 ڑا ہ  ڑچ  ں چ   4 3 2 1 می 

ے۔ .2 ا ہ  ی  اہ  ی ج  کو ج  ے 
 
لان ے سے ج 

 
ص
 
را غ  4 3 2 1 می 

وں۔ .3 اگل ہ  ں ن   4 3 2 1 می 

ے۔ .4 ا ہ  کرن  کادل  ے 
 
کو مارن کسی  را   4 3 2 1 می 

اراض محسوس   5 ت ن 
 
ں سخ وں۔می  ا ہ  ی /کرن 

 
 4 3 2 1 کرت

ے۔ .6 ا ہ  کوکرن  ے 
 
کر   مارن ھو 

 
کو ب کسی  را دل   4 3 2 1 می 

ے۔ .7 ا ہ  کرن  کو  ے 
 
کرن ں لعن طعن  ی آواز می  چ 

 
وب
ُ
را دل ا  4 3 2 1 می 



340 

 

 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ے۔ .8 ا ہ  کرن  ی  کو ج  ے 
 
کرن کسی پ ر چملہ  را   4 3 2 1 می 

ے۔ .9 ا ہ  کرن  ی  کو ج  ے  
 
لان د ج  لی  اآوازِن  را ن   4 3 2 1 می 

ات:  دای  ود "آپ عب۔  ہ  ے موخ  من  ے سا
 
ون ے ہ  ں رکھن  ن می  ی  کو ذہ  س 

ُ
ں "ا ی  ے ہ 

 
کرن ہار 

 
کا اظ کی سےردِعمل  ا       ے  ن 

 
کر ن کی سا محسوس  ام طور پ ر 

ں ۔  ی  ان لگاہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ   ج 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔ .11 ا ہ  ن  ا ی /آج 
 
ات ں آج  ے می 

 
ص
 
لد غ ہت ج  ں ب   4 3 2 1 می 

وں۔ .11 گرم دماغ آدمی ہ  ہت  ں ب   4 3 2 1 می 

وں۔ .12 ی ہ 
 
ات وج  وں / ہ  ا ہ  ن  ا وج  ر ہ  اہ  ے سے ن  کدم آن  ں ن   4 3 2 1 می 

وں۔ .13 ی ہ 
 
کہئ ں  ی 

اپ  ا ن  ی 
 
گھی و 

 
وں ت ی ہ 

 
وت اگل ہ  ے سے ن 

 
ص
 
ں غ ب می   4 3 2 1 چ 

ات: دای  ے اس  ج.ہ  لن  ہار  کے 
 
ے کے ردِعمل کے اظ

 
ص
 
ے غ ن  پ  کہ لوگ   آ و  ں خ  ی  ے ہ 

گن  ے  ن  پ  ے د چ  ٹ 
پ  ات  ان  ی  د پ 

ی  کو خ  ان  ی  ر پ  ں ۔ ہ  ی  ےہ 
 
کرن عمال 

ن 

کی سے ردِعمل   و 
 
ں ت ی  ے ہ 

 
ون ں ہ  ے می 

 
ص
 
ب  آپ غ کہ"عام طور پ رچ  کرے  ی  ان دہ  س 

 
کی ن کہ  اِس ن ات  و  ں خ  ی  ان لگاہ  س 

 
س پ ر ن

ُ
ں اور ا ور پ ڑھی 

 
اع ن 

ں۔ ی  ان لگاہ  س 
 
ک پ ر ن ں سے ان  وان ات  می  ار  خ  ود ج  ے موخ 

من  ں "سا ی  ے ہ 
 
کرن ہار 

 
کا اظ ے  ا رون   ن 

ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

وں۔ .14 ا ہ  ں رکھی  ات و می 
کو ف  ے مزاج   ن  پ  ں ا  4 3 2 1 می 

وں ۔ .15 ا ہ  ن  وں/ آ ی ہ 
 
ی ش آت چمل سے پ 

 
روب ھ صی 

 
ں دوسروں کے ساب  4 3 2 1 می 

ا  .16 کرن  ش 
 
کوش کی  ے 

 
کرن رسکون 

ُ
کو پ  ود 

 
و ں خ لد ممکن ہ  ا ج  ی 

 
ی ں ج  می 

وں۔   ہ 

1 2 3 4 

ے .17 ن  ہ  ر آمن ر
ُ
ر سکون  اور پ 

ُ
ں پ  ی   می 

 
کرت ش 

 
کوش کی  ے  ن  ہ  ش ر

 
کوش کی 

وں۔  ہ 

1 2 3 4 

وں۔ .18 ی ہ 
 
ر سکون  رکھئ

ُ
کو پ  ود 

 
ں  خ  4 3 2 1 می 

ی  .19
 
کرت ش 

 
کوش کی  ے  رسکون رکھن 

ُ
کو پ  ے والے اجساسات 

 
ص
 
ے غ ن  پ  ں ا می 

وں۔  ہ 

1 2 3 4 

وں۔ .21 ی ہ 
 
ا/کرت کرن  ش  

 
کوش کی  ے 

 
ون رسکون ہ 

ُ
ارہ پ  ں دون   4 3 2 1 می 
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ات  ان  ی  ھی  پ  ا لکل ب  ن 

ں ہی 
 ب 

ھ جد  کچ 

ک  ن 

ی 
 
ات درمی 

ک  جد ن 

ہت   ب 

ادہ  زن 

ے سے روک .21
 
ون ات و ہ 

ےف  کو ن  ود  
 
ں خ وں۔ می  اہ  ی /سکی 

 
 4 3 2 1 سکئ

وں۔ .22 کرتی ہ  کم  وسکے  لدی ممکن ہ  ی ج 
 
یئ کو ج  ے 

 
ص
 
ے  غ ن  پ  ں ا  4 3 2 1 می 

وں۔ .23 کرتی ہ  ہ  ص 
 
ادہ  غ ی ذن 

 
کئ س سے 

ُ
ں ا وں می  ی ہ 

 
ئ
ں ماپ  ا می  یی   4 3 2 1 ج 

وں۔ .24 وں/کرتی ہ  ا ہ  کر ن  ں  ات و می 
کو ف  ے کے اجساسات 

 
ص
 
ے غ ن  پ  ں ا  4 3 2 1 می 

ڑا .25 ڑچ  ادہ چ  ی ذن 
 
کئ س سے 

ُ
ں ا ں۔ می  ی  ے ہ  ھن  مچ 

س
ا لوگ  ی 

 
ی وں ج  ا ہ  ون   4 3 2 1 ہ 

م
 
 (Social Support Scale)حصہ سوئ

ہ صرف آپ کے    وی  ے اور خ  علق آپ کے ماخول سے ہ 
کا ن  ن  ےج  علق ہ 

ن لوگوں سے من 
ُ
و ا ں خ  ی  ں وہ سوالات ہ  ل   می  ات : درج ذن  دان  ہ 

ں  مام  سوالات می  ں ں  ی  ے ہ  کر سکن  ھی  د ب  ی  اپ  کی ن  لکہ آپ  ں ن  ی  ے ہ 
کر سکن  عاون 

ھ ن 
 
ھی ساب ک ب  ں وہ ان  ی  ے ہ 

ن 
پ  ا کو آپ ج  ن  ں ج  ی  امل ہ  وہ لوگ س 

ھی۔ ی ب 
 
کئ ں اور  ی  ے  ہ  وسکن  ہ 

ات  ان  ی  ہ پ  می ش 
ر  ہ  اکی 

ات  اوف 

کت ھی  

 کت ھی 

کت ھی 

ں ہی 
 ب 

ں؟ .1 ی  ی ہ 
 
کر سکئ وع پ ر ن ات 

 
ر موض ی سے ہ 

 
ے نکلف ا آپ  لوگوں سے ن   4 3 2 1 کی 

ں؟ .2 ی  رنے ہ 
 
ھروسے پ ر ت ورے اپ ا لوگ آپ کے ب   4 3 2 1 کی 

صی ت .3
 
ح
 
کی س ا لوگ آپ  ں؟  کی  ی  کرنے ہ  عرن ف 

 4 3 2 1 کی ن 

ں؟ .4 ی  کرنے ہ  کی مالی مدد  ں آپ  ی می 
 
گدشئ ی 

 
الوگ پ  4 3 2 1 کی 

ی  .5
 
کوت ب آپ  ں چ  ی  ے ہ  ن 

 
ی پ  س وفت مددگار 

ُ
ےا لن  دان کے پ زرگ آپ کے  ان  ا ج  کی 

ں ؟ ی  کرنے ہ  ن صلہ 
 
م ف
 اہ 

1 2 3 4 

ں ؟ .6 ی  ے ہ  ن 
 
د کے سی ی 

 
ق
 
ن ر پ  ی 

 
وں  ن غ

 
ات کی ن  ا لوگ آپ   4 3 2 1 کی 

ے اس   .7 ن  لی  ا لوگ آپ کے  ت کی  ہاپ 
ب آپ ب  ں چ  ی  ے ہ  ن 

 
ی پ  ان  ی  ت ن اغث اطمی 

 
وف

وں ؟ ں ہ  او می  ی دن 
 
ئ  ذہ 

1 2 3 4 

ں ؟  .8 ی  ے ہ  ود عزپ ز رکھن  اوخ  کمزورت وں کےن  ن وں اور 
کو آن کی پ راپ  ا لوگ آپ   4 3 2 1 کی 

ی زوں   .9 :چ 
ً
لا
ں۔ )می  ی  ے ہ 

 
کرن ار  ی 

 
ی
 
کا روی ہ اج عاون 

می ن 
اہ  ھ ن 

 
ا لوگ آپ کے ساب کی 

رہ(؟ ی 
 
ن دی ن وغ  کا لی 

1 2 3 4 

ت  .11 ہاپ 
ا لوگ  ب  ے  کی  لن  ے کے 

 
کرن ل جل 

ں آپ کے مسان  ت می 
 
کل وف

مش 

ں ؟ ی  ے ہ  ن  پ  ورے د  مس 

1 2 3 4 

ں؟  .11 ی  ونے ہ  ک ہ  رن 
ں س  ن وں می 

 
وس
 
کی خ ا لوگ آپ   4 3 2 1 کی 
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ات  ان  ی  ہ پ  می ش 
ر  ہ  اکی 

ات  اوف 

کت ھی  

 کت ھی 

کت ھی 

ں ہی 
 ب 

ں؟  .12 ی  ے ہ 
 
کرن ی ت  ا لوگ آپ سے مچ  4 3 2 1 کی 

ں؟  .13 ی  ے ہ 
 
کرن ی ار 

 
ا لوگ آپ پ ر اعی  4 3 2 1 کی 

ے  .14 ھن  ا ت وچ  ے ن 
 
کرن ون 

 
ے ف ن  لی  ے کے 

 
کرن ت 

 
اف ت درن  رپ  ی 

 
کی چ ا لوگ آپ  ے  کی 

 
آن

ں؟ ی   ہ 

1 2 3 4 

ں؟  .15 ی  ے ہ  گی رکھن 
ی  م آہ  ی ہ 

 
ئ ھ ذہ 

 
ا لوگ آپ کے ساب  4 3 2 1 کی 

ں؟  .16 ی  ے ہ 
 
کرن ی 

 
ت مات ں آن کی رہ  دان می  می می  ت 

عل
ن 
ا لوگ آپ کے   4 3 2 1 کی 

ں؟  .17 ی  ے ہ  ن 
 
ی پ  کا سی ب  ں دلاسہ  کی دکھوں می  ا لوگ آپ   4 3 2 1 کی 

ں؟  .18 ی  ے ہ 
 
کرن ک  رن 

ں س  ن وں می 
 
وس
 
ی خ
 
ئ کو اپ  ا لوگ آپ   4 3 2 1 کی 

ا لو   .19 ں؟کی  ی  ے ہ 
 
کرن  4 3 2 1 گ آپ پ ر اجسان 

ں؟  .21 ی  ے ہ  اد رکھن  رہ(کون  ی 
 
ی وغ ات  اکامی  : سالگرہ ن 

ً
لا
وں )می 

 
م دت ا لوگ آپ کے اہ   4 3 2 1 کی 

ے   .21
 
ی ش آن ی سے پ 

 
لف
چ 
 
وس
 
اں کے لوگ آپ سے خ ا وہ  کی  ں  ی  ے ہ 

ن  ہ  گہ آپ ر س ج  ج 

ں؟ ی   ہ 

1 2 3 4 

ں؟  .22 ی  ے ہ 
 
ون وش ہ 

 
ن وں پ ر خ اپ  کامی  کی  ا لوگ آپ   4 3 2 1 کی 

ا لوگ آپ کے ا  .23 ے کی  ال رکھن  ی 
 
کا خ صہ( 

 
اغ داسی ن 

ُ
ی، ا

 
وس
 
: خ
ً
لا
جساسات )می 

ں؟ ی   ہ 

1 2 3 4 

ں   .24 کی ضورت می  ادوست  ی 
 
ن ق
 
ں خق ت می 

 
ھے پ رے وف

چ  ا لآپ کے دوست ا کی 

ں؟ ی  ے ہ 
 
ی ش آن  پ 

1 2 3 4 

ں؟  .25 ی  ے ہ 
 
ون ق ہ 

 
ق
 
وں سے من

 
ات کی ن  ا لوگ آپ   4 3 2 1 کی 

کو   .26 رہ( پ ر آن  ی 
 
ی وغ ات  اکامی  : سالگرہ ن 

ً
ٍ ٍٍ لٍا

وں )می 
 
م دت ا لوگ آپ کے اہ  ف کی 

چان 
 
ب

ں؟ ی  ے ہ  ن  پ   د

1 2 3 4 

ں؟  .27 ی  ے ہ 
 
ے آن ا لوگ آپ کےگھر آپ سے ملن   4 3 2 1 کی 

کو   .28 علق لوگ آپ 
ے والی سرگرمن وں اور جالات سے من 

 
ون گرد ہ  ا آپ کےارد  کی 

ں؟ ی  ے ہ 
 
ان ہچ  ہم ب 

 معلولات ب 

1 2 3 4 

ں؟  .29 ی  ے ہ 
 
ی ش آن مدردی سے پ  ا لوگ آپ سے ہ   4 3 2 1 کی 

م   .31 ے اہ  ن 
 
لی ودگی دوسروں کے  کی موخ  ا آپ   ں؟کی  ی  ی ہ 

 
 4 3 2 1 ی ت رکھئ
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ات  ان  ی  ہ پ  می ش 
ر  ہ  اکی 

ات  اوف 

کت ھی  

 کت ھی 

کت ھی 

ں ہی 
 ب 

ں؟  .31 ی  ے ہ 
 
کرن کی مدد  ں آپ  ا لوگ روزمرہ  کے معملات می   4 3 2 1 کی 

ں؟  .32 ی  ے ہ 
 
کرن ی 

 
زات
 
مت اف کی ہ  ا آپ کےاردگرد کے لوگ آپ   4 3 2 1 کی 

ں؟   .33 ی  ے ہ 
 
کرن کی مدد  ں لوگ آپ  اسی ت کے عالم می  ا ن   4 3 2 1 کی 

ں؟  .34 ی  ے ہ  ن  ہ  کو سہرا کاموں  ے  گن  ے  کن  ا لوگ آپ کے  4 3 2 1 کی 

ں؟کی    .35 ی  ے ہ 
 
ی ش آن ھ پ 

 
کھلے دل کے ساب ھ 

 
 4 3 2 1 ا لوگ آپ کےساب

ے   .36
 
کرن ی 

 
ت مات ں آن کی  رہ  ے می 

 
کرن کاموں کے اصلاح  لط  ا لوگ آپ کے ع  کی 

ں؟ ی   ہ 

1 2 3 4 

ں؟   .37 ی  ے ہ  کہن  کلمات  ھے  چ  ں ا ارے می  ا لوگ آپ کےن   4 3 2 1 کی 

ے   .38
 
کرن ی ال 

 
ق
دلی سے اسن  وس 

 
کا خ ں آن کی آمد پ ر آپ  گھروں می  ے 

ن  پ  ا لوگ ا کی 

ں؟ ی   ہ 

1 2 3 4 

ا   .39 ن  ا ا ج  کی  امل  ں س  ہ اخی اب می 
کہ آپ کے جلق  ں  ی  ے ہ 

 
کرن ا آپ ی ہ محسوس  کی 

ے؟  ہ 

1 2 3 4 

ں؟  .41 ی  ے ہ  ن  پ  ھ د
 
کا ساب ت  آپ 

 
ی ت کے وف ا لوگ مصی   4 3 2 1 کی 

ں؟  .41 ی  ے ہ  ں رکھن  ہ راز می  کو صن غ  ہلووؤں  کمزور ب  ا لوگ آپ کے   4 3 2 1 کی 

ں؟  .42 ی  ے ہ  ن رکھن  ی 
 
ی پ ر ن ق

 
ات کی سچ  کی ن ات  ا لوگ آپ   4 3 2 1 کی 

کا سہارا   .43 وں آپ  ے ہ  کر رہ  ن ہا محسوس  کو پ  ود 
 
ب  آپ  خ ت چ 

 
ا لوگ اس وف کی 

ں؟ ی  ے ہ  ن 
 
ی  پ 

1 2 3 4 

ں؟  .44 ی  ے ہ  ن  پ  ں مدد د ے می 
ں آگے پ ڑھن  کی دور می  دگی  کو زن  ا لوگ آپ   4 3 2 1 کی 

ں؟  .45 ی  ے ہ 
 
کرن ر 

 
خ
 
ن وں پ ر ف اپ  کامی  کی  ا لوگ آپ   4 3 2 1 کی 

ں؟  .46 ی  ے ہ  ھن  مچ 
س
دار کا خق  ہ  وج 

 
کو ت ا لوگ آپ   4 3 2 1 کی 

ں؟  .47 ی  ے ہ 
 
کرن ی محسوس 

 
وس
 
ے خ
 
گزارن ت 

 
ھ وف

 
ا لوگ آپ کے ساب  4 3 2 1 کی 

ں؟  .48 ی  ے ہ  ی رکھن  ں دلح سئ  ری می 
ہی  کی ب  ا لوگ آپ   4 3 2 1 کی 
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ات  ان  ی  ہ پ  می ش 
ر  ہ  اکی 

ات  اوف 

کت ھی  

 کت ھی 

کت ھی 

ں ہی 
 ب 

ں؟  .49 ی  ے ہ 
 
ان ی  ھ پ 

 
اب کا ہ  ں آپ  ی ات می  رپ 

 
ق
کی ن  ا لوگ آپ   4 3 2 1 کی 

ں؟  .51 ی  ے ہ  ن  ہ  ن ر
 
طمی
م
دگی سے  ی زن  ی  سماج 

 
ئ ا  آپ اپ   4 3 2 1 کی 

کہ لو   .51 ں  ی  ے ہ 
 
کرن ا آپ ی ہ محسوس  ں؟کی  ی  ے ہ 

 
کرن د  سی  کو ن   4 3 2 1 گ آن 

 

ہارم   (Coping Strategies Questionnaire)حصہ چ 

ات:   دای  ے ہ  کن  عمال 
ے اسن 

 
ن ق لف طر ی 

 
ے مچ لن  ے کے  ن 

 
می
 
کالات سے ں ے۔ اِن مش  ا ہ  ا پ ڑن  کرن  ا  کا سامی  کلات 

لف مش  ی 
 
ں مچ می 

ں ہ  دگی می  روزمرہ زن 

ں ی  ے ہ  گن  ے  ن  پ  ے د چ  ٹ 
پ  ات  ان  ی  د پ 

ی  مل خ 
ت 
 
وں پ ر مس

 
ی طرن ق ں۔ اِن ہ  ی  ے ہ 

 
ان ں۔  ج  ی  وان ات ہ  چ خ 

 
اب ان کے ن  ی  ر پ  وں۔ ہ  ے ہ 

 
کرن عمال 

پ اسن 
ٓ
کہ ا و  خ 

ھوڑی ں۔  ہ چ  ملہ ی  ی چ 
 
کوت ں اور  ی 

ان لگاپ  س 
 
ک پ ر ن ں صرف ان  ان می  ی  ر پ   ہ 

ات  ان  ی  اطلاق  پ 

ں  ہی 
ب 

ا ون   ہ 

الکل  ن 

ں ہی 
 ب 

ھ  کچ 

جد 

ک  ن 

ادہ ہت  زن  ب 

ادہ  زن 

ی  .1
 
ئ اموش رہ  ر ج 

 
ادہ پ وں۔/زن  ا ہ  ی   5 4 3 2 1 رہ 

ی  .2
 
ادہ پ ڑھئ ہلے سے زن  کو ب  اک  ن ن 

ٓ
را
 
وں۔ /ف ا ہ   5 4 3 2 1 پ ڑھی 

دامات    .3 ے عملی اف  لن  ے کے  ن 
 
می
 
ل سے ں

ے والے مسان 
 
ن
ٓ
ی ش ا پ 

ی
 
وں۔ /کرت ا ہ   کرن 

1 2 3 4 5 

ی  .4
 
ک مچدود رکھئ

ے ن  ن  پ  کو ا الات  ی 
 
کن خ ان  س  ے پ رن 

ن  پ  وں۔ /ا ا ہ   5 4 3 2 1 رکھی 

ی  .5
 
کرت ا  مت سے سامی  کا ہ  الات  ی 

 
کن خ ان  س  وں۔ /پ رن  ا ہ   5 4 3 2 1 کرن 

مازی ں   .6
 
ل ں
ق 
 
ادہ ن ہلے سے زن  یب 

 
کرت وں۔ /ادا  ا ہ   5 4 3 2 1 کرن 

ٹ  .7 ے۔ /سگرپ  اہ  کر دن  روع 
ا س  ی ی  ادہ پ  رہ زن  ی 

 
ہ وغ  5 4 3 2 1 خق 

ی  .8
 
کرت ش 

 
کوش کی  ے  ن  ہ  وش ر

 
وں۔ /خ ا ہ   5 4 3 2 1 کرن 

ی  .9
 
کرت رات  ی 

 
ہ و چ

 
ادہ صدق ادہ سے زن  وں۔ /زن  ا ہ   5 4 3 2 1 کرن 

ی  .11
 
کر روت ھ  ے ن س سمچ  کو ن  پ 

ٓ
ے ا ن  پ  ت ھی ا

ک وں۔ /کت ھی  ا ہ   5 4 3 2 1 رون 

ر   .11 یصی 
 
ئ کام لی  وں۔ /سے  ا ہ  ی   5 4 3 2 1 لی 

ے    .12
 
ان و ج  ھی ک ہ 

 
ود ب
 
خ
 
ود ب
 
ھ جالات کے خ

 
ے کے ساب

 
گذرن ت 

 
وف

ی
 
د رکھئ وں۔ /کی امی  ا ہ   رکھی 

1 2 3 4 5 
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ات  ان  ی  اطلاق  پ 

ں  ہی 
ب 

ا ون   ہ 

الکل  ن 

ں ہی 
 ب 

ھ  کچ 

جد 

ک  ن 

ادہ ہت  زن  ب 

ادہ  زن 

ے۔   .13 ا ہ  کر لی  ں مصروف  ے می 
لن  ے ج 

کو دوسروں کے سابھ ملن  ود 
 
 5 4 3 2 1 خ

ی  .14
 
کھئ
ن 
ی وی د

 
وں۔ /ت ا ہ  کھی   5 4 3 2 1 دن 

کر   .15 روع  ا س  ان  ں ج  لوں می 
ی محق  ئ 

ے۔ مذہ  ا ہ   5 4 3 2 1 دن 

ے۔   .16 ا ہ  کر دن  روع 
ا س  ی  ہا رہ 

ن   5 4 3 2 1 پ 

وں۔   .17 اتی ہ  ے ج 
لن  ح کے 

 
رب
 
ق
ر و ن   5 4 3 2 1 سی 

وں۔   .18 تی ہ  کر  عمال 
کا اسن  ات  ور ادون 

ٓ
واب ا

 
ورخ
ٓ
ہ ا ش 

 
 5 4 3 2 1 ن

ے۔   .19 ا ہ  ی  پ  ھے سہارا د وطی اں مان مچ  ن 
 
 5 4 3 2 1 مص

پ    .21 ھوڑ د ا چ  ی  علق سوخ 
لے کے من 

ں مسی  کی ضورت می  ی 
 
ات س  یپ رن 

 
ا /ئ ی  پ  د

وں۔   ہ 

1 2 3 4 5 

ی  .21
 
ئ
 
ی سی

 
ف وں۔ /موسن  ا ہ  ی 

 
 5 4 3 2 1 سی

ش    .22
 
کوش کی  ے 

 
کرن رار جاصل 

 
الات سے ف ی 

 
کن خ ان  س  پ رن 

وں۔ /کرتی ا ہ   کرن 

1 2 3 4 5 

کرتی  .23 ورہ  ر لوگوں سے مس  علق ماہ 
لے کے من 

ھی مسی  ا /کسی ب  کرن 

وں۔   ہ 

1 2 3 4 5 

ش    .24
 
کوش کی  ے 

 
ان ھول ج  ھ ب  کچ  ں سب  کی ضورت می  لے 

مسی 

ا /کرتی وں۔ کرن   ہ 

1 2 3 4 5 

ے۔   .25 ا ہ  گی  و  ہ ہ 
 
اق ں اص   5 4 3 2 1 اللہ سے دعا می 

ے۔   .26 ا ہ  کر دن  کم  ا   5 4 3 2 1 کھان 

ں   .27 ارے می  ت اس کے ن 
 
ر وف و ہ 

 
و ت لہ ہ  ی مسی 

 
کوت اگر 

ی
 
ئ وں۔ /سوخ  ا ہ  ی   سوخ 

1 2 3 4 5 

ی  .28
 
ئ پ  کر د کار  ے سے ان 

 
ون ں ان کے ہ  کی ضورت می  ل 

ا /مسان  ی  پ  د

وں۔   ہ 

1 2 3 4 5 

لف  .29 ی 
 
کو مچ پ 

ٓ
ے ا ن  پ  ی  ا

 
ں مصروف رکھئ وں۔ /کاموں می  ا ہ   5 4 3 2 1 رکھی 

ی  .31
 
ئ پ  کر د روع  ا س  ی رون  نے ہ 

ٓ
ال ا ی 

 
کا خ ل 

وں۔ /مسان  ا ہ  ی  پ   5 4 3 2 1 د

ں۔   .31 ی  ے ہ  ن  پ  کر د روع 
ے س  کھن  واب دن 

 
ں خ  5 4 3 2 1 دن می 



346 

 

 

ات  ان  ی  اطلاق  پ 

ں  ہی 
ب 

ا ون   ہ 

الکل  ن 

ں ہی 
 ب 

ھ  کچ 

جد 

ک  ن 

ادہ ہت  زن  ب 

ادہ  زن 

ی  .32
 
کروات ے دعا  لن  ے  ن  پ  ی ک لوگوں سے ا وں۔ /پ  ا ہ  ن   5 4 3 2 1 کروا

ی  .33
 
ئ کر لی  سلت م 

 
کو ن لطن وں 

ی ع 
 
ئ وں۔/اپ  ا ہ  ی   5 4 3 2 1  لی 

وں۔   .34 ی ہ 
 
گئ
دا سے مدد مان  ن عے ج  ماز کے ذر  5 4 3 2 1 ں 

ی  .35
 
ئ ں سوخ  ارے می  ہلوو ں  کے ن  ھے ب  چ  ل کےا

وں۔ /مسان  ا ہ  ی   5 4 3 2 1 سوخ 

ی   .36
 
ئ پ  ھوڑ د ا چ  کرن  ں  ی 

 
ش
 
کوش علق عملی 

ل کے من 
وں۔ /مسان  ا ہ  ی  پ   5 4 3 2 1 د

ی  .37
 
ئ کر لی  ول 

 
کر ف ھ  ا سمچ  کی رص  کو اللہ  ل 

وں۔ /مسان  ا ہ  ی   5 4 3 2 1 لی 

ے۔   .38 ا ہ  ھوڑ دن  ا چ  کرن  ی ار 
 
 5 4 3 2 1 دوسروں پ ر اعی

زہ   .39
 
اپ کا ج  ے جالات  لن  ے کے  ھن  مچ 

س
کمل طور پ ر 

م
کو  ل 

مسان 

ی
 
ئ وں۔ /لی  ا ہ  ی   لی 

1 2 3 4 5 

ی  .41
 
ات ے ج 

لن  ی مدد کے 
 
اس روجات روں کے ن  ی 

 
ف
 
ی روں ف وں۔ /ت  ا ہ  ن  ا  5 4 3 2 1 ج 

ی  .41
 
کرت کا مظالغہ  ات وں  کی  علق 

ل سے من 
ے مسان 

ن  پ  وں۔ /ا ا ہ   5 4 3 2 1 کرن 

ی  .42
 
کرت ورہ  وں۔ /دوسروں سے مس  ا ہ   5 4 3 2 1 کرن 

ی  .43
 
کرت لکا  ھ ہ  کا ت وچ  کر دل  وں۔ /ت ول  ا ہ   5 4 3 2 1 کرن 

ی  .44
 
کرت ھروسہ  دپ ر پ ر ب 

ق 
ی ن 
 
ئ وں۔ /اپ  ا ہ   5 4 3 2 1 کرن 

ی  .45
 
ات ی  ہ پ  ای  س 

 
کا ن د  ی 

 
ق
 
ن کو پ  پ 

ٓ
ے ا ن  پ  وں۔ /ا ا ہ  ن  ا ی   5 4 3 2 1 پ 

ی  .46
 
ئ کر لی  ہ  ھوی  مچ 

س
وں۔ /جالات سے  ا ہ  ی   5 4 3 2 1 لی 

ی  .47
 
ی ماض

 
کرت اد  کو ن  ت 

 
ھے وف چ  وں۔ /کے ا ا ہ   5 4 3 2 1 کرن 

ی  .48
 
د رکھئ کی امی  ے 

 
ون ما ہ  زہ روں  عخ 

ی م
 
کوت ں  ی می 

 
ات س  وں۔ /پ رن  ا ہ   5 4 3 2 1 رکھی 

ی  .49
 
کھات ت 

 
ے وف ت ن 

 
وں۔ /وف ا ہ  ن   5 4 3 2 1 کھا

ے۔   .51 ا ہ  کر دن  کم  ا  لی  ا ج   5 4 3 2 1 لوگوں سے ملی 

ی  .51
 
د رکھئ می 

ُ
کی ا کی طرف سے مدد  دا  ں ج  ی می 

 
ات س  وں۔ رکھی  /پ رن   5 4 3 2 1 ا ہ 

کا   .52 کی ذمہ داری  کو ان  راد 
 
ہ اف علق 

و من 
 
و ت لہ ہ  ی مسی 

 
کوت اگر 

ی
 
وں۔ /اجساس دلات ا ہ  ن   دلا

1 2 3 4 5 

ی  .53
 
کروات د  غق 

لاد من  لِ می 
وں۔ /محق  ا ہ  ن   5 4 3 2 1 کروا

ی   .54
 
کرت ں  ہی 

کی پ رواہ ب  د  ی 
 
ق
 
ن کی پ  وں۔ /لوگوں  ا ہ   5 4 3 2 1 کرن 
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ات  ان  ی  اطلاق  پ 

ں  ہی 
ب 

ا ون   ہ 

الکل  ن 

ں ہی 
 ب 

ھ  کچ 

جد 

ک  ن 

ادہ ہت  زن  ب 

ادہ  زن 

ے ا  .55 لن  ے کے 
 
کرن ا  کا سامی  اسازگار جالات  ار  ن  ی  کو پ  پ 

ٓ
ے ا ن  پ 

ی
 
وں۔ /کرت ا ہ   کرن 

1 2 3 4 5 

وں۔   .56 ی ہ 
 
ئ پ  ں د ہی 

ی ت ب  م کو اہ  ں دوسروں  دگی می  ی زن 
 
ئ  5 4 3 2 1 اپ 

ی  .57
 
کرت ش 

 
کوش کی  ے  ر اعت ماد رکھن 

ُ
کو پ  پ 

ٓ
ے ا ن  پ  وں۔ /ا ا ہ   5 4 3 2 1 کرن 

ش    .58
 
کوش کی  ے 

 
کرن مدردی اور خوصلہ جاصل  دوسروں سے ہ 

ی
 
وں۔ /کرت ا ہ   کرن 

1 2 3 4 5 

ح   .59 ی دوسروں کے صچٹ 
 
کرت ورہ پ ر عمل 

وں۔ /مس  ا ہ   5 4 3 2 1 کرن 

ش    .61
 
کوش کی  ے 

 
کرن کو دور  امن وں 

ود ج  ں موخ  ی ذات می 
 
ئ اپ 

ی
 
وں۔ /کرت ا ہ   کرن 

1 2 3 4 5 

ی  .61
 
کرت ورہ  راد سے مس 

 
ار اف ل سے دوج 

ی سے مسان  ے ج 
ن  پ  وں۔ /ا ا ہ   5 4 3 2 1 کرن 

ش    .62
 
کوش کی  ے 

 
کرن ح 

 
کو دوسروں پ ر واص رہ 

 
ظ
 
طہ  ن ق 

 
ے ن ن  پ  ا

ی
 
وں۔ /کرت ا ہ   کرن 

1 2 3 4 5 

 

م ج 
 
ت
پ 
  (Quality of Life Questionnaire)حصہ 

ات:  ا۔ دای  کری ں۔ہ  اب  چ 
 
ٹ
کا اپ  واب  ح خ  ں سے صچٹ  ےا س می  ا ہ  گی  ھا  ں آپ سے ت وچ  ل سوالات می  ہ ذن  درج   می 

کا محسوس    .1 ہ  کس درج  کو  دگی  کی زن  ار  ے معی 
ن  پ  آپ ا

ں۔ ی  ے ہ 
 
 کرن

را 
ُ
ہت پ  را  ب 

ُ
ہ  پ  ھای  ہ اچ  ی 

را
ُ
 پ 

ھا ہت  اچ  ب 

ھا  اچ 

کس جد   .2 ی صخت  سے 
 
ئ ں۔آپ  اپ  ی  ن ہ 

 
طمی
م
ک  ر  ن  ی 

 
ہت غ ب 

ن
 
طمی
م

 

ر  ی 
 
غ

ن
 
طمی
م

 

ہ  ی 

ن 
 
طمی
م

ر  ی 
 
ہ غ ی 

ن
 
طمی
م

 

ن
 
طمی
م

ہت   ب 

ن
 
طمی
م

 

د ات: ب ۔ہ  ں  ای  می 
 
ن وں
 
ق ار ہ  ھلے ج  چ 

 
کا  ب ں سے آپ  کہ ان می  ے  ا ہ  ا رہ  ھا ج  ں ت وچ  ارے می  ی زوں کے ن  ضوص چ 

 
ں آپ سےمح ل سوالات می  ہ ذن  درج  می 

ے۔ وا ہ  ری ہ ہ  خ 
 
ک ب  کس جد ن 
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ات  ان  ی  الکل  پ  ن 

ں ہی 
 ب 

بھوڑا 

ہت   ب 

ی ج
 
ات د درمی 

ک  ن 

ہت  ب 

ادہ  زن 

ہت  ب 

ی   ہ 

ادہ  زن 

ی درد آپ کے آپ  .3
 
سمات کہ ج  ں  ی  کرنے ہ  ک محسوس  کس جد ن 

ا آپ   کرن  کا  س  ے ج  ی ہ 
 
ئ
 
ی ں رکاوٹ پ  ے می 

 
کرن کام  ے وہ  لن 

ے۔ اہ  ون  روری  ہ 
 
ے ص لن   کی 

1 2 3 4 5 

ی   .4 ک طئ  کس جد ن  کو  ے آپ  لن  گی کے  ی 
کی اداپ  کاموں  روزمرہ 

ے۔ رورت پ ڑتی ہ 
 
کی ص  علاج 

1 2 3 4 5 

ک   .5 کس جد ن  ں۔آپ   ی  ے ہ 
 
ون دوز ہ  دگی سے  لطف ان  ی زن 

 
ئ  5 4 3 2 1 اپ 

ں۔ .6 ی  کرنے ہ  ی محسوس 
 
امعئ کو ن  دگی  ی زن 

 
ئ ک اپ  کس جد ن   5 4 3 2 1 آپ    

ل   .7 ان  ے کے ف 
 
کرن ہ مرکوز  وج 

 
کو ت ے آپ  ن  پ  ک ا کس جد ن  آپ    

ں۔ ی  ے ہ  ھن  مچ 
س

 

1 2 3 4 5 

وظ    .8
 
ک محق کس جد ن  کو  ے آپ  ن  پ  ں ا دگی می  آپ    روزمرہ زن 

ں۔ ی   کرنے ہ 

1 2 3 4 5 

ہ   .9 دای  ک صخت می 
کس جد ن  کا طن عی ماخول  آپ کے اردگرد 

ے۔   ہ 

1 2 3 4 5 

ات:ج۔  دای  ں  ہ  می 
 
ن وں
 
ق ار ہ  ھلے ج  چ 

 
کا  ب ں سے آپ  کہ ان می  ے  ا ہ  ا رہ  ھا ج  ں ت وچ  ارے می  ی زوں کے ن  ضوص چ 

 
ں آپ سےمح ل سوالات می  ہ ذن  درج  می 

ں۔ ی  ے ہ  ل رہ  ان  ے کے ف  ن  پ  ام د چ 
 
ی سے اب وش اسلوت 

 
کس جد خ

ات  ان  ی  ں پ  ہی 
الکل ب  ھوڑا  ن 

 
ب

ہت   ب 

ی جد 
 
ات درمی 

ک  ن 

 
ً
عموما

ر  اکی 

کمل 
م

 طور پ ر

ی محسوس    .11
 
ات اسب توان  ے می 

لن  دگی کے  ا  آپ روزمرہ زن  کی 

ں۔ ی   کرنے ہ 

1 2 3 4 5 

کل وضورت   .11
ی ش 
 
سمات ری  ج  اہ 

 
ی ط
 
ئ ے اپ  لن  ا  آپ کے  کی 

ے۔ ن ول ہ 
 
لِ ف ان   ف 

1 2 3 4 5 

ے   .12 لن  ات ت وری کے رورن 
 
ی ص

 
ئ اس اپ  ا  آپ کے ن  کی 

ے۔ ود   ہ  ہ موخ  ی ش  اسب پ 
 می 

1 2 3 4 5 

ی     .13
 
ئ
 
کی علق 

ے سے من 
 
گزارن دگی   کوروزمرہ زن  آپ  

ں۔ ی  اب  ہ  ی 
 
 معلومات  دسی

1 2 3 4 5 
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ات  ان  ی  ں پ  ہی 
الکل ب  ھوڑا  ن 

 
ب

ہت   ب 

ی جد 
 
ات درمی 

ک  ن 

 
ً
عموما

ر  اکی 

کمل 
م

 طور پ ر

ں۔  .14 ی  ک می سر ہ 
کس جد ن  ع 

 
ح کے مواف

 
رب
 
ق
رون  کو سی   5 4 3 2 1 آپ 

ے   .15 لن  ک ج  کس جدن  ی طور پ ر 
 
سمات ے اردگرد ج 

ن  پ  آپ ا

ں۔  ی  ل ہ  ان 
ے کے ف 

 
ھرن  ب 

     

ات:د۔  دای   ہ 
 
کہ ب ے  ا ہ  گی  ھا  ں آپ سے ت وچ  ل سوالات می  ہ ذن  درج  کس می  ہلووں کے خوالے سے  لف ب  ی 

 
دگی کے مچ ی زن 

 
ئ ں آپ  اپ  می 

 
ن وں
 
ق ھلے دو ہ  چ 

ں۔ ی  ے ہ  کر رہ  ن  محسوس 
 
طمی
م
ا  ھا ن  در اچ 

 ف 

ات  ان  ی  ی  پ 
 
ن ہات اپ 

ر  ی 
 
غ

ن
 
طمی
م

 

ر  ی 
 
غ

ن
 
طمی
م

 

ہ  ی 

ن 
 
طمی
م

ر  ی 
 
ہ غ ی 

ن
 
طمی
م

 

ن
 
طمی
م

ی   
 
ن ہات اپ 

ن
 
طمی
م

 

ں۔  .16 ی  ن ہ 
 
طمی
م
ک  کس جد ن  د سے  ی  ی 

ی پ 
 
ئ  5 4 3 2 1 آپ اپ 

کی  .17 ے 
 
کرن کام  ی روزمرہ  

 
ئ کس  آپ اپ  صلاخی ت سے 

ں۔ ی  ن ہ 
 
طمی
م
ک   جد ن 

1 2 3 4 5 

کس جد   .18 کی صلاخی ت سے  ے 
 
کرن کام  ی  

 
ئ آپ اپ 

ں۔ ی  ن ہ 
 
طمی
م
ک   ن 

1 2 3 4 5 

ں۔  .19 ی  ن ہ 
 
طمی
م
ک  کس جد ن  ی ذات  سے 

 
ئ  5 4 3 2 1 آپ  اپ 

ں۔  .21 ی  ن ہ 
 
طمی
م
ک  کس جد ن  ات سے  علق 

ے ن  ن  پ   5 4 3 2 1 آپ ا

ن    .21
 
طمی
م
ک  کس جد ن  دگی سے  سی زن 

 
ی ی  ج 

 
ئ آپ اپ 

ں۔ ی   ہ 

1 2 3 4 5 

ے والے والی مدد سے     .22 وں  سے ملن 
 
ے دوسن ن  پ  آپ ا

ں۔ ی  ن ہ 
 
طمی
م
ک   کس جد ن 

1 2 3 4   5 

کس جد   .23 گہ کے  جالات  سے  کی ج  ش 
 
ان ی رہ 

 
ئ آپ اپ 

ں۔ ی  ن ہ 
 
طمی
م
ک   ن 

1 2 3 4   5 

ک   .24 کس جد ن  ی  سے 
 
ک رسات ی سہولن وں ن  آپ طئ 

ں۔ ی  ن ہ 
 
طمی
م

 

1 2 3 4   5 

ن   .25
 
طمی
م
ک  کس جد ن  ت سے 

 
ع آمدورف

ن  ے ذرا ن  پ  آپ ا

ں۔ ی   ہ 

1 2 3 4   5 
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ات  ان  ی  ی  پ 
 
ن ہات اپ 

ر  ی 
 
غ

ن
 
طمی
م

 

ر  ی 
 
غ

ن
 
طمی
م

 

ہ  ی 

ن 
 
طمی
م

ر  ی 
 
ہ غ ی 

ن
 
طمی
م

 

ن
 
طمی
م

ی   
 
ن ہات اپ 

ن
 
طمی
م

 

ں   .26 ی  ے ہ  ن  ہ  کار ر کا ش  ی اجساسات 
 
ف
 
ک من کس جد ن  آپ  

رہ۔ ی 
 
سردگی وغ

 
ی اور اق

 
ات س    مات وسی،پ رن 

ً
لا
ں می  ی   ہ 

1 2 3 4   5 

 

م 
 
ش

 
 being Scale) -(Psychological Wellحصہ ش

ات:  دای  و آپ کےہ۔ہ  ں۔  خ  ی  علق ہ 
ں کے من  ی  ے ہ 

 
کرن ا محسوس  کسی  ں  ارے می  دگی کے ن  ی زن 

 
ئ ل سوالات آپ اپ  ہ ذن  درج  کی  می  ان  ی  س پ 

ُ
ا

ں۔ ی 
ان لگاپ  س 

 
س پ ر ن

ُ
و ا ا ہ  کرن  ری ن غکاسی 

ہی    ب 

ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
ق
 
 من

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا 
 
ب

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا  
 
ب

ق
 
ق
 
 من

کسی 

جد 

ک   ن 

ق
 
ق
 
 من

کمل 
م

ق
 
ق
 
 من

ے   .1 ن 
پ  ے والا ما ن  ہ  ا ے والا اور ج 

 
کرن ی ت  ھے مچ ر  لوگ مچ 

 
ادہ پ زن 

ں۔ ی   ہ 

1 2 3 4 5 6 

وں  .2 ی ہ 
 
ا/کرت کرن  ں محسوس   می 

ً
رے جالات   عموما کہ می 

ں۔ ی  ں ہ  ات و می 
رے ف   می 

1 2 3 4 5 6 

رہ   .3
 
رے داپ و می  ں خ  ہی 

ن ب  ی 
 
وق
 
کا /کی س کاموں  ں ان  می 

لای ں۔ ھی  کو ب  ار  ی 
 
ی
 
 اج

1 2 3 4 5 6 

وش   .4
 
و خ
 
وں ت ا ہ  ر ڈالی 

 
ظ
 
ی پ ر ن

 
کہات کی  دگی  ی زن 

 
ئ ں اپ  ب می  چ 

ں۔ دلی  ں  ن  ی 
کروپ  ے 

 
شظرح جالات ن وں ج  ا ہ  ون   ہ 

1 2 3 4 5 6 

رار رکھ   .5
 
کو پ رف ات  علق 

ی ن  ئ  رپ 
 
کل اور ف

ے مش  لن  رے  ا می  ی 

ے۔ کن ہ   مات وس 

1 2 3 4 5 6 

ا وہ   .6 ں ڈرن  ہی 
کت ھی ب  ہار سے 

 
الات کے اظ ی 

 
ے خ
ن  پ  ں ا می 

وں۔ ی ہ  لف ہ  ی 
 
الات سے مچ ی 

 
ر لوگوں کے خ

 
ادہ پ  زن 

1 2 3 4 5 6 

ا   .7 ن  ا ی /ج 
 
ات ھک ج 

 
ر ب دگی  سےاکی  اتِ زن  رورن 

 
ں روزمرہ ص  6 5 4 3 2 1می 
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ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
ق
 
 من

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا 
 
ب

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا  
 
ب

ق
 
ق
 
 من

کسی 

جد 

ک   ن 

ق
 
ق
 
 من

کمل 
م

ق
 
ق
 
 من

وں۔   ہ 

ی    .8 ں سوخ  ہی 
ع ب 
 
ں واف ارے می  ل کے ن  ی 

 
ق
ں مشن  ی می 

 
ئ ا/سوخ 

وں۔  ی ہ 
 
ئ ی  ا/ج  ی ی  ر روز ج  کو ہ  دگی  ی زن 

 
ئ  اور اپ 

1 2 3 4 5 6 

ی ت محسوس    .9
 
ر اعت ماد اور می

ُ
ں پ  ارے می  ے ن 

ن  پ  ں ا  می 
ً
عموما

وں۔ ی ہ 
 
ا/کرت  کرن 

1 2 3 4 5 6 

د   .11 ی  رے خ  کہ می  ون  کن  وں  ی ہ 
 
ا /کرت کرن  ن ہا محسوس  ر پ 

ں اکی  می 

اں  ی  اپ  س  کری ں اور پ رن 
 
ی ف
 
ئ ں اپ  ن سے می  ں ج  ی  دوست ہ 

وں ی ہ 
 
ئ
 
ی
اپ  ا/ ن  ی 

 
ی
اپ   ۔ن 

1 2 3 4 5 6 

ں   .11 ہی 
ر ب 
 
اپ ن صلے دوسروں کے عمل سے می 

 
رے ف می 

ے۔
 
ون  ہ 

1 2 3 4 5 6 

ادہ   .12 ھ زن 
 
کی ساب ماغت اور اردگرد کے لوگوں  ی چ 

 
ئ ں اپ  می 

وں۔ ی ہ 
 
ا/رکھئ ں رکھی  ہی 

ت ب   
ف
 
 مواف

1 2 3 4 5 6 

13.   
ً
ل عموما ی 

 
ق
کہ مشن  ون  کن  وں،  ی ہ 

 
ا/رکھئ ر رکھی 

 
ظ
 
ں جال ی ہ ن می 

ے۔ اہ  ن  کلات لا
ے مش  لن  رے   می 

1 2 3 4 5 6 

ں   .14 دگی می  ی زن 
 
ئ کو اپ  کہ دوسروں  ے  ا ہ  ون  ھے محسوس ہ  مچ 

ے۔ واہ  ادہ جاصل ہ  ھ زن  کچ  لے  ن  ا
رے مق   می 

1 2 3 4 5 6 

گو سے   .15
ی 
 
گق می 

اہ  ھ ن 
 
کی ساب گھر والوں  وں اور 

 
ں دوسن می 

وں۔ ی ہ 
 
وت ا /ہ  ون  دوز ہ   لطف ان 

1 2 3 4 5 6 

ں    .16 ارے می  رے ن  کہ لوگ می  وں  ی ہ 
 
ئ ا/رہ  ی  ان رہ  س  ں پ رن  می 

ں۔ ی  ےہ  ن  ا سوخ   کی 

1 2 3 4 5 6 

ھی طرح سے   .17 ی اچ 
 
کاف کو  کی زمےدارت وں  ی روزمرہ 

 
ئ ں اپ  می 

وں۔ ی ہ 
 
ا/کرت کرن   ت ورا 

1 2 3 4 5 6 

ں    .18 ہی 
ں ب  ی 

 
ش
 
کوش کی  ی 

 
کرت کام  وں سے 

 
ے طرن ق ن 

پ  ں  می 

ے۔ ھی ہ  ے سے اچ 
 
ن ق دگی اسی طر ری زن  ی ۔می 

 
ا/کرت  کرن 

1 2 3 4 5 6 
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ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
 منق

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
 منق

بھوڑا 

ر  ی 
 
غ

ق
 
 منق

بھوڑا  

ق
 
 منق

کسی 

جد 

ک   ن 

ق
 
 منق

کمل 
م

ق
 
 منق

ی ذات  .19
 
ئ ے اپ  لن  رے  ادہ می  دی سے زن  امی 

کی رص  دوسروں 

ے۔ روری ہ 
 
اص ون  طمعن ہ 

م
 سے 

1 2 3 4 5 6 

ے۔ .21 ا ہ  ون  ھ محسوس ہ  کا ت وچ  ی ذمہ دارت وں 
 
ئ ر اپ  ھے اکی   6 5 4 3 2 1 مچ 

روری  .21
 
ا ص کرن  ے  رن  ے بخ 

ن 
پ  کہ  وں  ا ہ  ی  ی /سوخ 

 
ئ ں ی ہ سوخ  می 

ے  اور  ن  پ  کی سے  ا کہ آپ  ں  ی  کرنے ہ  ح 
 
و ی ہ واص ں، خ  ی  ہ 

ں۔ ی  ے ہ  ن  ں سوخ  ارے می  ا کے ن  ی   دپ 

1 2 3 4 5 6 

ر  .22 ی 
 
صد اور غ ے مق  ر ن  کام اکی  رے روزمرہ کے  ھے می  مچ 

 
 
ں۔ص ی  ر آنے ہ 

 
ظ
 
 روری ن

1 2 3 4 5 6 

ں۔ .23 ی  د ہ  سی  ہلو ن  ہت سے ب  صی ت کے ب 
 
ح
 
ی س
 
ئ ھے اپ   6 5 4 3 2 1 مچ 

ب  .24 ں، چ  ھے سن سکی  و مچ  ں خ  ہی 
ادہ لوگ ب  اس ذن  رے ن  می 

و۔  کرتی ہ  ں ن ات   می 

1 2 3 4 5 6 

ا/کرتی  .25 کرن  ش 
 
کوش کی  ے 

 
ون ر ہ 

 
اپ ں ان لوگوں سے می  می 

وں۔ ے ہ  الات رکھن  ی 
 
وط خ ن 

 
و مص وں، خ   ہ 

1 2 3 4 5 6 

ی می   .26
 
ئ
ے وافعی اپ 

 
ں ن کہ می  وں  ی ہ 

 
ئ ا /سوخ  ی  ر سوخ 

ں اکی 

ے سالوں  ن  پ  ی ا
 
کوت سان 

 
ی ت ان

 
حی
 
ی ب
 
ئ
 
ی کی ج  ں  ہی 

ی ب 
 
رف
 
پ

ے۔ ا ہ  کر سکی  ں   می 

1 2 3 4 5 6 

ں   .27 دگی می  ں زن  کہ می  ی 
 
ا/سکئ کر سکی  ں  ہی 

ن ب  عی 
ر ن  ہی  ں ب  می 

وں۔ ی ہ  ا /رہ  کر رہ  ش 
 
کوش کی  ے 

 
کرن ا جاصل   کی 

1 2 3 4 5 6 

ں .28 ی  کی ہ  اں  لطی 
ھ ع  کچ  ں  ی می 

 
ے ماض

 
ں ن ں   می  کن می  لی 

وا۔ ے ہ  لن  کی  ھے 
چ  وا ا و سب ہ  کہ خ  ے  ا ہ  کی  ے محسوس  

 
 ن

1 2 3 4 5 6 

ری ن  .29
ہی  کا ب  ی 

 
ی معملات اور آمدت

 
ے ذات ن  پ   ا

ً
ں عموما می 

وں۔ ا/کرتی ہ  کرن  عمال 
 اسن 

1 2 3 4 5 6 

ا/کرتی بھی  .31 کرن  ا  کی  ن  عی 
کا ن  اصد  ے مق  لن  ے  ن  پ   ا

ً
ں عموما می 

ے۔ ی سا ہ  ے ج 
 
کرن ع 

ن  ا ت ص 
 
کن اب ی ہ وف  لی 

1 2 3 4 5 6 
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ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
ق
 
 من

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا 
 
ب

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا  
 
ب

ق
 
ق
 
 من

کسی 

جد 

ک   ن 

ق
 
ق
 
 من

کمل 
م

ق
 
ق
 
 من

ے   .31
 
ں ن اں می  ی  اپ  کامی  و  وں خ  ی ہ 

 
وت ا/ہ  ون  ی مات وس ہ 

 
کئ ں  می 

ں۔ کی  ں جاصل  دگی می   زن 

1 2 3 4 5 6 

اس   .32 لے دوسروں کے ن  ن  ا
رے مق  کہ می  ے  ا ہ  ھے لگی  مچ 

ں۔ ی  ادہ دوست ہ   ذن 

1 2 3 4 5 6 

ت   .33  
ن ف
 
کو خق ن 

ُ
ے اور ا ی ری ں سوچ  دت 

کی ن  ل  ی 
 
ق
ں مشن  می 

وں۔  ی ہ 
 
وت ا/ہ  ون  دوز ہ  ے سے لطف ان 

 
ان ی   پ 

1 2 3 4 5 6 

ری   .34 ا لوگ می  ی  ں اپ  کہ می  گے 
ی  ی 
کرپ  ان  ی  کو اشظرح پ  صی ت 

 
ح
 
س

وں۔ ی ہ 
 
ا/کرت کرن  د  سی  ا ن 

ی 
 
ی
اپ  ھ ن 

 
کی ساب ت دوسروں 

 
 وف

1 2 3 4 5 6 

ے وہ عام   .35 اہ  وں ج  ر اعت ماد ہ 
ُ
ں پ  الات می  ی 

 
ے خ
ن  پ  ں ا می 

وں۔ ت کے پ رعکس ہ   
ف
 
 مواف

1 2 3 4 5 6 

ی   .36
 
ا/کرت کرن  عمال 

کا اشظرح اسن  ت 
 
دی سے وف لمی 

ں غق  می 

کی س  کرسکوں ج  کام  ر وہ  کہ ہ  وں  ے۔ ہ  رورت ہ 
 
 ص

1 2 3 4 5 6 

ر    .37
 
ے آچ کی ہ  ی 

 
رف
 
ہت پ ے ب 

 
ں ن کہ می  ے  ھے اجساس ہ  مچ 

ے۔ ی ہ 
 
ا/کرت کرن  ی سے  سان ج 

 
ک ان  کار ان 

1 2 3 4 5 6 

ں ت ورا    .38 ہی 
ب  ھے اُ

 
ب ے  کن  ے طے  لن  ے  ن  پ  ے ا

 
ں ن اصد می  و مق  خ 

وں۔ ی ہ  ا/رہ  اب رہ  کامی  ں  ے می 
 
 کرن

1 2 3 4 5 6 

خ    .39
 
کا ب وں 

 
ن
 
راعت ماد اور سرگرم رس

ُ
ھ پ 
 
کی ساب ھے دوسروں  ری ہ مچ 

ے۔ ں ہ  ہی 
 ب 

1 2 3 4 5 6 

کل   .41
ے مش  لن  رے  ہار می 

 
کا اظ الات  ی 

 
ے خ
ن  پ  خث ا

 
دوران ب

ے۔  ہ 

1 2 3 4 5 6 

ے کے   .41
 
کرن کام  ے  ن  پ  ھے ا ں مچ  ن می  ے جالات ج  ن 

پ  ں  می 

ں  ہی 
دوز ب  وں سے لطف ان  ے ہ  لن  د ے ن 

 
ن ق ے طر

 
پ ران

وں۔ ی ہ 
 
وت ا/ہ  ون   ہ 

1 2 3 4 5 6 

کن   .42 ں لی  ی  ے ہ  ن  پ  گزار د صد 
ے مق  دگی ن  ھ لوگ ساری زن   6 5 4 3 2 1کچ 



354 

 

 

ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
ق
 
 من

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا 
 
ب

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا  
 
ب

ق
 
ق
 
 من

کسی 

جد 

ک   ن 

ق
 
ق
 
 من

کمل 
م

ق
 
ق
 
 من

ن 
ُ
ں ا وں۔می  ں ہ  ہی 

ں سے ب   می 

ا   .43 ی  ں سوخ  ی  ی ت ہ 
 
ں می ارے می  ی ذات کے ن 

 
ئ ں اپ  می 

ے 
 
کرن ں محسوس  ارے می  ے ن 

ن  پ  ہت سے لوگ ا ی ساب  ج 

ں۔ ی   ہ 

1 2 3 4 5 6 

ں   .44 و می 
 
وں ت ق ہ 

 
ق
 
ر من ی 

 
گھر والے غ رے دوست اور  اگر می 

وں۔ ی ہ 
 
ئ ا/لی  ی  ے ن دل لی 

 
ی ران

 
ئ ر اپ   اکی 

1 2 3 4 5 6 

ی    .45 ے، پ 
کھن  دگی مسلسل شی  ے زن  لن  رے  ے  می  دن لی اور آگے پ ڑھن 

ے۔  کا عمل ہ 

1 2 3 4 5 6 

دگی   .46 ے زن 
 
ں ن کہ می  وں  ا ہ  کرن  ت ھی محسوس 

ک کت ھی  ں  می 

ے۔ ن 
 
ی ہ  ا ا ج  کرن  گو  ے  ا ہ  کر لی  ھ  کچ  ں وہ سب   می 

1 2 3 4 5 6 

وں پ ر اعت ماد    .47
 
ے دوسن ن  پ  ں ا کہ می  وں  ا ہ  ی 

 
اپ ں ج  می 

ھ پ ر  کہ وہ مچ  ں  ی  ے ہ 
ن 
پ  ا ھی ج 

وں، اور وہ ب  ی ہ 
 
ا/سکئ کرسکی 

ں۔ ی  ے ہ  کرسکن   اعت ماد 

1 2 3 4 5 6 

کو   .48 ان 
ً
ں عموما کن می  ھے لی 

 
ب ڑھاو  ار چ  ن  ے ا ن  پ  ی کے ا

 
ماض

گی۔
ون  اہ  گا/ج 

ون  اہ  ں ج  ہی 
ا ب  کرن  ل  ی دن   پ 

1 2 3 4 5 6 

ھے   .49 ومچ  ے خ  کل ہ 
ا مش  ی  پ  ی ب د رپ 

 
کو پ دگی  ی زن 

 
ئ ے اپ  لن  رے   می 

ی دے سکے۔
 
وس
 
 خ

1 2 3 4 5 6 

ری   .51 ہی  اں اور ب  لی  ی دن  ں پ  دگی می  ی زن 
 
ئ ی عرصے سے اپ 

 
کاف ں  می 

ا کررہ  ش 
 
کوش کی  ے 

 
وں۔لان ی ہ   /رہ 

1 2 3 4 5 6 

کاروں   .51 ف 
 
وں اور واف

 
ے دوسن ن  پ  لہ ا ان 

ا مق  ی  ں اپ  ب می  چ 

ھا محسوس   ں اچ  ارے می  ے ن 
ن  پ  ں ا و می 

 
وں ت ی ہ 

 
ا/کرت کرن  سے 

وں۔ ی ہ 
 
ا/کرت  کرن 

1 2 3 4 5 6 

ا   .52 کی  ں  کہ می  وں  ی ہ 
 
ا/کرت کرن  ی اصلاح اس سے 

 
ئ ں اپ  می 

ے  ن  ا سوخ  کی  کی لوگ  ے اس 
 
ان چ  وں ب  ی ہ 

 
ئ ا/سوخ  ی  سوخ 

1 2 3 4 5 6 



355 

 

 

ات  ان  ی  کمل   پ 
م

ر  ی 
 
غ

ق
 
ق
 
 من

ھ  کچ 

جد 

ک  ن 

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا 
 
ب

ر  ی 
 
غ

ق
 
ق
 
 من

ھوڑا  
 
ب

ق
 
ق
 
 من

کسی 

جد 

ک   ن 

ق
 
ق
 
 من

کمل 
م

ق
 
ق
 
 من

ں۔ ی   ہ 

ے م   .53
 
ان ی  دگی پ  گھر اور طرززن  ش کے مظات ق  واہ 

 
ی خ
 
ئ ں اپ  ی 

وں۔ ل ہ  ان   کے ف 

1 2 3 4 5 6 

ی ری ں   .54 دت 
ی ن 
 
ئ
کو پ  سان 

 
کار ان ری ہ  خ 

 
کسی ب ں  کہ می  ے  ی ہ سچ ہ 

ی ۔
 
ا/سکئ ں سکھا سکی  ہی 

 ب 

1 2 3 4 5 6 

 

م 
ت 
 
ف  (Beck Depression Inventory)حصہ ہ 

ات:   دای  ں د۔ ہ  ل می  و لوگوں کے اج  21درج ذن  ں خ  ی  ات ہ  ان  ی  کی پ  ے طرح  من  ان کے سا ی  ر پ  ں۔  ہ  ی  علق ہ 
ادات سے من  ق 

 
  4ساسات اور اعن

ں۔ ی 
ان لگاپ  س 

 
س کے ن

ُ
ے ا ا ہ  کرن  ان  ی  ح پ  ے کے اخوال صچٹ  ن 

 
ق ت ہ ہ  گزس  کی  ان آپ  ی  و پ  ں سے خ  ں ان می  ی  ات ہ  ی 

 
 کن ق

1.  

ی ۔                         .1
 
وت ں ہ  ہی 

سردگی  محسوس  ب 
 
ھے اق مچ 

  

ے ۔                     .1 ی ہ 
 
وت سردگی  محسوس  ہ 

 
ھے اق                 مچ 

            

کل  .2
ی ت سے ن 

 
کن ق وں اور اس  ا ہ  ی  سردہ رہ 

 
ت اق

 
ر وف ں ہ  می 

ا۔                             ں سکی  ہی 
ب 

                                                

ی ت  .3
 
کن ق ی 

 
ئ ھ سے اپ  کہ مچ  وں  وش  ہ 

 
اخ ا ن  سردہ  ن 

 
ااق ی 
 
ں اپ می 

ی۔                        
 
وت ں ہ  ہی 

ت ب                                                     پ رداس 

2.  

ں  .1 ارے می  ل  کے ن  ی 
 
ق
ے مشن  ن  پ  اص طور پ ر ا ں ج  می 

ں۔  ہی 
    مات وس ب 

وں۔              .1 ں مات وس ہ  ارے می  ل  کے ن  ی 
 
ق
ے مشن  ن  پ  ں ا می 

          

ھ  .2 کچ  ے  لن  رے  ں می  ل می  ی 
 
ق
کہ مشن  وں  ا ہ  کرن  ں محسوس  می 

ے۔  ں ہ  ہی 
ھی ب   ب 

ک .3 وں  ا ہ  کرن  ں محسوس  ے اور می  کن ہ  ھی مات وس 
ل ب  ی 

 
ق
ہ مشن 

ی۔                                                     
 
وسکئ ں ہ  ہی 

ر ب  ہی  ی ہ ضورتِ جال ب 

 
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3.

ا ۔                                .1 کرن  ں  ہی 
کام محسوس ب  ا  ں  ن  می 

 

کی  .1 سان 
 
ک عام اوشط ان ں ان  کہ می  ے  ھے اجساس ہ  مچ 

وں۔    ا ہ  کر رہ  کام  ادہ  شی ت زن 
 
                                        ن

 

ہت  .2 ھے ب  و مچ 
 
وں ت ا ہ  ر ڈالی 

 
ظ
 
دگی پ ر ن ت ہ ززن 

گزس  ی 
 
ئ ں  اپ  ب می  چ 

ں۔                                                    ی  ی ہ 
 
ئ پ  ی د

 
اں دکھات اکامی  سی ن 

 

وں۔                     3. ص ہ 
 
ح
 
کام س ا  الکل ن  ں ن  کہ می  ے  ا ہ  ون  ت وں محسوس ہ 

  

4.

ھ .1 ے مچ  ی ہ 
 
ل / نسلی ملئ ی نسکی  ی ہ 

 
ئ
ں اپ  ی زوں می  ے چ 

کرتی بھی۔                                     ہلے ملا  ی ب 
 
ئ
 
ی ج 

 

وتی  .1 ی زوں سے مسرت جاصل ہ  ہلے چ  س طرح ب  ھے ج  مچ 

وتی۔  ں ہ  ہی 
                          بھی اب ب 

  

ی۔  .2
 
ں ملئ ہی 

ن ب  سکی 
 
ی ن
 
ف ن 
 
ی ز سے خق کسی چ  ھے                    اب مچ 

 

وں۔                   3    ی زار ہ  ن اور ت 
 
طمی
م
ر  ی 
 
ے سے غ ر س  ں ہ  .        می 

 

5.

ا۔                 .1 ھی  مچ 
س
ں  ہی 

ضواوار ب 
 
اص طورپ ر ف کو ج  ود 

 
ں خ می 

 

وں۔     .1 ا ہ  ھی  مچ 
س
ضواوار 

 
کوف ود 

 
ت خ

 
اصا وف کو ج  ود 

 
ں خ  می 

وں۔           .2 ا ہ  ی  کار رہ  کا ش  رم  ت اجساسِ چ 
 
ر وف
ی  ی ش  ں پ              می 

 

وں۔          3 ا ہ  ی  کار رہ  کا ش  رم  ت اجساسِ چ 
 
ر وف ں ہ   .     می 

 

6.

ھے سزا  .1 کہ مچ  وں  ا/کرتی ہ  کرن  ں  ہی 
ں ی ہ محسوس ب  می 

ے۔  ی ہ   مل رہ 

ھے سزا مل  .1 د مچ  ان  کہ س  وں  ا/کرتی ہ  کرن  ں ی ہ محسوس  می 

ے۔  ی ہ   رہ 

وں۔                           .2 ا ہ  کر ن  وفع 
 
کی ت ے 

 
ان ے ج 

ن  پ  ں سزا د می 

 

ے۔                          .3 ی ہ  ھے سزا مل رہ  کہ مچ  ے  ا ہ  ت وں لگی 

 
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7.  

وں۔                     .1 ں ہ  ہی 
ے آپ سے مات وس ب  ن  پ  ں ا می 

 

وں۔                            .1 ے آپ سے مات وس ہ  ن  پ  ں ا  می 

وں۔                           .2 ی زار ہ  ے آپ سے ت  ن  پ  ں ا می 

 

رت 3     
 
ق
 
ے آپ سے ن ن  پ  ھے ا ے۔.      مچ            ہ 

 

8.  

ھی دوسرے  .1 کسی ب  ں  کہ می  ا  کرن  ں  ہی 
ں محسوس  ب  می 

وں۔        ر ہ 
 
دپ رد سے ن 

 
 ف

                                              

ا  .1 کرن  د  ی 
 
ق
 
ن کو پ  ود 

 
لطن وں پ ر خ

کمزورت وں اور ع  ی 
 
ئ ں اپ  می 

وں۔             ہ 

ا  .2 ی  پ  کو الزام د ود 
 
ے خ لن  کی  لطن وں 

ی ع 
 
ئ ت اپ 

 
ر وف ں ہ  می 

ضو 
 
وں اور ف وں۔                               ہ  ا  ہ  ن  ھہرا

 
روار ب

 

کو ذمہ دار/  .3 ود 
 
کا خ ری ن ات 

ُ
ر پ  ی والی ہ 

 
وت ھ ہ 

 
ے ساب ن  پ  ں ا می 

وں۔ ا  ہ  ن  ھہرا
 
ضوروار ب

 
 ف

                                                                          

9.  

ال  .1 ی 
 
ی خ
 
کوت ی 

 
کوت ے کے 

 
کرن م 

ت 
 
کو خ ے آپ  ن  پ  ھے ا مچ 

ے
 
ں آن ہی 

 ۔     ب 

کن  .1 ے لی  ا ہ  ن  و آ
 
ال ت ی 

 
کا  خ ے 

 
کرن م 

ت 
 
کو خ ے آپ  ن  پ  ھے ا مچ 

گا۔                        کروں  ں   ہی 
س پ ر عمل ب 

ُ
ں ا می 

             

وں۔                            .2 ی ہ 
 
ئ ا ہ  ا ج  ی  پ  کر د م 

ت 
 
کو خ ود  

 
ں خ می 

 

ا۔          .3 کر ڈالی  م 
ت 
 
کو خ ے آپ  ن  پ  ں ا و می 

 
ا ت ع ملی 

 
ھے موف     اگر مچ 

                    

11.  

ی۔           .1
 
ا/روت ں رون  ہی 

ادہ ب  ں معمول سے ذن       می 

                     

وں۔           .1 ی ہ 
 
ا/روت ادہ  رون  شی ت اب  ذن 

 
کی ن ہلے  ں ب  می 

 

وں۔                  .2 ی  ہ 
 
ئ ی رہ 

 
ا/روت ی  ارہ  ت رون 

 
ر وف ں ہ  اب می 

 

ں  .3 ھی۔ اب  می 
 
ی ب
 
وت کی سکت ہ  ے 

 
ہلے رون ں ب  ھ می  مچ 

وں ب   اہ  ا ج  ا۔                         رون  ں رو سکی  ہی 
ھی ب  و ب 

 
ھی ت

 

11.  

وں۔           .1 وا ہ  ا ہ  ھلان  چ 
 
ھٹ
چ 
ڑا/ ڑچ  ادہ  چ  ں معمول سے  زن  می 

          

ا  .1 ق 
ا خ  وں ن  ا ہ  ن  ا ھلا ج  چ 

 
ھٹ
چ 
ادہ  شی ت زن 

 
کی ن ہلے  ں ب  اب می 

وں۔ ا ہ  ن  ا و ج   ہ 

وں۔                      .2 ا ہ  ی  ا رہ  ن  ڑا ڑچ  ت چ 
 
ر وف ں اب ہ  گ .3می  ی 

 
ی زوں سے پ ں ان چ  ں  می  ہلے می  ن سے ب  ا ج  ن  ں آ ہی 

ب 
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 ھا۔
 
ا ب کرن  ا  گ آن 

ی 
 
  پ

 

12.  

ی۔              .1
 
وت ں ہ  ہی 

م ب 
ت 
 
ی خ ری دلح سئ  ں می  دوسرے لوگوں می 

 

شی ت   .1
 
کی ن ہلے  ی اب ب  ری دلح سئ  ں می  دوسرے لوگوں می 

ے۔   ی ہ 
 
وگئ  کم ہ 

                                 

ے۔              .2 ا ہ  ھوڑ دن  ا چ  ی  ی لی  ں دلح سئ  ے اب لوگوں می 
 
ں ن   می 

 

ی۔                              .3 ں رہ  ہی 
ی ب  ی  دلح سئ 

 
کوت الکل   ں ن  ھے اب لوگوں می  مچ 

 

13.  

کی  .1 ے 
 
کرن ن صلے 

 
کی طرح ف ہلے  ھی ب 

ں اب ب  می 

وں۔    اہ  ی ت  رکھی  ل  اہ 

ادہ  .1 شی ت زن 
 
کی ن ہلے  کو ب  کی مرجلے  ی 

 
کرت ن صلہ 

 
ں اب  ف می 

وں۔ ا ہ  کرن  ار ملن وی   ن 

                                              

ھے  .2 ں مچ  ے می 
 
کرن ن صلہ 

 
شی ت  اب  ف

 
کی ن ہلے  ں ب  می 

ے۔                                      ی ہ 
 
ی ش آت واری پ 

 
ادہ دس زن 

 

ا۔                    .3 کرسکی  ں  ہی 
ن صلے ب 

 
ی ف
 
کوت الکل  د ن  ں مزن  اب می 

 

14.  

ا  .1 ی  پ  ی د
 
ر دکھات

 
د پ ہلے سے ن  ں ب  کہ می  ا  ں لگی  ہی 

ھے ب  مچ 

وں۔        ہ 

ں  .1 کہ می  ے  ی ہ 
 
ات س  ھے پ رن  ی مچ 

 
کل دکھات

د ش  اب ت وڑھا اور ن 

وں۔ ے لگا ہ  ن  پ   د

ں  .2 کل وضورت می 
ری ش  اہ 

 
ری ط ں می  ال می  ی 

 
رے خ می 

ے۔                               کی ہ  ی دن لی آج  ل پ 
ق 
مشن 

 

وں۔                 .3 ا ہ  ی  پ  ی د
 
کل دکھات

دش  ں ن  کہ می  ے  ن ہ  ی 
 
ھے ن ق مچ 

 

15.  

ا  .1 کر سکی  کام  ی سے  وش اسلوت 
 
کی طرح خ ہلے  ں ب  می 

وں۔        ہ 

ی   .1
 
ادہ  کوت ھے اب زن  ے مچ 

لن  ے کے 
 
کرن روع  کام س 

ے۔  ی ہ 
 
ا پ ڑت کرن  ش 

 
 کوش

ہت   .2 کو ب  ے آپ  ن  پ  ے ا
لن  ے کے 

 
کرن کام  ی 

 
کوت ھے  مچ 

ے۔                    ا ہ  ا پ ڑن  کرن  ور  ن  ل/مچ 
ش سے مان 

 
کوش

 

ا۔                                    .3 کر سکی  ں  ہی 
کام ب  الکل  ں ن  می 

 
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16. 

وں۔   .1 ا ہ  د سو سکی  ی  ی 
ھی پ  ں جسبِ معمول اچ                می 

 

ں۔                   .1 ہی 
ھی طرح ب  کی طرح اچ  ہلے  د اب ب  ی  ی 

ری پ  می 

 

ں معمول سے .2 وں اور 2-1می  ا ہ  ن  ا ھ ج 
 
ل اب ی 

 
ےف ن 
 
گھی

ی ش  کل پ 
ہت مش  ں ب  ے می 

 
ارہ سون دون 

ے۔                    آتی ہ 

ا  .3 ن  ا اگ ج  ہلے ج  ے ب 
ن 
 
گھی ی 

 
کئ ہلے کے معمول سے  ں ب  می 

ا۔       ں سو سکی  ہی 
ارہ ب  ھر دون  وں اور ب                                     ہ 

 

17. 

ا۔             .1 ھکی 
 
ں ب ہی 

ادہ ب  ں معمول سے ذن    می 

 

وں۔        .1 ا ہ  ن  ا ھک ج 
 
ہت ب شی ت ب 

 
کی ن ہلے  ں  ب    می 

 

وں۔   .2 ا ہ  ن  ا ھک ج 
 
ے سے ب

 
کرن رکام   ہ 

ً
ا ی  رپ 
 
ق
ں  ن  می 

    

ا۔ 3  کر سکی  ں  ہی 
کام ب  ی 

 
کرت کہ  وں  ھکا ہ 

 
ا ب ی 
 
ں اپ .می 

    

18. 

ں۔                     .1 ہی 
راب ب 

 
ھوک معمول سے چ ری ب  می 

 

کرتی  .1 وا  ی ہ 
 
ئ
 
ی ی ج  ں رہ  ہی 

ھی ب  ی اچ 
 
ئ
ھوک اب اپ  ری ب  می 

 بھی۔   

ے۔                           .2 ی ہ 
 
ھوک لگئ کم ب  ہت  ھے اب ب  مچ 

 

ی ۔                          .3
 
ں لگئ ہی 

ھوک ب  لکل ب  ھے اب ن  مچ 

 

19. 

را وزن   .1 ں می  ی می  وا۔                جال ہ  ں ہ  ہی 
کم ب  ادہ  ی زن 

 
کوت

 

ے۔                           .1 وا ہ  کم ہ  ڈ  چ ت ون 
 
ب ا را وزن ن   می 

ے۔                             .2 وا ہ  کم ہ  ڈ  را وزن دس ت ون  می 

 

ے۔      .3 وا ہ  کم ہ  ڈ  درہ ت ون  ی  را وزن پ        می 

کھا  .4 کم  ے  لن  ی کے 
 
کرت کم  کر وزن  ھ  ان ت وچ  ں ج  ا می  رہ 

وں۔        ہ 

 

21. 

ں  .1 ارے می  ی صخت کے ن 
 
ئ ادہ اپ  ں معمول سے زن  می 

ں۔  ہی 
د ب  کرمی 

 
 ف

ن ض .1
 
ا ف می ن 

 
ض دہ   ن دن دردی ں، ن 

ً
لا
کالن ف می  ی ن 

 
سمات ں ج  می 

وں۔                               د ہ  کر می 
 
ں ف ارے می  رہ کے ن  ی 

 
وغ

 
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وں  .2 د ہ  کر می 
 
ں ف ارے می  کالن ف کے ن  ی ن 

 
سمات ں ج  می 

ک ی ز  کسی اور چ  ادہ  ھے زن  ارے اور مچ  ی ن 

ں۔       ہی 
کی مہلت ب  ے 

ن  ں سوخ   می 

وں   .3 د ہ  کر می 
 
ں ف ارے می  کالن ف کے ن  ی ن 

 
سمات ی ج 

 
ئ ں اپ  می 

ں۔                                         ہی 
ی ب  ا ہ  ھی  ھ اور سوچ  کچ  کہ 

 

21. 

ں   .1 ی  می 
 
ئ ں  اپ  ی می  س ہ 

 
ی ں ج  ی می  ے جال ہ 

 
ں ن می 

ی دن لی محسوس  ی پ 
 
کوت ں  ی می  ی دلح سئ 

 
کوت

کی۔                    ں  ہی 
            ب 

ے۔                .1 ی ہ  کم دلح سئ  ں   س می 
 
ی ھے  ج  شی ت اب مچ 

 
کی ن ہلے   ب 

 

وں۔                  .2 ا ہ  ی  ی  لی  کم دلح سئ  ہت    ں ب  س می 
 
ی ں اب   ج  می 

 

ے۔                    .3 ی ہ 
 
وگئ م ہ 

ت 
 
الکل خ ی ن  ری دلح سئ  ں می  س می 

 
ی ج 

 
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Annxure- E 

Item-total correlation on main study data. 

Table 1 

Item-total Correlation of Beck Depression Inventory (N = 500) 

Item. No r Item. No r Item. No r 

1. .72** 9. .90** 17. .49** 

2. .81** 10. .82** 18. .30** 

3. .82** 11. .82** 19. .77** 

4. .58** 12. .97** 20. .33** 

5. .90** 13. .90** 21. .33** 

6. .68** 14. .89** 

7. .91** 15. .73** 

8. .94** 16. .66** 

Results in the Table 1 indicate that the magnitude of relationship of all the 

items with total score ranging from .30 to .97. The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 2 

Item-total Correlation of State Anger, anger control-in and anger control-out of 

ASCIP (N = 500) 

State Anger Anger Control-In Anger Control-Out 

Item. No r Item. No r Item. No r Item. No r 

2. .80** 15. .82** 16. .67** 21. .70** 

4. .97** 22. .68** 18. .82** 26. .67** 

6. .97** 57. .90** 36. .88** 30. .91** 

8. .97** 38. .87** 32. .77** 

10. .96** 40. .80** 53. .74** 

11. .96** 44. .92** 54. .80** 

12. .98** 46. .89** 

14. .96** 48. .89** 

Results in the Table 2 indicate that the magnitude of relationship of all the 

items with total score ranging from .68 to .98. The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 3 

Item-total Correlation of Informational, tangible, emotional, esteem and social 

network Support of Social Support Questionnaire Scale (N = 500) 

Informational 

Support  

Tangible 

Support 

Emotional 

Support 

Esteem 

Support 

Social Network 

Support  

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r Item. No r 

5. .58** 4. .56** 2. .32** 3. .86** 1. .79**

10. .71** 9. .66** 7. .44** 8. .37** 6. .65**

16. .56** 31. .78** 12. .83** 13. .44** 11. .71**

28. .65** 40. .78** 15. .63** 19. .47** 14. .44**

36. .62** 49. .85** 20. .35** 22. .76** 18. .71**

40. .54** 26. .34** 25. .80** 21. .45**

29. .82** 32. .80** 24. .52**

35. .66** 34. .82** 27. .77**

38. .77** 37. .76** 30. .85**

41. .57** 42. .77** 33. .82**

43. .83** 45. .63** 39. .74**

46. .66** 50. .82**

48. .80**

51. .79**

Results in the Table 3 indicate that the magnitude of relationship of all the 

items with total score ranging from .32 to .86. The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 4 
Item-total Correlation of Physical Functioning, psychological functioning, social 
relationships, environment and perception of quality of life of WHO Quality of life 
Questionnaire (N = 500) 

Physical 
functioning 

Psychological 
functioning 

Social 
Relationships Environment  

Perception of 
quality of life 

Item. No r Item. No r Item. No r Item. No r Item. No r 
3. .57** 5. .72** 19. .69** 8. .81** 1. .95**

4. .50** 6. .55** 20. .91** 9. .92** 2. .95**

10. .50** 7. .77** 21. .92** 12. .38** 
15. .70** 11. .77** 13. .92**

16. .87** 18. .50** 14. .92**

17. .81** 26. .66** 22. .72**

25. .68** 23. .39**

24. .92**

Results in the Table 4 indicate that the magnitude of relationship of all the 

items with total score ranging from .38 to .95. The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995).  
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Table 5 
Item-total Correlation of Environmental Mastery, self-acceptance, positive relations 
with others, purpose in life and personal growth of Psychological Well-Being 
Questionnaire (N = 500) 

Environmen
tal Mastery 

Self-
Acceptance 

Positive 
Relations 

with others Autonomy 
Purpose in 

Life 
Personal 
Growth 

Ite
m. 
No r 

Item
. No r 

Ite
m. 
No r 

Item
. No r 

Ite
m. 
No r 

Item
. No r 

2. .92** 6. .30** 1. .89** 9. .78** 8. .30** 3. .30**

7. .94** 15. .84** 5. .30* 13. .60** 12. .30** 17. .84**

11. .79** 18. .53** 10. .31* 22. .87** 21. .42** 20. .67**

16. .54** 24. .74** 14. .35** 27. .76** 26. .71** 25. .88**

19. .95** 34. .73** 23. .90** 30. .69** 29. .92** 32. .36**

28. .69** 39. .36** 31. .51** 42. .71* 32. .33** 40. .30** 
35. .96** 43. .84** 33. .79** 48. .46** 37. .72** 45. .84**

49. .70** 44. .61** 38. .91** 51. .79** 41. .92** 50. .88**

53. .93** 52. .85** 47. .90** 46. .47** 54. .42**

Results in the Table 5 indicate that the magnitude of relationship of all the 

items with total score ranging from .30 to .96.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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Table 6 

Item-total Correlation of active Focused Coping Strategies, Active Distracting 

Coping strategies, Avoidance - Focused Coping Strategies and Religious - Focused 

Coping of Coping Strategies Questionnaire (N = 500) 

Active 

Focused 

Coping 

Strategies 

Active Distracting 

Coping Strategies 

Avoidance - Focused 

Coping Strategies 

Religious - 

Focused 

Coping 

Strategies 

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r 

Item. 

No r 

3. .97** 7. .88** 1. .46** 36. .50** 2. .74**

5. .62** 8. .63** 4. .36** 38. .60** 6. .53**

23. .60** 13. .44** 10. .36** 44. .67** 9. .61**

29. .38** 14. .94** 11. .35** 45. .64** 15. .78**

39. .85** 17. .54** 12. .30** 46. .51** 19. .43**

41. .32** 21. .67** 16. .36** 47. .58** 25. .64**

42. .30** 35. .62** 18. .70** 50. .55** 32. .69**

52. .45** 43. .73** 20. .54** 56. .64** 34. .67**

54. .32** 49. .52** 22. .54** 37. .80**

55. .68** 24. .63** 40. .56**

57. .77** 26. .44** 48. .58**

58. .75** 27. .34** 51. .30**

59. .53** 28. .66** 53. .60**

60. .46** 30. .33**

61. .57** 31. .36**

62. .32** 33. .32**

Results in the Table 6 indicate that the magnitude of relationship of all the 

items with total score ranging from .30 to .97.  The recommended level of item total 

correlation is greater than 0.2 (Hisham et al., 2018; Streiner, Norman & Cairney, 

1995). 
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