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Abstract

This exploratory study aimed at developing and evaluating a disease-specific scale that
assessed specific psychological barriers that negatively affect self-care behaviours and
metabolic control of individuals with diabetes. The psychological barriers of interest
included psychological reactance, learned helplessness, and dysfunctional expectations of
behaviour change. The first phase of this research involved generating and selecting
items. Items were developed using 4 focus group sessions with individuals with diabetes
(7 men, 12 women). Participants were asked to report their emotional/behavioural
obstacles that they faced when trying to manage their diabetes. Of these, 74% of
participants were diagnosed with diabetes type 2, and 26% with diabetes type 1. The
generated items were submitted to a panel of 19 experts in a variety of professional fields
for review, rating, and revisions. There were 70 items chosen for further validation. The
second phase of the study involved a further selection of the items and an evaluation of
the reliability of the resulting measure. There were 169 participants (83 men and 86
women) in the study, which involved a completion of 5 questionnaires, including the
preliminary measure under investigation, height and weight measurement and most
recent A1C. Nine items with the best psychometric properties were selected for each of
the three subscales of the Psychological Barriers Inventory (PBI) on the basis of
interpretability, the frequency of endorsement, the exploratory factor analysis and the
phenomenological significance of each item. Convergent validity was deemed
acceptable. The third phase of the investigation involved evaluating test-retest reliability
of the PBI. Test-retest reliability was deemed acceptable for the subscales of Learned
Helplessness and Dysfunctional Expectations, and was below acceptable levels for the
subscale of Psychological Reactance. The findings indicated positive correlations
between the scores on the learned helplessness subscale and A1C. Negative correlations
between participants’ age and their scores on reactance and learned helplessness were
also found. The PBI was developed to be a clinical tool that can be used by health care
professionals helping individuals with diabetes make successful changes in their
behaviours.

viii



Acknowledgements

This dissertation is the result of three educational experiences: my undergraduate
work at McGill University, my graduate work at Dalhousie University and my internship
at the Queen Elizabeth II Health Sciences Centre. I am tremendously grateful to all my
clinical and research supervisors for providing encouragement and guiding me along the
way.

I am greatly indebted to my primary supervisor, Michael Vallis, for motivating
me, supporting my autonomy, and showing to me how my passion for clinical work may
be combined with conducting research in the field of health psychology. His manuscript
on psychological traps in diabetes was the source of inspiration for my doctoral research,
and I have been privileged to work with Michael in both research and clinical capacity.
His well-deserved reputation in the field of psychology of diabetes and connections in the
community helped this project run smoothly.

I am tremendously grateful to Brad Frankland for his indispensable guidance and
advice on methodology and statistical analysis. His incredible talents in teaching, his
patience and all the time that he puts in helping students deserve a special recognition.

I am very thankful to my internal supervisor Patrick McGrath for providing
constructive comments and helping me identify potential flaws in my methodology. It has
also been a great pleasure to have Sam Rowe on my committee. He brought to this
committee an invaluable expertise in endocrinology and diabetes.

I would like to acknowledge many others who helped with this work. I thank Jen
Dixon for her assistance in collecting and analyzing the data for my first study. I am
thankful to the Halifax Peer Support Group, the Dartmouth Peer Support Group, the
Insulin Pumpers, the Canadian Diabetes Association, the staff at the Queen Elizabeth II
Health Sciences Centre and many pharmacists in the HRM for providing me with
fantastic opportunities for participant recruitment. I am very grateful to my fellow
graduate students for taking time out of their own busy schedules to help me distribute
my posters. Most of all, I am tremendously indebted to all individuals with diabetes,
“experts” and physicians who gave time and support to this project.

This research was funded by the Queen Elizabeth II Health Sciences Centre. 1
received travel grants from the Canadian Diabetes Association and Dalhousie University
that allowed me to disseminate my research findings. As a graduate student, [ was
supported by Dalhousie University and Nova Scotia Health Research Foundation.

I thank Deanna Drahovzal for her diligent and thoughtful advice and comments
on my drafts. I have also greatly benefited from Nadine Rossy and Jen Klages’ empathic
support and helpful tips on dissertation writing (among other things).

I am enormously thankful to my father and to my family for encouraging me over
the years. Finally, [ would like to thank Alex, Isabelle, Sandie, Ann, Celeste, Denise,
Julie, Melanie, Chuck and Amanda for being there for me.

ix



CHAPTER 1

INTRODUCTION

I. Diabetes

Diabetes mellitus is a chronic metabolic disorder diagnosed when glucose levels
in the bloodstream are persistently higher than the normal range. When food is digested,
carbohydrates are broken down into glucose, which is then carried through the body in
the bloodstream. Under normal circumstances, rising glucose levels in the bloodstream
trigger the release of insulin, which is secreted by the cells of the pancreas. When active,
insulin promotes the conversion of glucose into its stored form, glycogen, which can be
converted back into glucose when required by the body. When insulin is lacking or when
the body is resistant to the action of insulin at the cellular level, glucose levels in the
blood continue to rise, resulting in hyperglycemia, the cardinal symptom of the disease
(American Diabetes Association, 1998; Watkins, Amiel, Howell, & Turner, 2003).

The two most common forms of diabetes - type 1 and type 2 - affect
approximately 16 million Americans (American Diabetes Association, 1998). In Canada,
the data from the National Diabetes Surveillance System (NDSS) showed a prevalence of
diabetes of 4.8% in individuals who were 20 years old and over in 1998/1999. The data
were not available for New Brunswick, Newfoundland and Labrador, Northwest
Territories and Nunavut. These numbers likely do not reflect the true prevalence of
diabetes, however, as it has been estimated that up to one third of all cases with diabetes
in Canada remain undiagnosed and do not receive treatment (Health Canada, 2002).

These estimates suggest that there were 1.7 million Canadians with diabetes in 1998/1999



(Health Canada, 2002). In Nova Scotia, 36, 850 individuals aged 20 and over were
estimated to have diabetes in 2000. Diabetes was diagnosed in approximately 5% of the
adult population in Nova Scotia, with the prevalence rising to 14% in individuals aged 65
and older (Diabetes Care Program of Nova Scotia, 2003). In Canada, the economic
burden of diabetes alone was estimated at 1.6 billion in 1998 (Health Canada, 1998).

Type 1 diabetes occurs when the pancreas does not produce any insulin, or
produces very small quantities of it. This type of diabetes is primarily a result of
pancreatic beta cell destruction, and is often associated with ketoacidosis. Ketones occur
when the body cannot use glucose and must break down fat for energy; if accumulated in
the body over time, ketones can lead to coma (Ratner, 1996; Watkins et al., 2003). Type
2 diabetes occurs as a result of insulin resistance. Type 2 diabetes can involve both
hyperinsulinemia (early in the disease when the pancreas releases excess insulin to
counter the effects of insulin resistance) as well as insulin deficiency (which tends to
occur later in the disease process). Fasting hyperglycemia results from increased hepatic
glucose production, as insulin-stimulated glucose uptake is compromised. (Watkins et al.,
2003).

According to the Canadian Diabetes Association 2003 Clinical Practice
Guidelines for the Prevention and Management of Diabetes in Canada, diabetes is
diagnosed when a fasting plasma glucose level is equal to or higher than 7mmol/L; when
a random plasma glucose level (taken at any time of the day) is equal to or higher than
11.1 mmol/L. and is accompanied by symptoms of diabetes; and, finally, when a 2-hour
postprandial plasma glucose is 11.1 mmol/L or higher in a 75-g glucose-tolerance test

(Canadian Diabetes Association Clinical Practice Guidelines Expert Committee, 2003).



Type 1 diabetes typically has an early onset, while type 2 diabetes most often affects
individuals after the age of 40, although it is increasingly common among younger
individuals (Rubin & Peyrot, 2001).

Once individuals are diagnosed with diabetes, they can test their blood glucose
levels as often as needed, using a blood glucose meter, in order to obtain feedback that
can be used to make behavioural decisions that will influence blood glucose levels to
become as close as possible to their individualized target range. Another way to test
blood glucose levels is a blood test A1C, which measures glycosylated hemoglobin levels
and provides an estimate of average of blood glucose levels over approximately 120 days
(Canadian Diabetes Association Clinical Practice Guidelines Expert Committee, 2003).

The complications of diabetes include two major categories: macrovascular and
microvascular. Macrovascular complications of diabetes are comprised of cardiovascular,
cerebrovascular (including stroke, cerebral aneurysm, cerebral arteriosclerosis, and
cerebral artery disease), and peripheral vascular disease. Macrovascular complications
result in serious consequences for individuals with both type 1 and type 2 diabetes, and
are one of the greatest overall cause of morbidity and mortality for individuals diagnosed
with type 2 diabetes (Watkins et al., 2003). Microvascular complications of diabetes
consist of diabetic peripheral neuropathy, diabetic retinopathy, and diabetic nephropathy,
and may lead to foot ulceration, limb loss, sexual dysfunction, blindness and end-stage
renal disease (Health Canada, 2002). Some of the complaints associated with diabetes
include gastrointestinal neuropathy (symptoms of nausea, vomiting, constipation, and
diarrhea), dry skin, impotence, and hypothyroidism (Herman & Greene, 1996; Watkins et

al., 2003).



The burden of diabetes outcomes primarily lays on the individual who has to
make numerous daily decisions required for diabetes management (Sullivan & Joseph,
1998). Blood glucose levels are influenced by food (carbohydrates raise blood glucose
levels), activity (lowers blood glucose levels), medication (lowers blood glucose) and
other metabolic factors (such as stress or illness, which may either raise or lower blood
glucose levels). Sometimes medications that individuals have to take for other illnesses,
such as asthma or arthritis, actually raise blood glucose levels, which presents an
additional challenge (Watkins et al., 2003). Clinicians expect individuals diagnosed with
diabetes to make significant life changes, such as maintaining balanced diet, exercising
regularly, taking medications, and checking glucose levels on a regular basis (Gonder-
Frederick, Cox, & Ritterband, 2002) as well as maintaining regular follow-up
assessments with a variety of medical professionals (family medicine, diabetes
management professionals, ophthalmologists and podiatrists). Some individuals suffering
from diabetes describe their implementation and maintenance of necessary behaviour
changes as a constant battle (Sullivan & Joseph, 1998).

Several factors may make this battle even harder. Relationships with healthcare
providers play an important role in diabetes management. Patient-provider interactions
may either foster autonomy and motivation in individuals with diabetes, or may lead to
discouragement, resentment and hopelessness which may undermine self-management
efforts (Anderson, 1990; Glasgow & Anderson, 1999; Golin, Dimatteo, & Gelberg,
1996). In their review, Golin and colleagues (1996) suggest that active patient
participation in making decisions regarding his or her diabetes is crucial for successful

adherence to self-care, and may affect self-care in three different ways. An ability to



participate in planning one’s diabetes management may have a direct effect on an
individual’s behavioural efforts, may influence her understanding of the diabetes care
plan and a possible fit of the proposed regimen with her existing lifestyle, and, finally,
may affect her satisfaction with the treatment.

Persons with diabetes who report feeling understood and supported by their
service providers are more likely to achieve behaviour change (Williams, Freedman, &
Deci, 1998). Williams and colleagues (1998) conducted a study in which 128 individuals
with diabetes were followed for a year. The findings revealed that perceived autonomy
support from health care providers significantly predicted lower A1C values over the 12
months (f = -.013, p <.05). Subsequent analyses demonstrated that individuals who
perceived that their health care providers supported their autonomy reported increases in
autonomous motivation (§ = .015, p <.05); increases in autonomous motivation were in
turn related to increases in perceived competence ( = 0.31, p <.05). Those who reported
higher perceived competence demonstrated significant reductions in their blood glucose
levels (B =-.031, p <.01) as measured by A1C over 12 months (Williams et al., 1998).

In a similar vein of research, a model of the hypothesized relationships between
the positive perceptions of the patient-provider relationship, self-reported adherence to
diet, exercise, and diabetes management attitudes was tested using structural equation
modeling (Maddigan, Majumdar, & Johnson, 2005). The data used for this study was
collected as part of a larger study that aimed to improve care for individuals with type 2
diabetes in rural regions of Canada (Majumdar, Guirguis, Toth, Lewanczuk, Lee, &
Johnson, 2003). In the final model, positive perception of the patient-provider

relationship had a direct impact on adherence to exercise (B = 0.13, p <.05), diet (B =



0.23, p <.05), and diabetes management attitudes (B = 0.33, p <.05; Maddigan et al.,
2005). The investigators acknowledged, however, that the cross-sectional design of the
study limited any inferences of causality in this study (Maddigan et al., 2005).

On the other hand, an observational study demonstrated that directive and
controlling behaviour of health care professionals negatively affected individuals’
metabolic control (Street, Piziak, Carpentier, Herzog, Hejl, Skinner, & McLellan, 1993).
In this investigation, 47 individuals diagnosed with diabetes were assessed for a baseline
A1C, attended 3.5 days of diabetes education, returned for a follow-up consultation with
a nurse, and came back in 9-12 weeks for a follow-up A1C assessment. The frequency
with which nurses made controlling, informative, and person-centered responses was
recorded to evaluate nurses’ communication styles. Person-centered responses were
described as empathic and collaborative while informative responses were aimed at
providing information. It was shown that individuals with diabetes had poorer metabolic
control after interacting with nurses who demonstrated more controlling and directive
communication styles (r = 0.39, p <.01). Individuals’ communication styles were also
assessed to determine to which degree individuals would seek information, engage in
decision-making behaviours and express negative affect. The nurses’ use of person-
centered utterances were directly related to whether individuals expressed their emotions
(r=0.34, p <.01) and engaged in active decision-making (r = 0.62, p <.01; Street et al.,
1993).

Sometimes interactions with service providers can be perceived by individuals
with diabetes as not only lacking in support, but even posing a danger to their health. For

example, Thorne and Patterson (2001) conducted a grounded-theory study of expert self-



care decision making in type 1 diabetes and interviewed 22 individuals with diabetes on
several occasions over 12 months. One participant described her experience of dealing
with the health care system in a following way: “I believed in the medical system, stupid
me, until they nearly killed me when I had my child” (cited in Thorne & Paterson, 2001,
p-87).

Some evidence suggests that often health care professionals have not been
particularly attuned to misunderstandings that arise in communicating with their patients,
tending to overestimate compliance behaviour and blaming noncompliance on a
particular individual’s personality (Anderson & Funnell, 2000; Davis, 1966; Trecroci,
1999). When health care professionals focus on improving compliance of individuals
with diabetes, patient-provider interactions become characterized by tension and conflict
(Anderson & Funnell, 2000). The problem often lies neither with the patient nor with the
health care provider, but with the health care system that is largely oriented to treat acute
illness, and is often insensitive to concerns of individuals living with chronic disease
(Anderson, 1995; Glasgow, Hayward, Hiss, Marrero, Anderson, Taylor, Friedman, &
Vinicor, 2001).

Advocates for collaborative diabetes care have been trying to implement a new
“empowerment” paradigm, in which health care professionals have a specific role of
helping individuals with diabetes to evaluate their own self-management decisions rather
than advising them on what they should do (Anderson, 1995; Anderson, Funnell, &
Arnold, 1991). In their recent review, Anderson and Funnell (2005) identified a number
of challenges faced in fostering the adoption of this paradigm. They point out that even in

these days institutions, such as medical schools, continue to train health care providers to



take an acute-illness approach to health care (e.g., Assal, 1999). Anderson and Funnell
(2005) suggest that many health care professionals have internalized the acute-care model
and use it instinctively, without any conscious awareness, even when they are trained to
use strategies consistent with the empowerment approach.

According to another line of research, standardized care may not always benefit
individuals attempting to change their behaviours, as their support needs fluctuate over
time and situational context (Campbell, DeVellis, Strecher, Ammerman, DeVellis, &
Sandler, 1994; Thorne & Paterson, 2001). For example, in one recent investigation that
targeted patients with various health conditions rather than focusing specifically on
diabetes adult patients from several family practices were randomly assigned to one of
two interventions or to a control group. The interventions were individually computer-
tailored nutrition messages, standard, non-tailored nutrition information, and a control
condition. Individuals were re-assessed 4 months later. The results showed that the
individually tailored intervention resulted in significant decreases in total fat and
saturated fat scores compared with those of the control group. No significant differences
were observed between the non-tailored intervention group and the control group. In
addition, 73% of the participants in the tailored intervention group recalled receiving a
message as compared to only 33% of the non-tailored intervention group (Campbell et
al., 1994). These findings underline the importance of providing individuals with the best
fit of a proposed behavioural plan to their current lifestyle and particular issues they
struggle with on a daily basis.

Individuals with diabetes may also benefit from interventions tailored to their

interpersonal styles. For example, individuals with a “dismissing attachment”



interpersonal style characterized by low levels of trust and excessive self-reliance tend to
have poorer glycemic control (Ciechanowsky, Hirsch, & Katon, 2002). In a different
investigation, this particular attachment style was related to significantly lower levels of
exercise, diet, foot care, poor adherence to oral hypoglycemic medications and higher
rates of smoking (Ciechanowski, Russo, Katon, Von Korff, Ludman, Lin, Simon, &
Bush, 2004). These associations were partially mediated through the patient-provider
relationship, with the proportion mediated ranging from 0.22 for foot care to 0.07 for
smoking. Additionally, fearful attachment style, characterized by fear of rejection, was
associated with poor adherence to exercise; this relationship was also mediated through
the patient-provider relationship, with the proportion mediated 0.14 (Ciechanowsky et al.,
2004).

Ciechanowsky and colleagues (2002) speculate that teaching health care providers
to recognize different interpersonal styles and adjust their behaviours to reduce levels of
interpersonal threat (e.g., developing a more “businesslike” relationship with someone
with a dismissive attachment style) might benefit such individuals and help them achieve
better metabolic control. Further research is needed to evaluate this possibility.

Another group of investigators demonstrated that individuals who suddenly
become more aware of the threat diabetes poses to their health often opt to leave their
physician and search for another who would take their illness more seriously (O’Connor,
Crabfree, & Yanoshik, 1997). In this study, adults who participated in a 4-day diabetes
care program were classified as positive or negative responders to the program on the
basis of their values of A1C collected at 6 and 12 months after the program. Both positive

and negative responders were invited to participate in focus groups and depth interviews
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regarding the change in their life that they experienced since learning that they have
diabetes, the social and psychological impact of having diabetes, and their encounters
with the health care system. The themes developed on the basis of the focus group and
depth interview transcripts included a discussion of “conversion experiences” (reported
by approximately 25% of positive responders) and views of health care providers. A
number of participants reported having had a powerful “conversion” experience that
made them appreciate the seriousness of diabetes and the importance of making changes.
These participants reported that they subsequently sought out new diabetes care programs
and left their previous physicians for being too “casual” about the control of diabetes.
These participants reportedly became highly motivated to change and were looking for
specialists that would feel as strongly about diabetes control as the patients now did. The
authors suggest that the previous health care providers possibly failed to identify changes
in their patients’ motivation, which left the patients dissatisfied with their services
(O’Connor et al., 1997). Clinical implications of this research involve becoming more
efficient at providing care to those individuals with diabetes who tend to “slip through the
cracks” of the system and at alleviating their suffering.

To summarize, individuals with diabetes have to make significant lifestyle
adjustments to control their illness. Support provided by health care professionals to an
individual who is going through a process of change is of critical importance. Therefore,
it is important to increase our understanding of what psychological barriers, if any,
negatively affect individuals’ motivation to manage their illness. This knowledge will
help health care professionals become more attuned to the needs of their clients, and

provide better quality of care.
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A number of normal psychological processes associated with diabetes self-
management may negatively impact self-management behaviours. Vallis (2001)
described these processes as “psychological traps”. Individuals who experience a
psychological trap or barrier that impairs self-management behaviours may react poorly
to diabetes interventions, and feel that they are misunderstood by health care
professionals. The psychological traps include psychological reactance, learned
helplessness, dysfunctional expectations, the abstinence violation effect and the pace of
diabetes self-management (Vallis, 2001). This clinical report points to specific directions
for future research; for example, Vallis suggested that we need to develop diabetes-
specific assessment tools to identify those individuals who struggle with psychological
barriers and provide them with a better quality of care (Vallis, 2001).

The current exploratory study was an attempt to develop and validate such a tool.
Three psychological barriers investigated in the current study included diabetes-specific
psychological reactance, diabetes-specific learned helplessness, and dysfunctional
expectations. The concept of dysfunctional expectations was further expanded to include
an unrealistic expectation regarding the pace at which behaviour changes and an
unrealistic expectation regarding non-adherence (“falling off the wagon™), that is, the
abstinence violation effect. The abstinence violation effect means that a lapse, that is a
single occurrence of an undesirable behaviour, triggers feelings of guilt, negative
thoughts, such as “I’ve blown it”, which in turn lead to engaging in further undesirable
behaviours, such as additional lapses.

Although for clarity’s sake, diabetes-specific psychological reactance, learned

helplessness and dysfunctional expectations are described in three separate sections of
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this chapter, the aim of this exploratory study was to determine whether these three
barriers were indeed distinct and non-overlapping constructs. No a priori assumptions

were made in this regard.

II. Psychological Reactance

Psychological reactance is an emotional state where an individual perceives a
threat to a specific behavioural freedom (Brehm & Brehm, 1981). According to reactance
theory, individuals will react against experienced or perceived attempts to constrain their
freedom (freedom of will, thought, feelings or behaviour), and may defiantly and directly
engage in the prohibited behaviours. (Brehm, 1966; Dowd, 1993). Reactance is a
“person-in-situation” occurrence, where both personality characteristics and a contextual
component contribute to the development of reactance (Rohrbaugh, Tennen, Press, &
White, 1981; Tracey, Ellickson, & Sherry, 1989). Reactance is related to patient “non-
compliance” in a number of studies, including smoking cessation (Graybar, Antonuccio,
Boutilier, & Varble, 1989), medication taking (Fogarty & Youngs, 2000), and alcohol
prevention messages (Bensley & Wu, 1991). High levels of reactance are also
significantly related to the decreased use of task-focused coping styles and increased
levels of stress (Palmentera, 1996).

According to a recent qualitative study, individuals with diabetes often report a
sense of diminished personal agency over their diabetes management, and feel the need to
regain control (Broom & Whittaker, 2004). The researchers conducted unstructured
interviews with 119 individuals diagnosed with type 2 diabetes, and asked them to

describe their experiences of living with diabetes. They also attended a diabetes support
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group and conducted a focus group with health care providers. One of the major themes
identified in this study was a theme of living with diabetes as living in a culture of control
and surveillance (Broom & Whittaker, 2004). For example, some individuals with
diabetes reported that they were treated like children or foolish adults by health care
professionals and that therefore they tried to reclaim their adult status by rebelling against
medical authority, even though recognizing that they were only “cheating themselves” in
the process (Broom & Whittaker, 2004). Many individuals expressed their diminished
sense of control by using a parodic positioning of themselves as children, such as
describing their behaviours as “naughty” or referring to foods that they were “allowed to
eat” (Broom & Whittaker, 2004). A small subset of participants admitted to concealing
their “transgressions” from health care professionals by recording false readings or
timing measurements when they knew that their blood glucose levels would be lower.
Some respondents asserted the authority of actual experience of living with diabetes over
the abstract, theoretical experience of health care professionals. Although Broom and
Whittaker (2004) did not refer to psychological reactance in their study, many of the
abovementioned themes describe a situation, where individuals feel that their sense of
personal freedom is threatened and engage in rebellious behaviour to regain control.

To the best of my knowledge, there have been no studies to date directly
investigating a relation between situational reactance and diabetes self-care. Reactance
has been linked to diabetes in the context of Type A behaviour research, however
(Rhodewalt & Marcroft, 1988); Type A behaviour is characterized by excessive
achievement striving, time urgency and hostility (Glass, 1977). The researchers found an

association between Type A behaviour style and poor glucose control (Rhodewalt &



14

Marcroft, 1988). Rhodewalt and Comer (1982) discussed these findings in the light of
laboratory evidence suggesting that individuals with Type A behaviour style tend to be
more reactant than individuals with Type B behaviour style. The researchers interpreted
the findings as supportive of a reactance-Type A model of medical compliance
(Rhodewalt & Marcroft, 1988). However, Rhodewalt and Comer (1982) did not include a
measure of reactance to directly assess the association between reactance and diabetes.

While several scales have been developed to measure reactance, including the
Therapeutic Reactance Scale (TRS; Dowd, Milne & Wise, 1991), the Hong
Psychological Reactance Scale (HPRS; Hong & Faedda, 1996; Hong & Page, 1989), and
the Questionnaire for the Measurement of Psychological Reactance (QMPR; Merz,
1983), they have all been criticized for numerous methodological shortcomings (Buboltz,
Thomas, & Donnell, 2002; Donnell, Thomas, & Buboltz, 2001; Thomas, Donnell, &
Buboltz, 2001). The critics have found these measures to be not able to adequately
capture the multi-dimensional nature of the construct (Buboltz et al., 2002; Donnell et at.,
2001; Thomas et al., 2001). Finally, the existing scales are devised to assess the general
(global) trait of reactance, while event-specific scales tend to have larger power when it
comes to predicting specific behaviours (Bandura, 1997; Nicassio, Wallston, Callahan,
Herbert, & Pincus, 1985). Some individuals may experience a state of psychological
reactance in certain situations and not exhibit a personality trait of reactance.

The current study was designed to explore these possibilities and potentially
develop a diabetes-specific reactance scale. The 11-item Hong Psychological Reactance
Scale (HPRS; Hong & Faedda, 1996; Hong & Page, 1989) that assesses general reactance

was selected to examine the relation between general reactance and diabetes-specific
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reactance, provided that diabetes-specific psychological reactance would emerge as a
separate construct. The HPRS is one of the more recent scales attempting to measure
psychological reactance. Hong & Faedda (1996) refined this measure in 1996 by deleting
3 unclearly defined items. It has acceptable internal consistency (Cronbach’s alpha: 77)
and acceptable 6-week test-retest reliability (.73; Hong & Faedda, 1996). In addition, it
has been validated with both university student and non-university samples. These factors

made the HPRS an optimal choice of the reactance scales for the purpose of this study.

III. Learned Helplessness

Learned helplessness is the state of inaction brought about by repeated failures of
behavioural effort to produce an outcome and an acquired expectation that all behaviour
outcomes are beyond an individual’s control (Peterson, 1982). A reformulated learned
helplessness theory posits three dimensions of attributions, distinguishing between
internal and external attributions, global and situation-specific helplessness, and stable
and unstable attributions (Abramson, Seligman, & Teasdale, 1978). Thus, an individual
may view an outcome as attributable to her own personal factors or to the external world
variables, as occurring across a range of situations or limited to a single situation, and as
attributable to stable or temporary factors. Numerous studies have investigated
relationships between learned helplessness and depression (Hollon & Garber, 1980;
Klein, Fencil-Morse, & Seligman, 1976), coronary artery disease-prone personality
(Glass, 1977), stress (Garber, Miller, & Abramson, 1980), and pain and disability
(Nicassio, Schuman, Radojevic, & Weisman, 1999; Stein, Wallston, & Nicassio, 1988).

Regarding diabetes, in one study researchers measured learned helplessness
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assessed by the Children’s Attributional Style Questionnaire in 50 children with diabetes,
and found that it was associated with depression (r = .44, p < .01), but not with regimen
adherence (Kuttner, Delamater, & Santiago, 1990). To the best of my knowledge,
however, there have been no published investigations regarding the relationship between
metabolic control in diabetes and learned helplessness in adults.

In addition to generic trait-measuring scales of learned helplessness such as the
Attributional Style Questionnaire (ASQ; Peterson, Semmel, Von Baeyer, Abramson,
Metalsky, & Seligman, 1982), Hopelessness Scale (HS; Beck, Weissman, Lester, &
Trexler, 1974) and the Learned Helplessness Scale (LHS; Quinless & McDermott
Nelson, 1988), two event-specific scales have been developed that reliably assess learned
helplessness in individuals suffering from arthritis (Arthritis Helplessness Index - AHI;
Nicassio et al., 1985) and from alcohol dependence (Alcohol Helplessness Scale — AHS;
Sitharthan, Hough, Sitharthan, & Kavanagh, 2001).

The goal of the present investigation was to develop the third disease-specific
measure in order to assess learned helplessness in individuals diagnosed with diabetes.
As an event-specific measure, this scale was expected to have a greater predictive power
than trait-measuring scales (Bandura, 1997). It was hoped that this measure would help
clinicians identify individuals whose self-management attempts have been undermined
by the struggle with the psychological barrier of learned helplessness.

For the present investigation, the ASQ (Peterson et al., 1982) was selected to
examine the relation between diabetes-specific learned helplessness and general learned
helplessness, provided that diabetes-specific learned helplessness would emerge as a

distinct construct in this study. Test-retest reliability and concurrent and criterion validity
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of the ASQ have been demonstrated in several investigations (see Peterson & Seligman,
1984; Peterson & Seligman, 1987; Tennen & Herzberger, 1986). To date, this is the most

thoroughly evaluated and used measure of learned helplessness.

IV. Dysfunctional Expectations

Diabetes self-management is challenging, in part because it involves multiple
behaviours, such as calculating food intake, exercising, self-testing blood glucose levels,
taking medication and/or insulin according to a specific schedule, and seeing health care
professionals on a regular basis (e.g., for regular foot and eye examinations). Individuals
diagnosed with diabetes are expected to implement a number of changes in their daily
routines in order to manage their diabetes. This can lead to expectations about behaviour
that could be problematic. For instance, one of the common responses provided by
individuals with diabetes to the question “Now that you’ve gotten your blood glucose
under control, how long do you expect it to last?” is “forever” (Vallis, 2001). Yet given
that behaviour is highly influenced by a host of internal and external variables and that
there are numerous biological factors that can influence blood glucose, such expectations
are unlikely to be fulfilled. Hence, if individuals with diabetes rigidly hold the
expectation that their blood glucose levels should not fluctuate, it could result in
disappointment and increased stress.

Therefore, often individuals with diabetes expect that they will be able to attain
and maintain the ideal level of self-management at all times. However, since human
behaviour is unstable and tends to fluctuate over time, such expectations can be

unrealistic and may set up the individual for failure. That is, in response to failures to
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maintain expected levels of self-care the individual could become discouraged or
dysphoric. These expectations include expecting that behaviour will be stable over time,
that the individual will be able to make multiple changes over a short period of time,
viewing self-management behaviours as all or nothing ("you either do it or you don't”),
and failing to recognize a tendency for self-care to slip when stressed, sad, fatigued, or in
a tempting situation (Vallis, 2001).

While the danger of dichotomous, all-or-nothing thinking regarding behaviour
changes has been addressed in the literature (e.g., Vallis, 2001), no published studies
have been conducted so far to examine the relations between unrealistic expectations of
individuals in a process of change and health-related outcomes in any area of health
psychology. Provided that dysfunctional expectations would emerge as a distinct
construct in this study, the proposed scale would become the first measure to tap into

patients’ unrealistic attitudes.

V. Dissertation Goals and Outline

This work aimed to develop and evaluate a diabetes-specific scale assessing
possible psychological barriers to diabetes self-care; specifically, the goal of this
dissertation was to explore diabetes-specific psychological reactance, learned
helplessness, and dysfunctional expectations. The items were developed using several
methods, beginning with focus groups. The psychometric properties of the scale were
evaluated, and the relations between the psychological barriers in question and the
indices of weight and metabolic control were examined. This scale is referred to as the

Psychological Barriers Inventory or PBI for short.
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The goal of this exploratory work was to evaluate the following tentative
hypotheses:

a) There would be three distinct, but not unnecessarily orthogonal, subscales of
items, that is, Psychological Reactance, Learned Helplessness, and Dysfunctional
Expectations, developed on the basis of the information provided by focus group
participants.

b) There would be individual differences in responses to items in the diabetes-
specific measure.

c) The subscales would demonstrate acceptable internal reliability.

d) The subscales would demonstrate acceptable test-retest reliability.

e) Convergent validity of the subscale of Learned Helplessness with the
Attributional Style Questionnaire would be acceptable.

f) Convergent validity of the subscale of Psychological Reactance with the Hong
Psychological Reactance Scale would be acceptable.

g) There would be no significant correlations between the subscales of the
Psychological Barriers Inventory and the social desirability measure, Balanced
Inventory of Desirable Responding.

h) The relations of the resulting subscales with the indices of weights and metabolic

control would be examined.
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CHAPTER 2

STUDY 1: ITEM GENERATION AND REDUCTION

L. Item Generation

A. Overview

Items for the Psychological Barriers Inventory were initially generated using a
focus group method. This method is based on the assumption that the subjective,
reportable experiences of members of the target population are valid sources of data on
the phenomenon of interest: in this case living with diabetes. In a typical focus group, an
individual is invited to express her own views and hears the opinions of other members of
the group (Krueger & Casey, 2000). As such, as the group members have the opportunity
to react to each other’s responses, they might share opinions that would not have been
voiced in an individual interview (Stewart & Shamdasani, 1990). Focus groups provide a

rich amount of in-depth information in a cost-effective manner.

B. Methods

1. Participants

Nineteen adults (aged 18 years and older) diagnosed with diabetes mellitus
participated in this study. All participants were receiving treatment at the Diabetes
Management Center, QEII Health Sciences Center (Halifax, Nova Scotia, Canada) at the
time of recruitment and participation. To be eligible for the study, participants had to be

fluent in English, to be diagnosed with type I or type 2 diabetes for more than one year,
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and to give their permission for the focus group session to be audio-recorded for
transcription purposes. Women diagnosed with gestational diabetes were excluded from
the study. Participants were recruited via invitation letters distributed by the staff
members at the Diabetes Management Center during regular clinical care (see Appendix
A). This protocol received ethical approval by the Research Ethics Board of the Capital

District Health Authority.

2. Materials and Procedure

Each focus group was 90 minutes long, and was tape-recorded. All participants
supplied informed consent and were then asked to complete a brief demographic
questionnaire (see Appendix B), assessing age, gender, marital status, a number of
individuals living in the same household, as well as type and duration of diabetes type.

A focus group facilitator (the principal investigator, KD) used a semi-structured
script to lead the discussion (see Appendix C). At the outset, participants were asked to
discuss their experiences in managing their diabetes on a daily basis. Nine probes
pertaining to experiences of psychological reactance, learned helplessness, and
dysfunctional expectations were asked in flexible order, if needed (i.e., if the issue
referenced in the probe had not been spontaneously discussed, the facilitator introduced
it). Input from any participant was followed by an inquiry as to whether anyone else in
the group had a similar experience. At the end of the focus group, all participants were
debriefed and thanked.

The tapes were transcribed by an undergraduate research assistant, and the

transcripts were then proof-read by the principal investigator.



22

3. Data Analysis

The information from the demographic questionnaire was summarized using
descriptive statistics.

In order to analyze the data generated from the focus groups, the principal
investigator defined three categories of interest; that is, psychological reactance, learned
helplessness, and dysfunctional expectations. Psychological reactance was defined as the
tendency to experience frustration and anger and to act in opposition to advice given
when the individual perceives a threat to personal control (Brehm & Brehm, 1981).
Learned helplessness was defined as the state of dysphoria and inaction brought about by
repeated failures of effort to produce outcome (Peterson, 1982). Finally, dysfunctional
expectations were defined as rigid, inflexible expectations concerning behaviour,
outcome, affect or interpersonal interactions, such as expecting an unrealistically fast
pace of change, expecting behaviour to be maintained constantly once a desired
behaviour is achieved, viewing self-management behaviours as all or nothing, or failing
to recognize the tendency for self-care to slip when stressed, sad, fatigued, or in a
tempting situation (Vallis, 2001).

The principal investigator reviewed each tape, and counted the number of
participants who made statements clearly representative of learned helplessness,
psychological reactance, or dysfunctional expectations.

Two raters (a research assistant and the principal investigator) independently
conducted a content analysis of the transcripts to generate potential items for the
Psychological Barriers Inventory (PBI) scale. The following guidelines were used for

item generation:



23

1) Each separate transcribed statement made by a participant was considered a
potential item.

2) Each potential item could not include “either — or” and/or “neither — nor”
propositions in order to limit double-barrelled items.

3) Potential items pertaining to managing other chronic illnesses besides diabetes
(e.g., arthritis) were excluded.

4) Personal details were excluded from each potential item.

Second, the raters compared the resulting potential items using the following

guidelines:

1) If both raters recorded the same potential item using slightly different words, this
item was reviewed. The principal investigator made the final decision on which
recorded item better described the original statement.

2) If only one rater recorded a potential item based on a statement in the transcript,
the transcript was consulted to determine if the original statement was there. If
both raters agreed that the statement was present in the transcript, the item was
included. If the statement could not be confirmed as present in the transcript it
was excluded.

The principal investigator pre-defined 11 categories in order to organize the
resulting items. Psychological reactance was divided into two categories in order to
assess the emotional state associated with psychological reactance (i.e., anger and
frustration) and the behavioural tendency to act (i.e., in the opposition to the advice
given), respectively. Learned helplessness was divided into two categories using a similar

rationale, including 1) the emotional state associated with learned helplessness (i.e.,
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dysphoria) and 2) the behavioural tendency to act (i.e., inaction). Each resulting category
as well as the category of dysfunctional expectations were further subdivided into
categories where items would be coded as positive (higher scores representing higher
levels of the psychological barriers in question) or reversed (higher scores referring to
lower levels of the psychological barriers in question). Finally, the category “Other” was
designed to incorporate all the items that would not fit into the 10 categories described
above.

Thus, the categories included:
1) psychological reactance - emotion;
2) psychological reactance - emotion reversed (the opposite of psychological reactance);
3) psychological reactance - behaviour;
4) psychological reactance - behaviour reversed (the opposite of psychological

reactance);

5) learned helplessness - emotion;
6) learned helplessness - emotion reversed (the opposite of learned helplessness);
7) learned helplessness - behaviour;
8) learned helplessness - behaviour reversed (the opposite of learned helplessness);
9) dysfunctional expectations;
10) dysfunctional expectations reversed (the opposite of dysfunctional expectations).
11) other.

After categorizing the statements, the two raters compared each statement. The
inter-rater agreement was calculated on all the statements as a ratio of the agreed upon

statements to the overall number of statements.
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The principal investigator then conducted a redundancy analysis in order to
eliminate statements that were similar to each other in wording or conceptually. All the
items that were categorized as Other were also eliminated. The following statements are
some examples of the items that were categorized as Other:

a) “I would feel more comfortable if I saw the same health care professional
every time.”, and

b) “Sometimes it feels like the media is limiting my choices by focusing on severe
complications and not showing the entire picture of what it is like to live with diabetes.”

The remaining items were listed in random order. Two raters, the principal
investigator and her supervisor, independently assigned the items to the categories of
Psychological Reactance, Learned Helplessness, and Dysfunctional Expectations (see the
above definitions). The inter-rater agreement was calculated on all the statements as a
ratio of agreed upon statements to an overall number of statements. The items that were

ambiguous (i.e., raters assigned them to different categories) were dropped from the final

version.

C. Results

Nineteen participants took part in four focus groups, with four to seven
participants per group. Seven men and twelve women participated in the groups. The
average age of the participants was 48.05 years (SD = 14.34 years, range = 25 - §4). All
participants were Caucasian. Nine participants (47.4%) were married, six (31.6%) were
single, 2 (10.5%) were divorced, one (5.3%) was separated, and one (5.3%) was

widowed.
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Fourteen participants (74%) were diagnosed with type 2 diabetes, and five
participants (26%) were diagnosed with type 1. While only 10% of individuals with
diabetes are diagnosed with type 1, we intentionally recruited a larger number of
individuals with type 1 diabetes, to ensure that any experiences specific to type 1 diabetes
were represented. On average, participants had been diagnosed with diabetes for 7.79
years (SD = 10.18 years, range = 5 - 42). Participants diagnosed with type 1 diabetes had
been diagnosed for 19.80 years on average (SD = 13.51, range = 5 - 42). Participants
diagnosed with type 2 diabetes had been diagnosed for 3.50 years on average (SD = 3.48.
range = 1 — 12).

Ten participants (53%) made one or more statements representative of
psychological reactance, 7 participants (37%) made one or more statements
representative of learned helplessness, and 11 participants (58%) made one or more
statements representative of dysfunctional expectations.

The two raters (the research assistant and the principal investigator) independently
recorded 841 statements as potential items in the 11 categories listed above. The inter-
rater agreement was calculated as a ratio of statements put in the same category by both
raters to an overall number of statements. The inter-rater agreement for this
categorization was unacceptably low (69.5%).

It was hypothesized that an overly large number of very narrow categories
contributed to the low inter-rater agreement. As these narrowly defined categories were
unnecessary for the purpose of the study, it was agreed to reduce the number of
categories to the number of subscales anticipated for the scale under development. After

conducting the redundancy analysis, the number of items was reduced to 148. The
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number of items was further reduced to 136 after deleting vague and ambiguous items.
The remaining items were recorded in the 3 broader categories listed above
(Psychological reactance, Learned helplessness, and Dysfunctional expectations). The
second inter-rater agreement (between the principal investigator and her supervisor) was

93%, which was deemed acceptable.

II. Item reduction

A. Overview
To reduce the number of items to a reasonable number, experts in a variety of
professional fields were invited to help select and revise the most appropriate items for

the subscales of the Psychological Barriers Inventory.

B. Methods

1. Participants

To reduce the set of 136 items, nine experts provided numerical rankings,
comments and possible revisions of these items. Of these, five experts were studying or
practicing in the field of health psychology, one expert was practicing in the field of
eating disorders, one expert was studying in the field of child clinical psychology, and the
remaining two experts were staff members (specialties — nursing and nutrition) at the

Diabetes Management Center, the QEII Health Sciences Center.
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In addition, five more experts provided only written comments to help revise the
items. Out of these, one expert was practicing in the field of experimental psychology,
one expert was practicing in the field of endocrinology, and the remaining three experts

were students studying or practicing in the field of adult clinical psychology.

2. Materials and procedure

Experts were instructed to rate each item’s representativeness of the psychological
state in question (psychological reactance, learned helplessness, dysfunctional
expectations) on a Likert-type scale ranging from 1 (“not at all representative™) to 7
(“extremely representative”). In addition, experts were invited to revise each item in
response to the following prompts adapted from Streiner & Norman (2003):

1) Does the instrument sample all the domains relevant to the construct of interest

(content validity)?

2) Is the item ambiguous, unclear, or not comprehensive?

3) Does the item ask two different questions (double-barreled questioning), uses
terms that a lay audience may not be familiar with (jargon)

4) Is the item above grade 8 reading level?

5) Is the item redundant?

6) Does it appear to measure what it proposes to measure (face validity)?

7) How likely is this item to elicit an honest response (value-laden words)?

8) May this item potentially help with specific recommendations to health care

professionals (clinically relevant)?
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Each item’s mean representativeness rating was calculated on the basis of
numerical rankings provided by 9 experts.

The items were revised to incorporate the written comments of 14 experts. All
items that were rated as problematic or redundant by two or more experts were revised or

rejected.

C. Results

Items’ mean representativeness ratings ranged from 3.89 to 5.9. The analysis
revealed, however, that numerical rankings of experts did not always correspond with
their written comments. This lack of correspondence was observed in the questionnaires
completed by 7 out of 9 experts. For example, one of the experts rated the
representativeness of the item “If a relative said “you can’t eat that cake because of your
diabetes™, I would be upset that they are limiting my freedom™ as 6. In her written
comments, this expert indicated that she viewed this item as redundant and preferred
another item (i.e. “If someone questioned my diabetes management by saying, “should
you be eating this piece of cake?” I would feel angry and sometimes eat a larger piece
than T originally intended”). However, this expert rated this second item as 4.

The inter-rater agreement was calculated for each item, as a ratio of rankings with
the same number to an overall number of rankings for this item. For example, if seven
raters provided a ranking of 5 for a particular item, and the remaining two experts
provided rankings of 3 and 7 respectively, the ratio would be calculated as 7 to 9 (i.e.,
77%). The mean percent of the inter-rater agreement was 44% for the ranked items

(range = 11.1% - 100%). Five items met minimal criterion for acceptable agreement



(70% or higher). The items that had higher mean ratings than other items were not
strongly endorsed by the majority of the experts.

Considering the low inter-rater agreement regarding representativeness of the
items to the constructs for most of the items and the fact that it is difficult to provide
clearly differentiating numerical rankings for such a large number of similarly phrased
items, it was decided that the representativeness rankings were unreliable and therefore
invalid, and would not be used to revise items. However, the written comments of the
fourteen experts were used to revise items. The items that were deemed as problematic
and hard to revise by at least 3 experts were deleted. The remaining list consisted of 70
items (see Table 1).

These items included:

1) 30 items assessing diabetes-specific psychological reactance, including 16 items
assessing reactions to perceived behaviour of health care professionals, 12 items
assessing reactions to perceived behaviour of family and friends, and 2 items
assessing reactions to perceived behaviour of others;

2) 18 items assessing diabetes-specific learned helplessness,

3) and, 22 items assessing diabetes-specific dysfunctional expectations.

30
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A preliminary set of items to comprise the Psychological Barriers Inventory (PBI), Study

1

Subscale | Psychological Reactance

Item # 1 When my family or friends encourage me to follow my diabetes care plan
better, I feel motivated to work hard at it.

Item # 2 In managing my diabetes, it feels like health care workers are trying to take
away my freedom.

Item # 3 If a health care worker tells me what to do to manage my diabetes,

I say “yes”, but then go home and end up doing the opposite.

Item # 4 I am fed up with family or friends telling me what I have to do to manage
my diabetes.

Item # 5 In managing my diabetes, it feels like family or friends are trying to take
away my freedom.

Item # 6 I get mad if health care workers tell me they need to see my blood sugar
record book.

Item # 7 If my family or friends questioned my food choices because of my diabetes,
I would think, “why am [ eating this? I don’t even want it!”

Item # 8 When health care workers encourage me to follow my diabetes care plan
better, I feel motivated to work hard at it.

Item # 9 If I felt that health care workers were taking control over my diabetes care,
it would stop me from trying to manage my diabetes.

Item # 10 | Hearing the same advice from different people about how I should manage
my diabetes irritates me because it feels like a broken record that keeps
spinning and spinning.

Item # 11 | I get frustrated if a diabetes care worker tells me something like “You
should exercise at least three times a week™, because they do not know what
it is like to live with diabetes.

Item # 12 | I get frustrated if my family or friends tell me something like "you should
exercise at least three times a week" because they do not know what it is
like to live with diabetes.

Item # 13 | [ feel that I am keeping my freedom when I eat something that my family
and friends tell me I cannot have because of my diabetes.

Item # 14 | If a health care worker tells me something like “You should exercise
regularly in order to manage your diabetes”, I think, “Oh no, I don’t!”

Item # 15 | If a health care worker told me not to eat any sweets, for example, I would
not eat any sweets.

Item # 16 | In managing my diabetes, I resent that my family or friends seem to be
telling me that they know better than I about what is going to work for me.

Item # 17 | If my family or friends told me not to eat any sweets, for example, I would
not eat any sweets.

Item# 18 | I would feel angry if my family members or friends asked me “why don’t

you follow your diabetes care plan better?”
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Table 1 (Continued)

A preliminary set of items to comprise the Psychological Barriers Inventory (PBI), Study
1

Subscale  Psychological Reactance

Item # 19 [ get frustrated when health care workers remind me of things I should be
doing to manage my diabetes, even though I know they are correct.

Item # 20  [If a family member or friend tells me something like “You should exercise
regularly in order to manage your diabetes”, I think, “Oh no, I don’t! *
Item #21  [When my family or friends tell me what I should or should not do because
f my diabetes, it feels like I have one too many nagging parents.

[tem # 22 [l am fed up with health care workers telling me what I have to do to manage
my diabetes.

[tem #23  [If someone asked me something like "should you be eating that piece of
cake?", I would eat the cake just to show them that I can eat what [ want.
[tem # 24  |[In managing my diabetes, I resent that health care workers seem to be telling
me that they know better than I about what is going to work for me.

Item # 25  [When dealing with diabetes health care workers, I always end up thinking:
"if I want to have something like high-sugar treats every day, then I will!"
Item # 26 [l would feel angry if a health care worker asked me “why don’t you follow
your diabetes care plan better?”

Item # 27 |1 feel that I am keeping my freedom when I eat something that my health
care workers tell me I cannot have because of my diabetes.

Item # 28  [If I felt that family or friends were taking control over my diabetes care, it
would stop me from trying to manage my diabetes.

[tem # 29 [l get angry when health care workers tell me how to follow my diabetes care
plan, for example, have breakfast, because I feel it limits my choices, for
example, a choice of sleeping in.

Item # 30 [ get mad if health care workers tell me they need to see completed food
ecords.

Subscale |Learned Helplessness

Item # 31 [ am afraid that I will get diabetes complications, no matter what I do to
manage it.

Item # 32  |[ feel that I have no control over what diabetes is doing to me.

Item # 33 [ feel that there is no part of my life that my diabetes does not touch, and I
get overwhelmed.

Item # 34 | I do not get down very easily when thinking about my diabetes care.

Item # 35 | 1feel helpless when I try to control my blood sugar levels, since nothing
seems to work.

Item # 36 | When people suggest that my life will be shortened because of my
diabetes, I want to give up because I believe them.
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Table 1 (Continued)
A preliminary set of items to comprise the Psychological Barriers Inventory (PBI), Study

1

Subscale [Learned Helplessness

[tem # 37 [[n managing my diabetes, 1 feel that somewhere along the line I’ve lost the
happiness I once had.

Item # 38 [[n managing my diabetes, often it seems like no matter what I do it does not
work.

Item # 39  [I eat what I want to eat because when it is my time to die, I will die.

Item # 40 [ often feel that I am not able to exercise self-control to follow my diabetes
care plan.

Item#41 (When trying to follow my diabetes care plan, my diabetes feels like a train
going 100 miles per hour, and I am out there on the tracks trying to stop it.

[tem # 42 [ often feel that diabetes is overwhelming, and I want to give up managing
it.

Item # 43 [ often feel that diabetes is ruining my life, so I might as well write off the
rest of it.

Item # 44  (When trying to control my blood sugar levels, I often feel like giving up
because I do not know what I am doing wrong.

Item # 45 [ often feel like I just do not care about managing my diabetes anymore.

Item # 46 [ feel depressed because I do not know what [ am doing wrong in trying to
control my blood sugar levels.

Item # 47  [It is a matter of pure luck if my blood sugar levels are under control.

Item # 48  [When I try hard to control my blood sugar levels, and it does not seem to
make any difference, I feel like giving up on my diabetes care plan.

Subscale [Dysfunctional Expectations

[tem # 49  [When it comes to following my diabetes care plan, I tend to be an all-or-
nothing type of person.

Item # 50  [[ expect that my blood glucose levels will be about the same if [ do the same
thing every day.

Item # 51 | In managing my diabetes, I get frustrated because I cannot find THE
answer to what will control my blood sugars.

Item # 52 | I get fed up with myself because after following my diabetes care plan for
a while, I just fall “off the wagon”, that is, stop exercising, self-testing and
making sensible food choices.

Item # 53 | It does not bother me that I do not always know what affects my blood
sugar levels.

Item # 54 | In managing my diabetes, when I see a treat, for example, a plate of
nachos, I don't see it as forbidden food.
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Table 1 (Continued)
A preliminary set of items to comprise the Psychological Barriers Inventory (PBI), Study

I

Subscale | Dysfunctional Expectations

Item # 55 [When I follow my diabetes care plan and don’t get immediate results, I feel
that I might as well do whatever [ want.

Item # 56 [ tend to blame myself for difficulties I have in following my diabetes care

lan even if other things beyond my control are involved.

[tem # 57 [l accept that it is more difficult to follow my diabetes care plan when I am
feeling sad.

Item # 58  [It bothers me that health care workers are not able to guarantee how to

revent complications of diabetes.
tem # 59  [Even when my blood sugar levels are just above normal limits, I get fed up
and ask myself: “What did I do wrong?”

Item # 60 [In following my diabetes care plan, although [ sometimes “slide
back” or “slip up”, I always keep going forward.

Item # 61 |In managing my diabetes, I get mad at myself if I ever eat even a little more
than I should, for example, for comfort or fun.

Item # 62  [[n following my diabetes care plan, I expect too much out of myself.

Item # 63  [When I am feeling tired, my diabetes management may not be as good as
usual, but I go back to good self-care after a good night’s sleep.

Item # 64  |In following my diabetes care plan, if I eat something that I should not eat, I
hear a voice in the back of my mind saying “you stupid fool, there go the
last three days of trying to be good!”

[tem # 65 [When [ worry about diabetes complications, I tend to think to myself: "I will
get a good night's sleep, and tackle it again tomorrow".

Item # 66 [ would not get frustrated with high blood sugar readings if I only knew
what I did wrong.

Item # 67 [In managing my diabetes, I get mad at myself if [ ever skip self-testing, even
if only for a day.

[tem # 68  [[n managing my diabetes, if I occasionally do something I feel I should not,
like eat a small piece of cheesecake, I feel angry and criticize myself.

Item # 69  |When I finally am able to get my blood sugar levels under control, I expect
it to last forever.

[tem # 70 [l often think I am never supposed to have certain foods.
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CHAPTER 3

STUDY 2: ITEM SELECTION AND VALIDATION

1. Methods

A. Participants

169 adults (aged 19 years and older) diagnosed with diabetes mellitus participated

in this study. Multiple methods for participant recruitment were utilized to maximize the

diversity of the sample. These methods included:

an advertisement was placed in a local newspaper (see Appendix D for the
text of the advertisement).

posters were placed in 36 pharmacies located in the Halifax Region of
Nova Scotia (see Appendix E) as well as at the Diabetes Management
Center, the Endocrinology clinic at the QEII, the Cobequid Multi-Service
Center, and at the Dartmouth General Hospital’s Diabetes Education
Program (see Appendix F.).

The staff members at the Diabetes Management Center were asked to
offer invitation letters and permission to be contacted forms to their
patients (see Appendix G.).

Four public lectures were given by both the principal investigator (K. D.)
and her supervisor, Dr. Michael Vallis, where individuals with diabetes

were informed about the study.
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® Finally, the principal investigator received access to a database that
contained the names of individuals with diabetes who had participated in
previous psychological studies and had agreed to be contacted by
investigators in the future.

To be eligible for this study, participants had to be fluent in English, to be
diagnosed with type 1 or 2 diabetes for more than a year, to agree to provide permission
for investigators to obtain their latest measure of blood sugar control (A1C) from their
chart or via contacting their GP, and to be able to sign an informed consent form. Those
participants who had difficulties reading were not excluded from the study; however,
they had to be able to sign an informed consent form after it was read to them. The
principal investigator read the questionnaires to two participants that reported that they
could not read them by themselves. These participants did not specify whether they were
illiterate or visually impaired. Participants received $15 as compensation to defray
transportation and childcare costs. The protocol for this study was approved by the

CDHA Research Ethics Board.

B. Materials and Procedure

1. Procedure

Upon arrival, the participants read and signed an informed consent form and then
signed a written permission to obtain the most recent measure of the mean glycosylated
hemoglobin levels (A1C) from their medical records. Those participants that had been

seen at the Diabetes Management Centre, Endocrinology Clinic at the QEII or at the
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Cobequid Multi-Service Center were asked to check off the appropriate medical setting
on a form provided to them (see Appendix H).Those participants who had not been
followed by the Diabetes Management Centre, Endocrinology Clinic at the QEII or the
Cobequid Multi-Service Center, but whose diabetes was managed by their GPs were
asked to provide their physician’s names and addresses and give a written permission to
contact them (see Appendix I). A letter requesting the information on a participant’s
glycemic control and the information regarding at what laboratory a participant’s
glycemic control was assessed was subsequently sent to the identified GPs (see Appendix
J.) The participants were assured that this information would remain confidential, and
that their health care providers would not be informed of their answers on self-report
measures.

Each participant was asked to complete a questionnaire package containing the
self-report measures administered in a counter-balanced order. The principal investigator
looked through the questionnaires upon completion and queried missing items to
ascertain whether participants did not wish to answer a particular question or simply
forgot to answer it. All the participants chose to answer missing answers, which ensured
that there was no missing data in this study.

The participants’ height and weight were measured with a scale available in the

QEII Diabetes Management Centre (Health-O-Meter 402KL).

2. Demographic characteristics questionnaire (see Appendix K).
This measure was developed by the investigator to gather demographic information

including participants’ age, gender, type and duration of diabetes, marital status,
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ethnicity, years of education, occupational status, postal code, and the number of persons

in their household.

3. Psychological Barriers Inventory, Preliminary

This 70-item measure was composed of 3 subscales, including Psychological
Reactance, Helplessness, and Dysfunctional Expectations. Questions from all susbscales
were randomly ordered into the scale so that the participants would not be inadvertently
biased in their responding and would not respond to potential demand characteristics.
Participants rated the extent to which they agreed with each item on a 7-point Likert-type
scale ranging from 7 “Completely Agree” to 1 (“Completely Disagree™). For the purpose
of the current study, each participant had an option of rating each item as 0 (“Don’t
understand”). The purpose of having this option was to evaluate the comprehensibility of
the items. The final version of the PBI with a reduced number of items did not include
this option.

Before any analyses, all reverse-coded items were inverted so that for the PBI
higher scores represented higher reported levels of psychological reactance, learned

helplessness, or dysfunctional expectations.

4. Thell-item Hong Psychological Reactance Scale (see Appendix L).

The Hong Psychological Reactance Scale (HPRS; Hong & Faedda, 1996; Hong &
Page, 1989) is an 11-item self-report measure of trait psychological reactance. This is a
revised version (by the authors of the scale) of the earlier 14-item Hong Psychological

Reactance Scale. It has a four-factor structure, including
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= Emotional Response Toward Restricted Choice, which assesses a person’s
desire to make independent choices without influence or intrusion by others (3
items)
= Reactance to Compliance, which assesses reactance toward complying with
other people’s wishes and requests (3 items)
= Resisting Influence from Others, which assesses a reactance toward others
that attempt to influence one’s behaviour (3 items)
= Reactance Toward Advice and Recommendations, which assesses reactance
toward people that attempt to impose their advice on the person (2 items)
Each item is rated on a 5-point Likert-type scale ranging from 1 (disagree completely)
to 5 (agree completely). It has been shown to have acceptable internal consistency
(Cronbach’s alpha: .77; Hong & Faedda, 1996). The acceptable 6-week test-retest
reliability (.73) was obtained for the 11-item version (Hong & Faedda, 1996). In addition,
Hong and Page claim that, as the 11-item HPRS yielded almost perfect correlations with
the 14-item previous version of the scale, the 2-week test-retest reliability (.89) from the
previous study that evaluated the 14-item HPRS is valid for the 11-items HPRS as well
(Hong & Page, 1989).
For the HPRS, the scale is scored in its entirety, but the authors of the HPRS suggest
that examining the 4 factors separately might be more appropriate (Hong & Faedda,

1996). Higher scores represented higher levels of psychological reactance (Hong &

Faedda, 1996).













































































































































































































































































































































