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ONLINE EXCLUSIVE
The Effects of Concrete Objective Information
and Relaxation on Maintaining Usual Activity
During Radiation Therapy
Norma J. Christman, PhD, RN, FAAN, and Linda B. Cain, PhD, RN
Purpose/Objectives: To examine the effects of concrete objective information (COI) and relaxation instruction (RI) on patients undergoing
radiation therapy, as well as the contribution of symptom uncertainty and
body awareness to the intervention effects.
Design: Three-group randomized trial. Assignment was stratified by
cancer site. Data collectors were blinded to group assignments.
Setting: University medical center radiation therapy department serving both urban and rural communities in the southeastern United States.
Sample: 76 adults having radiation with curative intent for gynecologic, head and neck, or lung cancer. Most were Caucasian and had in
situ to stage II disease. Mean age was 55 years.
Methods: COI and RI were delivered by tape recordings. Outcome
measures were indicators of usual activities and emotions at treatment
week 3 and two and four weeks post-treatment.
Main Research Variables: Intervention group; social, household, and
recreational activities; anxiety, depression, and anger; body awareness;
and symptom uncertainty.
Findings: Participants receiving either intervention reported more
social activity during treatment. Those given RI who were high in body
awareness reported more household activity during treatment. No effects
were found regarding emotion. Symptom uncertainty partially explained
COI effects.
Conclusions: The findings provide additional support for the effectiveness of COI in helping patients to maintain more of their usual activities during radiation therapy. Instruction in progressive muscle relaxation
also may help in maintaining activities.
Implications for Nursing: COI helps patients to cope with treatment
by reducing their uncertainty about symptoms. RI effects may vary by activity type and awareness of usual body sensations.

oncrete objective information (COI), guided by selfregulation theory (Johnson, 1999) and varied relaxation strategies (Hyman, Feldman, Harris, Levin, &
Malloy, 1989), has been found to be effective in a variety of
patient populations, including those with cancer. Knowing that
an intervention is effective is important, as is understanding
why it is effective and whether some groups of patients benefit more than others. Information that provides explanations
for intervention effects may be helpful when making decisions

C

Key Points . . .
➤ Receiving either concrete objective information or relaxation

instruction can help patients to maintain more of their usual activities during radiation therapy for cancer.
➤ Concrete objective information can help patients to cope with

the effects of radiation therapy by reducing their uncertainty
about treatment-related symptoms.
➤ Understanding why interventions are effective and why some

patients may benefit more than others may aid decisions about
their use in practice.

about use of interventions in practice (Conn, Rantz, WipkeTevis, & Maas, 2001).
Individual characteristics, such as a tendency to use certain
coping strategies more than others (Miller & Mangan, 1983;
Watkins, Weaver, & Odegaard, 1986; Wilson, 1981), the extent to which one wants information (Auerbach, Martelli, &
Mercuri, 1983), the level of anxiety prior to an anticipated
event (Sime & Libera, 1985), and the degree of optimism
(Johnson, 1996), have been reported to modify responses to
COI. Yet other researchers have reported no differences in intervention effects by variation in individual characteristics
(Rainey, 1985), or the intervention effects by individual characteristic variations differed by outcome measure (Auerbach et
al.; Miller & Mangan; Shipley, Butt, Horwitz, & Farbry, 1978).
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In addition, limited evidence supports hypotheses about
why COI is an effective intervention. Johnson (1973) proposed that COI increases the congruence between patients’
expectations and experiences because they are assisted in
forming accurate images of the experiences and use these
images during events to validate their experiences and guide
their behaviors (Johnson, Rice, Fuller, & Endress, 1978;
Leventhal & Johnson, 1983). Although this interpretation is
consistent with the parallel response model of coping, which
is a part of self-regulation theory (Johnson, 1996, 1999), evidence supporting the congruence hypothesis is limited to selfreport of expectations and experiences as more similar for
patients given COI than for those not given the information
(Johnson, Christman, & Stitt, 1985; Johnson, Lauver, & Nail,
1989). Perhaps COI induces the processing of more specific
information rather than a general comparison of what is expected and experienced. The congruence between expected
and experienced physical sensations may be particularly important in producing the beneficial effects of COI. A more
direct test of the congruence hypothesis may be achieved by
determining whether perceived uncertainty (Mishel, 1999),
specifically that associated with sensory or symptom experiences, helps to explain why COI is effective. Uncertainty
about sensory experiences may disrupt regulation of coping
behavior. COI, which includes the typical sensory experiences, their causes, and how they change over time, may reduce symptom uncertainty, thereby enhancing coping outcomes.
Considerable evidence shows that cognitive interpretation
of physical sensations guides behavior during illness and
treatment experiences (Leventhal et al., 1997). People monitor their physical sensations or symptoms, assign meaning to
them, and act based on their interpretations. For example,
symptom experiences influenced decisions to take medication in people with hypertension (Meyer, Leventhal, & Gutmann, 1985), patients receiving chemotherapy were more
distressed by ambiguous symptoms (Nerenz, Leventhal, &
Love, 1982), and older adults were more likely to attribute
vague symptoms to age than to illness (Leventhal & Diefenbach, 1991).
Variations in the tendency to focus on the self also may
help to explain the effects of sensory information. Carver and
Scheier (1981) suggested that people vary in the degree to
which they attend to the public and private aspects of the self
and that such differences influence behavioral responses.
People also vary in their disposition to attend to internal
bodily sensations (Miller, Murphy, & Buss, 1981), which is
an aspect of the private self. These notions, combined with
the findings of Pennebaker (1982) and others who indicated
a link between an internal attentional focus and symptom
reports (Bekker, Croon, & Vermaas, 2002; Ferguson &
Ahles, 1998; Higgins, 1995), suggest that people who tend to
be more aware of their internal bodily sensations may be
more responsive to unanticipated changes in the sensations.
Thus, people who tend to be more aware of internal physical
sensations and changes in sensations may benefit more from
COI than those who tend to be less aware of their internal
sensations. Variation in attention to internal bodily sensations also may influence responses to relaxation techniques.
Positive effects of relaxation on symptoms such as nausea
(Burish & Lyles, 1981), pain (Stam, McGrath, & Brooke,
1984), and emotional distress (Lyles, Burish, Krozely, &

Oldham, 1982; Wells, 1982) have been demonstrated in a
variety of populations (Devine & Westlake, 1995; Hyman et
al., 1989; Johnston & Vögele, 1993). Generally, the relaxation literature is silent with regard to the effects of individual differences (Hillenberg & Collins, 1983; TarlerBenlolo, 1978). Yet some findings suggest that not all people
respond positively to relaxation strategies (Benson, Alexander, & Feldman, 1975) and that some may, at least initially, respond negatively (Heide & Borkovec, 1983). Negative effects were postulated as related to self-focused
attention or increased awareness of bodily experience that
was aversive for some people (Heide & Borkovec, 1984). A
tendency to be more or less aware of normal internal bodily
sensations, such as heart beat and hunger pangs (Miller et al.,
1981), may explain differential effects of relaxation. When
required to attend to their bodies with relaxation instruction
(RI), people less aware of normal bodily sensations may respond less positively, and those who are more aware of such
sensations may respond more positively.
In this study, the following hypotheses were tested.
1. Patients receiving COI will report maintaining more of
their usual activities than those not receiving the information.
2. Patients receiving RI will report less emotional distress
than those not receiving instruction.
3. The effects of both interventions will be greater in patients reporting more awareness of bodily sensations than
those reporting less awareness.
4. Uncertainty about symptom experiences will help to explain why COI is effective.

Methods
Participants
Eligibility criteria included receiving radiation therapy
(RT) with curative intent for uterine, cervical, head and neck,
or lung cancer; being at least 21 years of age, having no concurrent psychiatric diagnosis or medical conditions that limited functional ability; having no concurrent chemotherapy
or prior RT; and being able to read and understand English.
Eligible patients were provided with verbal and written explanations of the study and had an opportunity to ask and receive answers to any questions. Those agreeing to participate
gave written consent after the verbal explanation of study
participation and the opportunity for questions and answers.
A total of 161 patients met the eligibility criteria, and 91
(57%) consented. The majority (70%) of those declining participation cited travel time, time involved, and lack of interest. Among those who gave consent, 6 withdrew from the
study and 9 were excluded from data analysis because of
change in treatment plan (chemotherapy [n = 1], a second
cancer diagnosis [n = 2], discovery of advanced disease [n =
3], refusal of further treatment [n = 1], or not meeting inclusion criteria [history of psychiatric disorder, n = 1; prior RT,
n = 1]). Those who withdrew or were excluded from analysis were distributed across the experimental groups.

Interventions
For women having RT for gynecologic cancer, the COI
messages describing what patients typically see, hear, and
feel during RT incorporated symptom descriptors from a
prior study of women having RT for gynecologic cancer
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(Christman, Oakley, & Cronin, 2001). Because the symptom
descriptors varied by operative status, separate messages
were developed for women at the pre- and postoperative
stages. For patients with lung or head and neck cancer, symptom reports described by King, Nail, Kreamer, Strohl, and
Johnson (1985) and congruent with those more recently described by Johnson, Fieler, Jones, Wlasowicz, and Mitchell
(1997) were incorporated into the COI messages. Each COI
message included the changes in symptoms over the course
of therapy, explained how they were related to the effects of
RT, and described symptoms as “the typical symptoms most
people experience while having RT” for a condition like
theirs. Two messages were used for each patient group. The
first described the typical experiences during treatment and
was provided during the first treatment week; the second described the changing pattern of experiences after treatment
completion and was given during the last treatment week. All
messages were professionally recorded onto audiotape and
accompanied by written summaries of the information.
RI was adapted from the progressive relaxation technique
used by Wilson (1981) and Wilson, Moore, Randolph, and
Hanson (1982) and professionally recorded onto audiotape.
The first tape, which was given to participants during the first
treatment week, included an introduction to relaxation and
focused practice in progressive and systematic relaxation of
all muscle groups. The second message, given during the last
treatment week, was a shortened version of the initial tape
and included the suggestion that relaxation also might be
helpful in dealing with daily life events. Participants were
provided with copies of these recordings and tape players
with earphones to take home with them.
To control for the attention given to participants in the
experimental groups by the researchers, those assigned to the
control group also received professionally recorded messages
and written summaries of the messages. Information from the
National Institutes of Health booklet Radiation Therapy and
You (National Institutes of Health, 1985/2001) was incorporated as appropriate to the treatment and post-treatment
phases. The first message focused on general information
about RT, how it works, its benefits, and skin markings. The
second message included general information about followup care.

Measures
Usual activities: Measures of household, recreation and
pastime, and social activities were selected from the 18 visual analog scales (VAS) derived by Selby, Chapman,
Etazadi-Amoli, Dalley, and Boyd (1984) from the Sickness
Impact Profile (SIP) (Bergner, Bobbitt, Carter, & Gilson,
1981). Test-retest reliability coefficients ranged from 0.63–
1.00, and the split half reliability coefficient was 0.91 for
the 18 VAS in a sample of women with breast cancer. Correlations between the VAS and SIP subscale scores were
more than 0.60 for 9 of the 16 scales; the correlation between total scores of the two measures was 0.70. The VAS
method also distinguished clinically different patient
groups as expected (Selby et al.). In an earlier study of patients receiving RT for a variety of cancer diagnoses
(Christman, 1995), the correlations between the original
SIP subscales and the VAS were moderately strong: household, 0.60 (N = 87); recreation and pastime, 0.62 (N = 88);
and social, 0.57 (N = 88). The stability of the VAS mea-

sures was moderate as expected and ranged from 0.30 for
social activity to 0.54 for household activity. Unlike the
SIP, higher scores indicate higher function. To decrease
error variance, all scales were converted from the VAS format to 10-point scales ranging from 0 (unable to do because
of my health) to 10 (normal for me).
Emotional distress: The anxiety (9 items), depression (15
items), and anger (12 items) subscales of the Profile of
Mood States (POMS) (McNair, Lorr, & Droppleman, 1992)
were used. A 5-point Likert-type response format ranging
from 0 (not at all) to 4 (extremely) with a “past week” time
frame was used. Internal consistency estimates for the three
subscales ranged from 0.90–0.95. Data support the factorial,
construct, and predictive validity of the POMS (McNair et
al.). The POMS also has been used widely with people who
have cancer (Cassileth, Lusk, Brown, & Cross, 1985; McNair
et al.).
Body awareness: The private body consciousness subscale
of the Body Consciousness Questionnaire (Miller et al.,
1981) was used to measure differences in awareness of internal body sensations. This 5-item scale uses a 5-point response
format ranging from 0 (extremely uncharacteristic) to 4 (extremely characteristic) to assess the degree to which the respondent tends to be aware of internal sensations, such as
hunger contractions of the stomach, temperature changes,
and heart beat. Test-retest reliability was 0.69, and the scores
were unrelated to social anxiety, hypochondriasis, and emotionality as predicted (Miller et al.). The alpha coefficient
was 0.73 in a prior sample of 87 people having RT
(Christman, 1995). In the present sample, the alpha coefficient was 0.80.
Symptom uncertainty: The Symptom Uncertainty Scale
(SUS) was derived from Mishel’s Uncertainty in Illness Scale
(MUIS) (Mishel, 1981, 1984). Ten items that reflected symptom perception or could be reworded to specifically assess
symptom experiences were selected from the MUIS. The 5point Likert response format ranging from 1 (strongly disagree) to 5 (strongly agree) was retained from the MUIS. In the
sample of 87 people having RT, the alpha coefficients were
0.69 during treatment week 3 and 0.81 four weeks after treatment completion. The relationship between the two scores was
moderate (r = 0.63) as expected because of changing symptom
experiences over time. One item was reworded based on examination of the item-total correlations and factor analysis
(Christman, 1995). In the present sample, the alpha coefficient
was 0.67 during treatment week 3. Also at treatment week 3,
symptom uncertainty was unrelated to body awareness
(r = 0.09) and negatively related to perceived predictability
(r = –0.53, p < 0.01) and understanding (r = –0.48, p < 0.01)
of treatment-related experiences, supporting the scale’s discriminant and concurrent validity (Christman, Cain, Cronin, &
Corley, 2002).
Symptom experiences: A symptom inventory adapted from
the McCorkle and Young (1978) Symptom Distress Scale and
similar to that used by Johnson et al. (1985) and Johnson, Nail,
Lauver, King, and Keys (1988) was used to measure the number and severity of symptoms commonly associated with RT.
The symptoms listed were those included in the RT consent
form for the cancer site where the participant was being
treated. Participants were asked to rate the severity of their
symptoms on a 6-point scale ranging from 0 (have not had) to
6 (extremely bad).
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Design and Procedures
A three-factor experimental design was used to test the
hypotheses. The first factor was intervention group (COI,
RI, or control). The second factor was body awareness with
two levels using a median split. The third factor was time,
using treatment week 3 and post-treatment weeks 2 and 4.
Stratified random assignment by cancer site was used to
achieve proportional distribution across the experimental
groups.
Participants were enrolled in the study during the first
treatment week. After informed consent and before the
first intervention, participants completed the measures of
body awareness and emotional distress. The SUS was
completed one day after each intervention. Additional
measures of emotional distress were obtained during treatment week 3 and two and four weeks after treatment
completion, as were the measures of usual activities and
symptom experiences. Research assistants who were blind
to the participants’ group assignments collected all
postintervention data. Post-treatment data were obtained
by mail with postcard reminders and follow-up telephone
calls as necessary.

Results
The final sample included 76 patients, 25 in the COI
group, 25 in the RI group, and 26 in the control group. Random assignment, stratified by cancer site, achieved proportional distribution of participants across the three groups (gynecologic cancer, 16%–18%; head and neck cancer,
9%–13%; and lung cancer, 5%). The sample included 52
(68%) women and 24 (32%) men; most were Caucasian
(92%). Their mean age was 55 years (SD = 12.2). More than
half of the participants were married (61%, n = 46), and 41%
(n = 31) were employed outside the home. The others were
either homemakers (n = 24, 32%) or retired or disabled (n =
21, 28%). Most were within one month of diagnosis (n = 63,
83%); all were less than one year from initial diagnosis.
More than half of the sample had in situ to stage II disease
(59%, n = 45); 36% had stage III or IV disease (n = 27). Staging data were unavailable for four participants. The mean
number of RTs was 31.
Initially, the data were examined to assess the adequacy
of randomization. The experimental groups did not vary
significantly by gender (X 2[2, N = 76] = 2.17, not significant). The mean scores for body awareness did not differ by
group (F[2,73] = 0.58, not significant). No systematic differences existed in usual activities or emotional distress by
cancer site. As a manipulation check for the use of relaxation across the groups, participants were asked four weeks
after treatment to indicate whether they had used any of a
number of coping strategies since beginning RT. The proportion of patients reporting use of a relaxation strategy was
greater in the RI group than in the other two groups (X 2[2,
N = 69] = 7.55, p < 0.03).
Repeated measures analysis of covariance was used to test
the hypothesized effects of COI, RI, and body awareness on
usual activities and emotional distress. Number of reported
symptoms at each time of measurement was the covariate for
analyses of effects on usual activities; emotional distress
prior to intervention was the covariate for analysis of effects
on emotional distress.

The only effect on emotional distress was for the covariate
preintervention distress (F[1, 57] = 36.69, p < 0.001). No
significant effects on recreation and pastime activities were
found. For social activity, with the effects of the covariates
removed, the only other significant effect was a within-subjects group by time interaction (see Table 1). As shown in
Figure 1, during treatment week 3, participants in both the
COI (Newman-Keuls q[7] = 4.59, p = 0.05) and RI (q[8] =
5.43, p = 0.05) groups reported more social activity than did
those in the control group. Neither group differed from the
control group two and four weeks after treatment completion.
Analysis of effects on household activities produced a
within-subjects group by body awareness by time interaction.
For the people low in body awareness (see Figure 2), neither
the COI nor RI groups differed from the control group across
the measures of household activity. In the people high in
body awareness, household activity was greater in the RI
group than in the control group (q[15] = 5.11, p = 0.05) only
during treatment week 3. Although the COI group also reported more household activity than the control group during treatment week 3, the difference was not significant.
Neither of the experimental groups differed from the control
group two and four weeks after treatment.
The hypothesized role of symptom uncertainty in explaining the effects of COI was examined with the social activity
scores from treatment week 3. The researchers used the regression approach to testing mediation effects suggested by
Baron and Kenny (1986). First, symptom uncertainty was
regressed on the contrast between COI versus the control
group means. Second, social activity was regressed on the
group contrast. Lastly, social activity was regressed on both
symptom uncertainty and group. Group explained
5.15% of
—
the
variance
in
symptom
uncertainty
(COI
X
=
30.44,
control
—
X = 33.15; F[1, 74] = 4.02, p < 0.05) and 8.41% of the variance in social activity (F[1, 73] = 6.71, p < 0.02). When social activity was regressed on symptom uncertainty (7.72%
Table 1. Analysis of Variance for Usual Activity Scores
F

Source
Between subjects
Covariates
Group
Body awareness
Group x body awareness
Subject within group error
Within subjects
Covariates
Time
Time x group
Time x body awareness
Time x group x body awareness
Time x subject within group error

df

Social
Activity

Household
Activity

1
2
1
2
56 (55)

(14.84***
(11.42
(11.37
(10.76
(12.61)

(17.78**
(10.12
(11.49
(11.49
(15.24)

1
2
4
2
4
113 (111)

(14.84*
(11.89
(13.90**
(10.62
(10.19
1(6.09)

(10.66
(12.00
(10.39
(10.46
(12.88**
1(6.50)

Note. Values in parentheses are df changes caused by missing data and mean
square errors.
* p < 0.05
** p < 0.01
*** p < 0.001
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Figure 1. Mean Scores for Social Activity by Intervention
Group and Time

descriptors in the information messages for patients with
head and neck or lung cancer might have influenced the findings. However, this is unlikely because the information did
not include descriptions of side-effect severity, which most
likely is influenced by treatment advances.
The effects of COI were not influenced by level of awareness of bodily sensations as predicted. Although patients less
aware of bodily sensations reported engaging in more household activities two weeks after treatment than those who were
more aware of such sensations, their level of activity did not
differ from that reported by the highly aware people in the
control group. Cioffi (1991) suggested that measures of somatic symptom perception do not capture degree of attention
to the sensation but that they do capture the degree of negative
interpretation generated by a person’s awareness of the sensation. The effects of RI for those high in body consciousness
may be interpreted in light of such understanding. Perhaps the
use of relaxation short-circuited the patients’ tendency to process their subjective experiences negatively, permitting more
involvement in usual household activities. That level of body
awareness influenced the effect of RI on household activity but

of the variance, F[1, 73] = 6.10, p < 0.02) and group, the
amount of variance explained by group decreased to 5.01%
(F[2, 72] = 4.14, p < 0.05).

Low Body Awareness
10

As hypothesized, patients receiving COI reported maintaining higher levels of usual function than those not receiving this
information but only for social activity during treatment. The
effects of COI were explained partially by symptom uncertainty. Preparatory information describing typical experiences,
including symptom experiences, helped patients form a mental
schema that reduced uncertainty about their symptom experiences. Knowing what to expect and that the experiences were
typical and resulted from treatment helped patients to focus on
ways to deal with the experiences rather than on interpreting
and giving meaning to them (Leventhal & Diefenbach, 1991).
The information served as a resource for proactive coping
(Aspinwall & Taylor, 1997) as the participants dealt with the
effects of RT. Reducing symptom uncertainty may contribute
to understanding the experience, which Johnson et al. (1989)
found to explain the effects of COI in men having RT for prostate cancer.
Unlike the findings of Johnson et al. (1988), COI in the
present study did not produce positive effects over time or
consistent effects across the measures of usual function.
Sample heterogeneity, particularly with respect to gender and
cancer site, most likely contributed to the lack of post-treatment effects. Randomization may have failed to control for
the post-treatment clinical course and gender-related variations in usual activities. The lack of effects over time also
may be a result of reduced-dose effect. In contrast to prior
studies, the researchers of the current study were unable to
enroll participants prior to simulation and the first treatment.
Thus, participants did not receive preparation for the simulation experience or the first treatment. Also, self-care strategies were not included in the messages, as done by Johnson,
Fieler, Wlasowicz, Mitchell, and Jones (1997). Because of
advances in treatment planning and delivery, the symptom
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Intervention and Time for Low and High Body Awareness
Groups
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not its effect on social activity may relate to the specific nature of these two activities and the potential differential effects
of personality traits. Activities requiring greater physical energy expenditure, such as work around the house, may call into
play a person’s tendency to be more aware of bodily sensations. In this case, RI short-circuited the tendency to process
subjective experiences negatively, permitting more involvement in usual household activities. For activities involving less
physical energy expenditure that also distract attention from
self, such as social activities, the tendency to interpret bodily
sensations negatively may be less operative.
The findings of this study provide additional support for the
positive effects of COI on functional status and suggest that RI
also may enhance functional status during RT for cancer. Often overlooked is that, by increasing functional status, interventions may decrease the social costs of treatment for cancer.
Further, these findings suggest specific processes by which
COI and RI produce their effects on the outcomes of coping
with stressful treatment for cancer. Greater understanding of
the processes by which these interventions produce effects on
patient outcomes increases the probability of identifying other
interventions that may similarly affect the processes and, thus,
patient outcomes. Most important to identifying new and innovative interventions is that symptom uncertainty helped to
explain the effects of COI. Such findings may be useful in
identifying other approaches for helping patients to deal with
stressful healthcare events.

Implications for Nursing
The findings of this study provide further support for the
use of COI in the care of patients undergoing RT. RI also
may help these patients maintain more of their usual activities during treatment. In evaluating the effects of these interventions in practice, assessing various types of usual activities may be important. Both COI and RI helped patients
maintain more of their usual social activities during treatment, whereas only RI was effective for household activity
and only for those people more aware of normal physical
sensations. Clinicians may consider assessing patients’ tendency to pay attention to their physical sensations when
evaluating the effects of these interventions. They also may
find COI to be more effective when the intervention is started
prior to simulation and combined with self-care information
for dealing with the effects of RT.
The authors gratefully acknowledge the contributions of Jean E. Johnson,
PhD, RN, FAAN, John F. Wilson, PhD, and John V. Haley, PhD, as consultants. They also thank Marsha G. Oakley, MSN, RN, Theresa Kessler, PhD,
RN, Gail Moddeman, PhD, RN, and Mary Beth Culross, PhD, RN, for their
assistance in data collection, as well as the people who volunteered to participate in this study.

Author Contact: Norma J. Christman, PhD, RN, FAAN, may be
reached at njchri1@uky.edu, with copy to editor at rose_mary@earth
link.net.

References
Aspinwall, L.G., & Taylor, S.E. (1997). A stitch in time: Self-regulation and
proactive coping. Psychological Bulletin, 121, 417–436.
Auerbach, S.M., Martelli, M.F., & Mercuri, L.G. (1983). Anxiety, information, interpersonal impacts, and adjustment to a stressful health care situation. Journal of Personality and Social Psychology, 44, 1284–1296.
Baron, R.M., & Kenny, D.A. (1986). The moderator-mediator variable distinction in social psychological research: Conceptual, strategic, and statistical considerations. Journal of Personality and Social Psychology, 51,
1173–1182.
Bekker, M.H.J., Croon, M.A., & Vermaas, S. (2002). Inner body and outward
appearance—The relationship between orientation toward outward appearance, body awareness, and symptom perception. Personality and Individual Differences, 33, 213–225.
Benson, H., Alexander, S., & Feldman, C.L. (1975). Decreased premature
ventricular contractions through use of the relaxation response in patients
with stable ischaemic heart disease. Lancet, 2, 380–382.
Bergner, M., Bobbitt, R.A., Carter, W.B., & Gilson, B.S. (1981). The Sickness
Impact Profile: Development and final revision of a health status measure.
Medical Care, 19, 787–805.
Burish, T.G., & Lyles, J.N. (1981). Effectiveness of relaxation training in
reducing adverse reactions to cancer chemotherapy. Journal of Behavioral
Medicine, 4(1), 65–78.
Carver, C.S., & Scheier, M.F. (1981). Attention and self-regulation: A control-theory approach to human behavior. New York: Springer-Verlag.
Cassileth, B.R., Lusk, E.J., Brown, L.L., & Cross, P.A. (1985). Psychosocial
status of cancer patients and next of kin: Normative data from the Profile
of Mood States. Journal of Psychosocial Oncology, 3(3), 99–105.
Christman, N.J. (1995). Preparation for radiotherapy—Outcomes and explanations, Final report. Grant No. R29 NR/CA01830.
Christman, N.J., Cain, L.B., Cronin, S.N., & Corley, D.J. (2002, February).
Correlates of symptom uncertainty. Paper presented at the meeting of the
Southern Nursing Research Society, San Antonio, TX.
Christman, N.J., Oakley, M.G., & Cronin, S.N. (2001). Developing and using preparatory information for women undergoing radiation therapy for
cervical or uterine cancer. Oncology Nursing Forum, 28, 93–98.

Cioffi, D. (1991). Beyond attentional strategies: Cognitive-perceptual model
of somatic interpretation. Psychological Bulletin, 109(1), 25–41.
Conn, V.S., Rantz, M.J., Wipke-Tevis, D.D., & Maas, M.L. (2001). Designing effective nursing interventions. Research in Nursing and Health, 24,
433– 442.
Devine, E.C., & Westlake, S.K. (1995). The effects of psychoeducational care
provided to adults with cancer: Meta-analysis of 116 studies. Oncology
Nursing Forum, 22, 1369–1381.
Ferguson, R.J., & Ahles, T.A. (1998). Private body consciousness, anxiety
and pain symptom reports of chronic pain patients. Behaviour Research
and Therapy, 36, 527–535.
Heide, F.J., & Borkovec, T.D. (1983). Relaxation-induced anxiety: Paradoxical anxiety enhancement due to relaxation training. Journal of Consulting
and Clinical Psychology, 51, 171–182.
Heide, F.J., & Borkovec, T.D. (1984). Relaxation-induced anxiety: Mechanisms and theoretical implications. Behaviour Research and Therapy, 22,
1–12.
Higgins, L.J. (1995). The associations of personal body awareness, symptom
perception, and time line anticipation with adherence behavior of adults
with primary hypertension (Doctoral dissertation, University of Kentucky).
Dissertation Abstracts International, 56, 3692.
Hillenberg, J.B., & Collins, F.L., Jr. (1983). The importance of home practice
for progressive relaxation training. Behaviour Research and Therapy, 21,
633– 642.
Hyman, R.B., Feldman, H.R., Harris, R.B., Levin, R.F., & Malloy, G.B.
(1989). The effects of relaxation training on clinical symptoms: A metaanalysis. Nursing Research, 38, 216–220.
Johnson, J.E. (1973). Effects of accurate expectations about sensations on the
sensory and distress components of pain. Journal of Personality and Social Psychology, 27, 261–275.
Johnson, J.E. (1996). Coping with radiation therapy: Optimism and the effect of preparatory interventions. Research in Nursing and Health, 19,
3–12.
Johnson, J.E. (1999). Self-regulation theory and coping with physical illness.
Research in Nursing and Health, 22, 435–448.

ONCOLOGY NURSING FORUM – VOL 31, NO 2, 2004
E44

Johnson, J.E., Christman, N.J., & Stitt, C. (1985). Personal control interventions: Short- and long-term effects on surgical patients. Research in Nursing and Health, 8, 131–145.
Johnson, J.E., Fieler, V.K., Jones, L.S., Wlasowicz, G.S., & Mitchell, M.L.
(1997). Self-regulation theory: Applying theory to your practice. Pittsburgh, PA: Oncology Nursing Society.
Johnson, J.E., Fieler, V.K., Wlasowicz, G.S., Mitchell, M.L., & Jones, L.S.
(1997). The effects of nursing care guided by self-regulation theory on
coping with radiation therapy. Oncology Nursing Forum, 24, 1041–1050.
Johnson, J.E., Lauver, D.R., & Nail, L.M. (1989). Process of coping with radiation therapy. Journal of Consulting and Clinical Psychology, 57, 358–
364.
Johnson, J.E., Nail, L.M., Lauver, D., King, K.B., & Keys, H. (1988). Reducing the negative impact of radiation therapy on functional status. Cancer,
61, 46–51.
Johnson, J.E., Rice, V.H., Fuller, S.S., & Endress, M.P. (1978). Sensory information, instruction in a coping strategy, and recovery from surgery. Research in Nursing and Health, 1, 4–17.
Johnston, M., & Vögele, C. (1993). Benefits of psychological preparation for
surgery: A meta-analysis. Annals of Behavioral Medicine, 15, 245–256.
King, K.B., Nail, L.M., Kreamer, K., Strohl, R.A., & Johnson, J.E. (1985).
Patients’ descriptions of the experience of receiving radiation therapy.
Oncology Nursing Forum, 12(4), 55–61.
Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, M., Leventhal, E.,
Patrick-Miller, L., et al. (1997). Illness representations: Theoretical foundations. In K.J. Petrie & J.A. Weinman (Eds.), Perceptions of health and
illness: Current research and applications (pp. 19– 45). Amsterdam:
Harwood.
Leventhal, H., & Diefenbach, M. (1991). The active side of illness cognition.
In J.A. Skelton & R.T. Croyle (Eds.), Mental representation in health and
illness (pp. 247–272). New York: Springer-Verlag.
Leventhal, H., & Johnson, J.E. (1983). Laboratory and field experimentation:
Development of a theory of self-regulation. In P.J. Wooldridge, M.H.
Schmitt, J.K. Skipper, & R.C. Leonard (Eds.), Behavioral science and
nursing theory (pp. 190–262). St. Louis, MO: Mosby.
Lyles, J.N., Burish, T.G., Krozely, M.G., & Oldham, R.K. (1982). Efficacy of
relaxation training and guided imagery in reducing the aversiveness of
cancer chemotherapy. Journal of Consulting and Clinical Psychology, 50,
509–524.
McCorkle, R., & Young, K. (1978). Development of a Symptom Distress
Scale. Cancer Nursing, 1, 373–378.
McNair, D.M., Lorr, M., & Droppleman, L.F. (1992). Profile of Mood States.
San Diego, CA: Educational and Industrial Testing Service.
Meyer, D., Leventhal, H., & Gutmann, M. (1985). Common-sense models of
illness: The example of hypertension. Health Psychology, 4, 115–135.
Miller, L.C., Murphy, R., & Buss, A.H. (1981). Consciousness of body: Private and public. Journal of Personality and Social Psychology, 41, 397–
406.
Miller, S.M., & Mangan, C.E. (1983). Interacting effects of information and
coping style in adapting to gynecologic stress: Should the doctor tell all?
Journal of Personality and Social Psychology, 45, 223–236.
Mishel, M.H. (1981). The measurement of uncertainty in illness. Nursing
Research, 30, 258–263.

Mishel, M.H. (1984). Perceived uncertainty and stress in illness. Research in
Nursing and Health, 7, 163–171.
Mishel, M.H. (1999). Uncertainty in chronic illness. In J.J. Fitzpatrick (Ed.),
Annual review of nursing research (pp. 269–294). New York: Springer.
National Institutes of Health. (1985/2001). Radiation therapy and you (NIH
Publication No. 01-2227). Bethesda, MD: National Cancer Institute.
Nerenz, D.R., Leventhal, H., & Love, R.R. (1982). Factors contributing to
emotional distress during cancer chemotherapy. Cancer, 50, 1020–1027.
Pennebaker, J.W. (1982). Psychology of physical symptoms. New York:
Springer-Verlag.
Rainey, L.C. (1985). Effects of preparatory patient education for radiation
oncology patients. Cancer, 56, 1056–1061.
Selby, P.J., Chapman, J.A.W., Etazadi-Amoli, J., Dalley, D., & Boyd, N.F.
(1984). The development of a method for assessing the quality of life of
cancer patients. British Journal of Cancer, 50, 13–22.
Shipley, R.H., Butt, J.H., Horwitz, B., & Farbry, J.E. (1978). Preparation for
a stressful medical procedure: Effect of amount of stimulus preexposure
and coping style. Journal of Consulting and Clinical Psychology, 43, 499–
507.
Sime, A.M., & Libera, M.B. (1985). Sensation information, self-instruction
and responses to dental surgery. Research in Nursing and Health, 8, 41–
47.
Stam, H.J., McGrath, P.A., & Brooke, R.I. (1984). The effects of a cognitivebehavioral treatment program on temporo-mandibular pain and dysfunction syndrome. Psychosomatic Medicine, 46, 534–545.
Tarler-Benlolo, L. (1978). The role of relaxation in biofeedback training: A
critical review of the literature. Psychological Bulletin, 85, 727–755.
Watkins, L.O., Weaver, L., & Odegaard, V. (1986). Preparation for cardiac
catheterization: Tailoring the content of instruction to coping style. Heart
and Lung, 15, 382–389.
Wells, N. (1982). The effect of relaxation on postoperative muscle tension
and pain. Nursing Research, 31, 236–238.
Wilson, J.F. (1981). Behavioral preparation for surgery: Benefit or harm?
Journal of Behavioral Medicine, 4(1), 79–102.
Wilson, J.F., Moore, R.W., Randolph, S., & Hanson, B.J. (1982). Behavioral
preparation of patients for gastrointestinal endoscopy: Information, relaxation, and coping style. Journal of Human Stress, 8(4), 13–23.

For more information . . .
➤ American Society for Therapeutic Radiation and Oncology

www.astro.org
➤ CancerLinksUSA.com: Radiation

www.cancerlinksusa.com/radiation.htm
➤ American Cancer Society: Radiation Therapy Principles

www.cancer.org/docroot/ETO/eto_1_3_Radiation_Therapy.asp
Links can be found at www.ons.org.
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