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Abstract  

Strokes can have devastating effects on the everyday functioning and well-being of 

afflicted individuals.  A key factor that may influence outcome following a stroke is the 

level of self-efficacy that stroke survivors have in their ability to function in daily life.  The 

present research was designed to address this proposition by exploring the relationship 

between self-efficacy in psychological, social, and instrumental aspects of daily living and 

the well-being of stroke survivors.  The initial phase of the research (Studies 1 to 3) 

involved the construction and validation of a measure of self-efficacy in daily living that 

comprised two subscales, one of self-efficacy in psychosocial functioning and the other of 

self-efficacy in activities of daily living.  Using this measure, Study 4 then explored the 

association between self-efficacy and the three components of well-being (life satisfaction, 

positive affect, and negative affect) in a group of stroke survivors (n = 80).  Results 

revealed that self-efficacy in psychosocial functioning was related to all components of 

well-being, even when relevant demographic variables and level of physical functioning 

were controlled.  Further analysis revealed that this relationship persisted when a proxy for 

actual performance in daily tasks was entered as a possible mediator.  In brief, higher levels 

of self-efficacy in the ability to perform daily tasks in the psychosocial domain predicted 

higher levels of well-being.  In contrast, self-efficacy in activities of daily living was only 

related to positive affect and was not associated with negative affect nor was it related to 

life satisfaction once physical functioning and relevant demographic variables were 

controlled.  Interestingly, socio-economic status was unrelated to positive affect but was 

moderately to highly correlated with life satisfaction (r = .38) and negative affect (r = -.76) 

suggesting that the detrimental impact of limited financial resources on the life satisfaction 
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and negative affectivity of stroke survivors may have eroded any possible beneficial effects 

of self-efficacy in performing the instrumental activities of daily living. 
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CHAPTER 1  

An Overview 

 Stroke has profound and wide-ranging effects on the physical, psychological and 

social aspects of an individual’s daily life (Gordon & Hibbard, 1997; Webster & Feinglass, 

1997).  The focus of health care professionals, particularly early in the period following 

stroke, is on physical functioning in rehabilitation.  In contrast, difficulties in daily living, 

and the psychological and social problems experienced following a stroke are often 

overlooked.  When stroke survivors leave hospital and return to live in the community, they 

are left to face a new reality which often includes coping with physical and/or cognitive 

impairments, dependency on others, loss of identity, social isolation, diminished self-

esteem, and fears about disfigurement and death (Bhogal, Teasell, Foley, & Speechley, 

2003; Devins & Binik, 1996).  All these issues may have devastating implications for the 

individual’s perception of competency and efficacy in daily living. 

A key factor in determining outcomes once stroke survivors are living in the 

community may be their belief in their ability to overcome the difficulties they encounter.  

Perceived self-efficacy concerns people’s belief in their ability to perform in ways that give 

them control over events that affect their lives (Bandura, 1997).  It is not a measure of the 

skills one has but rather the belief about what one can do under different sets of conditions 

with whatever skills one possesses (Bandura, 1997).  Although preliminary research into 

the relationship between self-efficacy and recovery from stroke indicates that high self-

efficacy has a positive influence on an individual’s level of physical functioning 

(Hellstrom, Nilsson, & Fugi-Meyer, 2001; Robinson-Smith, Johnston, & Allen, 2000), 

there has been little research to date into the relationship between self-efficacy and other 
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important domains of functioning; namely, the psychological, social, and instrumental 

aspects of daily living.  Theoretically, the higher the level of self-efficacy in these domains, 

the better the functioning in daily living and hence in the overall adjustment and well-being 

of the affected individual.  However, this proposition has yet to be investigated. 

One reason for the dearth of research in this area is the lack of a suitable measure of 

self-efficacy designed specifically to assess perceived self-efficacy in the psychological, 

social, and everyday functioning of stroke survivors.  The first task of the present research 

was therefore to develop such a measure and establish its psychometric properties.  

Development of a psychometrically sound measure of self-efficacy was necessary in order 

to achieve the primary aim of this thesis, which was to examine the proposition that self-

efficacy would make a unique contribution to well-being, above and beyond physical 

functioning. 

The plan for this thesis is to present an overview of the literature on stroke (chapter 

2), followed by a review of the theory and research on the concept of self-efficacy (chapter 

3).  Chapter 4 will give detailed description of the development of a new measure - the 

Daily-Living Self-Efficacy Scale (DLSES) and will present its psychometric properties.  

Chapter 5 will review the theory and research on the concept of well-being.  Chapter 6 will 

examine the relative contribution of physical functioning and self-efficacy to overall well-

being as well as their contribution to each of the components of well-being, namely, life 

satisfaction, positive affect, and negative affect.  Finally, Chapter 7 will discuss the results 

of the studies, limitations of the current research and suggestions for future research. 
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CHAPTER 2  

Stroke 

Stroke (sometimes called a cerebrovascular accident: CVA) is a major cause of 

death and disability (Rosamond et al., 2007).  Nearly all stroke survivors experience some 

degree of physical and/or cognitive disability immediately following a stroke.  The extent 

of functional deficit(s) depends upon the nature and severity of the stroke and the area of 

the brain affected by the stroke itself.  By the end of the first year following stroke, about 

half of all survivors of stroke remain dependent on others for activities of daily living 

(Hankey, Jamrozik, Broadhurst, Forbes, & Anderson, 2002).  Stroke poses a significant 

burden not only on the stroke survivors and their families but also on the health system and 

aged care services. 

2.1 Incidence and Prevalence 

Stroke is a leading cause of death in the Western world (Donnan, Fisher, Macleod, 

& Davis, 2008), and is the most common disabling disease in the world.  Around 15 million 

people annually experience a stroke worldwide and many are left with significant 

permanent disability  (Dafer, Rao, Shareef, & Sharma, 2008).   In Australia, one in five 

people die within one month after having their first stroke and one in three die within 

twelve months of their stroke (Thrift, Dewey, Macdonell, McNeil, & Donnan, 2000).  

Approximately one in six survivors of a first-ever stroke have another stroke within five 

years (Hankey, et al., 1998).  

According to the most recent figures available in Australia, there are an estimated 

40,000 to 48,000 people who suffer from a stroke every year – one every 12 minutes 

(Australian Institute of Health and Welfare [AIHW], 2008).  Seventy per cent of these are 
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first-ever stroke.  Eighty per cent of individuals who had a stroke in Australia are aged 60 

years or over (AIWH, 2008).  Approximately 88 per cent of all stroke survivors live at 

home and most have a disability (Australian Institute of Health and Welfare [AIHW], 

2006).  People disabled by a stroke are twice as likely to need ongoing assistance with daily 

activities in comparison to those whose disability is caused by coronary heart disease.  

Stroke accounted for 8,484 deaths in 2006 in Australia (AIWH, 2008).  With improved 

treatment and management of acute stroke, the death rate is decreasing and the number of 

stroke survivors is increasing and most need ongoing care (Tilanus & Timmerman, 2005).  

Strokes cost Australia an estimated $2.14 billion a year (AIWH, 2006). 

2.2 Definition of Stroke 

A stroke occurs suddenly and often without warning (Feigin, 2004).   It is caused by 

a blocked or burst blood vessel which leads to impaired brain function(s) due to disturbance 

in the blood supply to the brain.  As a result the affected area of the brain is unable to 

function, leading to such impairments as loss of movement in one or more limbs, difficulty 

in understanding or expressing language, and/or deficits in the visual field (Feigin, 2005).  

Stroke can be classified into two major categories: ischemic and haemorrhagic.  Ischemic 

strokes are strokes that are caused by interruption of the blood supply, whereas 

haemorrhagic strokes are caused by a rupture of a blood vessel.   

Ischemic strokes can be caused by an embolism, an obstruction due to a travelling 

particle or debris (embolus) in the arterial bloodstream originating from elsewhere in the 

body; a thrombosis, an obstruction of a blood vessel by a blood clot formed locally; a 

systemic hypoperfusion, a reduction of blood flow to all parts of the body; and a venous 

thrombosis due to locally increased venous pressure, which exceeds the pressure generated 



 5 

by the arteries (Stam, 2005); or hypoxia, a reduction of oxygen in the brain (Elias & 

Saucier, 2006).   

Haemorrhagic strokes are the most lethal type of stroke and are caused by bleeding 

into the brain tissue (i.e., intracerebral haemorrhage) or into the subarachnoid space, the 

area between the inner layer (pia mater) and middle layer (arachnoid mater) of the tissue 

covering the brain (meninges) (i.e., subarachnoid haemorrhage); or into the subdural space, 

located between the surface of the brain and the dura mater (a thin layer of tissue that 

separates the brain from the skull).  Bleeding from an intracranial artery is usually caused 

by an aneurysm that ruptures. Aneurysms may be present at birth (congenital), or they may 

develop later after years of high blood pressure has weakened the walls of arteries 

(Donaghy, 2005; Feigin, 2004).  The classic symptom of a haemorrhagic stroke is severe 

headaches that peak within seconds (also referred to as ‘thunderclap headaches’) and is 

often followed by a brief loss of consciousness.  Other symptoms include facial or eye pain, 

loss of peripheral vision, weakness or paralysis on one side of the body. 

2.3 Risk Factors for Stroke 

Stroke is influenced by many risk factors which can be classified into three broad 

categories – genetic predisposition such as family history and ethnicity; physiological 

characteristics such as high blood pressure, atrial fibrillation, obesity, age, diabetes and 

transient ischemic attack (often referred to as a ‘mini-stroke’); and behaviours such as 

smoking, heavy alcohol consumption, drug use, and lack of physical activity.  With the 

exception of the risk factors in the ‘genetic predisposition’ category, most if not all risk 

factors in the ‘physiological characteristics’ and ‘behaviours’ categories can be controlled 

or eliminated either by medical means, such as drug therapy, or by non-medical means, 
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such as a change in lifestyle (Feigin, 2004; Judd, 2005).  According to Feigin (2004), up to 

85% of all strokes can be prevented if  the modifiable risk factors that form part of the 

‘physiological characteristics’ and ‘behaviours’ categories are controlled or eliminated. 

2.4 Treatment of Stroke 

Treatment varies according to the underlying cause of the stroke, whether it is an 

ischemic or a hemorrhagic stroke.  Given that an ischemic stroke is caused by an 

obstruction occluding blood flow to an artery to the brain, treatment involves restoring 

blood flow in the affected area of the brain by dissolving the clot with anticoagulants and 

thrombolytic drugs (also known as clot-busting drugs).  These drugs are injected 

intravenously or intra-arterially through the femoral artery (Feigin, 2004).  However, little 

can be done to influence the outcome of a haemorrhagic stroke except to promptly reverse 

any coagulation deficit (Donaghy, 2005).   Anticoagulants and thrombolytic drugs, key in 

treating ischemic stroke, cannot be used as they can make bleeding worse.   

2.5 Consequences of Stroke 

It is well established that stroke has profound and wide-ranging effects on the 

physical, psychological and social aspects of an individual’s life (Gordon & Hibbard, 1997; 

Pajalic, Karlsson, & Westergren, 2006; Teoh et al., 2009; Wilz & Barskova, 2007).  After a 

stroke, individuals experience the direct effect of their injury and the secondary effects of 

adjusting to the impact of stroke in day-to-day living. The consequences of stroke are 

multi-faceted as they vary according to the nature and location of the stroke, and the degree 

of severity.  Stroke does not only affect the stroke survivors but it also affects their families 

(Anderson, Linto, & Stewart-Wynne, 1995).   



 7 

Physical and cognitive abilities are often significantly affected after stroke.  Some of 

the common physical impairments include paralysis; weakness; loss of sensation in the 

face, arm or leg on one side of the body; difficulty talking and/or understanding (without 

hearing problems); difficulty swallowing; partial loss of vision on one side; and bowel and 

bladder incontinence (Pajalic et al., 2006; Schnell, 1997).  Depending upon the extent and 

nature of the brain damage arising from the stroke, many individuals experience changes in 

their cognitive abilities (e.g., memory, attention, and decision-making) and perception of 

themselves, their body and the environment.  These physical and cognitive limitations can 

have a dramatic impact on the stroke survivor’s psychological functioning, quality of life 

and well-being in their daily life. 

Having a stroke can lead to some intense emotional changes due to injury to brain 

areas that are related to emotional functioning.  For example, damage to the amygdala 

which is specifically involved in emotions can lead to emotional changes after stroke.  

However, the psychological/emotional changes may be the result of a normal psychological 

reaction to adjusting to their life after stroke.  When returning home to live in the 

community, many stroke survivors face their ‘new reality’ and are often not 

psychologically prepared to overcome the many obstacles they now have to face in their 

daily life and many live in fear of having another stroke.   

Stroke survivors face a range of stressors relating to the impact of the stroke on 

everyday living such as the capacity to work, financial difficulties, dependency on others 

for basic daily living activities, and poor self-image.  These stressors often lead to a range 

of emotional problems such as anxiety, depression, loss of self-esteem, guilt, hopelessness, 

and feelings of frustration, inadequacy, embarrassment and shame. 
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Post-stroke disability can lead to greater social isolation and withdrawal from 

community activity (Boden-Albala, Litwak, Elkind, Rundek, & Sacco, 2005).  Individuals 

who are housebound as a result of their physical disability are likely to experience a 

significant decrease in their social contacts (Knapp & Hewison, 1998).  Furthermore, the 

physical, cognitive, and psychological limitations often lead to a change in the stroke 

survivors’ social role functioning (e.g., as a spouse, lover, parent, and/or employee).  

Stroke also has profound and wide-ranging effects on the stroke survivors’ family.  

After leaving hospital, many stroke survivors are cared for by family members (typically 

their spouse) (Anderson et al., 1995).  Because of the sudden onset of a stroke and the 

resulting disability, spouses have little time to adjust to the new demands that are placed 

upon them (Anderson et al., 1995).  As a result, many spouses experience elevated 

caregiver strain (Ilse, Feys, de Wit, Putman, & de Weerdt, 2008), increased psychological 

problems such as depression and anxiety (Low, Payne, & Roderick, 1999; Murray & 

Harrison, 2004), and a decrease in their quality of life (Visser-Meily, van Heugton, Post, 

Scheps, & Lindeman, 2005).  As well as having to cope with the impact of ongoing 

stressors associated with their care-giving role, they often have to come to terms with the 

sudden, unexpected, and life-threatening nature of the stroke itself and the reality of the 

physical, cognitive, and psychological changes in their spouse/partner (Carek, Norman, & 

Barton, 2010).  Furthermore, family relationships are also affected by major changing roles, 

with increased tension, misunderstanding and/or feelings of neglect among family members 

due to the physical and emotional demands of the effects of stroke (Anderson, et al., 1995; 

Periard & Ames, 1993).   
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Children often face a special challenge when coping with a parent’s stroke.  They 

may face problems with social embarrassment related to their parent’s disability and may 

have difficulties understanding the physical and psychological changes in their parent since 

the stroke.  For example, young children may not understand why their injured parent needs 

ongoing care, walks or talks strangely and does not participate in plays activities like he/she 

used to do before the stroke.  These difficulties often lead to substantial breakdown in 

relationships between children and their injured parents which may result in children 

displaying increased behavioural and emotional problems (Stein, 2004). 

2.6 Stroke Rehabilitation 

Stroke rehabilitation is the process of assisting a person who has experienced 

physical and/or cognitive impairments as a result of a stroke to return to an optimal level of 

health and functional ability in daily living (Dewey, Sherry, & Collier, 2007).  Stroke 

rehabilitation usually involves a multi-disciplinary team consisting of health professionals 

in physical therapy, occupational therapy, speech therapy (if needed), neuropsychology, 

nursing, and social work.  However, current stroke rehabilitation tends to focus on the bio-

medical course of disability, namely, the physical and cognitive recovery (Bendz, 2003; 

Jones, 2006; Kendall et al., 2007; Medin, Barajas, & Ekberg, 2006).  The psychological and 

social difficulties that many stroke survivors experience are profound but are often ignored 

by health professionals (Kendall et al., 2007).  Although rehabilitation using a bio-medical 

approach does help stroke survivors recover in some aspects of their functional ability, it is 

not sufficient to assist them cope with and adapt to living with the consequences of stroke 

in all aspects of their life, such as home, family and work (Burton, 2000; Medin et al., 

2006; O’Connell et al., 2001).  A key factor that may help optimize stroke survivors’ 
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recovery during and after the rehabilitation period is to help them develop a higher level of 

self-efficacy; namely, the belief in their ability to overcome the difficulties they face 

following stroke and the belief that they are able to regain at least some control over their 

lives.   

2.7 Summary 

Stroke is a major cause of long-term disability in the world.  It usually occurs 

suddenly and without warning and has a profound effect on the physical, psychological, 

and social well-being and quality of life of stroke survivors and their families.  Many 

individuals following stroke struggle to cope with the many obstacles they face when 

returning home to live in the community.  Although some of the psychological 

consequences of stroke (predominantly depression) may be caused by damage to specific 

brain areas, many are caused by the normal psychological reaction stroke survivors 

experience when having to adjust to living their life with a disability.  The psychological 

and social difficulties that many individuals experience after stroke are profound, but are 

rarely addressed during rehabilitation as the focus there is on the acute phase of recovery 

and predominantly on its physical and cognitive aspects.  Stroke survivors who have 

confidence in their functional ability in daily life may be better prepared psychologically to 

overcome the many difficulties they face following stroke and they may also experience a 

greater level of well-being and quality of life when compared to stroke survivors who 

experience low self-efficacy in functional ability.  The next chapter will review theory and 

research on the concept of self-efficacy and its relevance to stroke survivors’ daily 

functioning. 
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CHAPTER 3  

Self-Efficacy 

3.1 Introduction 

 

Social Cognitive Theory is a theory based on the view that individuals are agents 

proactively engaged in their own development who can make things happen by their 

actions.  According to Bandura (1986), the way in which people interpret the consequences 

of their own behaviour informs and changes their environments and the personal factors 

(e.g., cognition, affect, and biological events) they possess which, in turn, inform and 

change subsequent behaviours.  This proposition is the foundation of Bandura’s (1986) 

concept of reciprocal determinism which views human functioning as a product of a 

dynamic interplay of personal, behavioural, and environmental influences.  Bandura (1986) 

used the term ‘triadic reciprocal determinism’ to describe the mutual bidirectional action 

among these three influences.  In other words, the person, the behaviour, and the 

environment do not function as independent units but instead they determine each other in a 

reciprocal manner (Bandura, 1986).  Standing at the very core of social cognitive theory is 

the construct of self-efficacy. 

Self-efficacy is people’s beliefs in their abilities to perform in ways that give them 

control over events that affect their lives (Bandura, 1997).   It is not a measure of the skills 

one has but the belief about what one can do under different sets of conditions with 

whatever skill one possesses (Bandura, 1997).  According to Bandura (1977, 1986), the 

basic premise underlying self-efficacy theory is that expectations of personal mastery (self-

efficacy) and success (outcome expectations) determine whether an individual will engage 
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in a particular behaviour.  An outcome expectation is a person’s belief about the outcome 

that results from a particular behaviour, whereas an efficacy expectation or self-efficacy is 

the confidence in one’s ability to perform the actual behaviour.  People are motivated to 

carry out behaviours they believe will result in a desired outcome (Bandura, 1997).  In 

other words, unless people believe that their actions can produce the outcome they desire, 

they have little incentive to act or to persevere in the face of difficulties. People tend to 

avoid activities and situations they believe exceed their coping capabilities, but they will 

willingly undertake activities and select social environments that they judge themselves 

capable of managing.  According to Bandura (1986), outcome expectations are highly 

dependent on efficacy expectations (self-efficacy) and therefore, self-efficacy is a better 

predictor of performance than expected outcomes (Bandura, 1986).  Self-efficacy 

determines whether an individual will engage in certain activities, how much effort the 

individual is likely to invest; and for how long he/she will persist when faced with obstacles 

and aversive experiences.  The stronger the perceived self-efficacy, the more likely one will 

persist in attempting to overcome obstacles and difficult situations (Bandura, 1977). 

People with low self-efficacy tend to avoid difficult tasks. They display weak 

commitment to the goals they choose to pursue.  In difficult situations they are more likely 

to focus on their personal deficiencies and the adverse consequences of failure, and they 

also tend to give up quickly when facing difficult situations.  In contrast, people with high 

self-efficacy tend to approach difficult situations as challenges to be mastered rather than 

perceiving those difficult situations as threats to be avoided.  They set themselves 

challenging goals and stick to them. When facing failures or setbacks, individuals with high 

self-efficacy are more likely to persevere and increase their efforts to overcome those 
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failures or setbacks. They approach potential stressors or threats with confidence that they 

can exercise some control over them (Bandura, 1989).  

Consequently, level of self-efficacy may play a significant role in stroke survivors’ 

recovery and adjustment post stroke.  Rehabilitation is critical in helping stroke survivors 

regain at least some if not all of their independence and control over their life.  Arguably, 

those with low self-efficacy are less likely to benefit from rehabilitation. If they lack belief 

in their ability, they are more likely to give up in the face of difficulties, such as re-learning 

to walk or to speak, which require a high level of determination and perseverance.  

Furthermore, these individuals may be more likely to focus on what they have lost as a 

result of their stroke (e.g., reduced mobility) rather than focusing on what they can do to 

maximise their level of physical and/or cognitive recovery. 

3.2 Sources of Self-Efficacy 

According to Bandura (1977), there are four major ways of developing a strong 

sense of efficacy – performance accomplishment, vicarious experience, verbal persuasion, 

and emotional arousal.   

Performance accomplishment is the most important source of self-efficacy because 

it is based on a person’s own experience.  Experiences of success enhance self-efficacy, 

while regular failures decrease self-efficacy.  For example, an individual who has had a 

stroke affecting the left side of his/her body may feel apprehensive about walking again.  If 

he/she succeeds in the first attempts to walk a few steps, he/she is likely to persevere in 

efforts to regain mobility. In this case, successful accomplishment of this behaviour is 

likely to raise the individual’s self-efficacy in mastering this particular activity.   
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Vicarious experience is learning that occurs as a result of observing others 

performing specific activities.  For example, observing others perform a threatening activity 

without unpleasant consequences can generate expectations in individuals that they too can 

succeed or improve if they persevere in their efforts.  They convince themselves that if 

others can do it, they should be able to achieve at least some improvement in performance 

(Bandura & Barab, 1973).  Thus a stroke survivor who sees other individuals with similar 

physical impairments undertaking activities with positive outcomes may be convinced that 

he/she too can engage in those activities.  While vicarious experience is a weaker influence 

on self-efficacy than performance accomplishments, it can enhance an individual’s 

expectations of the successful completion of a task.   

Verbal persuasion is the most often used source of self-efficacy because it is easy to 

use.  By giving instructions, suggestions, and advice, individuals are led into believing that 

they can cope successfully with what has overwhelmed them in the past.  For example, 

when returning home from hospital, an individual who had a stroke may lose confidence in 

his/her ability to undertake daily activities due to physical impairments.  Verbal 

encouragement from a carer/partner may help instill the belief in this individual that he/she 

can master those activities.  Although efficacy expectations produced by verbal persuasion 

are weaker than those stimulated by performance accomplishment and vicarious 

experience, it can contribute to successful performance when it is realistic (Bandura, 1977).  

Emotional arousal is another source of information that can influence self-efficacy.  

People can estimate their degree of confidence by the emotional state (e.g., anxiety, stress, 

and arousal) they experience as they contemplate whether to engage in a particular activity.  

Strong emotional reactions to a task provide cues about the anticipated success or failure of 
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the outcome.  When an individual experiences negative thoughts and fears about his/her 

ability, those affective reactions can lower the individual’s level of self-efficacy and trigger 

additional stress that can paradoxically result in the inadequate performance that is feared. 

3.3 Measurement of Self-Efficacy 

Although there is general consensus about the meaning of self-efficacy, it has been 

conceptualised and measured in a number of ways.  Bandura (1977) originally argued that 

self-efficacy should always refer to the particular task or specific behaviour that is being 

predicted.  In other words, he conceptualised self-efficacy as primarily a situation- or 

domain-specific belief.  Therefore, he argued that when developing a self-efficacy scale, 

items should reflect various levels of task demands within a given activity.  Applying this 

reasoning to the area of stroke would suggest that when assessing an individual’s perceived 

ability in walking after having a stroke, items should represent various levels of difficulty, 

such as walking on a flat surface, climbing stairs, and so on, with individuals then required 

to indicate their level of confidence in performing those specific tasks.   

Similarly, Bandura’s original conceptualisation suggests that self-efficacy scales 

should also be designed to assess self-efficacy under different situational circumstances.  

Consequently when measuring individuals’ self-efficacy to engage or persist in an exercise 

routine, items on the scales should reflect various situational conditions that individuals are 

likely to encounter when exercising, such as when tired and depressed, and when they have 

other commitments or more interesting things to do.  In summary, according to Bandura’s 

original conceptualisation of self-efficacy, scales must be tailored to activity domains and 

assess the multifaceted ways in which efficacy beliefs operate within that domain – 
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“multifaceted efficacy scales not only have predictive utility but provide insights into the 

dynamics of self-management of behaviour” (Bandura, 2006, p.310).  

However, in some situations such as when assessing an individual’s level of 

confidence in daily functioning after a stroke, this form of assessment may prove to be 

overly restrictive.  Functional ability is defined as “one’s maximum potential to perform 

those activities people do in the normal course of their lives to meet basic needs, fulfill 

usual roles, and maintain their health and wellbeing” (Leidy, 1994, p.198).  The term refers 

to one’s potential in many life domains such as psychological, social, and activities of daily 

living.  Thus more than one aspect of functional ability need to be considered when 

determining an individual’s general level of perceived functional ability in their daily life.  

This approach is consistent with Bandura’s view that self-efficacy scales must assess all 

facets of the domain that is being measured.  Furthermore, assessment of various aspects of 

the domain of functional ability provides an opportunity to identify specific areas where an 

individual may experience low self-efficacy.  An individual, for example, may be confident 

about participating in social activities but may have low self-efficacy in performing daily 

chores or controlling negative thoughts.  

Bandura (1977) states that self-efficacy should always refer to a particular task or 

behaviour.  Accordingly, when looking at the broad domain of functional ability, each 

aspect would need to be separately assessed with items representing various levels of task 

demands.  However to do this for all three aspects of functional ability (i.e., psychological, 

social, and activities of daily living) would require a very long and comprehensive and 

laborious questionnaire.  As many stroke survivors suffer from fatigue and inability to 



 17 

concentrate for long periods of time, it is important that while ensuring that the scale is 

reliable and valid, the number of items be kept to a minimum.  

A more recent conceptualisation of self-efficacy that has generated considerable 

interest in the literature is as a global confidence in one’s coping ability across a wide range 

of demanding or novel situations (Sherer et al., 1982).  According to Luszczynska, 

Gutierrez-Dona, and Schwarzer (2005), general self-efficacy is a universal construct and it 

characterises a basic belief that is intrinsic in all individuals.  Furthermore, general self-

efficacy allows for the possibility of explaining a broad range of human behaviours and 

coping outcomes when the context is less specific.    

The General Self-Efficacy Scale (GSE) developed by Schwarzer and Jerusalem 

(1993) is a well-known measure and has been found to be particularly useful when 

assessing the well-being or behaviour of individuals who have had to adjust their lives to 

multiple demands of chronic illness (Bonetti et al., 2001).  A number of studies have used 

the GSE scale to explain patterns of coping in patients with illnesses such as cancer 

(Boehmer, Luszczynska, & Schwarzer, 2007); cardiovascular disease (Schroder & 

Schwarzer, 2005); and spinal cord injury (Hampton, 2000).  A study which examined 

personal and social resources of cancer patients and their perception of positive life changes 

as a consequence of illness found that general self-efficacy facilitated adjustment in those 

patients (Schulz & Mohamed, 2004).  Another study examined levels of recovery and 

quality of life in patients who had undergone cardiac surgery, and found that patients who 

scored high on the GSE scale had recovered better one week after surgery and experienced 

better quality of life six months later when compared to the patients who scored low on the 

GSE scale (Schroeder, Schwarzer, & Konertz, 1998).   Hampton (2000) examined the 
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relationship between self-efficacy and quality of life in individuals with spinal cord injuries 

and found that self-efficacy was significantly correlated with life satisfaction and 

psychological well-being.  

Although the GSE scale has been found to be a useful measure when assessing 

global confidence in coping ability when individuals have to adjust to a chronic illness, it is 

not as useful when the aim is to measure perceived ability in a more specific domain such 

as the domain of daily functioning.  In this situation, a domain-specific self-efficacy 

measure is more appropriate when compared to a broad measure such as the GSE as it 

would provide more detailed information in the specific areas (e.g., psychological, social, 

activities of daily living) where stroke survivors may need assistance. 

3.4 The Relationship between Self-Efficacy and Various Outcomes 

A substantial body of research attests to a strong relationship between self-efficacy 

and a diverse range of outcomes such as performance and persistence (Bandura & Schunk, 

1981; Multon, Brown,  & Lent, 1991); depression (Bandura, Pastorelli, Barbaranelli, 

Caprara, 1999; Caprara, Gerbino, Paciello, Di Giunta, Pastorelli, 2010); phobias (Bandura, 

Taylor, Williams, Mefford, & Barchas, 1985); addiction (Marlatt, Baer, & Quigley, 1995); 

social skills (Moe & Zeiss, 1982); assertiveness (Lee, 1983,1984); smoking behaviour 

(Herd, Borland, Hyland, 2009);  and athletic performance (Moritz, Feltz, Farbach, & Mack, 

2000).  For instance, Bandura and Schunk (1981) conducted a study in which they tested 

the hypothesis that self-motivation through proximal goal setting serves as an effective 

method to develop competencies, self-efficacy, and intrinsic interest.  Children who 

demonstrated major deficits and lack of interest in mathematical tasks participated in a self-

directed learning program over seven sessions, in which they were presented with 28 



 19 

subtraction problems organized into seven sets of problems.  Children were assigned 

randomly to one of three treatment conditions (proximal goals, distal goals, and no goals) 

or a non-treated control group.  In the proximal goal condition, children were advised by 

the experimenter to complete one set of subtraction problem during each instructional 

session.  In the distal goal condition, children were advised to complete all sets by the end 

of the seventh session.  In the no goal condition, children were only told to work 

productively.  In the no treatment condition, children were administered the full set of 

material without being given any instructions or suggestions.  Results revealed that 

proximal goals increased motivation during the self-directed learning program and led to 

the highest posttest subtraction skill and self-efficacy.  Distal goals had no observable 

effects of particular importance.  Perceived mathematical self-efficacy was positively 

related both to performance and to intrinsic interest in solving subtraction problems. 

Similar results have been found in many studies.  Multon et al. (1991) conducted a 

meta-analytic investigation of the relations of self-efficacy beliefs to academic performance 

and persistence.  Thirty-nine studies were included in the meta-analysis.  The criteria for 

inclusion of studies were that each study had to provide the following: (a) a measure of 

self-efficacy; (b) a measure of academic performance or persistence; and (c) sufficient 

information to calculate appropriate effect size estimates.  Results of this investigation 

revealed positive and statistically significant relationships between self-efficacy beliefs and 

academic performance and persistence outcomes across a wide variety of participants, 

experimental designs, and assessment methods.   

Studies have also shown that self-efficacy play a significant role in the adjustment 

to various chronic illnesses such as arthritis (Lorig, Chastain, Ung, Shoor, & Holman, 



 20 

1989); pain control (Turner, Ersek, & Kemp, 2005); chronic pain (Lackner, Carosella, & 

Feuerstein, 1996); diabetes (Grossman, Brink, & Hauser, 1987); cancer (Weber, et al., 

2004); sickle cell disease (Edwards,Telfair, Cecil, & Lenoci, 2001); and spinal cord injury 

(Middleton, Tate, & Geraghty, 2003).  The results of these studies suggest that high levels 

of self-efficacy may act as a buffer for coping with or reducing disease symptoms in 

individuals with chronic conditions (Rutter, 1993).  For example, Edwards et al. (2001) 

conducted a longitudinal study in which they examined the role of self-efficacy for coping 

and managing sickle cell disease in predicting disease-related symptoms in adult patients. 

They found a negative relationship between self-efficacy and the number of reported 

disease-related symptoms.  Individuals with sickle cell disease who reported low levels of 

self-efficacy tended to report more physical and psychological disease-related symptoms, 

more severe pain, and more frequent physician visits than their counterparts who reported 

higher levels of self-efficacy.  Furthermore, Turner et al. (2005) examined the relationship 

of self-efficacy for managing pain with disability, pain intensity, depressive symptoms, and 

pain coping strategy use in a sample of 140 retirement community residents.  They found a 

significant negative relationship between self-efficacy and pain-related disability and 

depressive symptoms, and a significant positive relationship between self-efficacy and the 

use of pain coping strategies.  Turner et al. concluded that self-efficacy for managing pain 

appears to be important in the adjustment of older adults experiencing pain. 

However, a major issue in self-efficacy research concerns the question of whether or 

not self-efficacy operates as a causal factor in human functioning or whether it is simply a 

reflection of past performance.   This issue has been frequently debated and has been 

addressed by a number of researchers, with the evidence converging across studies to 
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indicate that self-efficacy does play a causal role in determining a diverse range of 

outcomes.  Following are a few examples of research that clearly illustrate this point. 

Social cognitive theory views stress reactions in terms of perceived self-inefficacy 

in exercising control over aversive threats and taxing environmental demands (Bandura, 

1992).  Exposure to stressful events in which people perceive they have little or no control 

activates a range of biochemical processes such as increased heart rate, elevation in blood 

pressure and increased levels of catecholamine secretions.  In their study, Bandura et al. 

(1985) examined the role of perceived coping self-efficacy in mediating the effects of 

environmental events on catecholamine secretions (i.e., epinephrine and norepinephrine).   

Twelve female participants whose lives were adversely affected by a phobic dread 

of spiders participated in this study.  Participants were tested for phobic behaviours on a 

series of 18 performance tasks requiring increasingly more threatening interactions with a 

large wolf spider from looking down at the spider in a plastic bowl to tolerating the spider 

crawling on their lap.  To assess participants’ level of self-efficacy, a list of the 18 

performance tasks was initially presented to each participant and they were asked to record 

those tasks they judged they could perform then.  For each task, they rated the strength of 

their perceived self-efficacy on a 100-point scale ranging in 10-point intervals from high 

uncertainty to complete certitude.  Modeling was then used to raise perceptions of efficacy 

to encompass the entire range of strength values.  Participants observed a male 

experimenter modeling coping activities with a wolf spider as it scurried over his hands, 

forearm, and upper body.  At periodic intervals during the modeling procedure, the self-

efficacy scale was administered until participants designated at least one task at each of the 

strong (100), medium (40-60) and weak (0-20) values of self-efficacy strength. The actual 
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performance tasks corresponding to each of the three values of self-efficacy strength varied 

across participants.  Catecholamine secretions were then obtained when participants were 

presented with coping tasks in their low, medium, and high ranges of self-efficacy.     

Results revealed that catecholamine levels reflected the strength of coping efficacy.  

High perceived coping efficacy was accompanied by low levels of catecholamine 

secretions.  During tasks in which participants had self-doubts about their coping abilities, 

catecholamine secretions increased substantially.  When participants refused to undertake 

tasks that they perceived as exceeding their coping abilities, catecholamine levels decreased 

sharply, reflecting the decreased anxiety associated with avoidance behaviour.  After 

perceptions of coping self-efficacy were strengthened to the maximal level by treatment 

involving guided mastery, performance on the previously intimidating activities no longer 

elicited differences in catecholamine responses.  Bandura et al. (1985) concluded that the 

elevated catecholamine secretions observed in the initial test resulted from a perceived 

mismatch between coping abilities and task demands, and not from the intrinsic properties 

of the tasks themselves.  This study provides strong evidence that perceived self-efficacy 

does influence performance as well as biochemical processes associated with stress 

reactions elicited by an aversive event.     

In another study, Litt (1988, Experiment 1) examined the causal role of perceived 

self-efficacy in tolerating pain on the cold-pressor task  Participants in the experimental 

group completed three cold-pressor trials and received feedback on their performance 

following each of the first two trials.  They were given (false) feedback and were either told 

that their performance put them at the 90
th

 percentile or the 37
th

 percentile in tolerance time.  

Participants in the control group received no feedback.  Prior to each trial, participants were 
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asked to rate their level of confidence in being able to tolerate the cold-pressor.  Self-

efficacy ratings were found to vary as a function of the feedback provided.  Performance on 

subsequent trials was then examined to determine whether tolerance times would increase 

or decrease with the self-efficacy manipulations.  Results of this experiment revealed that 

changes in self-efficacy significantly predicted changes in tolerance time, a finding that 

clearly supports the notion that self-efficacy expectations are causal determinants of 

performance. 

A particularly compelling demonstration of the causal role of self-efficacy is a study 

by Weinberg, Gould and Jackson (1979).  In this study, self-efficacy was experimentally 

manipulated in a group of male and female participants by having them compete on two 

tests of leg muscular power with a same-sex opponent who was presented either as a 

university athlete (low self-efficacy group) or as having a knee injury (high self-efficacy 

group).  On the first test, bogus feedback was provided informing participants that they had 

either performed better than their opponent (in the high self-efficacy condition) or worse (in 

the low self-efficacy condition).  The second task was a test of muscular endurance in 

which a leg was extended horizontally and maintained in that position for as long as 

possible.  There were two trials, each with a different leg, and each pair performed face-to-

face.  Before competing on the first trial, all contestants were asked how long they thought 

they could hold up their leg.  The opponents (those claiming knee injury) in the high self-

efficacy group predicted that they could hold out their leg for 75 seconds less than the 

participant; opponents (the purported athletes) in the low self-efficacy group said they 

could hold their leg for 75 seconds more.  In reality, the equipment was rigged so that all 

opponents won on both trials.  The critical question was how well the participants actually 
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performed on both trials, the high self-efficacy group persisted for much longer than the 

low self-efficacy group.  As would be expected the men overall showed greater muscular 

endurance (M = 210.73 sec) than the women (M = 158.38 sec).  However, a comparison of 

the performance on Trial 2 revealed the startling finding that the women in the high self-

efficacy group showed slightly better endurance than the low self-efficacy men, a finding 

that clearly attests to the influential role of self-efficacy on actual performance. 

In brief, the studies outlined above clearly indicate that self-efficacy does play a 

causal role in human functioning rather than simply being a reflection of behavioural 

outcomes. 

3.5 Self-Efficacy and Stroke 

A PsychINFO search (psychological abstracts online – indexes of journal articles, 

books, and dissertations in the psychology field) and a Medline search (which indexes 

journal articles in clinical medicine and healthcare) using the keywords “stroke and self-

efficacy” and “cerebrovascular and self-efficacy” was conducted to identify articles that 

examined self-efficacy in the stroke population.  No limit was put on the year of publication 

with the search ending with papers published in 2010, but published language was limited 

to English only.  The “stroke and self-efficacy” keyword generated 155 articles 

(PsychINFO 38 articles and Medline 117 articles) and the “cerebrovascular and self-

efficacy” keyword generated 32 articles (PsychINFO 27 articles and Medline 5 articles).  

The majority of these articles examined self-efficacy in areas such as family/carer, chronic 

disease in general, coping during in-patient rehabilitation, and a number of articles were not 

related to stroke or any chronic illness (e.g., obesity, sport psychology, and golf).   
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However, this search identified several studies relevant to stroke that examined the 

relationship between self-efficacy in specific areas such as self-care and fear of falling or 

losing balance.  Self-care self-efficacy is defined as the confidence a person has in his/her 

ability to perform relevant self-care activities such as managing stress, using relaxation, and 

keeping anxiety in check (Lev & Owen, 1996).  Robinson-Smith et al. (2000) found that 

higher self-care self-efficacy was associated with higher quality of life and lower level of 

depression at 1 month and 6 months post-stroke.  Furthermore, this association remained 

even when controlling for the severity of disability.   

Two related areas of self-efficacy that are also relevant to individuals who have had 

a stroke are falls self-efficacy and balance self-efficacy.  Falls self-efficacy refers to self-

efficacy at avoiding a fall while performing basic daily-living activities (Jorstad, Hauer, 

Becker, & Lamb, 2005) and balance self-efficacy refers to the level of confidence that a 

person has in performing tasks without losing balance or becoming unsteady (Jorstad et al., 

2005).  There is growing evidence that low levels of falls self-efficacy or balance self-

efficacy are associated with poorer functioning in everyday activities in individuals with 

stroke (Hellstrom, & Lindmark, 1999; Salbach et al., 2006).  According to Tinetti and 

Powell (1993), fear of falling is a common cause of physical dependence and functional 

decline among elderly persons, and research has shown that many individuals do 

experience a fear of falling after stroke (Andersson et al., 2008; Legters, 2002; Forster & 

Yong, 1995).  This lasting concern about falling often lead to avoidance of physical 

activities that an individual remains capable of performing (Pang, Eng, & Pang, 2008).  In 

their study, Hellstrom, Lindmark, Wahlberg, & Fujl-Meyr (2003) found that falls self-
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efficacy at discharge from hospital was a strong predictor of functioning in terms of balance 

ability and performing daily activities at 10 months post-stroke. 

The physical domain of functional ability refers to functions such as muscle 

strength, endurance, balance, and coordination (Leidy, 1994).  Hence, research examining 

the relationship between self-efficacy and areas such as fear of falling and balance ability 

fall under the umbrella of the physical domain of functional ability.  Although studies 

assessing individuals’ level of self-efficacy in these particular areas provide useful insights 

into the physical domain of functioning, these studies do not provide information about an 

individual’s level of functioning in other important domains.  For example, an individual 

after a stroke may feel confident in performing daily tasks without losing balance or 

becoming unsteady (i.e., physical domain of functioning) but he/she may be completely 

isolated because of a lack of confidence in socialising (i.e., the social domain of 

functioning) and may become depressed due to decreased self-esteem and perceived loss of 

identity (i.e., the psychological domain of functioning).  In other words, this person may 

have high self-efficacy in the physical domain of functioning but low self-efficacy in the 

psychological and social domain of functioning as a result of his or her stroke.  Assessing 

only the physical aspects of functional ability does not provide an accurate estimate of this 

person’s overall level of functioning. 

There are, currently, two existing measures that assess self-efficacy level in more 

than one domain of daily functioning ability, namely, the Chronic Disease Self-

Management (CDSM) self-efficacy measure (Lorig et al., 1996), and the Stroke Self-

Efficacy Questionnaire (Jones, Partridge, and Reid, 2008).  According to Lorig et al. (1996) 

individuals with chronic diseases of differing etiologies often experience similar problems 
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in their daily life. Accordingly, they have developed a battery of self-efficacy scales (the 

CDSM self-efficacy measure) to assess individuals’ confidence in performing specific tasks 

and behaviours to cope with the consequences of their chronic condition.  Lorig et al. used 

focus groups which included participants with various chronic illnesses (stroke, heart 

disease, lung disease, and arthritis) to identify key issues which were important to the self-

management of chronic illnesses.  The CDSM’s self-efficacy measure is a 32-item 

questionnaire that assesses an individual’s self-efficacy beliefs in performing specific 

behaviours, managing disease generally, and achieving various outcomes (e.g., confidence 

in doing chores and taking part in recreational activities).  It consists of nine subscales 

assessing self-efficacy to – 1) exercise regularly, 2) obtain help from community, family, 

and friends, 3) communicate with physicians, 4) manage disease in general, 5) do chores, 6) 

participate in social/recreational activities, 7) manage symptoms, 8) manage shortness of 

breath, and 9) control/manage depression.  This measure has good psychometric properties. 

Test-retest reliability coefficients range from .82 to .89, and internal consistency 

coefficients range from .77 to .92 (Lorig et al., 1996). 

Although the CDSM self-efficacy scale is a useful measure as it assesses more than 

just the physical domain, its emphasis is on self-management of chronic illnesses rather 

than on perceived functional ability in daily living.  Furthermore, while stroke may form 

part of the chronic disease category and does have some similarities with other chronic 

illnesses, some items on the CDSM self-efficacy scale are not applicable for chronic 

conditions such as stroke that are associated with significant physical or cognitive 

impairment.   Items relating to a person’s ability to complete household chores (how 

confident are you to complete your household chores, such as vacuuming and yard work, 
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despite your health problems?) or continue with his/her hobbies (how confident are you to 

continue to do your hobbies and recreation?) may not differentiate between level of 

physical impairment and a lack of confidence in his/her ability to complete the described 

activity.  For example, someone who prior to having a stroke was physically very active 

may not be able to continue some activities due to stroke-related physical impairment (e.g., 

hemiplegia, visual disorders) rather than because of a lack of self-confidence, thus 

challenging the usefulness of the scale for this population.  

Jones et al. (2008) have developed a measure, the Stroke Self-Efficacy 

Questionnaire specifically for assessing stroke survivors’ perceived self-efficacy in specific 

domains of functioning (e.g., personal care, mobility activities, and tasks related to self-

management). The aim of developing such a measure was to gain more insight into the 

functional performance of stroke survivors undergoing rehabilitation.  According to Jones 

et al. (2008), the Stroke Self-Efficacy Questionnaire can be administered early in the 

rehabilitation process together with other objective measures, in order to set more realistic 

goals tailored to each individual to maximize recovery after stroke.   The authors also 

suggested that the Stroke Self-Efficacy Questionnaire may be a useful measure to 

administer  in later stages of rehabilitation as it may help in identifying stroke survivors’ 

who lack confidence in their ability to cope with the transition phase (i.e., when returning 

home to live in the community).   

Although such a measure can add valuable information in identifying individuals 

who lack self-beliefs in some aspects of their functional ability after stroke (e.g., mobility, 

self-care, self-management tasks), the Stroke Self-Efficacy Questionnaire is still in its 

developmental stage.  It originally consisted of 19 items.  A principal component analysis 
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with varimax rotation was performed on the 19-item scale and it revealed a two factor 

structure with the first factor accounting for 44% of the variance, while the second factor 

accounted for only an additional 10%.  A scree plot confirmed that a one-factor solution 

was indicated.  Items least correlated with the first factor were excluded, using a cut-off of r 

< .60, which resulted in six items being removed.   The final version of the Stroke Self-

Efficacy Questionnaire consisted of 13 items.  The internal consistency of the 13-item scale 

was high with a Cronbach alpha reliability coefficient of .90.  There was a strong positive 

correlation between the Stroke Self-Efficacy Questionnaire and the Falls Efficacy Scale (r 

= .80, p <.001) indicating good convergent validity. 

However, the factor structure of the Stroke Self-Efficacy Questionnaire was 

established on a very small sample (n = 40) which falls well short of the recommended 

case-to-item ratio (Nunnally, 1978).  This measure assesses predominantly the physical 

domain of functioning (e.g., getting out of bed, walking about the house, and exercising) 

and it fails to capture the psychological and social aspects of daily functioning.  

Furthermore, similar to the CDSM self-efficacy scale developed by Lorig et al., (1996), 

some items on this scale do not differentiate between actual level of physical impairment 

and lack of confidence in one’s ability to complete the actual task.  For example, ‘how 

confident are you to use both hands for eating your food’ - an individual who has lost all 

functions in one hand as a result of a stroke will not be able to perform such a task due to 

the physical deficit rather than because of his/her lack of confidence in performing the 

actual task. Such item is not actually measuring self-efficacy. 

In brief, there is evidence that self-efficacy is related to physical functioning in 

stroke survivors.  However, no research to date has investigated self-efficacy in other 



 30 

important aspects of daily functioning; namely, in activities of daily living and in 

psychological and social domains. 

A major reason for little research in this area is the lack of a psychometrically sound 

and relevant measure of self-efficacy that does not confound level of physical impairment 

with a lack of confidence and belief in one’s ability to function instrumentally, 

psychologically, and socially in daily life.  As previously mentioned, there are currently 

two scales available that could perhaps be considered for assessing self-efficacy in several 

domains of daily functioning in stroke survivors (viz., the Chronic Disease Self-

Management Self-Efficacy Measure and the Stroke Self-Efficacy Questionnaire).  Both of 

these scales, however, share the serious limitation of failing to pay heed to the possible 

presence of physical disabilities.  In other words, both scales are limited in their ‘ability’ to 

assess the confidence of stroke survivors in their ability to function in daily life, regardless 

of the degree and nature of their physical impairment.    

The first purpose of the present research was therefore to construct a 

psychometrically sound measure to assess self-perceived efficacy in three important aspects 

of everyday functioning; namely, psychological and social functioning, and activities of 

daily living.  In constructing this measure, an attempt was made to ensure that items on the 

scale would be suitable to all stroke survivors regardless of their level of physical 

impairment.  The next chapter will provide a detailed description of the development and 

psychometric properties of this new measure, the Daily Living Self-Efficacy Scale 

(DLSES). 
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CHAPTER 4  

 

Development of the Daily Living Self-Efficacy Scale (DLSES): A Measure of  

 

Self-Efficacy in Daily Functioning 

 

4.1 Introduction 

The aim of this chapter is to describe the development of a new measure of self-

efficacy, the Daily Living Self-Efficacy Scale (DLSES), and discuss its psychometric 

properties.  This measure was designed to assess self-efficacy across three important 

domains of daily functioning in stroke survivors; namely, psychological and social 

functioning, and activities of daily living.  As noted in Chapter 3, functional ability is 

defined as an individual’s ability to perform activities people do in the normal course of 

their everyday lives to meet basic needs, fulfil usual roles, and maintain their health, well-

being and quality of life.  Functional ability refers to one’s competence in various life 

domains such as physical, psychological and social (Leidy, 1994).   

Most existing measures assessing stroke survivors’ level of self-efficacy in 

functional ability focus on the physical domain.  However, to gain better insight into stroke 

survivors’ confidence in their overall level of functioning in daily living, it is imperative 

that domains other than the physical are also examined.  The DLSES was developed to 

meet this need. 

For individuals to be able to function effectively, they also need to have the 

psychological and social resources, and the skills to organise or perform activities of daily 

living which will enable them to handle day-to-day activities and adapt when facing 

stressful situations.  Given that stroke is often associated with a range of physical 
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impairments, it is important to establish whether individuals have confidence in their ability 

to function in their daily life regardless of the degree or nature of their physical impairment.   

There are a number of generally accepted guidelines for the development of 

psychometrically sound measures (Gregory, 2004).  Based on these guidelines, a summary 

of the desired psychometric properties of the DLSES, and the method used to test these 

properties, is presented in Table 4.1.  A key aim of the research reported in the current 

chapter was to assess the DLSES on each of these properties.  Three studies were 

conducted to assess the psychometric properties of the DLSES.  The first study examined 

the factor structure of the DLSES and its internal consistency using a stroke sample.  The 

second study tested the stability of the factor structure of the DLSES and evaluated the 

measure’s internal consistency using a non-stroke sample.  In addition, the second study 

examined the scale’s discriminability by comparing scores obtained from the stroke sample 

with scores obtained from the non-stroke sample.  The third study examined the temporal 

stability, convergent and discriminant validity of the DLSES using a stroke sample. 
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  Table 4.1  

 

  Expected Psychometric Properties of the DLSES 

 
Criterion Expected Outcome Analytical Approach 

 

Content Validity 

 

 

Construct Validity 

(a) Factor structure of the DLSES 

(Study 1 and 2) 

 

 

 

 

 

(b) Theory consistent group 

differences (i.e., scale 

discriminability) (Study 2) 

 

 

 

(c) Convergent validity (Study 3) 

 

 

 

(d) Discriminant validity (Study 3) 

 

Items will reflect 3 domains of daily functioning, namely, 

psychological functioning, social functioning, and 

activities of daily living. 

 

Three factors accounting for a large portion of variance 

and representing psychological, social, and daily living 

domains of functioning.  The factor structure of the 

DLSES will be similar for both samples.   

 

 

 

 

The DLSES will discriminate well between the stroke and 

non-stroke sample. 

 

 

 

Moderate to strong relationships between the DLSES and 

conceptually related measures 

 

 

No significant relationships between the DLSES and 

 

A review of the literature and a review of self-efficacy 

measures already developed; consultation with 

experts in the field. 

 

A Principle Component Analysis (PCA) will be 

performed using a stroke sample to determine the 

factor structure; removal of items that do not load 

adequately and removal of items with split loadings; a 

second PCA will be performed using a non-stroke 

sample to assess whether the factor structure will be 

similar for both samples. 

 

One way ANCOVAs for each subscale and the total 

scale comparing scores obtained from the stroke 

sample with scores obtained from the non-stroke 

sample while controlling for age. 

 

Spearman’s correlation to evaluate the relationships 

between the DLSES and measures sharing an overlap 

of construct. 

 

Spearman’s correlation to evaluate the relationships 
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Criterion Expected Outcome Analytical Approach 

 

 

 

(e) Social desirability (Study 3) 

 

 

Reliability 

(a) Temporal stability (Study 3) 

 

 

 

(b) Internal consistency (Study 1 

and 2) 

dissimilar constructs (< .3). 

 

 

Social desirability will have little effect on the strength of 

the relationship between the DLSES and other measures 

 

 

The DLSES will be administered on two occasions with 

one week interval – scores at Time 1 and Time 2 will 

remain stable. 

 

High correlations between items for overall scale and 

between items on each subscales; item-total correlations 

will be above .3 

 between the DLSES and measures assessing 

dissimilar construct. 

 

Partial correlation to explore the relationships 

between the DLSES and other measures while 

controlling for social desirability. 

 

Pearsons product moment correlation to evaluate the 

relationship between scores at Time 1 and Time 2. 

 

 

Coefficient alpha for overall scale and each subscale.  

 Note. Based on principles of test construction by Gregory (2004) 
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4.2 Study 1: Construction of the Daily Living Self-Efficacy Scale (DLSES) 

 

The DLSES was developed as a self-report measure to assess the perceived self-efficacy 

of people following stroke in performing specific functions in daily living.  A pool of 17 items 

(Appendix A) was developed based on a review of the literature; a review of the self-efficacy 

measures already developed; and clinical experience with individuals who have suffered a 

stroke.  

All items were worded so as to be universally applicable to both healthy and less healthy 

individuals and regardless of degree of physical impairment that may have been experienced as a 

result of a stroke (e.g., ‘either do or arrange to have the shopping done’; ‘either do or arrange to 

have the house cleaned’). 

4.2.1 Pre-testing the questionnaire  

The 17 items were subjected to face validity checks by a panel of brain injury/stroke 

researchers, a stroke survivor and a member of the community. The panel was asked to comment 

on format, clarity, and relevance.  Five items (Appendix A) were removed due to ambiguity, 

complexity, and/or irrelevancy, resulting in a total of twelve items representing three domains, 

namely, social, psychological, and activities of daily living (see Table 4.2). 
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Table 4.2  

 

Daily Living Self-Efficacy Scale (DLSES) – 12 Items 

   
Items 

 

Activities of daily living domain 

  

Look after my finances (e.g., paying bills, banking, etc.) 

 

Either do or arrange to have the shopping done 

 

Arrange any necessary repairs around the house 

 

Either do or arrange to have the house cleaned 

 

Psychological domain 

 

Contact a friend when I feel lonely 

 

Do something that helps me feel better when I feel down 

 

Not allow feelings of discouragement to stop me from doing the things I want to do 

 

Overcome negative thoughts that I may have about myself when I feel down 

 

Social domain 

 

Attend a social gathering with friends 

 

Take part in new hobbies and new activities 

 

Invite a friend to go out with me (e.g., go to a movie, go for a coffee, etc.) 

 

Attend an event or go places on my own (e.g., movies, libraries, exhibitions, etc.) 

 

 

4.2.2 Response Scale 

Typically, self-efficacy scales present items depicting different task demands that are 

rated according to the strength of belief in the ability to perform those activities (Bandura, 2006). 

According to Bandura (1997) “scales that use only a few steps should be avoided because they 

are less sensitive and less reliable” (p.44), thus an efficacy scale ranging in 10-unit intervals from 

0 to 100 is a stronger predictor of performance than one with a 1- or 5-unit interval scales 

(Pajares, Hartley, & Valiente, 2001).  In keeping with Bandura’s recommendation, a Likert scale 
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of 0 ‘cannot do at all’ to 100 ‘highly certain can do’ was used for this new measure.  A total 

score is obtained by summing all items, with higher scores indicative of higher self-efficacy.  

Participants were instructed to rate their level of confidence in performing each of the daily 

living activities/behaviours listed on the DLSES. 

The next step is to assess the factor structure of the DLSES and its internal consistency 

using a sample of participants who had a stroke.   It was expected that the DLSES would show a 

three factor structure representing three domains (psychological, social, and activities of daily 

living) of daily functioning.  It was also expected that the scale would demonstrate high internal 

consistency. 

4.3 Method 

 

4.3.1 Participants  

Two hundred and fifty-nine stroke survivors (134 men, 125 women) were recruited for 

this study with a mean age of 66.93 years (SD = 12.37 years; range = 20 – 89 years), and an 

average time since stroke of 7.61 years (SD = 7.29 years; range = < 1 – 46.75years), were 

recruited through the Stroke Association of Queensland and the Stroke Recovery Association of 

New South Wales in Australia.  There was no significant difference in age between males and 

females, t (257) = .71, p > .05.  There was also no significant difference between males and 

females with regards to the time since stroke onset, t (251) = -.91, p > .05.  As shown in Table 

4.3, the percentage of participants who suffered from other illnesses at the time of their 

participation in this study was fairly similar for both females and males.  With regards to living 

arrangements, over 75% of the total sample lived with others (e.g., family members, 

partner/carer).  However, it is interesting to note that a larger percentage of the female 
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participants (32%) were living alone when compared to their male counterparts (16%) (See 

Appendix B for details of demographic information gathered from participants) 

The inclusion criteria for participation were that the person when initially admitted to 

hospital was formally diagnosed with a stroke, had since been discharged from hospital and had 

returned to live in the community.  All participants had to be fluent in English. 

         Table 4.3  

 

           Participants Demographic Characteristics  

 
 All participants 

n = 259 

Men  

n = 134 

Women  

n = 125 

 

Mean age (in years) 

 

66.93 (12.37)
 a 

 

67.46 (11.64) 

 

66.36 (13.14) 

 

Mean time since stroke (in years) 

 

7.61 (7.29) 

 

7.21 (6.95) 

 

8.04 (7.64) 

 

Other illnesses (e.g., diabetes, heart 

disease) 

 

32% 

 

30.6% 

 

33.6% 

 

Living arrangement: 

 

Alone 

 

With others 

 

 

 

24% 

 

76% 

 

 

 

16% 

84% 

 

 

 

32% 

 

68% 

         Note. 
a 
Standard deviations in parentheses 

 

4.3.2 Procedure  

Thirteen hundred questionnaire packages, comprising questions regarding biographical 

information, stroke and other illness information (Appendix B), the DLSES (Appendix C), a 

consent form (Appendix D), a cover letter (Appendix E), a reply paid envelope, a covering letter 

from the President of the Stroke Association of Queensland or the Stroke Recovery Association 

of NSW were mailed to the members of these two associations.  Two hundred and fifty-nine 

questionnaires (19.92%) were returned.  The percentage of returned questionnaires was low but 

not unexpectedly, considering that many stroke survivors struggle with a range of physical 

and/or cognitive impairments.  The overall participation rate in the current study is similar with 
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other research conducted with seriously ill or disabled participants.   For instance, a study which 

examined couples coping with end-stage cancer had an overall participation rate of 21% (Hunter, 

Davis, & Tunstall, 2006).  Another study which investigated prevalence of depression in the 

terminally ill had an overall participation rate of 26.7% (Chochinov, Wilson, Enns, & Lander, 

1994).   

4.3.3 Statistical Analyses  

Statistical analyses were performed using the Statistical Package for Social Sciences 

(SPSS, version 17.0 for Windows).  Principal component analysis was used to explore the factor 

structure of the DLSES.  Cronbach’s α coefficient was used to calculate the internal consistency 

of the DLSES.   

4.4 Results 

4.4.1 Data screening 

Prior to analysis, data were inspected for missing values.  It was revealed that all items 

had less than 5% of data missing, minimising any threat to the parametric qualities of this data 

set. The normality of the distribution of the scores was also checked.  Inspection of the histogram 

revealed that the distribution of the scores was moderately negatively skewed, suggesting that 

greater number of participants scored at the higher end of the scale.   In order to test the influence 

of skew, analyses were performed using boh square root transformation and non-transformed 

data.  Given that transformation made no substantive difference to the results, the non-

transformed raw data were used in the analyses.  To identify outliers, the definition of outliers as 

those lying more than 3.29 standard deviations from the mean was adopted (Tabachnick and 

Fidell, 2007).  No outliers were identified, therefore all 259 cases were included in the analyses.   
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4.4.2 Factor structure of the DLSES  

A principal component analysis (PCA) with oblique rotation was performed on the 12 

items (n = 259).  An oblique rotation was used rather than a varimax rotation because it was 

expected that the three components would correlate with each other, as items representing 

activities of daily living, psychological functioning, and social functioning all form part of the 

overall domain of functional ability.    Kaiser-Meyer Olkin measure of sampling adequacy was 

.93 and Bartlett’s test of Sphericity was significant, p < .001.  The PCA generated two 

components with eigenvalues exceeding 1 (eigenvalues = 7.66 and 1.04), accounting for 72.48% 

of variance.  As shown in Table 4.4, all 12 items loaded exclusively on their respective 

component, with eight items loading on component 1 and four items loading on component 2. 

Component 1 described ‘psychosocial functioning’ self-efficacy and Component 2 

described ‘activities of daily living’ self-efficacy. Scale scores were computed as the mean item 

response for that scale. Spearman bivariate correlation revealed that the self-efficacy in activities 

of daily living and self-efficacy in psychosocial functioning subscales correlated strongly with 

each other, r = .71 (p < .001).  The correlations with the total score were r = .86 and .96 (p < 

.001) for the activities of daily living and psychosocial functioning subscales, respectively.   

Based on the present analysis, all 12 items (i.e., four self-efficacy in activities of daily living 

items and eight self-efficacy in psychosocial functioning items) were retained for the final 

version of the DLSES as they loaded exclusively on their respective component with loadings 

above .40. 
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Table 4.4  

Factor Structure (Oblique Rotation) of the DLSES (12 Items) 

Items 

 

Component 1 Component 2 

Psychosocial Functioning items 

 

  

Q16. Overcome negative thoughts that I may have about myself when I feel 

         down 

 

 

0.96 

 

-0.14 

Q8.   Do something that helps me feel better when I feel down 

 
0.86 -0.01 

Q12. Not allow feelings of discouragement to stop me from doing the things I 

         want to do 

 

 

0.84 

 

0.06 

Q4.   Contact a friend when I feel lonely 

 
0.82 0.00 

Q7.   Take part in new hobbies and new activities 

 
0.81 0.04 

Q3.   Attend a social gathering with friends 

 
0.74 0.01 

Q11. Invite a friend to go out with me (e.g., go to a movie, go for a coffee) 

 
 

0.73 

 

0.12 

Q15. Attend an event or go places on my own (e.g., movies, libraries,  

         exhibitions) 

 

 

0.52 

 

 

0.35 

 

Activities of daily living items 

 
  

Q6.   Either do or arrange to have the shopping done 

 

-0.04 0.93 

Q2.   Look after my finances (e.g., paying bills, banking, etc.) 

 

-0.03 0.91 

Q14. Either do or arrange to have the house cleaned 

 

 0.05 0.85 

Q10. Arrange any necessary repairs around the house 

 

 0.12 0.80 

Note. Factor loadings above 0.40 are in boldface 

4.4.3 Internal consistency of the DLSES  

The internal consistency of the DLSES was calculated using Cronbach’s alpha 

coefficients for the overall scale and for each of the subscales.  For the overall scale, coefficient 

alpha was .95. Table 4.5 presents the item-total correlations between each item and the scale total 

for the overall scale, and the alpha level if that item was deleted from the scale.    
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Table 4.5  

Item Statistics for the Overall Scale of the DLSES 

 Corrected item-total 

correlation 

Alpha if item 

deleted 

Look after my finances (e.g., paying bills, banking, etc.) 

 

Attend a social gathering with friends 

Contact a friend when I feel lonely 

Either do or arrange to have the shopping done 

 

Take part in new hobbies and new activities 

 

Do something that helps me feel better when I feel down 

 

Arrange any necessary repairs around the house 

 

Invite a friend to go out with me (e.g., go to a movie, go for a 

coffee, etc.) 

 

Not allow feelings of discouragement to stop me from doing the 

things I want to do 

 

Either do or arrange to have the house cleaned 

 

Attend an event or go places on my own (e.g., movies, libraries, 

exhibitions, etc.) 

 

Overcome negative thoughts that I may have about myself when I 

feel down 

0.74 

 

0.67 

 

0.73 

 

0.75 

 

0.77 

 

0.79 

 

0.78 

 

 

0.76 

 

 

0.81 

 

0.76 

 

 

0.76 

 

 

0.74 

0.94 

 

0.95 

 

0.94 

 

0.94 

 

0.94 

 

0.94 

 

0.94 

 

 

0.94 

 

 

0.94 

 

0.94 

 

 

0.94 

 

 

0.94 

 

The internal consistency for the self-efficacy in activities of daily living subscale, 

coefficient alpha was .91, and for the self-efficacy in psychosocial functioning subscale, 

coefficient alpha was .93.  Table 4.6 presents the item-total correlations between each item and 

the scale total for the activities of daily living and psychosocial functioning domains, and the 

alpha level if that item was deleted from the scale.   
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Table 4.6  

 

Item Statistics for the Two Subscales of the DLSES 

 
Items  Corrected item-total 

correlation 

Alpha if item 

deleted 

Activities of daily living domain 

Look after my finances (e.g., paying bills, banking, etc.) 

 

Either do or arrange to have the shopping done 

 

Arrange any necessary repairs around the house 

 

Either do or arrange to have the house cleaned 

 

Psychosocial functioning domain 

Attend a social gathering with friends 

Contact a friend when I feel lonely 

Take part in new hobbies and new activities 

 

Do something that helps me feel better when I feel down 

 

Invite a friend to go out with me (e.g., go to a movie, go for a 

coffee, etc.) 

 

Not allow feelings of discouragement to stop me from doing the 

things I want to do 

 

Attend an event or go places on my own (e.g., movies, libraries, 

exhibitions, etc.) 

 

Overcome negative thoughts that I may have about myself when I 

feel down 

 

 

 

0.77 

 

0.80 

 

0.79 

 

0.81 

 

 

 

 

0.68 

 

0.74 

 

0.79 

 

0.81 

 

 

0.77 

 

 

0.82 

 

0.77 

 

 

0.77 

 

 

0.89 

 

0.88 

 

0.88 

 

0.87 

 

 

 

 

0.93 

 

0.92 

 

0.92 

 

0.92 

 

 

0.92 

 

 

0.92 

 

0.92 

 

 

0.92 

 

4.5 Discussion 

This study examined the factor structure and the internal consistency of a newly 

developed questionnaire to assess stroke survivors’ self-efficacy in daily functioning.  The final 

version of the DLSES consisted of a self-efficacy in psychosocial functioning subscale and self-

efficacy in activities of daily living subscale.  The factor structure of the DLSES accounted for 
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72.47% of variance.  The 12-item questionnaire demonstrated high internal consistency for the 

overall scale and the two subscales. 

It was hypothesised that the DLSES would show three components representing three 

domains (activities of daily living, psychological, and social) of functional ability in daily living.  

Instead, the psychological and social domains collapsed into one component.  Although an 

attempt was made to separate self-efficacy in aspects of psychological functioning from self-

efficacy in behaviours associated with social, interpersonal functioning, it is perhaps not 

surprising to find that this attempt failed and that a broader factor reflecting psychosocial 

functioning emerged instead of two separate factors or components.  The notion of psychological 

and social variables interacts with each other in complex and bidirectional ways is a pervasive 

one in psychology.  For instance, cognitive models of depression, including Beck’s cognitive 

theory (Beck, Rush, Shaw, & Emery, 1979) and hopelessness theory (Alloy et al., 1999) indicate 

that depressive cognition can negatively impact on interpersonal functioning.  Individuals who 

are depressed have difficulty benefiting from supportive and helpful interaction.  Furthermore, 

research in the stroke area has shown that social factors play an important role in both the 

frequency and duration of depression following stroke (Astrom, Adolfsson, & Asplund, 1993; 

Morris, Robinson, Carvalho, Albert, & Wells, 1996).  Therefore a person who has low self-

efficacy in the psychological domain of functional ability is more susceptible to experience a 

decrease in perceived ability in the social domain leading to an interrelationship between these 

two domains. 

Another factor that may have influenced the emergence of one broad psychosocial factor 

as opposed to two separate factors specific to the psychological and social domains concerns the 

wording of some of the items.  For instance, one item selected for the psychological domain was 
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designed to reflect self-efficacy in the ability to cope with loneliness.  However, this item 

(‘Contact a friend when I feel lonely’) also included reference to the interpersonal domains.  

Another item designed to reflect the social domain (‘Take part in new hobbies and new 

activities’), an interpersonal context was not made explicit.  Changing the wording of such 

questions (e.g., ‘Do something to make me feel better when I feel lonely’ and ‘Take part in new 

hobbies and new activities with other people’) may have helped.  In future research, a clearer 

distribution between the psychological and social domains in the wording of the questions could 

perhaps result in the emergence of two distinct factors. 

The self-efficacy in activities of daily living and psychosocial functioning subscales were 

highly correlated.  This finding is not surprising given that stroke has such profound and wide-

ranging effects on activities of daily living as well as on psychological and social aspects of an 

individual’s life. 

This first study suggested that the DLSES has promise as a measure of self-efficacy in 

functional ability in daily living.  However it was important to assess the stability of the factor 

structure of the DLSES in a non-stroke population and to determine whether this measure is able 

to discriminate between a stroke and a non-stroke sample.  Consequently the next study 

examined the psychometric properties of the DLSES on a non-stroke sample. 

4.6 Study 2: Replication of the Factor Structure of the DLSES 

The second study assessed the factor structure of the DLSES and its internal consistency 

using a sample of non-stroke participants.   It was expected that the factor structure would be 

similar to that found with the stroke sample and demonstrate good internal consistency.  

Furthermore to examine the scale discriminability, scores obtained for the stroke group (Study 1) 

was compared with scores obtained for the non-stroke group.  It was predicted that the DLSES 



 

 46 

would discriminate well between these two groups, with the non-stroke group scoring higher on 

this measure. 

4.7 Method   

4.7.1 Participants 

As shown in Table 4.7, one hundred and sixty-five non-stroke affected individuals were 

recruited with a mean age for this group of 62.61 years (SD = 12.66 years; range = 22 – 90 

years).  The sample consisted of 63 males, with a mean age of 65.17 years (SD = 12.94 years; 

range = 30 – 90 years) and 102 females, with a mean age of 61.02 years (SD = 12.29 years; range 

= 22 – 84 years).  There was a significant difference in age between males and females (t (163) = 

2.10, p < .05), females being younger than males.  Ninety-three of these participants were the 

partners/carers of the members of the Stroke Association Queensland and the Stroke Recovery 

Association of NSW and the remaining seventy-two participants were recruited from the 

community in Queensland, Australia.  The sample in the present study is a convenience sample, 

there were more females than males in the partners/carers group who participated in this study 

(72 out of 93 participants in the partners/carers group were females).  There was no significant 

difference in age between the two groups (i.e., partner/carer and community), t (163) = 2.30, p > 

.05.  There was also no significant difference in age between males and females within the 

carer/partner group (t (91) = 1.34, p > .05), as well as within the community group, t (70) = .53, p 

> .05.  Thirty-eight percent of participants indicated that they suffered from illnesses.  

Inclusion criteria for participation were that the person had not experienced a stroke and 

was fluent in English. 
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       Table 4.7 

 

                      Demographic Characteristics for the Non-Stroke Affected Participants 

  

 Total Group 

(N = 165) 
Partners/carers 

Group 

(n = 93) 

Community 

Group 

(n = 72) 
Gender  

   Males 

   Females 

 

Mean age  

   All participants 

  Males 

  Females 

 

Illnesses (e.g., diabetes, heart 

disease) 

 

63 

102 

 

 

62.61 (12.66)
a 

65.17 (12.94) 

61.02 (12.29) 

 

 

38% 

 

21 

72 

 

 

60.65 (13.32) 

64.05 (15.64) 

59.65 (12.52) 

 

 

19% 

 

42 

30 

 

 

65.14 (11.35) 

65.74 (11.53) 

64.30 (11.25) 

 

 

19% 
                       Note.

 a
Standard deviations in parentheses 

 

4.7.2 Measures  

Participants received a copy of the Daily Living Self-Efficacy Scale (Appendix C), and 

questions regarding biographical information, stroke and other illness information (Appendix B). 

4.7.3 Procedure 

Thirteen hundred questionnaires were mailed to the partners/carers of the stroke survivors 

who were members of the Stroke Association of Queensland and the Stroke Recovery 

Association of New South Wales.  The partners/carers questionnaires were included in the 

questionnaire package addressed to the stroke survivors.   Ninety-three questionnaires from the 

partners/carers were returned, of which 21 were completed by males and 72 by females.  

Another seventy-two participants (42 males and 30 females) who had not experienced a 

stroke or any type of brain injury were recruited through four lawn bowls clubs in the local 

community in Brisbane, Australia.  Prior to handing the measures to the members of these lawn 
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bowls clubs, they were provided with a brief overview of the research and were reminded that 

their participation was voluntary and they could withdraw at anytime.  Participants who agreed 

to participate were asked to complete the questionnaire and return it to the researcher. 

4.7.4 Statistical Analyses 

Statistical analyses were performed using the Statistical Package for Social Sciences 

(SPSS, version 17.0 for Windows).  Principal Component Analyses (PCA) were used to explore 

the factor structure of the DLSES.  An independent-samples t-test was conducted to establish 

whether there was a difference in scores on the DLSES between participants in the community 

and partners/carers of stroke survivors in the control group.   Three one-way between groups 

analyses of covariance (ANCOVA) were used to compare scores obtained for the stroke group 

with scores obtained for the control group for the overall scale and the two subscales of the 

DLSES, while controlling for age.  Cronbach’s α coefficient was used to calculate the internal 

consistency of the DLSES.   

4.8 Results 

4.8.1 Data screening 

Prior to analysis, data were inspected for missing values.  It was revealed that all items 

had less than 5% of data missing, minimising any threat to the parametric qualities of this data 

set.  The normality of the distribution of the scores was also checked.  Inspection of the 

histogram revealed that the distribution of the scores was negatively skewed, suggesting that 

greater number of participants scored at the higher end of the scale.  In order to test the influence 

of skew, analyses were performed using both square root transformation and non-transformed 

data.  Given that transformation made no substantive difference to the results, the non-

transformed raw data was used in the analyses.  To identify outliers, the definition proposed by 
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Tabachnick and Fidell (2007) was adopted, which identifies cases which lie 3.29 standard 

deviations from the mean as outliers.  One extreme score was identified. Performing analyses 

with and without this outlier revealed minimal influence by this extreme score.  Consequently, 

all cases (n = 165) including this extreme score were kept for all analyses. 

4.8.2 Replication of the factor structure of the DLSES 

Prior to performing a PCA to explore the factor structure of the DLSES on this sample, 

an independent samples t-test was conducted to compare the mean DLSES scores for participants 

from the community (n = 72) and the partners/carers of stroke survivors (n = 93).  There was no 

significant difference in scores for participants in the community (M = 88.71, SD = 12.33) and 

the partners/carers of the stroke survivors (M = 86.26; SD = 15.55; t (163) = 0.98, p = >.05).  The 

magnitude of the differences in the means was very small (eta squared = .01).  Consequently, 

both groups of non-stroke participants formed the non-stroke sample. 

A PCA with oblique rotation was then performed (n = 165).  The Kaiser Meyer Olkin 

measure of sampling adequacy was .85 and Barlett’s test of Sphericity was significant, p < .001.  

Two components were generated with eigenvalues exceeding 1 (eigenvalues = 5.42; 1.58), 

accounting for 58.29% of variance.  All items loaded exclusively on their respective components 

with loadings above .40 – eight items loaded on Component 1 (i.e., self-efficacy in psychosocial 

functioning) and four items loaded on Component 2 (i.e., self-efficacy in activities of daily 

living). As shown in Table 4.8, this factor structure replicated that found in the stroke sample. 
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Table 4.8  

 

Factor Structure (Oblique Rotation) of the DLSES (12 Items) – Non-Stroke Sample 

 
Items 

 

Component 1 Component 2 

Psychosocial Functioning items 

 

  

Q8.   Do something that helps me feel better when I feel down 

 
0.91 -0.15 

Q12. Not allow feelings of discouragement to stop me from doing the things I 

         want to do 

 

 

0.89 

 

-0.14 

Q7.   Take part in new hobbies and new activities 

 
0.82 -0.10 

Q16. Overcome negative thoughts that I may have about myself when I feel  

         down 

 

 

0.78 

 

-0.06 

Q11. Invite a friend to go out with me (e.g., go to a movie, go for a coffee) 

 
0.76 0.15 

Q4.   Contact a friend when I feel lonely 

 
0.73 0.12 

Q3.   Attend a social gathering with friends 

 
0.64 0.22 

Q15. Attend an event or go places on my own (e.g., movies, libraries,  

         exhibitions) 

 

 

0.62 

 

0.16 

Activities of daily living items 

 
  

Q10. Arrange any necessary repairs around the house 

 

-0.08 0.84 

Q14. Either do or arrange to have the house cleaned 

 

0.13 0.78 

Q6.   Either do or arrange to have the shopping done 

 

-0.05 0.55 

Q2.   Look after my finances (e.g., paying bills, banking, etc.) 

 

0.30 0.41 

Note. Factor loadings above .40 are in boldface 

 

As with the stroke sample, scale scores were computed as the mean item response for 

each sub-scale.  Using Spearman bivariate correlation, the self-efficacy in activities of daily 

living and self-efficacy in psychosocial functioning subscales correlated moderately with each 

other, r = .41 (p < .001).  The correlations with the total score were r = .59 and .97 (p < .001) for 

the self-efficacy in activities of daily living and self-efficacy in psychosocial functioning 

subscales respectively.   
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4.8.3 Internal consistency 

The internal consistency of the DLSES was calculated using Cronbach’s alpha 

coefficients for the overall scale and each of the subscales.  For the overall scale, coefficient 

alpha was .88. Table 4.9 presents the item-total correlations between each item and the scale total 

for the overall scale, and the alpha level if that item was deleted from the scale.    

Table 4.9  

Item Statistics for the Overall Scale of the DLSES 

 Corrected item-total 

correlation 

Alpha if item 

deleted 

Look after my finances (e.g., paying bills, banking, etc.) 

 

Attend a social gathering with friends 

Contact a friend when I feel lonely 

Either do or arrange to have the shopping done 

 

Take part in new hobbies and new activities 

 

Do something that helps me feel better when I feel down 

 

Arrange any necessary repairs around the house 

 

Invite a friend to go out with me (e.g., go to a movie, go for a 

coffee, etc.) 

 

Not allow feelings of discouragement to stop me from doing the 

things I want to do 

 

Either do or arrange to have the house cleaned 

 

Attend an event or go places on my own (e.g., movies, libraries, 

exhibitions, etc.) 

 

Overcome negative thoughts that I may have about myself when I 

feel down 

0.43 

 

0.66 

 

0.71 

 

0.21 

 

0.67 

 

0.74 

 

0.31 

 

 

0.76 

 

 

0.71 

 

0.48 

 

 

0.62 

 

 

0.64 

0.88 

 

0.87 

 

0.87 

 

0.89 

 

0.87 

 

0.87 

 

0.89 

 

 

0.86 

 

 

0.87 

 

0.88 

 

 

0.87 

 

 

0.87 

 

The internal consistency for the self-efficacy in activities of daily living subscale, 

coefficient alpha was .64 and for the self-efficacy in psychosocial functioning subscale, 

coefficient alpha was .90.  Table 4.10 presents the item-total correlations between each item and 
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the scale total for the activities of daily living and psychosocial functioning domains, and the 

alpha level if that item was deleted from the scale.   

Table 4.10  

Item Statistics for the Two Subscales of the DLSES 

 Corrected item-total 

correlation 

Alpha if item 

deleted 

Activities of daily living domain 

Look after my finances (e.g., paying bills, banking, etc.) 

 

Either do or arrange to have the shopping done 

 

Arrange any necessary repairs around the house 

 

Either do or arrange to have the house cleaned 

 

Psychosocial functioning domain 

Attend a social gathering with friends 

Contact a friend when I feel lonely 

Take part in new hobbies and new activities 

 

Do something that helps me feel better when I feel down 

 

Invite a friend to go out with me (e.g., go to a movie, go for a 

coffee, etc.) 

 

Not allow feelings of discouragement to stop me from doing the 

things I want to do 

 

Attend an event or go places on my own (e.g., movies, libraries, 

exhibitions, etc.) 

 

Overcome negative thoughts that I may have about myself when I 

feel down 

 

 

0.36 

 

0.30 

 

0.50 

 

0.55 

 

 

 

 

0.65 

 

0.71 

 

0.69 

 

0.79 

 

 

0.76 

 

 

0.76 

 

 

0.60 

 

 

0.66 

 

 

0.61 

 

0.64 

 

0.51 

 

0.46 

 

 

 

 

0.90 

 

0.89 

 

0.89 

 

0.88 

 

 

0.89 

 

 

0.89 

 

 

0.90 

 

 

0.90 

 

4.8.4 Scale discriminability 

A one-way between-group ANCOVA was conducted to compare the DLSES overall 

score for the stroke and the non-stroke group.  After adjusting for age, there was a significant 

difference in scores between the two groups on the overall scale of the DLSES, F (1,421) = 
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112.61, p < .001, partial eta squared = .21.  There was no significant relationship between age 

and scores on the overall scale of the DLSES, F (1,421) = 1.69, p >.05, partial eta squared = .00 

A second one-way between-group ANCOVA was conducted to compare the self-efficacy 

in activities of daily living subscale scores for the stroke group and the non-stroke group.  After 

adjusting for age, there was a significant difference between the two groups on the activities of 

daily living subscale of the DLSES, F (1, 421) = 104.98, p < .001, partial eta squared = .20.  

There was no significant relationship between age and scores on the activities of daily living 

subscale of the DLSES, F (1, 421) = 3.09, p > .05, partial eta squared = .01. 

A third one-way ANCOVA was conducted to compare the self-efficacy in psychosocial 

functioning subscale scores for the stroke group and the non-stroke group.  After adjusting for 

age, there was a significant difference between the two groups on the psychosocial functioning 

subscale of the DLSES, F (1, 421) = 89.78, p < .001, partial eta squared = .18.  There was no 

significant relationship between age and scores on the psychosocial functioning subscale of the 

DLSES, F (1, 421) = 0.796, p > .05, partial eta squared = .00.   

As shown in Table 4.11, the stroke group scored lower when compared to the non-stroke 

group on the overall scale and on both the activities of daily living and psychosocial functioning 

subscales of the DLSES. 

           Table 4.11  

           Mean and Standard Deviation for the DLSES’ Activities of Daily Living and Psychosocial 

           Functioning Subscales for the Stroke and Non-Stroke Groups  

 
Groups  Mean score for the 

overall scale 

Mean score for the 

activities of daily living 

subscale 

Mean score for the 

psychosocial functioning 

subscale  

 

Stroke  

 

61.97 (27.42)
a 

 

64.90 (32.55)
 

 

60.50 (27.94) 

 

Non-stroke 

 

         87.33 (14.25) 

 

93.03 (11.78) 

 

84.48 (18.36) 

       Note. 
a
 standard deviation in parentheses 
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4.9 Discussion  

 

This study examined the stability of the factor structure and the internal consistency of 

the DLSES using a non-stroke sample.  The scale discriminability was also examined by 

comparing scores obtained from the stroke sample in Study 1 with scores obtained from the non-

stroke sample in the present study.  The PCA generated two components similar to the structure 

obtained from the stroke sample, with items loading on the same component as found with the 

stroke sample.  The internal consistency was high for the overall scale and the self-efficacy in 

psychosocial functioning subscale and was moderate for the self-efficacy in activities of daily 

living subscale.  Importantly, the DLSES displayed the ability to discriminate between stroke 

and non-stroke affected individuals, indicating that the scale is sensitive to differences in self-

efficacy levels between the two groups.  The next step in this research is to further examine the 

psychometric properties of the DLSES to establish its temporal stability and convergent and 

discriminant validity. 

4.10 Study 3: Temporal Stability, Convergent and Discriminant Validity of the Daily Living Self-

Efficacy Scale (DLSES) 

This study examined the temporal stability, convergent and discriminant validity of the 

DLSES.  Convergent validity was determined by comparing the DLSES to two measures –the 

Generalised Self-Efficacy scale and the Patient Competency Rating Scale – participant’s version.  

It was hypothesized that there would be a moderate to strong relationships between the DLSES 

and these two measures.  Convergent validity of the DLSES was further established by 

comparing partners’/carers’ ratings on the Patient Competency Rating Scale with stroke 

survivors’ ratings on the DLSES.  It was expected that there would be a moderate correlation 

between the partners’/carers’ ratings on the Patient Competency Rating Scale with the DLSES.   
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Discriminant validity was determined by comparing the DLSES with participants’ 

physical functioning as measured by the Barthel Index and participants’ cognitive impairment as 

measured by the Telphone Interview for Cognitive Status - Modified (TICS-M).  It was expected 

that there would be no significant correlation between the DLSES and these two measures, since 

these constructs are not related to the concept of self-efficacy. In view of the need to check for 

potential self-presentation bias when validating a measure based on self-reports, the Marlowe-

Crowne Scale was administered to establish whether participants responded in a socially 

desirable manner when completing the self-report measures.   

Researchers have argued that self-report measures in the brain-injured population may be 

influenced by low levels of self-awareness (Prigatano et al., 1998).  In order to establish that 

stroke survivors responses were not influenced by a lack of self-awareness, stroke survivors’ and 

carers’ ratings were compared on the Patient Competency Rating Scale.  Finally, to examine the 

temporal stability of the DLSES, test-retest reliability was examined over a one week interval. 

4.11 Method 

4.11.1 Participants 

Ninety participants who had experienced a stroke participated in this study.  The sample 

consisted of 46 males, with a mean age of 64.07 years (SD = 10.62 years; range = 31 – 83 years) 

and 44 females, with a mean age of 62.34 years (SD = 12.05 years; range = 39 – 81 years).  There 

was no significant difference in age between males and females, t (88) = .72, p > .05.  Twenty of 

these participants had taken part in a previous study at Griffith University, Queensland Australia 

and had agreed to participate in future research.  The remaining 70 participants were recruited 

from the initial group of participants from Study 1 who had consented to take part in the second 

phase of this study and they were recruited through the Stroke Association of Queensland and the 
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Stroke Recovery Association of New South Wales in Australia.  Time interval between their 

participation in Study 1 and Study 3 was more than six months, with a mean of nine months (SD = 

1.13 months; range = 7 – 13 months).   

Of the ninety participants, ten were excluded as they scored below the cut-off score on 

the cognitive functioning measure (TICS-M).  Because of their low level of cognitive functioning, 

it would be difficult for these participants to complete a battery of self-report measures.  The 

remaining 80 participants had a mean age of 62.77 years (SD = 11.24 years; range = 31 – 83 

years).  The sample comprised 40 males, with a mean age of 63.35 years (SD = 10.61, range = 31 

– 83), and 40 females, with a mean age of 62.20 years (SD = 11.95, range = 39 – 81).  There was 

no significant difference in age between males and females, t (78) = -.45, p > .05.  There was also 

no significant difference between males and females with regards to the amount of time since 

stroke onset (t (78) = 1.05, p > .05) and the period of hospitalisation following stroke onset (t (77) 

= -1.41, p > .05).   

As shown in Table 4.12, some of the main demographic characteristics were as follows:  

66.3% were married or cohabiting; 75% were living with others; 60% had less than 13 years of 

education; 65% were employed prior to experiencing a stroke; 17.5% were employed or involved 

in voluntary work post stroke; 72.5% attended a stroke support group; 33.8% suffered more than 

one stroke; 23.8% had consulted a general practitioner more than three times in the past three 

months; 8.8% were seeing a mental health professional; 21.3% reported experiencing 

psychological/emotional problems (e.g., depression, anxiety) before stroke onset;  8.8% indicated 

the presence of family psychiatric history; 31.3% were taking anti-depressant/anti-anxiety drugs.  

The inclusion criteria for participation were that the person when initially admitted to 

hospital was formally diagnosed with a stroke, had since been discharged from hospital and had 
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returned to live in the community.  All participants had to be fluent in English and scored above 

the cut-off score on the Telephone Interview for Cognitive Status – Modified. 

                  Table 4.12  

                     Demographic Characteristics of Participants  

 All 

participants 

n = 80 

Males  

 

n = 40 

Females  

 

n = 40 

 

Mean age of participants (in years) 

 

62.77 (11.24)
a 

65.35 (10.61) 62.20 (11.95) 

Mean age of participants at stroke 

onset (in years) 

 

 

53.85 (13.04) 

 

55.25 (12.09) 

 

52.45 (13.94) 

Mean time since stroke onset (in 

years) 

 

 

9.06 (5.53) 

 

8.41 4.83) 

 

9.71 (6.14) 

Brain lesion  

    Right hemisphere 

    Left hemisphere 

 Both hemispheres 

 

50% 

35% 

7.5% 

 

55% 

30% 

7.5% 

 

45% 

40% 

7.5% 

Marital status 

    Married/cohabiting 

    Single/divorced/widowed 

 

 

66.3% 

33.8% 

 

75% 

25% 

 

57.5% 

42.5% 

 

Living arrangement 

    Alone 

    With others 

 

 

25% 

75% 

 

20% 

80% 

 

70% 

30% 

Socio-economic status (mean index 

score) 

 

 

1016 (71.63) 

 

N/A
b 

 

N/A 

Education  

    Less than 13 years 

    13 or more years 

 

 

60% 

38.8% 

 

52.5% 

45% 

 

67.5% 

32.5% 

Employment pre-stroke 

 

65% 

 

75% 55% 

Currently employed or doing 

voluntary work 

 

  

 17.5% 

 

15% 

 

20% 

Member of a stroke group 72.5% 72.5% 72.5% 

 

Attendance to stroke support group  

 

57.5% 55% 60% 

Mean period of hospitalisation at 

stroke onset (in weeks) 

 

 

11.78 (10.50) 

 

13.46 (10.26) 

 

10.15 (10.61) 

 

Suffered more than one stroke 

 

 

33.8% 

 

37.5% 

 

30% 
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 All 

participants 

n = 80 

Males  

 

n = 40 

Females  

 

n = 40 

 

Health index (More than 3 doctor’s 

consultations) 
c
    

 

 

23.8% 

 

25% 

 

22.5% 

Mental health care 
d 

 

8.8% 10% 7.5% 

Major physical health problem prior 

to stroke (e.g., diabetes, heart attack) 

 

 

26.3% 

 

27.5% 

 

25% 

Psychological/emotional problems 

prior to stroke 

 

 

21.3% 

 

20% 

 

22.5% 

Family psychiatric history 

 

8.8% 7.5% 10% 

 

Anti-depressant / anti-anxiety drugs 31.3% 35% 27.5% 

 

                    Note.  
a
Standard deviations in parentheses 

                              
b
NA – not applicable 

             
c 
Refers to number of visits to the doctor in the past 3 months 

                            
d 
Currently seeing a mental health professional (e.g., psychologist, psychiatrist) 

 

Seventy partners/carers (21 males and 49 females) were nominated by the stroke 

participants as being willing to participate in this study.  Of the 70 nominated persons, sixty-five 

(21 males and 44 females) participated in this study.  The remaining five nominated persons did 

not return the questionnaires.  The inclusion criteria for participation were that the person had not 

experienced a stroke, was fluent in English and knew the participant (i.e., stroke survivor) well. 

4.11.2 Socio-economic status 

The index of Economic Resources from the latest Australian Census Data conducted in 

2006 was used to identify the socio-economic status of the participants who took part in this study.  

The Australian Bureau of Statistics (ABS) provides socio-economic indexes for urban and rural 

areas around Australia.  Based on data collected in the 2006 Census of Population and Housing, 

the Index of Economic Resources is derived from indices of high and low income, as well as 

variables that correlate with high or low wealth.  The ABS divides geographical areas into SES 

categories in numerous ways, including postal area designations.  The Index of Economic 
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Resources is used by matching participants’ postcodes with a SES index, which has been 

standardised by the ABS to have a mean of 1000 and a standard deviation of 100.  The Index of 

Economic Resources has been found to be the most normally distributed of the four indexes (i.e., 

Index of Relative Socio-Economic Disadvantage, Index of Relative Socio-Economic Advantage 

and Disadvantage, Index of Economic Resources, and Index of Education and Occupation) which 

comprise the 2006 Socio-Economic Indexes for Areas (SEIFA) (Pink 2008). 

The ABS recognises that Socio-Economic Status is not a simple or well-defined construct 

and thus provides evidence for the validity of their Index of Economic Resources in a number of 

ways.  Principle Component Analysis was used to check that the input variables and their 

weightings make sense.  The eigenvalue for the Index of Economic Resources was 5.32 and the 

index explained 35% of the variability of the input variables.  Further important validity for the 

index was provided by comparing it with local knowledge and an external group of experts also 

reviewed the variables and methodology used in SEIFA 2006.   

It will be recalled that the index of Economic Resources has been standardised to have a 

mean of 1000 and a standard deviation of 100, with a minimum index score of 558, and a 

maximum index score of 1199 (Pink 2008).  The mean index score in the present sample was 

1016.54 and a standard deviation of 71.63, with a minimum index score of 853, and a maximum 

index score of 1197.  These descriptive data suggest that the present sample was, on average, close 

to the average in Australian socio-economic status, and that there is a reasonably good range in 

index scores in the present sample.   

4.11.3 Measures 

All the measures used in Chapter 4 are in Appendix G 
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Demographics  

The demographic information sheet included a range of information such as date of birth; 

marital status; family structure; education and work history; time since stroke; type of stroke and 

lesion location; and personal and family psychological history (Appendix F). 

Cognitive functioning  

Telephone Interview for Cognitive Status – Modified (TICS-M) (Brandt et al., 1993). The  

TICS-M is a brief instrument that assesses cognitive function which was used to ensure that 

participants’ responses are not influenced by cognitive impairment.  The TICS-M is modelled on 

the Mini Mental Status Examination (MMSE) and was originally developed to serve as a clinical 

tool that could be used in the assessment of cognition in the housebound elderly (Desmond, 

Tatemichi, & Hanzawa, 1994).  Although the TICS-M can also be administered face to face, it 

was specifically developed for delivery over the telephone.  As shown in Table 4.13, the 13-item 

TICS-M includes six domains, (1) orientation; (2) registration and free recall; (3) attention and 

calculation; (4) comprehension, semantic and recent memory; (5) language and repetition; and 

(6) delayed recall.  It takes approximately 10 minutes to administer.  The total score ranges from 

0 to 39 with a score below 21 as the cut-off point indicating the presence of cognitive 

impairment (de Jager, Budge, & Clarke, 2003).  The TICS-M is highly correlated with the 

MMSE (r = .86) (Moylan et al., 2004) and has high test-retest reliability (Ferrucci, Del Lungo, & 

Guralnik, 1998).  Barber and Stott (2004) examined the properties of the TICS-M in a group of 

post-stroke individuals with varying levels of disability and found that the TICS-M is a practical 

and valid method of assessing cognitive function in community outpatients following stroke. 
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           Table 4.13 

           Items and Maximum Score for Each Domain of the Telephone Interview for Cognitive Status – Modified  

Orientation                                                       

1. What day of the week is it? 

       What is today’s date? 

       What is the month? 

       What is the year? 

       What season are we in? 

 

2. What is your age? 

 

3. What is your telephone number? (code + number) 

                                                                                                                    Maximum score: 7 

Registration / Free Recall 

 

4. I’m going to read you a list of 10 words.  Please listen carefully and try to remember them.  

When I’m done, tell me as many as you can in any order. Ready? 

 

Cabin, Pipe, Elephant, Chest, Silk, Theatre, Watch, Whip, Pillow, Giant 

 

Now tell me all the words you can remember 

                                                                                                                  Maximum score: 10 

Attention / Calculation 

 

5. Please take 7 away from 100 

Now continue to take 7 away from what you have left over until I ask you to stop (5 points) 

 

6. Please count backwards from 20 to 1 (1 point) 

                                                                                                                              Maximum score: 6 

Comprehension, Semantic, and Recent Memory 

 

7. What do people use to cut paper? 

 

8. What is the prickly green plant found in the desert? 

 

9. Who is the reigning Monarch now? 

 

10. Who is the Prime Minister now? 

 

11. What is the opposite of East? 

                                                                                                                                Maximum score: 5 

  Language / Repetition 

 

12. Please say this ‘Methodist Episcopal’ 

                                                                                                                                  Maximum score: 1 

Delayed Recall 

 

13. Please repeat the list of 10 words I read earlier 
 

                                                                                                                               Maximum score: 10 

 

                                                                                                                     Maximum total score: 39 
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Self-efficacy in daily functioning 

Daily Living Self-Efficacy Scale (See Study 1 and 2 of the current chapter) is a 12-item 

questionnaire designed to assess the level of individuals’ beliefs in their functional ability in 

daily living (Table 4.14).  The total score ranges from 0 to 1200 and high scores on this scale 

represent high levels of confidence in functional ability in everyday living.  Cronbach’s α in the 

current study was high .93  

         Table 4.14 

         Items for Daily Living Self-Efficacy Scale 

1. Look after my finances (e.g., paying bills, banking, etc.)    

2. Attend a social gathering with friends      

3. Contact a friend when I feel lonely       

4. Either do or arrange to have the shopping done        

5. Take part in new hobbies and new activities 

      

6. Do something that helps me feel better when I feel down 

 

7. Arrange any necessary repairs around the house  

 

8. Invite a friend to go out with me (e.g., go to a movie, go for 

               coffee, etc.) 

 

       9.    Not allow feelings of discouragement to stop me from doing the things I want to do 

         

      10.   Either do or arrange to have the house cleaned       

      

      11. Attend an event or go places on my own (e.g., movies, libraries, exhibitions, etc.)                             

      

      12.   Overcome negative thoughts that I may have about myself 

              when I feel down 

 

Generalised self-efficacy 

Generalized Self-Efficacy Scale (Schwarzer & Jerusalem, 1993).  Table 4.15 lists the 10 

items that make up this scale. The Generalized Self-Efficacy Scale is a self-report measure 

designed to assess the strength of an individual’s belief in his or her own ability to respond to 
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difficult or new situations and to deal with any associated obstacles or setbacks (Weinman, 

Wright, & Johnston, 1995a). Participants are asked to rate their level of confidence in dealing 

efficiently in responding to a range of difficult and new situations.    Items are rated on a 4-point 

Likert scale from 1 – ‘not at all true’ to 4 – ‘exactly true’.  The scores for each of the ten items 

are summed to give a total score between 10 and 40.  The scale of the Generalized Self-Efficacy 

Scale has been shown to have high internal consistency, with Cronbach’s α ranging from .87 to 

.94 (Luszczynska, Scholz, & Schwarzer, 2005) and good test-retest reliability (r = .82) 

(Schwarzer & Jerusalem, 1993).   Expected positive correlations have been found with measures 

of self-esteem (r = .52), internal control beliefs (r = .40), and optimism (r = .49). Expected 

negative correlations were obtained with general anxiety (r = -.54), performance anxiety (r = -

.42), shyness (r = -0.58), and pessimism (r = -.28) (Schwarzer & Jerusalem, 1993).  Internal 

consistency in the current study was good (Cronbach’s α = .94).   

      Table 4.15 

        Items for Generalized Self-Efficacy Scale 

 
1. I can always manage to solve difficult problems if I try hard enough 

 

2. If someone opposes me, I can find means and ways to get what I want 

 

3. It is easy for me to stick to my aims and accomplish my goals 

 

4. I am confident that I could deal efficiently with unexpected events 

 

5. Thanks to my resourcefulness, I know how to handle unforseen situations 

 

6. I can solve most problems if I invest the necessary effort 

 

7. I can remain calm when facing difficulties because I can rely on my coping abilities 

 

8. When I am confronted with a problem, I can usually find several solutions 

 

9. If I am in a bind, I can usually think of something to do 

 

10. No matter what comes my way, I’m usually able to handle it 
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Physical functioning 

 

Barthel Index (Mahoney & Barthel, 1965).  The Barthel Index is a 10-item measure use 

to assess participants’ physical functioning.  As shown in Table 4.16, eight of the 10 items 

represent activities related to personal care (bowel and bladder control, toileting, feeding, 

dressing, bathing, grooming, and transfer from chair to bed and back) and the remaining two 

items are related to mobility activities (walking, ascending and descending stairs).   Participants 

are asked to rate their level of ability to carry out those activities. The index yields a total score 

out of 100, with higher scores representing greater degree of functional independence.  The 

Barthel Index has been shown to have good internal consistency, with Cronbach’s α ranging 

from .90 to .93 (Shah, Vanclay, & Cooper, 1989) and test-retest reliability of .93 (Collin, Davies, 

Horne, & Wade, 1987).  Cohen and Marino (2000) provided support for the scale’s concurrent 

validity demonstrating high correlations with the Katz Index (r = .77) and the Frenchay 

Activities Index (r = .79) which are two measures developed to assess individuals’ ability in 

performing activities of daily living.  Cronbach’s α in the current study was .72.   
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         Table 4.16 

         Items and Scoring for Barthel Index 

 
Activity                                                                                     Scoring 
 

1. Bowel control                                                                      10 = continent                                                                             

                                                                                               5 = occasional accident 

                                                                                               0 = incontinent 

 

2. Bladder control                                                                    10 = continent 

                                                                                               5 = occasional accident 

                                                                                               0 = incontinent/catherized and 

                                                                                                     unable to manage 

 

3. Personal toilet (wash face, comb hair, shave, clean teeth)    5 = independent 

                                                                                               0 = needs help 

 

4. Feeding                                                                                 10 = independent 

                                                                                                5 = needs some help (cutting 

                                                                                                      up food, spreading butter etc) 

 

 

5. Toilet (getting on/off, handling clothes, wipe, flush)           10 = independent 

                                                                                                5 = needs some help 

                                                                                                0 = dependent 

 

6. Walking on level surface                                                      15 = independent (may use aid) 

                                                                                              10 = walks with help of person 

                                                                                                       (verbal/physical) 

                                                                                                5 = independent (in wheelchair) 

                                                                                                0 = unable 

 

7. Transfer (chair to bed and vice versa)                                  15 = independent 

                                                                                              10 = minimal help (verbal/physical) 

                                                                                                5 = can sit, major help 

                                                                                                0 = unable 

 

8. Dressing (all fasteners, etc.)                                                 10 = independent (including zips,  

                                                                                                      Buttons etc.) 

                                                                                               5 = needs help but does at least 

                                                                                                      half 

                                                                                               0 = dependent 

 

9. Stairs                                                                                    10 = independent 

                                                                                               5 = needs help (verbal/physical) 

                                                                                               0 = unable 

 

10. Bathing                                                                                  5 = independent 

                                                                                               0 = dependent 
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Perceived performance in daily tasks 

Patient Competency Rating Scale (Prigatano & Fordyce, 1986). Table 4.17 lists the 30 

items that make up this scale.  The Patient Competency Rating Scale is a self-report measure that 

provides self- and informant-ratings to evaluate competency to perform various behavioural, 

cognitive, and emotional tasks as well as to assess insight into the level of awareness following 

head injury (Leathem, Murphy, & Flett, 1998).  Respondents are asked to judge how easy or 

difficult it is for them to perform a variety of tasks.  The Patient Competency Rating Scale 

informants’ version is identical to the patients’ version and they are asked to rate how easy or 

difficult it is for the patient to perform a variety of tasks.  Rating is on a 5-point Likert scale from 

1 ‘can’t do’ to 5 ‘can do with ease’.  The scores for each of the 30 items are summed to give a 

total score ranging from 30 to 150, with higher scores indicating greater competency.  The 

Patient Competency Rating Scale has been shown to have strong internal consistency for both 

patient rating (Cronbach’s α = .91) and relatives’ ratings of patients (Cronbach’s α = .93) 

(Fleming, Strong, & Ashton, 1998).  Test-retest reliability has been reported as high, r = .97 for 

patients and .92 for relatives (Prigatano, Altman, & O’Brien, 1990).  In the current study 

Cronbach’s α for participants and relatives’ ratings of participants were .92 and .95, respectively. 

        Table 4.17 

         Items for Patient Competency Response Scale 

 
1. How much of a problem do I have in preparing my own meals? 

 

2. How much of a problem do I have in dressing myself? 

 

3. How much of a problem do I have in taking care of my personal hygiene? 

 

4. How much of a problem do I have in washing the dishes? 

 

5. How much of a problem do I have in doing the laundry? 

 

6. How much of a problem do I have in taking care of my finances? 

 

7. How much of a problem do I have in keeping appointments on time? 
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8. How much of a problem do I have in starting conversation in a group? 

 

9. How much of a problem do I have in staying involved in work activities even when bored or 

tired? 

 

10. How much of a problem do I have in remembering what I had for dinner last night? 

 

11. How much of a problem do I have in remembering names of people I see often? 

 

12. How much of a problem do I have in remembering my daily schedule? 

 

13. How much of a problem do I have in remembering important things I must do? 

 

14. How much of a problem would I have driving a car if I had to? 

 

15. How much of a problem do I have in getting help when I’m confused? 

 

16. How much of a problem do I have in adjusting to unexpected changes? 

 

17. How much of a problem do I have in handling arguments with people I know well? 

 

18. How much of a problem do I have in accepting criticism from other people? 

 

19. How much of a problem do I have in controlling crying? 

 

20. How much of a problem do I have in acting appropriately when I’m around friends? 

 

21. How much of a problem do I have in showing affection to people? 

 

22. How much of a problem do I have in participating in group activities? 

 

23. How much of a problem do I have in recognizing when something I say or do has upset 

someone else? 

 

24. How much of a problem do I have in scheduling daily activities? 

 

25. How much of a problem do I have in understanding new instructions? 

 

26. How much of a problem do I have in consistently meeting my daily responsibilities? 

 

27. How much of a problem do I have in controlling my temper when something upsests me? 

 

28. How much of a problem do I have in keeping from being depressed? 

 

29. How much of a problem do I have in keeping my emotions from affecting my ability to go 

about the day’s activities? 

 

30. How much of a problem do I have in controlling my laughter? 
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Social desirability 

Marlowe-Crowne Scale (Crowne & Marlowe, 1960). The Marlowe-Crowne Scale is 

designed to measure the respondent’s tendency to respond in a socially favourable manner 

(Morisky, Ang, & Sneed, 2002).  As shown in Table 4.18, this scale consists of 33 true/false 

items.  Participants are asked to indicate whether each of the statement is true or false as it 

pertains to them personally.  Each item is given a score of 0 or 1 and the total score ranges from 

0 to 33 with high Marlowe-Crowne Scale scores indicating an increased tendency for social 

desirability response bias. The Marlowe-Crowne Scale has been shown to have high internal 

consistency (r = .88) and good test-retest reliability (r = .89) (Crowne & Marlowe, 1960).  

Cronbach’s α in the current study was .81.  A significant positive correlation has been found 

between the Marlowe-Crowne Scale and the Edwards Social Desirability Scale, thus 

demonstrating the scale’s convergent validity (Crowne & Marlowe, 1960). 

        Table 4.18 

        Items for Marlowe-Crowne Scale 

 
 

1. Before voting I thoroughly investigate the qualifications of all the candidates 

 

2. I never hesitate to go out of my way to help someone in trouble 

 

3. It is sometimes hard for me to go on with my work if I am not encouraged 

 

4. I have never intensely disliked someone 

 

5. On occasion I have had doubts about my ability to succeed in life 

 

6. I sometimes feel resentful when I don’t get my way 

 

7. I am always careful about my manner of dress 

 

8. My table manners at home are as good as when I eat out in a restaurant 

 

9. If I could get into a movie without paying and be sure I was not seen I would probably do it 

 

10. On a few occasions, I have given up doing something because I thought too little of my ability 

 

11. I like to gossip at times 

 



 

 69 

12. There have been times when I felt like rebelling against people in authority even though I 

knew they were right 

 

13. No manner who I’m talking to, I’m always a good listener 

 

14. I can remember ‘playing sick’ to get out of something  

 

15. There have been occasions when I took advantage of someone 

 

16. I’m always willing to admit it when I make a mistake 

 

17. I always try to practice what I preach 

 

18. I don’t find it particularly difficult to get along with loud-mouthed, obnoxious people 

 

19. I sometimes try to get even rather than forgive and forget 

 

20. When I don’t know something I don’t at all mind admitting it 

 

21. I am always courteous, even to people who are disagreeable 

 

22. At times, I have really insisted on having things my own way 

 

23. There have been occasions when I felt like smashing things 

 

24. I would never think of letting someone else be punished for my wrong-doing 

 

25. I never resent being asked to return a favour 

 

26. I have never been irked when people expressed ideas very different from my own 

 

27. I never make a long trip without checking the safety of my car 

 

28. There have been times when I was quite jealous of the good fortune of others 

 

29. I have almost never felt the urge to tell someone off 

 

30. I am sometimes irritated by people who ask favours of me 

 

31. I have never felt that I was punished without cause 

 

32. I sometimes think when people have a misfortune they only get what they deserve 

 

33. I have never deliberately said something that hurt someone’s feelings 

 

4.11.4 Procedure 

Ninety participants were initially contacted by phone and all agreed to participate in this 

study.  They were given detailed information about the study’s requirements; namely, the 

administration of one measure by phone (i.e. TICS-M) and the completion of six questionnaires 
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which were mailed with a consent form and information sheet.  The TICS-M was administered to 

assess level of cognitive functioning.  Ten of the ninety participants who scored below the cut-

off point of 21 were not included in the analyses in order to maintain the integrity of the data.   

Participants who lived in the Brisbane area in Queensland were also asked if they would 

agree to be interviewed in order to gain a better understanding of the issues that stroke survivors 

experience in their daily life after they leave hospital and return to live in the community.  

Twenty-three participants were asked and all agreed to be interviewed.  One week prior to being 

interviewed, those participants were mailed a list of the questions to enable them to reflect upon 

the issues that would be raised during the interview (see Appendix K).  The interviews took 

place in the participant’s home and lasted approximately one hour.  All interviews were tape-

recorded and transcribed verbatim (see Appendix L for an example of an interview).  

Participants were asked to nominate a person who knew them well (i.e., family member 

and/or carer) and who would be willing to participate in this study and complete one 

questionnaire.  The Patient Competency Rating Scale – Carers’ ratings (Appendix H), a cover 

letter (Appendix I), an information sheet (Appendix J) and a reply paid envelope were placed in 

a sealed envelope addressed to the nominated person and were included in the questionnaire 

package for the stroke survivors.  All nominated carers were instructed to complete this measure 

without consulting with the stroke survivors (n = 70). 

4.11.5 Statistical Analyses 

Pearsons product moment correlation was used to assess the temporal stability of the 

DLSES.  Convergent and discriminant validity of the DLSES was assessed using Spearman 

bivariate correlations between the DLSES with the comparison measures, Barthel Index, 

Generalized Self-Efficacy Scale, Patient Competency Rating Scale (participants’ and carers’ 

ratings), and TICS-M.   Partial correlation was used to explore the relationship between the 
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DLSES and the other measures listed above, while controlling for scores on the Marlowe-

Crowne Scale.  Pearsons product moment correlation was used to assess the relationship between 

the Patient Competency Rating Scale participants’ and carers’ ratings and a paired-sample t-test 

was also performed to compare the overall mean scores for the stroke survivors’ and the carers’ 

ratings on the Patient Competency Rating Scale. 

4.12 Results 

4.12.1 Data screening 

Prior to analysis, data were inspected for missing values. It was revealed that all items 

had less than 5% of data missing, minimising any threat to the parametric qualities of this data 

set.   The normality of the distribution of the scores was also checked.  Inspection of the 

histograms for each of the measures revealed that the distribution of the scores for the TICS-M 

was positively skewed, suggesting that greater number of participants scored at the lower end of 

the scale.  Inspection of the histogram for the Barthel Index revealed that the distribution of the 

scores was negatively skewed, suggesting that greater number of participants scored at the higher 

end of the scale.  In order to test the influence of skew, analyses were performed using both 

square root transformed and non-transformed data.  Given that transformation made no 

substantive difference to the results, the non-transformed raw data were used in the analyses.  To 

identify outliers, the definition proposed by Tabachnick and Fidell (2007) was adopted, which 

identifies cases that lie 3.29 standard deviations away from the mean as outliers.  One extreme 

score was identified on two of the measures, namely, the TICS-M, and Barthel Index.  

Performing analyses with and without these outliers revealed minimal influence by these extreme 

scores.  Consequently, all cases including these extreme scores were kept for all analyses. 
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4.12.2 Descriptive Data for All the Variables 

Table 4.19 presents the mean, standard deviations, and range for all seven measures 

administered to the 80 stroke survivors.  As shown in Table 4.18, this sample of stroke survivors 

had an average score above the cut-off score of 21 on the TICS-M, indicating adequate levels of 

cognitive functioning.  They reported moderate to high levels of self-efficacy in daily 

functioning as measured by the Daily Living Self-Efficacy Scale. They also demonstrated 

moderate levels of generalised self-efficacy in controlling and responding to environmental 

demands and challenges as measured by the Generalized Self-Efficacy Scale.  In general, 

participants had good level of physical functioning as indicated by the mean score of 90.19 on 

the Barthel Index, as well as adequate ability in performing various behavioural, cognitive, and 

emotional tasks as measured by the Patient Competency Rating Scale.  However, an average 

score of 20.16 on the Marlowe-Crowne Scale indicates that this group of participants had a 

tendency to respond in a socially favourable manner on the self-report measures. 
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     Table 4.19 

     Mean, Range, and Standard Deviation for Measures Administered to a Group of Stroke Survivors (n = 80) 

 

Measures Mean Range Cut-off score Measures 

range 

Telephone Interview for Cognitive 

Status – Modified (TICS-M) 

 

Daily Living Self-Efficacy Scale 

 

Generalized Self-Efficacy Scale 
 

 

 

Barthel Index 
 

 

Patient Competency Rating Scale 

(stroke survivors’ form)  

 

Marlowe-Crowne Scale 
 

 

25.90 (3.37)
a 

 

 

851 

 

28.47 (7.23) 

 

 

90.19 (12.60) 

 

115.43 (17.35) 

 

 

20.16 (5.77) 

22-39 

 

 

130 – 1200  

 

10-40 

 

 

40-100 

 

77-150 

 

 

4-31 

> 21
b 

 

 

n/a
c
 

 

n/a
c
 

 

 

n/a
c 

 

n/a
c 

 

 

n/a
c 

 

0-39 

 

 

0-1200 

 

10-40 

 

 

0-100 

 

30-150 

 

 

0-33 

 

   Note. 
a
 standard deviations in parentheses 

            
b 
scores below 21 indicate presence of cognitive impairment (de Jager, et al., 2003) 

            
c
 higher scores indicate greater levels of general self-efficacy (Generalized Self-Efficacy Scale), self-efficacy 

              in daily functioning (Daily Living Self-Efficacy Scale), physical functioning (Barthel Index), performance 

              in various activities (Patient Competency Rating Scale), and social desirability (Marlowe-Crowne Scale) 

                      

4.13 Validity and Reliability Tests 

4.13.1 Convergent validity  

Because of the non-normality of the distribution, Spearman bivariate correlations were 

used to explore the relationship between the DLSES and measures that were hypothesized to 

share an overlap of construct.  As shown in Table 4.20, there was a high positive correlation 

between the DLSES and the Patient Competency Rating Scale – participants’ ratings (r = .74).  A 

moderate positive correlation was found between the DLSES and the Generalized Self-Efficacy 

Scale (r = .54).  There was also a moderate positive correlation between the DLSES and the 

Patient Competency Rating Scale – carers’ ratings (r = .49).  All correlations were significant at 

p < .001. 
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4.13.2 Discriminant validity 

To explore the discriminant validity of the questionnaire, the DLSES was correlated with 

the Barthel Index and the TICS-M, using Spearman bivariate correlations.  As shown in Table 

4.20, there was a significant positive correlation between the DLSES with the TICS-M (r = .22) 

and the Barthel Index (r = .23).  However, although significant, the relationship between the 

DLSES and these two measures were very low (<.3). 

                        Table 4.20  

                             Spearman  Bivariate Correlations between the DLSES and Other Measures 

 
 DLSES GSE BI PCRS PCRS 

- carer 

TICS

-M 

MCS 

DLSES 

 

  1.00       

GSE  .54*** 

  

  1.00      

BI  .23* 

  

-.01 

 

  1.00     

PCRS  .74*** 

  

.52*** 

 

 .28* 

  

 1.00    

PCRS - 

carer 

 .49*** 

 

.41** 

 

.34** 

 

.62*** 

 

1.00   

TICS-M  .22* 

 

 .15 

 

 .21 

  

 .19 

 

.25* 

 

 1.00  

MCS  .32** 

 

.34** 

 

.07 

 

.42*** 

 

.23 

 

-.01 

 

1.00 

                               Note. DLSES = Daily Living Self-Efficacy Scale; GSE = Generalized Self-Efficacy;  

                            BI = Barthel Index; CES-D = Center for Epidemiologic Studies; SWLS = Satisfaction  

                            with Life Scale; PCRS = Patient Competency Rating Scale; TICS-M = Telephone  

                            Interview for Cognitive Status – Modified; MCS = Marlowe-Crowne Scale.  

                           * p < .05. ** p < .01.  *** p < 001. 
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4.13.3 Social desirability 

The Marlowe-Crowne Scale was used to check for potential bias with respect to 

participants’ responses on the self-report questionnaires.  As shown in Table 4.21, there was a 

significant correlation between the Marlowe-Crowne Scale and the DLSES, Generalized Self-

Efficacy Scale, and Patient Competency Rating Scale (participants’ ratings).  Because of the 

non-normality of the distribution, Spearman’s bivariate correlation was initially used to explore 

the relationships between the DLSES and the other measures.  However, when Pearson product 

moment correlation was conducted, the differences were minimal and the statistical significance 

of these correlations was not affected.  As a result, it was possible to use partial correlation to 

explore the relationship between the DLSES and the other measures, while controlling for scores 

on the Marlowe-Crowne Scale.  As shown in Table 4.21, an inspection of the zero order 

(Pearson) correlation suggested that controlling for socially desirable responding had little effect 

on the strength of the relationship between the DLSES and the other measures.  

4.13.4 Self-awareness 

Spearman bivariate correlation was used to examine the relationship between stroke 

survivors’ and carers’ ratings on the Patient Competency Rating Scale measure.  As shown in 

Table 4.20, there was a significant positive correlation between the Patient Competency Rating 

Scale – stroke survivors’ ratings and the Patient Competency Rating Scale – carers’ ratings (r = 

.62).  A paired-samples t-test was also conducted to compare the mean overall scores for the 

stroke survivors’ and the carers’ ratings on the Patient Competency Rating Scale.  There was no 

statistically significant difference between the stroke survivors’ (M = 115.33, SD = 17.58) and 

carers’ (M = 112.27, SD = 20.20) ratings on the Patient Competency Rating Scale, t (62) = 1.55, 

p > .05. 
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         Table 4.21  

                       Partial Correlation to Explore the Relationship between DLSES and All Measures,  

                       while Controlling for Social Desirability  
 

 DLSES GSE BI PCRS PCRS -

carer 

TICS-M 

DLSES 

 

  1.00 

 

     

GSE 

 

 .59*** 

 .56*** 

  1.00 

 

    

BI 

 

 .29* 

 .28* 

 .03 

-.01 

  1.00    

PCRS 

 

 .76*** 

 .74*** 

.51*** 

.44*** 

 .30** 

 .30** 

 1.00   

PCRS - 

carer 

 .61*** 

 .59*** 

 .48*** 

 .45*** 

 .32* 

 .31* 

.61*** 

.64*** 

1.00  

TICS-M 

 

 .18 

 .11 

.15 

.16 

 .14 

 .14 

 .17 

 .18 

.24 

.25 

 1.00 

                         Note. DLSES = Daily Living Self-Efficacy Scale; GSE = Generalized Self-Efficacy;  

                      BI = Barthel Index; CES-D = Center for Epidemiologic Studies; SWLS = Satisfaction  

                      with Life Scale; PCRS = Patient Competency Rating Scale; TICS-M = Telephone  

                      Interview for Cognitive Status – Modified; MCS = Marlowe-Crowne Scale.  

                      Controlling for social desirability (as measured by MCS) are indicated in boldface 

                      * p < .05. ** p < .01.  *** p < 001. 

 

 

4.13.5 Test-retest reliability 

To examine the temporal stability of the 12-item questionnaire, 33 participants (16 males 

and 17 females) were administered the DLSES twice with a mean time interval of 8.76 days (SD 

= 3.53 days; range = 5 – 20 days) between Time 1 and Time 2.  The Pearson product moment 

correlation between scores on the two administrations was r = .96, p < .001, indicating high 

temporal stability. 
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4.14 Discussion 

This study examined the psychometric properties of a newly developed 12-item 

questionnaire (DLSES) to assess stroke survivors’ self-efficacy in three domains of functional 

ability in daily living.  Support for convergent validity of the DLSES was provided by the 

moderate to high relationship between the DLSES and measures which share an overlap of 

construct.  There was a moderate positive correlation between the DLSES and the Generalized 

Self-Efficacy Scale.  This result supports the prediction that although both the DLSES and the 

Generalized Self-Efficacy Scale measure a similar construct, they are however distinct.  Whereas 

the DLSES is a domain-specific self-efficacy measure, the Generalized Self-Efficacy Scale 

measures self-efficacy more broadly when the context is less specific.  When a broad domain 

such as functional ability is assessed, it is necessary to encompass the important aspects of 

functional ability, namely, activities of daily living, psychological, and social.  In this case, self-

efficacy is conceptualized as being domain-specific with the items on the scale representing all 

three aspects of functional ability.  This conceptualisation is consistent with Bandura’s concept 

of self-efficacy, i.e., self-efficacy scale must assess all facets of the domain that is being 

measured (Bandura, 2006).  Furthermore, assessment of important aspects of the domain of 

functional ability provides an opportunity for health professionals to quickly identify specific 

areas where a stroke survivor may experience low self-efficacy and allow targeting of these 

identified areas in psychosocial rehabilitation.  

The Marlowe-Crowne Scale was used to identify potential bias with respect to 

participants’ responses on the self-report measures and revealed a significant correlation between 

the Marlowe-Crowne Scale and some of the measures (DLSES, Generalized Self-Efficacy Scale, 

and the Patient Competency Rating Scale).  However, there were no significant relationships 
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between the Marlowe-Crowne Scale and measures of physical functioning (Barthel Index), 

cognitive functioning (TICS-M), and the measure completed by the carers (Patient Competency 

Rating Scale – carers’ rating).  After controlling for participants’ scores on the Marlowe-Crowne 

Scale, the relationship between the DLSES and all the measures were decreased, however the 

reduction in the correlations were relatively small, with all statistical significance remaining 

unchanged, which indicates that participants’ responses on all measures could therefore be 

interpreted.  

The carers’ responses on the Patient Competency Rating Scale were correlated with the 

stroke survivors’ scores on the DLSES.  There was a high positive correlation between the 

Patient Competency Rating Scale (carers’ ratings) and the DLSES.  This result provides 

additional support for convergent validity of the DLSES but most importantly it indicates that 

although there was some influence of social desirability in stroke survivors’ responses on the 

DLSES, the relationship between the DLSES and the Patient Competency Rating Scale (carers’ 

ratings) remained constant.   

The significant positive relationship between the stroke survivors’ and carers’ responses 

on the Patient Competency Rating Scale and the non-significant results between their mean 

overall scores attest to stroke survivors’ adequate level of self-awareness when completing self-

report measures in the current research.  This finding supports Barsokova’s and Wilz’s (2006) 

study which also compared stroke survivors’ ratings with partners’ ratings using the Patient 

Competency Rating Scale and found no significant discrepancies.  They concluded that stroke 

survivors’ and their carers’ assessments can be used as valid and reliable indicators of stroke 

survivors’ psychosocial functioning. 
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The Patient Competency Rating Scale is a measure that assesses perceived competency in 

various behavioural, cognitive, and emotional tasks that individuals are actually able to perform 

in their daily life whereas the DLSES assesses individuals’ level of confidence in undertaking 

these activities.  Measuring reports of perceived performance in undertaking various activities 

and measuring level of confidence in performing these activities would certainly result in some 

overlap of construct between these two forms of assessment but they are still distinct from each 

other.  The DLSES measures beliefs (i.e., level of confidence in functional ability) whereas the 

Patient Competency Rating Scale measures perceived performance in daily tasks.  

Although it was expected that the Patient Competency Rating Scale would correlate 

moderately with the DLSES, the relationship between these two measures was much stronger 

than expected.  The Patient Competency Rating Scale requires individuals to rate what they 

perceived as being their level of difficulty in performing various behaviours/activities.  

Estimating one’s own level of difficulty in performing an activity/behaviour may therefore add a 

degree of subjectivity to this measure.  Individuals who lack confidence in their functional ability 

in daily living are arguably more likely to perceive that they have more difficulty in performing 

various activities in their daily life and therefore make lower rating on the Patient Competency 

Rating Scale when compared to those with higher levels of self-efficacy in functional ability.  

Discriminant validity of the DLSES was demonstrated with the Barthel Index and the 

TICS-M.  The low correlations between the DLSES with these two measures provides 

confirmation that actual physical functioning, specifically in the area of independence in 

mobility and personal care, and/or cognitive impairments are not strongly associated with 

individuals’ confidence in daily functioning. 
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The most straightforward method for determining the reliability of scores on a newly 

developed measure is to administer the questionnaire twice to the same group of participants 

(Gregory, 2004).  The correlation between participants’ scores on the DLSES at Time 1 and 

Time 2 reveals that the DLSES has high temporal stability, indicating that individuals’ level of 

confidence in their perceived ability in daily functioning was consistent across time.    

4.15 Conclusion  

This chapter described the development of a new measure of functional ability in daily 

living.  Two components were identified –activities of daily living and psychosocial functioning.  

The factor structure of the scale was replicated in a non-stroke sample.  Internal consistency of 

the overall scale and test-retest reliability were high for both the stroke and non-stroke samples.  

Support for convergent validity of the DLSES was provided by the moderate to high relationship 

between the DLSES and conceptually related measures, and support for discriminant validity of 

the DLSES was provided with the low correlations between measures which did not share an 

overlap of construct.  The DLSES discriminated well between stroke and non-stroke affected 

individuals indicating that the scale is sensitive to differences in self-efficacy level between the 

two groups. 

The DLSES is the first measure that assesses three important domains of daily 

functioning in daily living and has been subjected to thorough psychometric analysis.  Items on 

this scale have been carefully worded so it can be administered to both stroke and non-stroke 

affected individuals, regardless of the degree of physical impairment that may be experienced 

following stroke.  In contrast, the two measures available for use in the stroke population 

reviewed in Chapter 3, the Chronic Disease Self-Management self-efficacy scale (Lorig et al., 
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1996) and the Stroke Self-Efficacy Questionnaire (Jones et al., 2008) are not applicable to 

individuals with severe physical impairments.   

It was hypothesized that the DLSES would comprise three components representing three 

domains of daily functioning; namely, psychological, social, and activities of daily living.  

However, the psychological and social domains collapsed into one component.  This finding is 

consistent with cognitive models of depression (Beck et al., 1979) and hopelessness theory 

(Alloy et al., 1999) which propose that depressive cognition can negatively impact on 

interpersonal functioning.  Furthermore, research in the stroke area has shown that social factors 

play an important role in both the frequency and duration of depression following stroke (Morris 

et al., 1996; Astrom et al., 1993).   

The self-efficacy in activities of daily living and the self-efficacy in psychosocial 

functioning subscales were highly correlated for the stroke sample. Since stroke has such 

profound and wide-ranging effects on all aspects of an individual’s life (Gordon & Hibbard, 

1997; Webster & Feinglass, 1997), level of self-efficacy across all three domains of functional 

ability are likely to decrease after stroke, thus resulting in a strong relationship between the two 

subscales.   

Although the correlation between these two subscales was lower in the non-stroke group 

compared to the stroke group the association between the two subscales for the non-stroke 

sample was higher than anticipated.  Individuals in the non-stroke group were expected to score 

highly on the activities of daily living subscale of the DLSES whereas on the psychosocial 

functioning subscale it was expected that there would be more variance in levels of self-efficacy.  

For example, non-stroke affected individuals who suffer from depression may lack confidence in 

their ability in the psychological and/or social domains of functional ability when compared to 
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non-depressed individuals.  One explanation for the higher than expected correlation between the 

two subscales in the non-stroke group is that these participants were not screened for other health 

problems which may have similar effects as stroke on levels of self-efficacy in the activities of 

daily living domain.  Other health problems in the non-stroke group were not screened on the 

basis that health-related issues are relatively normative with increasing age (Santrok, 2004).   

Future research should examine the factor structure of the DLSES in a group of individuals 

who have been screened for health issues which may affect level of self-efficacy in the activities 

of daily living domain of functional ability to determine whether the relationship between the 

self-efficacy in activities of daily living and the self-efficacy in psychosocial functioning 

subscales is lower.  It would also be of interest to administer the DLSES to individuals in other 

chronic disease categories to establish whether the DLSES generate the same factor structure as 

found with the stroke and non-stroke samples.   

With a suitable measure of self-efficacy in hand, the present research can now address the 

question of whether self-efficacy for activities of daily living and psychosocial functioning 

contributes to the well-being and quality of life of stroke survivors, above and beyond the effects 

of physical functioning.  Before proceeding to describe this research in details, an overview of 

theory and research concerning well-being and quality of life will be provided. 
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CHAPTER 5   

Subjective Well-Being  

5.1 Introduction  

The constructs of subjective well-being and quality of life are broad, widely used 

constructs but their definition and measurement is often a matter of debate, especially among the 

many disciplines that share a concern with the welfare of individuals.  Perhaps the first point to 

make here is that subjective well-being and quality of life are often used interchangeably and 

they frequently appear to be regarded as synonyms (Camfield & Skevington, 2008).  For 

instance, Diener, a major researcher in the area, discusses both concepts from a psychological 

perspective and there is marked similarity between descriptions of well-being in his two 

Psychological Bulletin review papers on subjective well-being (Diener, 1984; Diener, Suh, 

Lucas, & Smith, 1999 ) and his 1997 paper on quality of life (Diener & Suh, 1997). 

According to Diener and his colleagues, well-being and quality of life both refer to the 

individuals’ perceptions, thoughts, feelings, and reactions to the circumstances of their life 

(Diener & Seligman, 2004; Diener & Suh, 1997).  Factors such as feelings of joy, pleasure, 

contentment, and life satisfaction are key features that define both subjective well-being and 

quality of life (Diener & Suh, 1997).  For Diener and many other psychologists, the focus of 

defining well-being and quality of life is on the subjective experience of individuals.  Although 

Diener and others consider that objective indicators of well-being and quality of life (e.g., family, 

health, income, education, and work) can be useful at times, they regard the essence of well-

being and quality of life as the subjective experience of an individual based on the way in which 

the individual evaluates his or her life.  A panel of international experts recently defined 

subjective well-being as “an umbrella term for different valuations that people make regarding 
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their lives, the events happening to them, their bodies and minds, and the circumstances in which 

they live” (Diener, 2006, p. 400).  From a psychological perspective, then, the most appropriate 

measure of well-being is a measure that is based on the subjective, phenomenological 

experience, evaluation, and perspective of individuals (Diener, 2006; Diener & Seligman, 2004; 

Kahneman & Kruger, 2006).  However, different definitions and measures of well-being and 

quality of life are apparent in the social sciences and in economics although both the social 

sciences and economics also appear to treat the broad concepts of well-being and quality of life 

synonymously.   

Social indicators of well-being are used predominantly in the social sciences as 

“measures that reflect people’s objective circumstances in a given cultural or geographic unit” 

(Diener & Suh, 1997, p.192).  According to Diener and Suh (1997), the hallmark of social 

indicators is that they are based on objective, quantitative statistics rather than on people’s 

subjective experiences of their social environment.  For instance, variables such as homicide 

rates, police per capita, and rates of rape have been used as social indicators to examine crime-

related quality of life, and objective indicators such as infant mortality, doctors per capita, and 

longevity have often been used to determine quality of life in the health area.   Although social 

indicators are useful for making comparisons across nations, regions, demographic sectors, and 

time, they do not accurately reflect people’s experience of well-being (Andrews & Withey, 1976; 

Campbell, Converse, & Rogers, 1976).  Social indicators describe the conditions of life that 

might be assumed to influence one’s life experience, but they do not measure that experience 

directly (Campbell, 1976).  According to Diener and Suh (1997), “ individuals’ sense of well-

being is an experience that is far more complex and multiply determined than assumed by 

descriptive social indicators based on external circumstances in a society” (p.199).  Furthermore, 
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Schneider (1976) argued that despite the intuitive appeal of social indicators to assess 

individuals’ well-being, “there is no a priori reason to believe that aggregated social indicators 

actually reflect the quality of life experienced by people” (p.200). 

In economics, the production and amount of goods and services are seen as a reflection of 

the quality of life of a society (Diener & Seligman, 2004).  The standard assumption is that the 

more choices and opportunities people have the more likely they will select courses of action that 

will enhance their well-being, for instance, increases in income provide individuals with more 

opportunities not only to buy material goods but to meet basic needs such as food, housing, and 

health care (Schwarz, 2004).  Economists view income level as the core of well-being, therefore 

they see measures of income as good indices to capture well-being (Diener & Seligman, 2004).  

Governments around the world have relied predominantly on economic objective indicators such 

as income, Consumer Price Index (CPI), and Gross Domestic Product (GDP), to guide the 

development of public policies and evaluate well-being (Diener & Biswas-Diener, 2002).  

According to Diener and Suh (1999), when using only objective indicators to assess well-being 

and guide public policies, valuable information is lost about people’s own evaluation of the 

condition of their lives, whereas subjective indicators provide insight into how people feel about 

various aspects of their lives and how important these factors are to them.  Diener and Suh 

(1999) further suggested that subjective indicators should not be a substitute for objective 

indicators but could “serve as a useful complement in assessing and improving the quality of life 

of societies” (p.448). 

In brief, both social scientists and economists rely on objective indicators (though 

different indicators) of well-being.  In contrast, most psychological researchers argue in favour 

of subjective indicators of well-being and this difference across disciplines is particularly 
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important in light of a considerable body of evidence attesting to the fact that there is often little 

commonality between objective indicators of well-being and subjective experience.  For 

instance, income increased steadily between 1946 and 1989 in the United States yet ratings of 

life satisfaction remained virtually unchanged (Diener & Suh, 1997) and the relation between 

well-being and economic status in developed countries is weak, with correlations ranging 

between .06 and .15 (See Howell & Howell, 2008).  Several explanations have been proposed to 

account for the discrepancy between subjective and objective indices (particularly economic 

indices) of well-being. 

 One explanation for a lack of congruence between subjective and objective indices of 

well-being is that people simply adapt.  Diener (2000) suggests that people’s desires increase as 

their incomes rise, and they therefore adapt to higher levels of income, with no net increase in 

subjective well-being.  According to Frey and Stutzer (2002) adaptation makes up for about two-

thirds of the benefits of any increase in income levels. 

A key issue in the well-being research is whether or not people adapt to life 

circumstances and to what extent they do.  The view is often expressed that people do adapt but 

closer examination of the relevant literature reveals that adaptation does not always occur.  

Adaptation, in its broadest sense is “any action, process, or mechanism that reduces the effects 

(perceptual, physiological, attentional, motivational, and hedonic, and so on) of a constant or 

repeated stimulus” (Frederick & Loewenstein, 1999, p.302).  Hedonic adaptation refers 

specifically to “the process by which individuals return to baseline levels of happiness following 

a change in life circumstances” (Lucas 2007, p.717).  The hedonic treadmill model of adaptation 

developed by Brickman and Campbell (1971) has had a profound impact on subjective well-

being research (Lucas, Clark, Georgellis, & Diener, 2003).   
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 Brickman and Campbell (1971) argued that people are locked in a hedonic treadmill – 

people are destined to experience stable levels of well-being because we all adapt to even the 

most extreme positive and negative life circumstances as we all eventually return to a neutral set 

point of happiness.  For instance, in their study, Brickman, Coates, and Janoff-Bulman (1978) 

found that people who had won large sums of money in lotteries were not happier than those 

who had not.  Furthermore, although people who had been paralysed as the result of a crippling 

accident rated themselves as less happy than the non-lottery winners, their ratings were still 

above the mid-point of the scale.  In other words “the accident victims did not appear nearly as 

unhappy as might have been expected” (p.921).  The general idea of the original hedonic 

treadmill model is that people cannot do much to change their long-term levels of well-being as 

adaptation is inevitable.  Consequently, no change in life circumstances can lead to lasting 

changes in happiness (Diener, Lucas, & Scollon, 2006). 

Brickman and Campbell’s hedonic treadmill model has been refined in several ways.  

First, people may not return to a neutral level of subjective well-being after experiencing a 

positive or negative life event but instead they may return to a positive set point (Diener et al., 

2006).  Biswas-Diener, Vitterso, and Diener (2005) found that in various populations such as the 

Amish, African Maasai, and Greenlandic Inughuit, most people are above neutral in well-being.  

Furthermore, the World Values Survey conducted in 2005 (a large-scale survey in which the 

nations with the largest populations are sampled using probability methods) showed that 80% of 

respondents indicated that they were happy or quite happy.  Recent research has also revealed 

that if people do have hedonic set points, they vary across individuals.  According to Diener and 

Lucas (1999), these individual differences are partly due to inborn, personality-based influences.  

Research has consistently found that individuals’ level of well-being is fairly stable over time 
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(Eid & Diener, 2004) and moderately heritable (Tellegen et al., 1988).  Furthermore, personality 

factors such as neuroticism and extraversion correlate strongly with well-being variables (i.e., 

positive and negative affects and life satisfaction) (Diener & Lucas, 1999). 

In the original hedonic treadmill model, ‘happiness’ was perceived as a unitary concept 

with a single set point to which people adapt.  However, recent research has found that happiness 

is composed of distinguishable well-being variables.  Scollon and Diener (as cited in Diener, et 

al., 2006) used the longitudinal component of the Victoria Quality of Life Panel Study to 

investigate change in well-being within individuals over time.  Specifically, they examined 

change in work satisfaction and marital satisfaction over an eight-year period.  The authors found 

significant individual differences in change on both variables, indicating that different people 

changed at different rates in their level of marital and work satisfaction.  Furthermore, they also 

found that not all individuals who experienced an increase in work satisfaction also experienced 

an increase in marital satisfaction.  These results demonstrate that happiness is not a unitary 

concept as previously thought as changes in one domain do not fully correspond to changes in 

other domains. 

One of the most controversial aspect of Brickman and Campbell’s (1971) model of the 

hedonic treadmill is the idea that people do not have the ability to change their long-term levels 

of happiness and life satisfaction (Diener et al., 2006).  Fugita and Diener (2005) used 

longitudinal data over a 17-year period in a large and representative sample from Germany to 

establish whether long-term average levels of life satisfaction change.  The authors found that 

although there is modest stability in life satisfaction, 24% of respondents changed significantly in 

life satisfaction from the first five years to the last five years.  Fugita and Diener (2005) 
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concluded that life satisfaction can and does change for some people despite evidence of 

stabilising factors such as individuals’ personality predispositions. 

An implicit assumption of the hedonic treadmill model is that adaptation to events takes 

place in similar ways for all individuals.  However, research has found that there are individual 

differences in the rate and extent of adaptation that occurs for the same life circumstances 

(Diener et al., 2006).  For example, Lucas et al. (2003) used data from a 15-year longitudinal 

study of over 24,000 individuals to examine the effects of marital transitions on life satisfaction.  

The authors found that not all people returned to their baseline level of satisfaction after marriage 

as would be predicted if life satisfaction was solely influenced by an individual’s personality and 

genetic predispositions.  In their study, many people did not return to their baseline level of life 

satisfaction in the years following marriage and for some their level of life satisfaction even 

increased.  On the other hand, there were many people who reacted negatively to marriage and 

who quickly dropped below their initial baseline level of satisfaction and remained at that level 

for the remaining years of the study.  Lucas et al. (2003) concluded that long-term levels of 

subjective well-being are not only determined by personality and genetic disposition but events 

such as marriage are able to generate new baseline levels of life satisfaction for individuals.  This 

study demonstrates that there are substantial differences in the extent to which people adapt to 

life events.  

More recent theories of adaptation focus on individuals’ attention to particular life 

circumstances to explain the process of adaptation (e.g., Kahneman & Thaler, 2006; Wilson & 

Gilbert, 2008).  For instance, Kahneman and Thaler (2006) suggest that withdrawal of attention 

is the main mechanism of adaptation to life changes such as becoming a paraplegic, or becoming 

suddenly wealthy.  Furthermore, attention is usually associated with novelty.  Hence, someone 
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who suddenly becomes a paraplegic following a stroke or someone who wins the lottery is 

almost continuously aware of this particular event.  However, as the novelty associated with this 

particular situation attenuates, it ceases to be the exclusive focus of attention, and other aspects 

of the individual’s life again evoke their varying hedonic responses (Kahneman & Thaler, 2006).   

There is little known about the decision-making process involved in evaluating level of 

subjective well-being, it appears to be complex and not well understood.  However, recent 

research and theory is beginning to shed light on this issue.  Wilson and Gilbert (2008) propose a 

model of affective adaptation which involves the weakening of affective responses after one or 

more exposures to emotional events.  The affective adaptation model is based on the principle 

that people naturally try to explain, understand and make sense of life events and circumstances.  

People’s attention tends to be drawn to events that are self-relevant but poorly understood 

thereby affecting one’s emotions and overall well-being.  Only when they succeed to explain and 

make sense of these events that affective adaptation takes place inasmuch they attend less to 

them which in turn result in a decrease in affective reactions.    

According to Wilson and Gilbert (2008) “the more unexpected an event is, the more 

difficulty people have explaining it” (p.374).  For example, studies on grief have found that 

people have more difficulty adjusting to the sudden death of a loved one than to the death of a 

loved one from a terminal illness (Lehman, Wortman, & Williams, 1987; O’Bryant, 1991).  

Bereaved individuals who have lost a loved one from sudden death tend to think more about the 

loss and have more difficulty making sense of the loss.  Consequently, they are less likely to 

recover as quickly as bereaved individuals who have lost a loved one from a terminal illness.  

When losing someone from a terminal illness, one has more time to process, understand, and 

make sense of the expected loss (Wilson & Gilbert, 2008).  The affective adaptation model 
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therefore offers at least a partial answer to the question of what kinds of decision-making 

processes underlie adaptation to significant life changes.  Although further research is needed to 

increase current understanding of adaptation processes and the factors that influence these 

processes, it is clear that adaptation does contribute substantially to the complex relationships 

between objective and subjective indices of well-being.  Another contributing factor in that 

relative status may have greater impact on well-being than absolute status.  This is especially so 

in the economic domain where earning more or less than others is often seen as more important 

than how much one earns, especially in developed nations (Easterlin, 2001).   

Kahneman and his colleagues have proposed yet another factor, described as a focusing 

illusion, to explain the discrepancy between objective and subjective indicators of well-being.  

According to Schkade and Kahneman (1998), “when a judgment about an entire object or 

category is made with attention focused on a subset of that category, a focusing illusion is likely 

to occur, whereby the attended subset is overweighted relative to the unattended subset” (p.340).  

A study conducted by Strack, Martin, and Schwartz (1988) nicely illustrates the powerful effects 

of a focusing illusion.  In this study, college students were asked two questions – “How happy 

are you?” and “How many dates did you have last month?”  The correlation between these two 

questions depended on the order in which these questions were asked.  The correlation was .12 

when the ‘happiness’ question was asked first but the correlation rose to .66 when the order of 

the two questions were reversed.  The ‘dating’ question clearly caused that aspect of life to 

become the focus of attention and its importance to be exaggerated when participants responded 

to the more general question about their happiness. 

Another example of a focusing illusion can be found in the study by Schkade and 

Kahneman (1998).  In this research, a focusing illusion was induced by causing people to focus 



 

 92 

on the difference between living in California and the Midwest of the United States.  A large 

sample of students were asked to rate either their own overall life satisfaction (the self condition) 

or the life satisfaction of “a student with your values and interests” (p.341) at another university 

either in the same region or the other region (the other condition).  Participants also rated the 

importance of eleven aspects of life to the well-being of either self or the other and the level of 

satisfaction associated with each aspect (e.g., cultural opportunities, job prospects, overall 

climate). 

Although Midwesterners self-reported lower levels of satisfaction there were no group 

differences in overall life satisfaction.  Despite this, participants in both regions rated overall life 

satisfaction higher for a Californian than a Midwesterner.  In other words, although self-reported 

life satisfaction did not differ between regions, all participants predicted higher overall 

satisfaction for Californians.  Furthermore, aspects of life that distinguished between the two 

regions were rated as more important to well-being in the other region.  Schkade and Kahneman 

argued that if rating someone in an another region resulted in an attentional focus on salient 

differences between regions, than the satisfaction associated with these different features should 

account for the disparity in overall life satisfaction between similar others in California and the 

Midwest.  Mediation analyses confirmed “the role of easily observed differences between 

regions, such as climate and cultural opportunities, as key determinants of the greater satisfaction 

predicted in California” (p.345). 

Two findings in this research are of particular note.  First is the fact that overall self-

reported life satisfaction was similar between groups despite their being significant differences in 

self-rated satisfaction for six of the eleven aspects of life, all favouring California.  This finding 

highlights the often found discrepancy between global ratings and domain specific ratings of life 
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satisfaction and attests to the complexity of judgments made in evaluating life satisfaction.  

Second, the pattern of results observed clearly illustrate the effects of a focusing illusion.  In 

brief, when attention is drawn to any particular aspects of one’s life, the perceived effect of this 

aspect on well-being is likely to be exaggerated.  Such a bias undoubtedly contributes to the poor 

convergence between objective and subjective indices of well-being that is so often observed.  

Finally, the recent research of Quoibach, Dunn, Petrides, and Mikolajczak (2010) 

suggests yet an another factor that contributes to the discrepancy between subjective and 

objective indicators, though here the effects are specific to the relationship of economic 

indicators and well-being.  In their recent paper ‘Money Giveth, Money Taketh Away: The Dual 

Effect of Wealth on Happiness’, they argue that money undermines the ability to savour positive 

emotions and experiences.   Quoidbach et al. examined the association between wealth and 

savouring ability and whether thinking about money leads people to show reduced savouring 

behaviours when presented with one of the small pleasures of life.  They found that having 

access to the best things in life may attenuate people’s ability to savour everyday simple 

pleasures of life, such as watching snow flakes fall, and going for an evening stroll along the 

spectacular illuminated cliffs of Kangaroo Point in Brisbane.  Quoidbach et al. stated that “the 

emotional benefits that money gives with one hand (i.e., access to pleasurable experiences), it 

takes away with the other by undercutting the ability to relish the small delights of daily living” 

(p.4). 

To summarise briefly, social scientists define well-being and quality of life primarily in 

terms of objective social indicators, economists define these constructs primarily in terms of 

objective economic indicators of utility, and psychologists define well-being and quality of life 

primarily in terms of the subjective experience of individuals.  Unfortunately, these major 
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differences across disciplines create a problem in deciding how best to operationalise the concept 

of well-being.  The focus of the present research is psychological and hence the psychological 

perspective on well-being will be adopted. 

5.2 The Psychological Perspective on Well-Being 

As outlined in the previous section, the concepts of well-being and quality of life are used 

interchangeably within the psychological literature to refer to people’s evaluations of their lives 

both on an affective and cognitive level.  Diener (2006) refers to this as subjective well-being 

which he defines as “the various types of evaluations, both positive and negative, that people 

make of their lives.  It includes reflective cognitive evaluations, such as life satisfaction and 

work satisfaction, interest and engagement, and affective reactions to life events, such as joy and 

sadness” (p.399).  Furthermore, Diener (1984) suggests that there are three hallmarks to the area 

of subjective well-being: First, subjective well-being resides within the experience of the 

individuals therefore it is subjective.  Second, it is not just the lack of negative factors but also is 

made of positive factors.  Third, subjective well-being consists of a global assessment rather than 

a narrow assessment of a particular domain of one’s life.   

Diener and his colleagues view subjective well-being as consisting of what a person 

thinks of his or her life in general and what type of emotions a person tends to feel.  Thus, 

subjective well-being comprises a cognitive evaluation of life, namely, satisfaction with life in 

general, and a report of one’s emotional experiences, namely, the presence of frequent positive 

emotional experience and the absence of frequent negative emotional experience (Diener, Gohm, 

Suh, & Oishi, 2000).  Hence, subjective well-being is made up of three distinct components: life 

satisfaction, positive affect, and negative affect (Lucas, Diener, & Suh, 1996).  Life satisfaction 

refers to “a conscious global judgment of one’s life” (Diener 1994, p.108).  Positive affect refers 
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to pleasant moods and emotions, such as joy, affection, and contentment, and it reflects a 

person’s reactions to events that indicate that his or her life is proceeding in a desirable way.  

Negative affect, on the other hand, denotes moods and emotions that are unpleasant, and 

represent negative responses people experience in reaction to their lives, health, events, and 

circumstances.  Some of the main negative reactions are anger, stress, anxiety, sadness, guilt and 

shame, the presence of which indicates that a person perceives his or her life to be proceeding 

badly (Diener, 2006).   

Given that life satisfaction provides a global judgement that people make when they think 

about their life as a whole, while the affective components (i.e., positive and negative affect) of 

subjective well-being provide insight into the emotional experiences of one’s life, Diener (1994) 

suggests that it is imperative that all three components are taken into account when evaluating 

subjective well-being.  Research on subjective well-being also needs to take into account the 

diverse range of demographic factors that have been shown to influence well-being.  These are 

briefly outlined in the following section. 

  5.3 Demographic factors and subjective well-being 

Gender  

Many studies have explored the relationship between gender and subjective well-being. 

Some studies have found no significant gender differences in well-being (Inglehart, 1990; 

Shmotkin, 1990), while other studies have found that women, on average, report higher levels of 

subjective well-being and more intense positive emotions than men (Cameron, 1975; Diener, 

Sandvik, & Larsen, 1985; Fujita, Diener, and Sandvik, 1991; Grossman & Wood, 1993; Wood, 

Rhodes, & Whelan, 1989).  According to some this finding is unexpected as women tend to also 

report greater levels of negative affectivity, for instance, depression is more prevalent in women 
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(Eaton & Kessler, 1981; Nydegger, 2004).  According to Diener et al. (1999) this apparent 

paradox is generally interpreted as indicating that women are more emotionally intense than 

men.  Therefore women’s more intense positive emotions seem to balance their higher negative 

affect, resulting in levels of global subjective well-being similar to those of men.  It is important 

to note that although gender has often (not always) been found to be associated with subjective 

well-being, the amount of variance in well-being accounted for by gender is relatively small.  For 

example, Fujita et al. (1991) found that gender accounted for less than 1% of variance.  In a 

meta-analysis of Haring, Stock, and Okum (1984) also found that gender could not account for 

more than 1%.   

Age  

There are mixed findings regarding the relationship between age and subjective well-

being.  Early studies have found that young people are happier than older ones (Bradburn & 

Caplovitz, 1965; Wilson, 1967).  More recent research have found practically no age effects 

(Alston, Lowe, & Wrigley, 1974; Andrews & Withey, 1976; Cameron, 1975), while several 

others have found that happiness increase with age (Clemente & Sauer, 1976a; Medley, 1980).  

However, subjective well-being consists of two main aspects, namely, the affective aspect, often 

dichotomised into positive and negative affect, which refers to the spontaneous feelings of 

pleasure and misery usually associated with one’s recent experience (Campbell, 1981) and life 

satisfaction which refers to “a conscious global judgement of one’s life” (Diener, 1994, p.108).  

When examining the relationship between these specific aspects of subjective well-being and 

age, some trends do emerge.  For instance, Diener and Suh (1998) examined the relationship 

between subjective well-being and age in a sample of 60,000 adults from 40 nations.  They found 

a slight upward trend in life satisfaction.  Whereas with the affective aspect of subjective well-
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being, Diener and Suh (1998) found that the level of negative affect remained stable across age 

cohorts, while pleasant affect decreased with age.  Diener and Suh (1998) suggest that positive 

and negative emotions may be experienced by the young more intensely whereas older 

individuals tend to judge their lives in more positive ways.   

It is important to note that the magnitude of the relationships between subjective well-

being and age is usually low even when statistically significant.  According to Shmotkin (1990), 

the amount of variance in subjective well-being accounted for by age rarely exceeds 6%. 

Marital status 

Marriage can be extremely rewarding and can have positive effects on subjective well-

being.  A number of large-scale studies indicate that married individuals report greater subjective 

well-being than those who were never married or are divorced, separated, or widowed (Kurdek, 

1991; Mastekaasa, 1995).  Furthermore, marriage has often been found to be one of the strongest 

correlates of happiness (Headey, Veenhoven, & Wearing, 1991; Myers, 1992, 2000).  For 

instance, data from six U.S. national surveys indicate that marital happiness is more strongly 

related to global, personal happiness than any other kind of domain satisfaction, including 

satisfaction with work, friendships, and health (Glenn & Weaver, 1981).  The relation between 

marriage and subjective well-being is not limited to certain populations.  For example, in a 

sample of 59,169 individuals in 42 nations, the relationship between marital status and subjective 

well-being were found to be very similar across the world (Diener et al., 2000).  Various reasons 

for the benefits of marriage have been offered, such as marriage may fulfil basic and universal 

human needs (Rook, 1984); it provides companionship and freedom from loneliness (Glenn, 

1975); and the interpersonal intimacy and emotional support provided by a spouse may lead to 

well-being (Williams, 1988). 
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Although it is now well-established that there is a positive association between marriage 

and subjective well-being, the amount of variance in subjective well-being accounted for by 

marital status is relatively small.  For instance, Haring-Hidore, Stock, Okum, and Witter (1985) 

conducted a meta-analysis of the literature and found that marital status only accounted for about 

2% of the variance in subjective well-being.  Lucas and Dyrenforth (2005) also conducted a 

meta-analysis of the data collected from the World Values Surveys between 1981 and 1998.  

These surveys were administered to almost 170,000 people from over 70 nations and regions 

around the world.  Results of this meta-analysis revealed that the average effect size between 

marital status and well-being across all nations was only .13. 

Education 

Several studies have found significant correlations between education and subjective 

well-being (Campbell et al., 1976; Cantril, 1965; Diener, Sandvick, Seidlitz, & Diener, 1993; 

Witter, Okun, Stock, & Haring, 1984).  However, the effects of education on subjective well-

being do not appear to be strong.  For example, in a meta-analysis, Witter et al., (1984) found 

that education only accounted for 1 to 3% of variance in subjective well-being.  Education is 

closely related to income and occupational status (Argyle, 1999).  Several studies have found 

that the association between subjective well-being and education is reduced when the effects of 

income are controlled (Campbell et al., 1976; Diener et al., 1993).  Similar findings are obtained 

when occupational status is controlled, the effect of education either becomes very small or 

disappears completely (Glenn & Weaver, 1979; Witter et al., 1984).   For instance, when Witter 

et al., (1984) controlled for occupational status in their meta-analysis, they found that the average 

effect size dropped from .13 to .06.  According to Diener et al. (1999), much of the association 
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between education and subjective well-being is due to the correlation between education, 

occupational status, and income. 

Income 

A large number of studies have found a positive correlation between income and 

subjective well-being (Diener, 1984; Diener et al., 1993; Biswas-Diener & Diener, 2001).  This 

relationship has been investigated in various lines of research.  For instance, Diener et al., (1993) 

examined the relationship between personal income and subjective well-being within countries 

and found a small correlation of .12 in a nationally representative sample in the United States, 

whereas Biswas-Diener and Diener (2001) found that this correlation was .45 in the poor areas of 

Calcutta.  Clearly, it appears that within-nation correlations between income and well-being are 

stronger in poorer than in wealthier countries. 

Investigations of subjective well-being associated with changes in income level have 

found that a change in level of income is not necessarily related to a change in subjective well-

being.  For example, Diener et al. (1993) found no differences in level of happiness between 

groups of people who had an increase or a decrease in income over a 10-year period.  Similar 

findings are seen when examining trends in subjective well-being during periods of national 

economic growth.  Oswald (1997) found that there was almost no increase in subjective well-

being in nine European countries during a period of rapid economic growth, and Diener and Suh 

(1997) reported similar findings.  However, when examining between-country correlations of 

average subjective well-being and national wealth, this relationship is strong.  Diener et al., 

(1993) found a strong and positive correlation of .50 between Gross National Product (GNP) per 

capita and life satisfaction in a sample of 39 nations.  Furthermore, Diener, Diener, and Diener 
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(1995) replicated this finding in a sample of 55 nations, using the GNP and purchasing power as 

indicators of national financial status.   

Religion  

A number of studies have reported a strong positive relationship between religion and 

subjective well-being (Diener & Selligman, 2004; Ellison, 1991; Helliwell, 2003a; Witter et al., 

1985).  According to Diener et al. (1999), religion may provide both psychological and social 

benefits.  Religious beliefs can provide a sense of meaning in daily life (Pollner, 1989) as well as 

a buffer against stressors such as unemployment, low income, and widowhood (Clark & Lelkes, 

2003).  Furthermore, participation in religious activities may provide a social network consisting 

of individuals who share similar values from which to derive support in times of adversity 

(Taylor & Chatters, 1988).   

Witter, Stock, Okun, & Haring, (1985) conducted a meta-analysis of 28 previous studies 

and found that religious belief and religious participation accounted for between 2% and 6% of 

variance in adult subjective well-being.  In another meta-analysis, Ellison (1991) found that 

religious variables, namely, denominational ties, social integration, divine relations, and 

existential certainty, accounted for approximately 5%-7% of variance in life satisfaction, but 

only 2%-3% of the variance in affective well-being.  Ellison suggests that religion may provide 

greater benefit for the cognitive aspects of subjective well-being by increasing feelings of 

efficacy, control, and security. 

A substantial body of research reveals an association between a broad range of 

demographic factors and subjective well-being.  Demographic factors, however, only account for 

a surprisingly small amount of variance in subjective well-being.  Andrews and Withey (1976) 

estimated that 10% of the variance in level of happiness is due to demographic factors.  
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Furthermore, Diener (1984) and Argyle (1999) suggest that demographic variables when taken 

together rarely account for more than 15% of the variance in subjective well-being.  In view of 

this, many researchers have turned their attention towards examining the role of other factors in 

particular the role of personality and biological factors. 

Personality  

A substantial number of studies have reported a moderate to strong relationship between 

personality and the three components of subjective well-being (Diener & Lucas, 1999; Diener et 

al., 1999; Steel, Schmidt, & Shultz, 2008).  Evidence of the relation between personality and 

subjective well-being comes from a wide variety of research and theoretical approaches and 

these will be discussed in the following sections. 

Temperament and hereditary studies  

One theoretical model for the relation between personality and subjective well-being is 

that some individuals have a genetic predisposition to be happy or unhappy, which is assumed to 

be caused by inborn differences in the nervous system (Diener et al., 1999).  The strongest 

evidence for a temperamental predisposition to subjective well-being comes from behaviour-

genetic studies of heritability.  Tellegen et al. (1988) examined monozygotic and dizygotic twins 

who were reared together and others who were reared apart.  Tellegen and his colleagues found 

that even when monozygotic twins were reared apart they were more similar in level of 

subjective well-being than were dizygotic twins who were raised in the same home.  Tellegen 

and his colleagues estimated that genetics account for approximately 40% of the variance in 

positive emotionality, 55% of the variance in negative emotionality, whereas shared family 

environment accounted for almost no variance in negative emotionality (2%) and 22% of 

variance for positive emotionality.  In a reanalysis of Tellegen et al.’s twin study, Lykken and 
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Tellegen (1996) estimate the heritability of the stable component of subjective well-being to be 

80% over a 10-year period.  Although there is evidence suggesting a marked genetic influence on 

subjective well-being, heritability studies do have some limitations.  For instance, heritability 

studies conducted within a single culture do not capture the fact that cultural variables may 

influence subjective well-being (Diener & Lucas, 1999).  Furthermore, heritability estimates are 

influenced by the degree of variability in the environment of the participants in the study and 

also by the particular component of subjective well-being being considered; namely, the 

cognitive component (life satisfaction) or the affective component of well-being (positive affect 

and negative affect) (Diener et al., 1999). 

Traits related to subjective well-being 

Extraversion and neuroticism are the two personality traits that have received the most 

theoretical and empirical attention in relation to subjective well-being (Diener et al., 1999).  

Costa and McCrae (1980) conducted a study which examined the relations between personality 

and subjective well-being and found that extraversion predicted positive affect (but not negative 

affect) and neuroticism predicted negative affect (but not positive affect) over a period of 10 

years.  This finding has been replicated in a number of studies.  For instance, Diener, Sandvik, 

Pavot, and Fujita (1992) found that extraversion predicted subjective well-being in a national 

probability sample in the United States.  Magnus, Diener, Fujita, and Pavot (1993) found that 

extraversion and neuroticism scores were able to predict life satisfaction over a four-year period.  

In a meta-analysis, Steel et al. (2008) found that total subjective well-being variance accounted 

for by personality was as high as 39% when measured with the Neuroticism-Extroversion-

Openness Inventory and 36% when assessed with the Eysenck Personality Questionnaire. 
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There are several theories that indicate personality has biological components (e.g., 

Cloninger, Svrakic, & Przbeck, 1993; Eysenck, 1967; Gray, 1987), Gray’s (1987) reinforcement 

sensitivity theory is particularly relevant.  Gray claims that two underlying brain systems are 

responsible for much of the individual differences in personality, a behavioural activation system 

(BAS) and a behavioural inhibition system (BIS).  These two systems are connected to both 

personality and subjective well-being (Elliot &Thrash, 2002).  The BAS is linked to extraversion 

and controls approach behaviour by signalling the presence of rewards through the promotion of 

positive affect.  The BIS is linked to neuroticism and controls avoidance behaviour by signalling 

the presence of punishment and non-reward through the promotion of negative affect (Diener et 

al., 1999).  Consequently, people who are extraverted are more likely to experience pleasant 

affect when exposed to a reward, whereas neurotic individuals are more likely to experience 

unpleasant affect when exposed to a negative stimulus (Steel et al., 2008). 

To test Gray’s reinforcement sensitivity theory, Larsen and Ketelaar (1991) used positive 

and negative mood manipulations to test sensitivity to positive and negative stimuli.  Consistent 

with their hypothesis, participants high on neuroticism showed heightened emotional reactivity 

to the negative-mood manipulation, whereas extraverts showed heightened emotional reactivity 

to the positive-mood manipulation.  Larsen and Ketellar (1991) concluded that extraversion is 

associated with a readiness to react with stronger positive affect than negative affect, whereas 

neuroticism is associated with a readiness to react with stronger negative affect than positive 

affect to the same daily stimuli and events.  Although this evidence supports Gray’s theory of 

reinforcement sensitivity theory to reward and punishment cues, other researchers suggest that 

extraversion is associated to positive affect through more indirect means (e.g., Argyle & Lu, 

1990; Pavot, Diener, & Fujita, 1990).  For instance, Argyle and Lu (1990) suggest that extraverts 
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experience greater level of happiness than introverts because extraverts enjoy and participate 

more in social activities.  Others hypothesised that extraverts are happier than introverts because 

of greater personality-environment fit.  According to this explanation, social involvement is 

required by the demands of society, given that extraverts are more at ease and happy in social 

situations, extraverts are therefore on average happier than introverts (Diener et al., 1999). 

Traits other than extraversion and neuroticism have also been found to relate to 

subjective well-being, namely, self-esteem and optimism.  According to Diener and Lucas 

(1999), self-esteem theorists hypothesise that positive evaluations of the self are essential for 

experiencing positive overall subjective well-being.  The finding that self-esteem measures are 

strongly correlated with subjective well-being measures is often replicated.  For instance, in their 

study, Lucas, Diener and Suh (1996) found that both self-esteem and optimism correlated with 

all three components of subjective well-being, namely, life satisfaction, positive affect, and 

negative affect.  However, in a cross-cultural investigation of the relation between self-esteem 

and life satisfaction, Diener and Diener (1995) found that the relation between self-esteem and 

life satisfaction is weaker in collectivist cultures than it is in individualistic societies. 

In brief, genetic predispositions do have some influence on an individual’s level of 

subjective well-being, and personality traits particularly extraversion and neuroticism are 

strongly related to positive and negative affect respectively. 

Health  

Health is a major parameter that has been extensively studied.  The critical fundamental 

question is whether there is a negative relationship between ill health problems and well-being?  

There is no simple answer to this question.  In brief, there is substantial evidence that poor health 

is associated with lower level of subjective well-being in relation to people in good health.  
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However, also along side this evidence, there is also substantial evidence indicating adverse 

impact of ill health on subjective well-being is by no means as great as many would expect.   

The upward trajectory of ill health individuals is frequently conceptualised in terms of 

adaptation.  The finding of lowered levels associated with ill health together with adaptation 

across time leading to increased level of well-being has been found by several researchers.  For 

instance, Silver (as cited in Diener et al., 2006) followed individuals with spinal-cord injuries 

from 1 to 8 weeks after their accident which resulted in their disability.  One week after their 

injury, their level of negative emotions was stronger than their level of positive emotions.  Over 

the next 7 weeks, participants in this study experienced a downward trend in unpleasant 

emotions and an upward trend in positive emotions.  By the 8
th

 week, their level of positive 

emotions was stronger than their level of negative emotions.  In a review of studies examining 

adaptation to burn injuries, Patterson et al. (1993) found similar levels of psychosocial adaptation 

in individuals with burn injuries one year after their accident and those without burn injuries.   

Although a number of studies do support the notion that adaptation does occur and that 

level of well-being improves over time after an individual experiences a significant negative life 

event such as a spinal-cord injury, evidence regarding the extent of adaptation that occurs is 

fairly ambiguous.  Lucas (2007) used two nationally representative studies (Study 1: N = 39,987; 

Study 2: N = 27,406) to investigate the extent of adaptation that occurs following the onset of a 

long-term disability.   In the first study, 1,679 participants who acquired a disability were 

followed for an average of 7.18 years before and 7.39 years after onset of the disability.  In the 

second study, 2,272 participants were followed for an average of 3.48 years before and 5.31 after 

onset of the disability.   
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Results from these two studies showed that individuals who had a disability reported a 

moderate to large decrease in their level of life satisfaction and showed little evidence of 

adaptation over time.  Psychological distress, on the other hand, showed more evidence of 

adaptation, with level of distress decreasing in the years following onset of disability.  Lucas 

(2007) concluded that the findings of these two studies support Diener et al.’s (2006) view that 

subjective well-being is not a unitary construct and that the various components may change in 

different ways over time.  According to Lucas (2007), there is no single answer to the question of 

whether people adapt to significant life events.  It is possible that the answer may depend on the 

component of well-being that is being measured. Furthermore, Lucas suggests that strong 

emotional reactions which form part of the positive and negative affect components of subjective 

well-being may subside over time, whereas global cognitive judgments which form part of the 

life satisfaction component of subjective well-being may remain permanently affected by 

significant life events such as the onset of a disability. 

To summarise briefly, there is substantial evidence that people in poor health and with 

serious health problems report lower levels of well-being than those in good health.  Despite this, 

health problems are still associated with moderately high levels of well-being and, for some 

individuals at least, well-being increases with the passage of time even though they do not catch 

up to their more fortunate counterparts in good health.  What factors might influence the well-

being of those who have experienced a serious health problem? This question is addressed in the 

next chapter. 
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CHAPTER 6 

Study 4: Self-Efficacy in Daily Functioning and Subjective Well-Being Following Stroke 

                                                       6.1 Introduction 

The primary purpose of the present research was to investigate the proposition that self-

efficacy in activities of daily living and self-efficacy in psychosocial functioning would 

contribute to well-being in stroke survivors above and beyond the effects of level of impairment 

in physical functioning.  To realise this aim, the first step in the research program was to 

construct and validate a measure of self-efficacy in daily functioning suitable for use with the 

stroke population , regardless of degree of physical impairment.  This purpose was addressed in 

Study 1, 2, and 3 (Chapter 4) which presented evidence of the construction of a valid and reliable 

measure of self-efficacy in both domains that clearly discriminated between individuals who had 

suffered a stroke and those who have not.  With this instrument in hand, Study 4 addressed the 

primary research question of whether or not these two domains of self-efficacy predicted well-

being after controlling for the effects of physical functioning.  In addressing this question, the 

role of both domains of self-efficacy will be examined separately and the effects of the 

composite measure of self-efficacy (combining both domains) and designated here self-efficacy 

in daily living will also be investigated. 

As outlined in Chapter 5, for the purpose of this research, well-being is defined as “the 

various types of evaluations, both positive and negative, that people make of their lives.  It 

includes reflective cognitive evaluations, such as life satisfaction and work satisfaction, interest 

and engagement, and affective reactions to life events, such as joy and sadness” (Diener, 2006, 

p.399).  Well-being is thus conceptualized as a construct comprising three components; namely, 

life satisfaction, positive affect, and negative affect.  Life satisfaction reflects a cognitive 
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evaluation of one’s life, while positive and negative affect provide insight into the emotional 

experiences of an individual’s life.  It is imperative that all these components are examined when 

evaluating subjective well-being.  Hence, the present research will investigate the association of 

self-efficacy with each of the components of well-being as well as overall well-being. 

Although there is a paucity of research on the influence of self perceived efficacy in daily 

functioning on the outcome of stroke survivors with respect to their overall adjustment and well-

being; there has been a substantial body of research attesting to the beneficial effect of self-

efficacy in many other situations, such as the role of self-efficacy in coping with pain (Litt, 

1988), the relation between self-efficacy and academic performance and persistence (Multon et 

al., 1991), and the role of self-efficacy in the adjustment to various chronic illnesses such as 

arthritis (Lorig et al., 1989), cancer (Weber et al., 2004), and spinal cord injury (Middleton et al., 

2003).   

There is also some indication that self-efficacy is related to physical functioning in stroke 

survivors.  For example, there is growing evidence that low levels of self-efficacy for avoiding a 

fall and/or losing balance or becoming unsteady are associated with poorer functioning in 

individuals with stroke (Hellstrom & Lindmark, 1999; Salbach et al., 2006).  However, no 

research to date has examined the role of self-efficacy in other important domains of everyday 

functioning; specifically, in those involving instrumental activities of daily living and 

psychosocial functioning.  Because physical impairment is a major consequence of stroke, it is 

expected that there will be a significant association between physical functioning and overall 

well-being as well as with each of the well-being components.  Physical functioning will thus be 

controlled for, in order to determine the unique contribution of self-efficacy in daily functioning 

to the prediction of overall well-being, life satisfaction, positive affect, and negative affect. 
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A large number of demographic variables are included in this study (see Method section).  

In order to identify the demographic variables that need to be controlled for, bivariate 

correlations will be conducted between these demographic variables and each of the dependent 

variables.  The demographic variables identified as having a significant association with the 

dependent variables will be included in later multivariate analyses.   

Consistent with the literature reviewed in the previous chapters, the following hypotheses 

are proposed.   

1. Self-efficacy in psychosocial functioning will make a unique contribution to all 

components of well-being (life satisfaction, positive affect, and negative affect) above 

and beyond physical functioning and relevant demographic variables. 

2. Self-efficacy in activities of daily living will make a unique contribution to all 

components of well-being (life satisfaction, positive affect, and negative affect) above 

and beyond physical functioning and relevant demographic variables. 

6.2 Method  

6.2.1 Participants 

Participants (n = 90) who had had a stroke were recruited from the Stroke Association of 

Queensland, the Stroke Recovery Association of New South Wales and a data list of participants 

who had taken part in a previous study at Griffith University, Queensland Australia  and who had 

agreed to participate in future research. Of the 90 participants, 10 were excluded because of 

cognitive impairment, thus leaving the final sample for the stroke group of n = 80.  Sixty-five 

non-stroke participants also took part in this study.  They were the partners/carers who were 

initially nominated by the stroke participants as being willing to participate in this research.  The 
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same participants took part in this study and in Study 3.  Details of recruitment procedures and 

inclusion criteria used are reported in Chapter 4.   

6.2.2 Measures 

A large number of demographic variables were measured in this research to act as 

possible control variables (see Table 6.1).   These demographic variables have already been 

described in the participants’ section of Study 3 (see Chapter 4).  Furthermore, a detailed 

description of the psychometric properties of most of the measures used in the series of studies 

reported in this thesis is also provided in Chapter 4 and all the measures added in Chapter 6 are 

in Appendix M.  To assist the reader, measures directly relating to the main analyses reported in 

the present study are briefly described in this section.  

                                      Table 6.1 

                                      Demographic Variables for Stroke Survivors 

 
1. Gender  

2. Age  

3. Age at stroke onset 

4. Length of time since stroke  

5. Side of brain lesion 

6. Marital status 

7. Living arrangement 

8. Socio-economic status 

9. Education 

10. Employment pre-stroke 

11. Currently employed or doing voluntary work 

12. Member of a stroke group 

13. Attendance at stroke group meetings 

14. Period of hospitalisation after stroke 

15. Number of strokes 

16. Mental health care 

17. Health index 

18. Major physical health problems prior to stroke 

19. Psychological/emotional problems prior to stroke 

20. Anti-depressants/anti-anxiety drugs 

21. Family psychiatric history 
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Self-efficacy in daily functioning 

The Daily-Living Self-Efficacy Scale (DLSES) is a 12-item questionnaire designed to 

assess the level of individuals’ beliefs in their functional ability in daily living (see Chapter 4).  

The total score ranges from 0 to 1200 and high scores on this scale represent high levels of 

confidence in functional ability in daily living.  The DLSES consists of two subscales – activities 

of daily living and psychosocial functioning.  The activities of daily living subscale consists of 

four items and total score ranges from 0 to 400, with high scores on this subscale representing 

high levels of confidence in functional ability in activities of daily living.  The psychosocial 

functioning subscale comprises eight items and total score ranges from 0 to 800, with high scores 

representing a high level of confidence in functional ability in the psychosocial domain.  Internal 

consistency in the current study was high (Cronbach’s α = .93). 

Life satisfaction 

As shown in Table 6.2, the Satisfaction with Life Scale (SWLS) is a 5-item self-report 

measure designed to assess global life satisfaction (Diener, Emmons, Larsen, & Griffin, 1985).  

Participants are required to indicate their level of agreement with each of the five statements.  

Items are rated on a seven-point scale from 1 (strongly disagree) to 7 (strongly agree).  Total 

scores range from 5 to 35.  High scores on this scale represent high levels of global life 

satisfaction.  The Satisfaction with Life Scale has been demonstrated to have strong internal 

consistency (Cronbach’s α = .87) and moderate temporal stability (r = .82) (Diener et al., 1985).    

The Satisfaction with Life Scale has been shown to correlate with other measures of subjective 

well-being (the Cantril’s Self-Anchoring Ladder, r = .66 and the Fordyce’s single item measure 

of happiness, r = .57 (Diener et al., 1985).  Internal consistency in the current study was high 

(Cronbach’s α = .90). 
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Table 6.2 

Items for Satisfaction with Life Scale 

 
1. In most ways my life is close to ideal 

2. The conditions of my life are excellent 

3. I am satisfied with my life 

4. So far I have got the important things I want in life 

5. If I could live my life again, I would change almost nothing 

 

Positive Affect and Negative Affect 

The Positive Affect Scale and the Negative Affect Scales were derived from the Center for 

Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1977).  The CES-D is a self-report 

measure of depression symptomatology for use in the general population.  Radloff (1977) 

conducted a principal component analysis (PCA) to evaluate the factor structure of the CES-D.  

A four-factor structure (Depressed/Negative Affect, Positive Affect, Somatic and Retarded 

Activity, and Interpersonal) emerged consistently across three samples.  Subsequent evaluations 

of the factor structure of the CES-D have demonstrated results similar to Radloff’s findings (e.g., 

Fava, 1983; Nguyen, Kitner-Triolo, Evans, & Zonderman, 2004; Ross and Mirowsky, 1984; 

Sheehan, Fifield, Reisine, & Tennen, 1995;  Zich, Attkinsson & Greenfield, 1990).   Not every 

study, however, has replicated the four-factor structure.  Researchers using PCA have also found 

support for a three component structure, (e.g., Fifield & Reisine, 1992; Liang, Tran, Krause, & 

Markides, 1989). 

Sheehan et al. (1995) examined the underlying measurement structure of the CES-D and 

its stability in a large sample (n = 813) of individuals with rheumatoid arthritis.  Using structural 

equation models, they tested four conceptually plausible models of the measurement structure 
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underlying the CES-D: (a) a single-factor model, (b) a three-factor model, (c) Radloff’s (1977) 

four-factor model, and (d) a second-order-factor model.  

The two models most relevant to the current research are the three-factor and the four-

factor models.  Sheehan et al. (1995) tested the three-factor model as it was based on the 

argument that two of the factors in the Radloff’s model (1977), Positive Affect and Negative 

Affect, are two ends of a single underlying affect dimension, varying from positive to negative.  

However, Watson and Tellegen (1985) have argued that positive and negative affect represent 

two distinct constructs and are not opposite ends of a single underlying affect dimension.  

Comparison of the Radloff’s four-factor model to the three-factor model therefore allowed the 

authors to determine whether the CES-D can differentiate positive and negative affect.  Sheehan 

et al. found that the four-factor model was superior to the three-factor model which combines 

items measuring positive and negative affect into a single factor.  This finding indicates that the 

positive and negative affect components of the CES-D represent two distinct constructs and this 

finding is consistent with models of positive and negative affectivity which suggest that positive 

and negative affect are not opposite ends of the same continuum but are constructs that are 

independent of each other (Watson & Tellegen, 1985).  As shown in Table 6.3, the Positive 

Affect Scale consists of four items and the Negative Affect Scale comprises 5 items.  For the 

Positive Affect Scale, total scores range from 0 to 12, with higher scores indicating decreased 

positive affect.  For the Negative Affect Scale, total scores range from 0 to 15, with higher scores 

indicating increased negative affect.  On both scales, participants are asked to indicate for each 

statement how often they felt or behaved this way during the past week.  The internal 

consistency was calculated using Cronbach’s alpha coefficients for each of the affect subscales.  
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Cronbach’s α in the current study was .76 for the Positive Affect component of the CES-D and 

.84 for the Negative Affect component of the CES-D. 

        Table 6.3 

 

        Positive Affect and Negative Affect Components of the CES-D – 9 items 

 
Items 

Positive Affect 

1.  I felt hopeful about the future 

2.  I enjoyed life 

3.  I felt that I was just as good as other people 

4.  I was happy 

Negative Affect 

1.I felt sad 

2. I felt depressed 

3. I felt lonely 

4. I had crying spells 

5. I felt that I could not shake off the blues even with help from my family and friends 

 

A Principal Component Analysis (PCA) with oblique rotation was performed in the 

current study to evaluate the factor structure of the Positive and Negative Affect components of 

the CES-D on the data gathered from the 80 stroke survivors who participated in this study.  

Kaiser-Meyer Olkin measure of sampling adequacy was .78 and Bartlett’s Test of Sphericity was 

significant, p < .001.  Two components were generated with eigenvalues exceeding 1 

(eigenvalues = 3.92; 1.57), accounting for 60.94% of variance.  As shown in Table 6.4, all nine 

items loaded exclusively on their respective component, with four items loading on component 1 

(positive affect) and five items loading on component 2 (negative affect).   
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Table 6.4 

Factor Structure (Oblique Rotation) of the Negative Affect and Positive Affect Components of the CES-D 

Items Component 1 

(positive affect) 

Component 2 

(negative affect) 

I felt hopeful about the future 

I enjoyed life 

I felt that I was just as good as other people 

I was happy  

I felt sad 

I felt depressed 

I felt lonely 

I had crying spells 

I felt that I could not shake off the blues even with help from my 

family or friends 

0.80 

0.72 

0.71 

0.68 

 

 

 

 

0.81 

0.81 

0.81 

0.80 

0.61 

 

To examine further the convergent validity of the Positive and Negative Affect 

components of the CES-D, this self-report measure and the Positive and Negative Affect 

Schedule (PANAS-X) (Watson & Clark, 1994) were administered to a group of third year 

undergraduate students (n = 38) at Griffith University, Brisbane, Australia.  The PANAS-X 

consists of single words representing different emotions and respondents were asked to rate the 

extent they felt these emotions in the past week using a scale from 1 (very slightly or not at all) 

to 5 (extremely).  The PANAS-X consists of 10 items representing Positive Affect and 10 items 

representing Negative Affect.  Pearson product moment correlations were performed to examine 

the relationship between the Positive Affect and Negative Affect components of the CES-D and 

the PANAS-X.  There was a significant negative correlation between the Positive Affect 

component of the CES-D and the Positive Affect dimension of the PANAS-X (r = -.66) and a 
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significant positive correlation between the Negative Affect component of the CES-D and the 

Negative Affect dimension of the PANAS-X (r = .75). 

Based on Sheehan’s et al. study and the findings above, the Positive Affect and Negative 

Affect components of the CES-D was found to be a sound measure to assess levels of positive 

and negative affectivity in the sample of stroke survivors who participated in the current study. 

Physical functioning 

The Barthel Index (Mahoney & Barthel, 1965) is a 10-item measure use to assess 

individual’s physical functioning and independence in daily activities (Weinman et al., 1955a).  

Eight of the 10 items represent activities related to personal care (i.e., bowel and bladder control, 

toileting, feeding, dressing, bathing, grooming, and transfer from chair to bed and back) and the 

remaining two items are related to mobility activities (i.e., walking, ascending and descending 

stairs).  The index yields a total score out of 100, with higher scores representing greater degree 

of physical functioning and functional independence.  Cronbach’s α in the current study was .72. 

Cognitive functioning 

The Telephone Interview for Cognitive Status – Modified (TICS-M) (Brandt et al., 1993) 

is a 13-item questionnaire developed to assess cognitive function and was specifically developed 

for delivery over the telephone (Brandt et al., 1993).  This scale includes four domains, (1) 

orientation; (2) registration, recent memory and delayed recall (memory); (3) 

attention/calculation; (4) semantic memory, comprehension and repetition (language).  The total 

score ranges from 0 to 39 with a score below 21 as the cut-off point indicating the presence of 

cognitive impairment (de Jager et al., 2003).   
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Social desirability 

The Marlowe-Crowne Scale (Crowne & Marlowe, 1960) is designed to measure 

respondents’ tendencies to respond in a socially favourable manner (Morisky et al., 2002).  This 

scale consists of 33 true/false items, and total score range from 0 to 33 with high scores 

indicating an increased tendency for social desirability response bias.  Cronbach’s α in the 

current study was .81. 

Perceived performance in daily tasks 

The Patient Competency Rating Scale (Prigatano & Fordyce, 1986) is a 30-item self-

report measure that provides self- and informant-rating to evaluate perceived competency to 

perform various behavioural, cognitive, and emotional tasks as well as to assess insight into the 

level of awareness following head injury (Leatham et al., 1998).  Respondents are asked to judge 

how easy or difficult it is for them to perform a variety of tasks.  Rating is on a 5-point Likert 

scale from 1 ‘can’t do’ to 5 ‘can do with ease’.  Total score range from 30 to 150, with higher 

scores indicating greater competency.  The Patient Competency Rating Scale has been shown to 

have strong internal consistency for patient rating (Cronbach’s α = .91) (Fleming et al., 1998).  In 

the current study Cronbach’s α for patient rating was .92.  Test-retest reliability for patient rating 

has been reported as high, r = .97 (Prigatano et al., 1990).   

6.2.3 Procedure  

Full details of the procedures for screening participants and gathering information for this 

study are described in Chapter 4 – Study 3.  In order to assist the reader a brief summary is 

provided here.  All participants were initially contacted by phone.  They were provided detailed 

information about the study’s requirements and were administered the TICS-M over the 

telephone to screen for cognitive impairment.   Participants were also asked to nominate a person 
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who knew them well (i.e., partner and/or carer) and who would be willing to participate in this 

study and complete one measure (Patient Competency Rating Scale).  A questionnaire package 

was then mailed to each of the stroke participants.  The questionnaire package contained six 

measures, a consent form and an information sheet.  The Patient Competency Rating Scale 

measure for the carers/partners, a cover letter, an information sheet and a reply paid envelope 

were placed in a sealed envelope addressed to the nominated person and were included in the 

questionnaire package for the stroke participants. 

Participants who agreed to participate in this study, but scored below the cut-off point for 

cognitive impairment on the TICS-M, were mailed only three short measures (Daily Living Self-

Efficacy Scale, Satisfaction with Life Scale, and Center for Epidemiologic Studies Depression 

Scale) to reduce the likelihood of them experiencing high levels of stress in completing a whole 

set of measures.  The information received from these participants was not included in the 

analyses in order to maintain the integrity of the data.  The decision to mail three measures to 

these participants was made on the basis that they had all agreed verbally to participate in this 

research, prior to being administered the TICS-M.  However, all participants were clearly 

advised verbally and in written form that they were not required to complete all three measures 

should they find it difficult or tiring to do so.  

6.3 Results  

6.3.1 Preliminary analyses 

Four sets of bivariate correlations were performed to identify variables other than 

physical functioning and self-efficacy in daily functioning that may be associated with each of 

the dependent variables of life satisfaction, positive affect, negative affect, and a composite of 

the three components of well-being (i.e., overall well-being).  Based on these analyses, 
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hierarchical multiple regressions were performed to examine the relationship between physical 

functioning and self-efficacy in daily functioning
1
 with each of the dependent variables, while 

taking into account the variance associated with significant demographic variables. 

Two comments need to be made at this point regarding these data and analyses.   

First, preliminary analyses were conducted to ensure that the assumptions of normality, linearity, 

multicollinearity and homoscedasticity were met.  Data were inspected for missing values.  

Descriptive analysis was used to determine the percentage of missing data for each of the 

measures.  It was revealed that all items had less than 5% of data missing, minimising any threat 

to the parametric qualities of this data set.   The normality of the distribution of the scores was 

also checked.  Inspection of the histograms for each of the measures revealed that the distribution 

of the scores for the TICS-M was positively skewed, suggesting that many participants scored at 

the lower end of the scale.  Inspection of the histogram for the Barthel Index revealed that the 

distribution of the scores was negatively skewed, suggesting that a greater number of participants 

scored at the higher end of the scale.  In order to test the influence of skew, analyses were 

performed using both square root transformed and non-transformed data.  Given that 

transformation made no substantive difference to the results, the non-transformed raw data were 

used in the analyses.  To identify univariate outliers, the definition proposed by Tabachnick and 

Fidell (2007) was adopted, which identifies cases that lie 3.29 standard deviations away from the 

mean as outliers.  One extreme score was identified on two of the measures; namely, the TICS-M 

and Barthel Index.  Performing analyses with and without these outliers revealed minimal 

influence by these extreme scores.  Consequently, all cases including these extreme scores were 

kept for all analyses. 

                                                 
1
 Self-efficacy in daily functioning refers to the two subscales (self-efficacy in activities of daily living and self-

efficacy in psychosocial functioning) and the overall scale of the Daily Living Self-Efficacy Scale. 
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Next, a series of standard multiple regressions were conducted for each dependent 

variable to check for multivariate assumptions.  Multivariate outliers were checked by inspecting 

the Mahalanobis distance values.  It was found that all cases had a maximum score below the 

critical value which indicates that there is no evidence of multivariate outliers.  Multicollinearity 

was also inspected by checking the tolerance values and it was found that all values were greater 

than .10, indicating that there were no violations of multicollinearity.  Furthermore, unusual 

cases with a standardised residual value above 3.0 or below -3.0 were identified.  To determine 

whether these unusual cases had any undue influence on the analyses, the maximum values for 

Cook’s Distance were checked and it was found that there were no cases with values above 1, 

suggesting that these unusual cases would not have much influence on the analyses.  

Consequently, all assumptions for regression were met. 

Second, bivariate correlations (Pearson’s r) are used extensively in these analyses.  

Because the high number of bivariate correlations performed in the analyses is likely to inflate 

Type 1 error, an alpha level of .01 was used for all analyses involving bivariate correlations 

performed with the variables which may be associated with the dependent variables.   Because 

physical functioning was one of the main independent variable, this variable was included in all 

regression analyses regardless of significance level.   SPSS Version 17 was used for all analyses.   

6.3.2 The association between ‘perceived performance’ and self-efficacy in daily functioning 

Prior to running a series of hierarchical regression, it is important to note that the Patient 

Competency Rating Scale which measures participants’ self ratings of their perceived 

performance on a variety of behavioural, cognitive, and emotional activities was not included in 

these analyses.  Since there is a strong positive correlation between the Patient Competency 

Rating Scale with the overall scale and both subscales of the Daily Living Self-Efficacy Scale 
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(DLSES) (See Table 6.5), it was deemed important not to include this measure when conducting 

the hierarchical regressions.  According to Tabachnik and Fidell (2007) including two 

independent variables that are highly correlated (above .7) may inflate the size of error terms and 

weaken the analysis.  The authors recommend that it is best to remove one of the independent 

variables from the analysis. Therefore, the DLSES was included and the Patient Competency 

Rating Scale was excluded in the series of hierarchical regression given that the DLSES is the 

main independent variable in this study.    

Although the Patient Competency Rating Scale was excluded from the set of hierarchical 

regressions, this measure was subsequently included in a series of mediation analyses to 

determine whether self-efficacy in daily functioning as measured by the overall scale of the 

DLSES and its two subscales (i.e., psychosocial subscale and activities of daily living subscale) 

influence life satisfaction, positive affect, negative affect, and overall well-being when 

controlling for perception of actual performance as measured by the Patient Competency Rating 

Scale.  

Table 6.5 

 

Bivariate Correlations between the Patient Competency Rating Scale and the DLSES – Overall Scale and 

Subscales 
 

 PCRS DLES 

 (overall scale) 

DLSES  

(activities of daily 

living subscale) 

DLSES  

(psychosocial 

functioning 

subscale) 

PCRS 

 

1.00    

DLES (overall scale) 

 

   .76*** 1.00   

Activities of Daily Living 

subscale of the DLSES 

 

   .71***    .88*** 1.00  

Psychosocial Functioning 

subscale of the DLSES 

   .73***    .97***      .73*** 1.00 

        *** p < .001. 
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6.3.3 Prediction of change in well-being 

After identifying the demographic variables significantly associated with the dependent 

variables of overall well-being, life satisfaction, positive affect,  and negative affect, three 

hierarchical multiple regressions were performed for each of the dependent variables to examine 

whether the main three independent variables (the self-efficacy variables) made a unique 

contribution to the dependent variable, after taking into account physical functioning and the 

significant demographic factors (control variables) associated with each of the dependent 

variables.  The demographic control variables were entered at Step 1 and physical functioning 

was entered at Step 2 for the three hierarchical multiple regressions performed on each of the 

dependent variable. 

Overall well-being 

Table 6.6 presents the correlations for the variables that might be associated with the 

dependent variable of overall well-being.  Participants’ age, their age at stroke onset, socio-

economic status, mental health care, and self-efficacy in daily functioning correlated 

significantly at, at least p < .01 with overall well-being.  The significant association between 

these variables and the dependent variable of overall well-being indicate that high socio-

economic status individuals, those who were older at stroke onset, those with good physical 

functioning, those not in the care of a mental health professional, and those who reported high 

self-efficacy level in daily functioning were more likely to report higher levels of well-being.    

In the following section, a series of hierarchical multiple regressions was performed to 

establish the unique contribution of self-efficacy in daily functioning to the prediction of overall 

well-being once all significant control variables were taken into account. 
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Table 6.6 

Bivariate Correlations between all Variables and a Composite Measure of Overall Well-Being 

 
Variables   

Gender  -.02 

Age of participants         .45*** 

Age of participants at stroke onset       .32** 

Mean time since stroke    .15 

Lesion in right brain hemisphere              -.18 

Lesion in left brain hemisphere               .18 

Marital status    .25 

Living arrangement              -.11 

Socio-economic status          .69*** 

Education   .17 

Employment pre-stroke  -.11 

Currently employed or doing voluntary work               .07 

Member of a stroke group   .10 

Attendance at stroke group meetings               .04 

Period of hospitalisation after stroke   -.16 

Number of strokes   -.09 

Mental health care       -.31** 

Health index   -.07 

Major health problems prior to stroke (e.g., diabetes, heart attack)    .06 

Psychological/emotional problems prior to stroke   -.09 

Antidepressant/anti-anxiety drugs  -.09 

Family psychiatric history   .06 

Cognitive functioning (Telephone Interview for Cognitive Status)              .12 

Social desirability (Marlowe-Crowne Scale)  .28 

Physical functioning (Barthel Index)    .20* 

Self-efficacy in daily living (Daily Living Self-Efficacy Scale [DLSES])        .55*** 

Self-efficacy in activities of daily living (Activities of Daily Living Subscale of the DLSES)        .40*** 

Self-efficacy in psychosocial functioning (Psychosocial Functioning Subscale of the DLSES)       -.57*** 

Note. Figures in bold type have been included in the hierarchical multiple regressions 

 * p < .05. ** p < .01.  *** p < 001. 
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Self-efficacy in daily living as a predictor of change in overall well-being  

To test whether self-efficacy in daily functioning remains associated with overall well-

being after controlling for the significant control variables (i.e., socio-economic status, 

participants’ age, their age at stroke onset, and mental health care) and the variable of physical 

functioning, three hierarchical multiple regressions were conducted.  In the first regression, the 

overall variance in overall well-being accounted for by all variables entered in the equation was 

76.9%, F (6, 71) = 39.490, p < .001.  After Step 1, with socio-economic status, participants’ age, 

their age at stroke onset, and mental health care entered in the equation, R
2
 = .585, F (4, 73) = 

25.682, p <. 001.  After Step 2, physical functioning added to the prediction of overall well-

being, R
2

change = .065, Fchange (1, 72) = 13.248, p < .01.  The addition of physical functioning at 

Step 2 resulted in a significant increment in R
2
, indicating that the association between the 

predictor variable of physical functioning and the criterion of overall well-being was significant 

after the control variables of socio-economic status, participants’ age, their age at stroke onset, 

and mental health care were taken into account.  Entry of self-efficacy in daily living at Step 3 

further added to the prediction of overall well-being, R
2

change = .120, Fchange (1, 71) = 37.043, p < 

.001 (see Table 6.7). 

In the second analysis, when the self-efficacy in psychosocial functioning was entered at 

Step 3, it added to the prediction of overall well-being, R
2

change = .089, Fchange = 24.172, p < .001.  

In the third regression, when self-efficacy in activities of daily living was added to the equation 

at Step 3, it also contributed to the prediction of overall well-being, R
2

change = .069, Fchange = 

17.005, p < .001. 

In brief, all three self-efficacy variables contributed unique variance to the prediction of 

overall well-being above and beyond the control variables of participants’ age, their age at stroke 
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onset, socio-economic status, and mental health care entered at Step 1 and the variable of 

physical functioning entered at Step 2.  

Table 6.7 

Hierarchical Multiple Regression of a Composite Measure of Overall Well-Being on Self-Efficacy in Daily 

Functioning, Physical Functioning, and Control Variables for Stroke Survivors 

 

Variable B β R R
2 

Adj R
2
   

change 
 

Overall R
2 

Step 1 

Control  

  Socio-economic status 

 Participants’ age  

 Participants’ age at stroke onset 

Mental health care 

 

 

 

 .007 

 .032 

-.010 

 -.311 

 

 

 .579 

 .451 

-.170 

-.110 

 

 

 

 

 

.765 

 

 

 

 

 

.562 

 

 

 

 

 

.585*** 

 

 

 

 

 

.585 

Step 2 

Physical functioning 

  Barthel Index 

 

 

.016 

 

 

 

.256 

 

 

.806 

 

 

.625 

 

 

.065** 

 

 

.649 

Step 3 

Regression 1 

Self-efficacy in daily living 

  Daily Living Self-Efficacy Scale (DLSES)  

 

Regression 2 

Self-efficacy in psychosocial functioning 

  Psychosocial subscale of the DLSES 

 

Regression 3 

Self-efficacy in activities of daily living  

  Activities of Daily Living subscale of the 

 DLSES   

 

 

 

.001 

 

 

 

.001 

 

 

 

 

.002 

 

 

 

.395 

 

 

 

.340 

 

 

 

 

.286 

 

 

 

.877 

 

 

 

.859 

 

 

 

 

.847 

 

 

 

.750 

 

 

 

.716 

 

 

 

 

.694 

 

 

 

.120*** 

 

 

 

.089*** 

 

 

 

 

.069*** 

 

 

 

.769 

 

 

 

.738 

 

 

 

 

.718 

* p < .05. ** p < .01.  *** p < 001. 

Life satisfaction 

Table 6.8 presents the correlations for the variables that may be associated with the 

dependent variable of life satisfaction.  As can be observed in Table 6.8, socio-economic status, 

social desirability, physical functioning, self-efficacy in daily functioning (i.e., the Daily Living 

Self-Efficacy Scale and its two subscales), negative affect and positive affect correlated 

significantly at, at least p < .01 with life satisfaction.  The positive significant associations 

between these variables and the dependent variable of life satisfaction indicate that high socio-

economic status individuals who had good physical functioning following stroke and who 
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experienced high level of self-efficacy in daily functioning were more likely to report greater life 

satisfaction.  Furthermore, participants who reported higher levels of positive affect and lower 

levels of negative affect were also more likely to report greater satisfaction with their life.  

However, the significant positive relationship between social desirability and life satisfaction 

indicates that individuals who reported greater level of life satisfaction were may be more likely 

to respond in a socially favourable manner on the self-report measures. 

In the next section, the variables found to be significantly associated with the dependent 

variable of life satisfaction were included in the following three hierarchical multiple regressions 

performed to determine the unique contribution of self-efficacy in daily functioning to the 

prediction of life satisfaction when these variables were taken into account. 

Table 6.8 

Bivariate Correlations between all Variables and Life Satisfaction 

Variables   

Gender .01 

Age of participants              .23 

Age of participants at stroke onset .13 

Mean time since stroke  .17 

Lesion in right brain hemisphere -.07 

Lesion in left brain hemisphere  .09 

Marital status  .08 

Living arrangement -.02 

Socio-economic status        .38*** 

Education .00 

Employment pre-stroke .06 

Currently employed or doing voluntary work .14 

Member of a stroke group .08 

Attendance at stroke group meetings .08 

Period of hospitalisation after stroke             -.20 

Number of strokes -.02 

Mental health care -.21 

Health index -.05 
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Variables   

Major health problems prior to stroke (e.g., diabetes, heart attack)  .02 

Psychological/emotional problems prior to stroke -.11 

Antidepressant/anti-anxiety drugs  .04 

Family psychiatric history  .01 

Cognitive functioning (Telephone Interview for Cognitive Status – Modified) .16 

Social desirability (Marlowe Crowne Scale)      .30** 

Physical functioning (Barthel Index)       .42*** 

Positive Affect Scale     .29** 

Negative Affect Scale    -.38** 

Self-efficacy in daily living (Daily Living Self-Efficacy Scale [DLSES])       .47*** 

Self-efficacy in activities of daily living (Activities of Daily Living Subscale of the DLSES)      .36*** 

Self-efficacy in psychosocial functioning (Psychosocial Functioning Subscale of the DLSES)      .49*** 

Note. Figures in bold type have been included in the hierarchical multiple regressions  

** p < .01.  *** p < 001. 

Self-efficacy in daily functioning as a predictor of change in life satisfaction 

As shown in Table 6.9, overall, 43.9% of variance, F (6,70) = 9.121, p < .001, in life 

satisfaction was accounted for by the variables of socio-economic status, social desirability, 

physical functioning, positive affect, negative affect, and self-efficacy in daily living.  The entry 

of the socio-economic status and social desirability at Step 1 did contribute significantly to the 

prediction of life satisfaction, R
2
 = .187, F (2, 74) = 8.520, p < .001.  Similarly, when physical 

functioning was entered at Step 2, it contributed significantly to the prediction of life satisfaction, 

R
2

change = .175, Fchange (1, 73) = 20.038, p < .001.  Entry of positive affect and negative affect at 

Step 3 did not significantly add to the prediction of life satisfaction, R
2
 change = .027, Fchange (2, 

71) = 1.547, p > .05.  However, entry of self-efficacy in daily living entered at Step 4 did 

significantly contribute to the prediction of life satisfaction, R
2

change = .050, Fchange (1,70) = 6.224, 

p < .05.  

In the second regression, when self-efficacy in psychosocial functioning was entered at 

Step 4, it also contributed to the prediction of life satisfaction, R
2

change = .056, Fchange (1,70) = 
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7.099, p < .05.  However, in the third analysis,  when self-efficacy in activities of daily living 

was entered at Step 4, it did not contribute significantly to the prediction of life satisfaction, 

R
2

change = .022, Fchange (1,70) = 2.565, p > .05. 

In summary, the overall measure  of self-efficacy and self-efficacy in psychosocial 

functioning both contributed significantly to life satisfaction over and above the effects of  socio-

economic status and social desirability as well as the effects of physical functioning and the other 

two components of well-being (positive affect and negative affect).  No such effect was found 

for self-efficacy in activities of daily living. 

Table 6.9 

Hierarchical Multiple Regression of Life Satisfaction on Self-Efficacy in Daily Functioning, Physical Functioning, 

Positive and Negative Affect, and Control Variables for Stroke Survivors 

 

Variable B β R R
2 

Adj R
2
   

change
 

Overall R
2 

Step 1 

Control  

   Socio-economic index (socio-economic status) 

   Marlowe-Crowne  Scale (social desirability) 

 

 

.039 

.328 

 

 

  

  .320 

  .219 

 

 

 

.433 

 

 

 

.165 

 

 

 

.187*** 

 

 

 

.187 

Step 2 

Physical functioning 

   Barthel Index 

 

 

.288 

 

 .420 

 

.602 

 

.336 

 

.175*** 

 

.362 

Step3 

Well-being components 

  Positive Affect Scale 

  Negative Affect Scale 

 

 

 

 .269 

-.396 

 

 

  .109 

-.150 

 

 

 

.624 

 

 

 

.346 

 

 

 

.027 

 

 

 

.389 

Step 4 

Regression 1 

Self-efficacy in daily living 

  Daily Living Self-Efficacy  Scale  (DLSES) 

 

Regression 2 

Self-efficacy in psychosocial functioning 

  Psychosocial subscale of the DLSES 

 

Regression 3 

Self-efficacy in activities of daily living  

  Activities of Daily Living subscale of the DLSES 

 

 

 

.009 

 

 

 

.013 

 

 

 

.015 

 

 

 

.283 

 

 

 

.289 

 

 

 

.177 

 

 

 

.662 

 

 

 

.667 

 

 

 

.641 

 

 

 

.391 

 

 

 

.398 

 

 

 

.360 

 

 

   

   .050* 

 

 

 

.056* 

 

 

 

.022 

 

 

 

.439 

 

 

 

.445 

 

 

 

.410 

* p < .05. ** p < .01.  *** p < 001. 
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Positive affect 

Table 6.10 presents the correlations for the variables that may be associated with the 

dependent variable of positive affect.  As shown in Table 6.10, self-efficacy in daily functioning, 

life satisfaction, and negative affect were significantly associated at, at least p < .01 with positive 

affect.  Individuals who have higher levels of perceived efficacy in their daily functioning, those 

who reported greater life satisfaction, and those with lower levels of negative affect were more 

likely to experience greater level of positive affect. 

In the following section, the significant variables associated with positive affect were 

included in the series of hierarchical multiple regressions to establish whether self-efficacy in 

daily functioning predicted change in positive affect after these variables were controlled.   

Table 6.10 

Bivariate Correlations between all Variables and Positive Affect 

 
Variables   

Gender -.10 

Age of participants   .27 

Age of participants at stroke onset              .17 

Mean time since stroke   .11 

Lesion in right brain hemisphere -.19 

Lesion in left brain hemisphere  .22 

Marital status  .07 

Living arrangement -.03 

Socio-economic status   .24 

Education  .04 

Employment pre-stroke             -.17 

Currently employed or doing voluntary work  .12 

Member of a stroke group -.05 

Attendance at stroke group meetings  .05 

Period of hospitalisation after stroke -.12 

Number of strokes   .00 

Mental health care  -.19 



 

 130 

Variables   

Health index   .00 

Major health problem prior to stroke (e.g., diabetes, heart attack)   .11 

Psychological/emotional problem prior to stroke  -.09 

Antidepressant/anti-anxiety drugs  -.10 

Family psychiatric history   .07 

Cognitive functioning (Telephone Interview for Cognitive Status)  .10 

Social desirability (Marlowe-Crowne Scale)  .16 

Physical functioning (Barthel Index)   .12 

Life satisfaction (Satisfaction with Life Scale)      .29** 

Negative Affect Scale     -.38** 

Self-efficacy in daily living (Daily Living Self-Efficacy Scale [DLSES])        .50*** 

Self-efficacy in activities of daily living (Activities of Daily Living Subscale of the DLSES)        .51*** 

Self-efficacy in psychosocial functioning (Psychosocial Functioning Subscale of the DLSES)        .45*** 

Note. Figures in bold type have been included in the hierarchical multiple regressions  

** p < .01.  *** p < 001. 

 

 

Self-efficacy in daily functioning as a predictor of change in positive affect 

In the first hierarchical multiple regression performed, a total of 29.8% of variance, F 

(4,73) = 7.755, p < .001 in positive affect was accounted for by the variables of physical 

functioning, life satisfaction, negative affect, and self-efficacy in daily living.  The entry of 

physical functioning on the first step did not predict positive affect, R
2 

= .015, F (1, 76) = 1.161, 

p >.05.  When the variables of  life satisfaction and negative affect were entered in the equation, 

these two variables contributed significantly to the prediction of positive affect, R
2
 change = .157, 

F change (2,74) = 7.002, p < .01.  Entry of self-efficacy in daily living at Step 3 further contributed 

significantly to the prediction of positive affect, R
2

change= .126, Fchange (1,73) = 13.150, p < .001 

(see Table 6.11). 

In the second regression, when self-efficacy in psychosocial functioning was entered at 

Step 3, it added to the prediction of positive affect, R
2

change = .076, Fchange (1,73) = 7.395, p < .01.  
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Similarly in the third analysis, entry of self-efficacy in activities of daily living at Step 3, also 

added to the prediction of positive affect, R
2

change = .168, Fchange (1,72) = 18.343, p < .001. 

Results of these three hierarchical multiple regressions indicate that self-efficacy 

variables contributed unique variance to the prediction of positive affect above and beyond the 

variables of physical functioning, life satisfaction, and negative affect.  

Table 6.11 

Hierarchical Multiple Regression of Positive Affect on Self-Efficacy in Daily Functioning, Physical Functioning, 

Life Satisfaction, and Negative Affect Variables for Stroke Survivors 

 

Variable B β R R
2 

Adj R
2
   

change
 

Overall R
2 

Step 1 

Physical functioning 

   Barthel Index 

 

 

 .034 

 

 

 

 .123 

 

 

 

.123 

 

 

 

.002 

 

 

.015 

 

 

.015 

Step2 

Well-being components 

  Satisfaction with Life Scale 

  Negative Affect Scale 

 

 

 

  .058 

 -.345 

 

 

 

 .144 

-.323 

 

 

 

.414 

 

 

 

.138 

 

 

 

.157** 

 

 

 

.172 

Step 3 

Regression 1 

Self-efficacy in daily living 

  Daily Living Self-Efficacy Scale (DLSES)  

 

Regression 2 

Self-efficacy in psychosocial functioning 

  Psychosocial subscale of the DLSES 

 

Regression 3 

Self-efficacy in activities of daily living  

  Activities of Daily Living subscale of the 

 DLSES   

 

 

 

.005 

 

 

 

.006 

 

 

 

 

.015 

 

 

 

.417 

 

 

 

.332 

 

 

 

 

.443 

 

 

 

.546 

 

 

 

.498 

 

 

 

 

.583 

 

 

 

.260 

 

 

 

.207 

 

 

 

 

.303 

 

 

 

 

 

.126** 

 

 

 

.076** 

 

 

 

 

.168*** 

 

 

 

.298 

 

 

 

.248 

 

 

 

 

.340 

* p < .05. ** p < .01.  *** p < 001. 

Negative affect 

 

Table 6.12 presents the correlations for the variables that may be associated with the 

dependent variable of negative affect.  As can be observed in Table 6.12, participants’ age and 

their age at stroke onset, socio-economic status, marital status, self-efficacy in daily functioning, 

life satisfaction, and positive affect, all correlated significantly with negative affect at, at least p 
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< .01.  The negative correlations  between these variables and the dependent variable of negative 

affect indicate that low socio-economic status individuals, those who are single, and who lack 

confidence in their ability to function in their daily life are  all more likely to experience higher 

levels of negative affect.  Furthermore, participants who reported experiencing lower levels of 

positive affect and satisfaction with life were more likely to report greater levels of negative 

affect. 

In the next section, three more hierarchical multiple regressions were conducted to 

determine the unique contribution of self-efficacy in daily functioning to the prediction of 

negative affect once all significant control variables and physical functioning were taken into 

account. 

Table 6.12 

Bivariate Correlations between all Variables and Negative Affect 

 
Variables   

Gender  -.02 

Age of participants        -.46*** 

Age of participants at stroke onset        -.35*** 

Mean time since stroke   -.07 

Lesion in right brain hemisphere   .13 

Lesion in left brain hemisphere  -.10 

Marital status       -.30** 

Living arrangement    .13 

Socio-economic status        -.76*** 

Education   -.26 

Employment pre-stroke   .12 

Currently employed or doing voluntary work   .03 

Member of a stroke group             -.13 

Attendance at stroke group meetings              .03 

Period of hospitalisation after stroke  .09 

Number of strokes  .15 

Mental health care  .28 
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Variables   

Health index  .09 

Major health problem prior to stroke (e.g., diabetes, heart attack) -.03 

Psychological/emotional problem prior to stroke   .02 

Antidepressant/anti-anxiety drugs  .11 

Family psychiatric history -.05 

Cognitive functioning (Telephone Interview for Cognitive Status)              -.05 

Social desirability (Marlowe-Crowne Scale)  -.17 

Physical functioning (Barthel Index)  -.01 

Life satisfaction (Satisfaction With Life Scale)      -.38** 

Positive Affect Scale      -.38** 

Self-efficacy in daily living (Daily Living Self-Efficacy Scale [DLSES])      -.34** 

Self-efficacy in activities of daily living (Activities of Daily Living Subscale of the DLSES)  -.19 

Self-efficacy in psychosocial functioning (Psychosocial Functioning Subscale of the DLSES)        -.42*** 

Note. Figures in bold type have been included in the hierarchical multiple regressions  

** p < .01.  *** p < 001. 

 

Self-efficacy in daily functioning as a predictor of change in negative affect 

To assess whether self-efficacy in daily functioning remains associated with negative 

affect after controlling for the significant demographic variables (i.e., socio-economic status, 

participants’ age, their age at stroke onset, marital status) and the variables of physical 

functioning, life satisfaction, and positive affect, three hierarchical multiple regressions were 

again conducted.  In the first analysis, the overall variance in negative affect accounted for by the 

variables of participants’ age, participants’ age at stroke onset, marital status, socio-economic 

status, physical functioning, and self-efficacy in daily living was 73%, F (8, 69) = 23.325, p < 

.001.  At Step 1, with participants’ age, their age at stroke onset, marital status, and socio-

economic status entered in the equation, R
2
 = .671, F (4, 73) = 37.183, p < .001.  Entry of 

physical functioning at Step 2 did not contribute significantly to the prediction of negative affect, 

R
2

change = .004, F change (1, 72) = .806, p > .05.  Similarly, entry of life satisfaction and positive 

affect at Step 3 did not contribute to the prediction of negative affect, R
2
 change = .019, F change (2, 
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70) = 2.166, p > .05.  However, when self-efficacy in daily living was entered in the final step, it 

contributed significantly to the prediction of negative affect,  R
2

change = .037, Fchange (1, 69) = 

9.370, p < .01 (see Table 6.13). 

In the second regression, when self-efficacy in daily living was entered at Step 4, it added 

to the prediction of negative affect, R
2

change = .032, Fchange (1, 69) = 7.984, p < .01.  However, in 

the final regression, when self-efficacy in activities of daily living was added to the equation at 

Step 4, it did not contribute significantly to the prediction of negative affect, R
2

change = .009, 

Fchange (1, 68) = 2.068, p  > .05. 

In brief, overall self-efficacy in daily living and self-efficacy in psychosocial functioning 

both contributed unique variance to levels of negative affect. 
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Table 6.13 

Hierarchical Multiple Regression of Negative Affect on Self-Efficacy in Daily Functioning, Physical Functioning, 

Life Satisfaction, Positive Affect, and Control Variables for Stroke Survivors 
 

Variable B β R R
2 

Adj R
2
   

change
 

Overall R
2 

Step 1 

Control  

  Participants’ age 

  Participants’ age at stroke onset 

  Marital status 

  Socio-economic status 

 

 

-.085 

  .004 

-.715 

-.031 

 

 

-.293 

-.015 

-.104 

-.670 

 

 

 

 

 

 

.819 

 

 

 

 

 

.653 

 

 

 

 

 

 

.671*** 

 

 

 

 

 

.671 

Step 2 

Physical functioning 

   Barthel Index 

 

 

-.016 

 

 

-.061 

 

 

.821 

 

 

.652 

 

 

  .004 

 

 

.674 

Step 3 

Well-being components 

  Satisfaction with Life Scale 

  Positive Affect Scale 

 

 

 

-.009 

-.135 

 

 

-.023 

-.144 

 

 

 

.833 

 

 

 

.663 

  

 

  

 .019 

 

 

 

.693 

Step 4 

Regression 1 

Self-efficacy in daily living 

  Daily Living Self-Efficacy Scale  (DLSES) 

 

Regression 2 

Self-efficacy in psychosocial functioning 

  Psychosocial subscale of the DLSES 

 

Regression 3 

Self-efficacy in activities of daily living  

  Activities of Daily Living subscale of the 

 DLSES   

 

 

 

-.003 

 

 

 

-.004 

 

 

 

 

-.004 

 

 

 

-.254 

 

 

 

-.223 

 

 

 

 

-.128 

 

 

 

.854 

 

 

 

.852 

 

 

 

 

.838 

 

 

 

.699 

 

 

 

.693 

 

 

 

 

.667 

 

 

 

.037** 

 

 

 

.032** 

 

 

 

 

   .009 

 

 

 

.730 

 

 

 

.725 

 

 

 

 

.702 

* p < .05.  ** p < .01.  *** p < .001. 

In summary, when other relevant variables were controlled, the composite measure of 

self-efficacy and the more specific measure of self-efficacy in psychosocial functioning 

contributed significantly to all three components of well-being and the overall composite 

measure of well-being.  However, the relationship between self-efficacy in activities of daily 

living was only significant for positive affect and overall well-being when other relevant 

variables were controlled. 
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6.3.4 Mediation effects of actual performance in daily tasks on the relationship of self-efficacy in 

daily functioning and well-being 

One further issue needs to be addressed.  As discussed earlier (See Chapter 3), the 

question of whether or not self-efficacy influences outcome above and beyond the effects of 

actual performance on prior occasions is one that has been frequently raised.  It is therefore 

important to address this issue in the present research.  Although there is no direct measure of 

actual performance in the current study, stroke survivors were asked to rate their performance in 

a variety of activities and behaviours in daily life.  Furthermore, the partners/carers were also 

asked to provide ratings of the stroke survivors’ level of performance on the same activities and a 

moderately high level of agreement between the two sets of ratings was found, with no 

significant difference between them.  The ratings provided by the stroke survivors on the Patient 

Competency Rating Scale therefore can be viewed as a reasonable proxy for actual performance.  

To address the question of whether actual performance mediates the relationship between self-

efficacy and well-being, a series of mediation analyses were performed, using the stroke 

survivors’ competency ratings as proxy for actual performance. 

Mediation is tested through the estimation of a series of regression equations (Baron & 

Kenny, 1986).  Three conditions need to be established in order for a variable to function 

effectively as a mediator (Baron & Kenny, 1986).  As shown in Figure 6.1, the independent 

variable (self-efficacy in daily functioning) must be related to the presumed mediator (actual 

performance in daily tasks) (Path a); in the second equation, the presumed mediator (actual 

performance in daily tasks) must be related to the dependent variable (well-being) (Path b); and 

in the third equation, the independent variable (self-efficacy in daily functioning) must be 

associated with the dependent variable (well-being) (Path c).  A variable is considered to 
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function as a mediator if a significant relationship between the independent and dependent 

variables (i.e., Path c) either disappears or is significantly decreased when Paths a and b are 

controlled.  Full mediation is said to occur if controlling for Paths a and b eliminates the relation 

between the dependent and independent variables, whereas a significant reduction in Path c 

indicates partial mediation. 

 

Figure 6.1.  Generic Mediation Model 

 

 

                                Path a          Path b 

 

  

                       Path c 

 

Figure 6.1. The three pathways which need to be established for mediation to occur (based on 

Baron & Kenny, 1986) 

 

Prior to running the regressions, bivariate correlations were performed to examine the 

relationships between self-efficacy in daily functioning, well-being, and actual performance in 

daily tasks (i.e., to establish whether Paths a, b, c were significant).  As shown in Table 6.14, all 

variables were significantly correlated except for negative affect and self-efficacy in activities of 

daily living.  Consequently, three mediation analyses were performed for each of the dependent 

variables (life satisfaction, positive affect, and overall well-being) using the same set of 

independent variables of self-efficacy in daily functioning (self-efficacy in daily living, self-

Self-Efficacy in 

daily functioning 

(independent 

variable) 

Actual 

performance 

in daily tasks 

(mediator) 

Well-being 

(dependent 

variable) 
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efficacy in psychosocial functioning, and self-efficacy in activities of daily living).  Because 

there was a non-significant relationship between negative affect and self-efficacy in activities of 

daily living (i.e., Path c was not significant), only two mediation analyses were performed for the 

dependent variable of negative affect.  For all 11 mediation analyses, competency ratings of 

actual performance in daily tasks were entered as the mediator.  A Sobel test was conducted for 

each of the mediation analyses to establish whether the mediator of actual performance in daily 

tasks influences the relationship between the independent variables of self-efficacy in daily 

functioning and each of the dependent variables mentioned above.  Additional to the Sobel test, 

effect size was also calculated to establish the percentage of variance accounted for by the 

indirect effect of the mediator. 

Table 6.14 

Bivariate Correlations between the Independent Variables of Self-Efficacy in Daily Functioning, the Mediator of 

Actual Performance in Daily Tasks, and the Dependent Variables of Well-Being 

 
Variables  DLSES PS ADLS SWLS PA NA OWB PCRS 

 

DLSES 

 

1.00  

 

 

 

 

 

 

 

 

 

 

 

 

 

PS  .97*** 1.00 

 

      

ADLS 

 

.88*** .73*** 1.00      

 

SWLS 

 

.48*** .49*** .36** 1.00     

PA 

 

.50*** .45***   .51***  .29** 1.00    

NA 

 

-.34** -.42***    -.19 -.31** -.38** 1.00   

OWB 

 

.55*** .57***  .40***    .66***   .68***  -.88*** 1.00  

PCRS .76*** .73***  .71***    .46***  .43*** -.31** .52*** 1.00 

 

Note. DLSES = Daily Living Self-Efficacy Scale; PS = Psychosocial Subscale of the DLSES; ADLS = Activities of 

Daily Living Subscale of the DLSES; SWLS = Satisfaction with Life Scale; PA = Positive Affect; NA = Negative 

Affect; OWB = Overall Well-Being; PCRS = Patient Competency Rating Scale.  

** p < .01.  *** p < 001.  
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Does actual performance in daily tasks mediate self-efficacy in daily functioning and 

overall well-being? 

The relationship between self-efficacy in daily living and overall well-being (β = .763, p 

< .001) remained significant although substantially reduced (β = .374, p < .05) after controlling 

for the effects of actual performance, indicating that actual performance functioned as a partial 

mediator (see Table 6.15).  A similar pattern of results was evident for self-efficacy in 

psychosocial functioning and overall well-being when controlling for actual performance 

reduced the relationship from (β = .574, p < .001) to (β = .422, p < .01), once again indicating 

partial mediation.  However, a very different result was evident for self-efficacy in activities of 

daily living.  Here, controlling for actual performance eliminated the previously significant 

relationship between self-efficacy and overall well-being (β = .401, p < .001), rendering it non-

significant (β = .067, p = .640).  This result therefore indicates full mediation by actual 

performance. 
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Table 6.15 

Results of Regression Analyses Testing for the Effect of the Mediator ‘Actual Performance in Daily Tasks’ on the Relationship between Self-Efficacy in Daily 

Functioning and Overall Well-Being 

 

Self-efficacy in daily 

functioning 

(independent variables) 

Actual 

performance in 

daily tasks 

(mediator) 

Overall well-being 

(dependent 

variable) 

Relationship between 

actual performance in 

daily task and  overall 

well-being when self-

efficacy in daily 

functioning is added 

to the equation 

Overall well-being 

with actual 

performance in daily 

tasks as the mediator 

 

Sobel test % of variance 

accounted for by 

indirect effect 

 

Self-efficacy in daily living  

  Daily Living Self-Efficacy 

 Scale (DLSES)  

 

Self-efficacy in psychosocial 

functioning 

  Psychosocial subscale of  

  the   DLSES 

 

Self-efficacy in activities of 

daily living 

  Activities of Daily Living  

  Subscale of the DLSES 

 

 

β = .763 

(p = .000) 

 

 

 

β = .728 

(p = .000) 

 

 

 

β = .714 

(p = .000) 

 

 

β = .550 

(p = .000) 

 

 

 

β = .574 

(p = .000) 

 

 

 

β = .401 

(p = .000) 

 

 

β = .230  

(p = .124) 

 

 

 

β =.208  

(p = .133) 

 

 

 

β = .468 

(p = .002) 

           

           

β = .374 

(p = .014) 

 

           

            

β = .422 

(p = .003) 

 

     

          

β = .067 

(p = .640) 

 

 

z = 1.551  

(p = .060) 

 

 

 

z = 1.642  

(p = .050) 

 

 

 

z = 2.956  

(p = .002) 

 

 

32% 

 

 

 

 

36% 

 

 

 

 

83% 
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Does the same pattern hold up when the three individual components of well-being (i.e., 

life satisfaction, positive affect, and negative affect) are examined for the effects of mediation by 

actual performance in daily tasks?  To address this question, mediation analyses were also 

carried out for each component of well-being. 

Life satisfaction 

The relationship between self-efficacy in daily living and life satisfaction (β = .477, p < 

.001) decreased after controlling for the influence of actual performance and remained very close 

to significance (β = .306, p = .054).  This finding together with the marginally significant Sobel 

test (p = .076) indicates a trend for actual performance to function as a partial mediator (see 

Table 6.16).  Similarly, actual performance tended to function as a partial mediator of the 

significant relationship between self-efficacy in psychosocial functioning and life satisfaction (β 

= .489, p < .001).  In this case, controlling for actual performance reduced the relationship (β = 

.330, p = .026; Sobel test = 1.462, p = .071) but the relationship between self-efficacy and life 

satisfaction remained significant.  In contrast to these two results, actual performance fully 

mediated the relationship between self-efficacy in activities of daily living and life satisfaction 

(see Table 6.16). 
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Table 6.16 

Results of Regression Analyses Testing for the Effect of the Mediator ‘Actual Performance in Daily Tasks’ on the Relationship between Self-Efficacy in Daily 

Functioning and Life Satisfaction 

 

Self-efficacy in daily 

functioning 

(independent variables) 

Actual 

performance in 

daily tasks 

(mediator) 

Life satisfaction 

(dependent 

variable) 

Relationship between 

actual performance in 

daily task and  life 

satisfaction when 

self-efficacy in daily 

functioning is added 

to the equation 

Life satisfaction with 

actual performance in 

daily tasks as the 

mediator 

 

Sobel test % of variance 

accounted for by 

indirect effect 

 

Self-efficacy in daily living  

  Daily Living Self-Efficacy 

 Scale (DLSES)  

 

Self-efficacy in psychosocial 

functioning 

  Psychosocial subscale of  

  the   DLSES 

 

Self-efficacy in activities of 

daily living 

  Activities of Daily Living  

  Subscale of the DLSES 

 

 

β = .763 

(p = .000) 

 

 

 

β = .728 

(p = .000) 

 

 

 

β = .714 

(p = .000) 

 

 

β = .477 

(p = .000) 

 

 

 

β = .489 

(p = .000) 

 

        

       

β = .358 

(p = .001) 

 

 

β = .225  

(p = .154) 

 

 

 

β =.218  

(p = .140) 

 

 

 

β = .412  

(p = .007) 

           

           

β = .306  

(p = .054) 

 

      

              

β = .330 

(p = .026) 

 

        

       

β = .064 

(p = .665) 

 

 

z = 1.435 

(p = .076) 

 

 

 

z = 1.462 

(p = .071) 

 

 

 

z = 2.673  

(p = .004) 

 

 

35% 

 

 

 

 

32% 

 

 

 

 

82% 
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Positive Affect 

The relationship between self-efficacy in daily living and positive affect (β = .498, p < 

.001) decreased slightly after controlling for the influence of actual performance but remained 

significant (β = .411, p < .01).  The Sobel test revealed that this slight decrease was not 

significant (z = .740, p = .230), indicating that actual performance did not function as a mediator 

(see Table 6.17).  In contrast, the relationship between self-efficacy in psychosocial functioning 

and positive affect (β = .49, p < .001) substantially decreased after controlling for the influence 

of actual performance (β = .293, p < .052).  This finding together with the marginally significant 

Sobel test (z = 1.418, p = .078) indicates a trend for actual performance to function as a partial 

mediator.  The relationship between self-efficacy in activities of daily living and positive affect 

(β = .505, p < .001) remained significant although reduced (β = .407, p < .01) after controlling 

for the effects of actual performance.  The Sobel test revealed that this reduction was not 

significant z = .960, p = .169), indicating that actual performance did not function as a mediator.    

These results indicate that actual performance did not function as a mediator for the 

relationships between self-efficacy in daily living and self-efficacy in activities of daily living 

with positive affect.  Whereas actual performance tended to function as a partial mediator of the 

significant relationship between self-efficacy in psychosocial functioning and positive affect. 
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Table 6.17 

Results of Regression Analyses Testing for the Effect of the Mediator ‘Actual Performance in Daily Tasks’ on the Relationship between Self-Efficacy in Daily 

Functioning and Positive Affect 

 

Self-efficacy in daily 

functioning 

(independent variables) 

Actual 

performance in 

daily tasks 

(mediator) 

Positive affect 

(dependent 

variable) 

Relationship between 

actual performance in 

daily task and  

positive affect when 

self-efficacy in daily 

functioning is added 

to the equation 

Positive affect with 

actual performance in 

daily tasks as the 

mediator 

 

Sobel test % of variance 

accounted for by 

indirect effect 

 

Self-efficacy in daily living  

  Daily Living Self-Efficacy 

 Scale (DLSES)  

 

Self-efficacy in psychosocial 

functioning 

  Psychosocial subscale of  

  the   DLSES 

 

Self-efficacy in activities of 

daily living 

  Activities of Daily Living  

  Subscale of the DLSES 

 

 

β = .763 

(p = .000) 

 

 

 

β = .728 

(p = .000) 

 

 

 

β = .714 

(p = .000) 

 

 

β = .498 

(p = .000) 

 

 

 

β = .449 

(p = .000) 

 

 

 

β = .505 

(p = .000) 

 

 

β = .114  

(p = .458) 

 

 

 

β =.215  

(p = .152) 

 

 

 

β = .137  

(p = .338) 

           

           

β = .411 

(p = .009) 

 

 

 

 β = .293  

 (p = .052) 

 

         

         

β = .407 

(p = .005) 

 

 

z = .740 

(p = .230) 

 

    

    

z = 1.418  

(p = .078) 

 

 

 

z = .960  

(p = .169) 

 

 

 

17% 

 

 

 

 

35% 

 

 

 

 

19% 
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Negative Affect 

As can be observed in Table 6.18, when controlling for actual performance, it eliminated 

the previously significant relation between self-efficacy in daily living and negative affect (β = -

.337, p < .01), rendering it non-significant (β = -.244, p = .147).  This result therefore indicates 

that actual performance did function as a mediator.  In contrast, the significant relationship 

between self-efficacy in psychosocial functioning and negative affect (β = -.420, p < .001) 

remained relatively unchanged when controlling for actual performance (β = -.417, p < .01), 

indicating no mediation. 
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Table 6.18 

Results of Regression Analyses Testing for the Effect of the Mediator ‘Actual Performance in Daily Tasks’ on the Relationship between Self-Efficacy in Daily 

Functioning and Negative Affect 

 

Self-efficacy in daily 

functioning 

(independent variables) 

Actual 

performance in 

daily tasks 

(mediator) 

Negative affect 

(dependent 

variable) 

Relationship between 

actual performance in 

daily task and  

negative affect when 

self-efficacy in daily 

functioning is added 

to the equation 

Negative affect with 

actual performance in 

daily tasks as the 

mediator 

 

Sobel test % of variance 

accounted for 

by indirect 

effect 

 

Self-efficacy in daily living  

  Daily Living Self-Efficacy 

 Scale (DLSES)  

 

Self-efficacy in psychosocial 

functioning 

  Psychosocial subscale of  

  the   DLSES 

 

 

β = .763 

(p = .000) 

 

 

 

β = .728 

(p = .000) 

 

 

β = -.337 

(p = .002) 

 

 

 

β = -.420 

(p = .000) 

 

 

 

β = -.121  

(p = .469) 

 

 

 

β = -.004 

(p = .979) 

           

           

    β = -.244  

    (p = .147) 

 

         

       

β = -.417 

(p = .008) 

  

 

 

z = -.074 

(p = .230) 

 

 

 

z = -.034  

(p = .486) 

 

 

22% 

 

 

 

 

0.7% 
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6.4 Discussion  

In summary, eleven mediation analyses were conducted and in eight of these, self-

efficacy retained a significant or near significant (p’s = .052 and .054) relationship with 

indices of well-being after controlling for the effects of ratings of competence in a diverse 

range of everyday activities.  Clearly, in many instances, self-efficacy contributed to the 

well-being of stroke survivors above and beyond actual performance.  Interestingly, in three 

analyses, actual performance played no mediating role at all – positive affect was 

associated with overall self-efficacy in daily living and self-efficacy specifically related to 

activities of daily living, and low levels of negative affect were associated with self-

efficacy in psychosocial functioning irrespective of actual performance.  Also of interest, 

self-efficacy played no significant role in contributing to well-being in three instances – 

overall self-efficacy had little impact on negative affect once the effects of performance 

were controlled and the apparent relationship between self-efficacy in activities of daily 

living and overall well-being and life satisfaction were fully mediated by actual 

performance. 

A close analysis of the pattern of research obtained reveals that the composite 

measure of self-efficacy and the specific measure of self-efficacy in psychosocial 

functioning were the best predictors for they retained a substantial association with three of 

the four indices of well-being (overall well-being, life satisfaction, and positive affect) 

when perceived competence ratings were taken into account.  Self-efficacy in psychosocial 

functioning also retained its significant relationship with low negative affect.  In contrast, 

self-efficacy in activities of everyday living was the weakest predictor for it only retained a 

significant relationship with one measure of well-being; namely, positive affect. 
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The overall pattern of these results is complex but two things do stand out.  First, 

the strength of one’s belief and confidence in performing many tasks of daily living 

independently contributes to well-being and, secondly perceived self-efficacy in 

psychosocial functioning (and the contribution it makes to the overall composite measure of 

self-efficacy) appears to be particularly important.  These findings will be discussed in 

details in the following chapter. 
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CHAPTER 7 

General Discussion 

Does self-efficacy contribute to the well-being of stroke survivors?  The present 

research addressed this question by constructing and then using a composite measure of 

self-efficacy comprising two subscales – self-efficacy in psychosocial functioning and self-

efficacy in activities of daily living.  Results for the psychosocial functioning subscale were 

clear, consistent, and as predicted in Hypothesis 1.  For stroke survivors, belief and 

confidence in their ability to function in the psychosocial domains of daily life were related 

to all components of well-being, even when relevant demographic variables and the level of 

physical functioning and actual performance on daily tasks were controlled.  However, the 

effects of self-efficacy in activities of daily living were far less compelling.  Here, self-

efficacy was related to only one component of well-being; namely, positive affect and this 

relationship remained after controlling for physical functioning and actual performance.  

For negative affect, there was no relationship with self-efficacy in activities of daily living 

and self-efficacy contributed little to life satisfaction once the effects of socio-economic 

status, social desirability, physical functioning, positive affect and negative affect were 

partialled out (See Table 6.13)
2
.  These findings will be discussed in more detail in the 

sections to follow. 

 

 

                                                 
2
 Although the mediation analysis (See Table 6.16) suggested that self-efficacy in activities of daily living was 

significantly related to life satisfaction while actual performance was controlled as a possible mediator, it is 
important to note that relevant variables (e.g., SES, physical functioning) were not controlled in these 
analyses.  Had they been, the results presented in Table 6.14 clearly indicate that the apparent relationship 
between life satisfaction and self-efficacy in daily living would have disappeared before actual performance 
was entered into the analysis. 
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7.1 Self-efficacy in psychosocial functioning and well-being 

As reviewed in Chapter 2, stroke has profound and wide-ranging effects on the 

physical and psychosocial aspects of an individual’s life (Gordon & Hibbard, 1997; Pajalic 

et al., 2006; Teoh et al., 2009; Wilz & Barsokova, 2007).  Although many individuals 

experience significant difficulties in adjusting to the impact of stroke in day-to-day living 

some do adjust well, regardless of their level of physical disability and perceived ability to 

perform daily tasks.  

In this research it was proposed that levels of self-efficacy may play a key role in 

increasing individuals’ level of well-being after a stroke.  The results obtained provide 

support for this hypothesis but only for the effects of self-efficacy in psychosocial 

functioning.  According to Bandura (1997) self-efficacy determines whether an individual 

will engage in certain activities, how much effort the individual is likely to invest; and for 

how long he/she will persist when faced with obstacles and aversive experiences.  The 

stronger the perceived self-efficacy, the more likely one will persist in attempting to 

overcome obstacles and difficult situations.  Consequently, stroke survivors with a high 

level of self-efficacy should be better prepared to overcome the many obstacles they face in 

their daily life and hence be better able to adapt to their changed circumstances.  What was 

found in the current research supports this – stroke survivors who had greater confidence in 

their ability to manage various aspects of their psychosocial life such as overcoming 

negative thoughts about themselves, taking part in new hobbies and activities, and attending 

social gatherings with friends reported higher levels of well-being than those with less 

confidence.   
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Furthermore, the findings of the current research support previous studies relevant 

to stroke which examined the relationship between self-efficacy in specific areas such as 

self-care (Lev & Owen, 1996; Robinson-Smith et al., 2000), fear of falling (Hellstrom & 

Lindmark, 1999; Jorstad et al., 2005), and losing balance (Salbach et al., 2006).  These 

studies indicate that high levels of self-efficacy in aspects of physical functioning are 

associated with higher quality of life, lower levels of depression, and higher functioning in 

everyday activities.  Similarly, studies examining the role that self-efficacy plays in 

adjustment to chronic illnesses (Edwards et al., 2001; Lackner et al., 1996; Lorig et al., 

1989; Middleton et al., 2003; Turner et al., 2005; Weber et al., 2004) have also found that 

high levels of self-efficacy contributed to better coping and reduced symptoms in 

individuals living with a chronic medical condition.   

In summary, this research has found that level of self-efficacy in psychosocial 

functioning does indeed play an important role in influencing all three components of well-

being in stroke survivors.  Furthermore, the effects of self-efficacy were apparent above 

and beyond the level of physical functioning and perceived ability to perform daily tasks.  

Clearly, interventions designed to enhance confidence and the strength of belief in one’s 

own capacities would be beneficial to the adaptation and well-being of individuals learning 

to live with the aftermath of a stroke. 

7.2 Self-efficacy in activities of daily living and well-being 

In contrast to the widespread beneficial effects of self-efficacy in psychosocial 

functioning, the effects of self-efficacy in activities of daily living were apparent for only 

one component of well-being; namely, positive affect.  As predicted, higher levels of self-

efficacy contributed to higher levels of positive affect.  These results thus provide only 
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partial support for the hypothesis which proposed that self-efficacy in activities of daily 

living would be positively associated with life satisfaction and positive affect and 

negatively associated with negative affect.  The pattern of results obtained here raises the 

question of why self-efficacy in activities of daily living did not contribute significantly to 

life satisfaction and negative affect. 

One possibility concerns the subscale itself.  There were only four items in the self-

efficacy in activities of daily living subscale.  However, despite this problem, the scale was 

significantly related to positive affect in the predicted manner, indicating that the relatively 

low number of items in the scale cannot fully account for the failure to predict levels of life 

satisfaction and negative affect. 

In the present research, socio-economic status was found to be strongly related to 

overall well-being and negative affect, moderately related to life satisfaction, and unrelated 

to positive affect.  These findings differ in several ways from those generally reported in 

the literature on well-being and economic indicators.  First, the relationship between overall 

well-being and socio-economic status was stronger than generally found.  For example, 

Diener et al. (1993) reported a small correlation of .12 between personal income and 

subjective well-being in a nationally representative sample in the United States, a figure 

which is substantially lower than that found in the present study (r = .69).  Second, the 

relationship was stronger for negative affect (r = -.76) than life satisfaction (r = .38), a 

pattern that differs from that found in the literature.  For instance, Diener, Ng, Harter, and 

Arora (2010) explored the relation of income and well-being across the globe using the 

Gallop World Poll which is the first representative survey of planet Earth.  Three types of 

well-being were selected from the survey to represent subjective well-being.  The global 
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life evaluation measure, Cantril’s (1965) Self-Anchoring Striving Scale, asked respondents 

to evaluate their current life on a ladder scale, which ranged from 0 (worst possible life) to 

10 (best possible life).   Positive and negative feelings were assessed by asking respondents 

whether they experienced certain feelings (positive = enjoyment and smiling or laughing; 

negative = worry, sadness, depression, and anger) a lot in the previous day (1 = yes, 0 = 

no).  Diener et al. (2010) found that income across the entire sample was a moderately 

strong predictor of life evaluation (r = .41) but a much weaker predictor of positive (r = 

.17) and negative feelings (r = -.09).  Third, socio-economic status was unrelated to 

positive affect (r = -.03) yet a significant, albeit small, positive relationship is generally 

found between socio-economic status and measures of positive affect (especially happiness) 

(Ball & Chernova, 2008; Diener & Oishi, 2000; Diener et al., 2010; Hagerty & Veenhoven, 

2003; Veenhoven, 1991).   

Clearly, for stroke survivors, limited access to the material goods and services that 

money can buy has a greater detrimental impact on their well-being than it has for other 

adults living in highly developed countries.  The most likely explanation for this relates to 

the increased needs of those living with the physical consequences of a stroke.  Supportive 

aids such as walkers, wheelchairs, and stair lifts cost money; an inability to drive often 

means a reliance on taxis, and ongoing services such as physiotherapy, speech therapy, and 

cleaning can be expensive as are house modifications needed to accommodate physical 

disabilities.  Lower incomes mean a reduced ability to meet these needs and an increased 

reliance on the assistance of others, both of which may interfere with the ability to adapt to 

changed circumstances and therefore perpetuate the adverse effects of a stroke on the well-

being of those stroke survivors with limited financial resources.  Such factors, however, 
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appear to have great impact on the negative affect and life satisfaction components of well-

being and little effect on the positive affective component.  Having a stroke and the ensuing 

physical impairments can be viewed as creating a new set of basic needs that require 

financial resources to satisfy.  It is perhaps because of this that limited financial resources 

have such a potent effect on stroke survivors’ levels of life satisfaction and negative affect, 

overriding the potentially beneficial effects of self-efficacy in activities of daily living. 

Various researchers have cited Maslow’s theory of hierarchy of needs to explain the 

strong association between economic status and subjective well-being as well as the 

diminishing marginal effect of economic status on subjective well-being as income and 

wealth increase (Ahuvia, 2002; Arhaud-Day & Near, 2005; Biswas-Diener, & Diener, 

2001; Diener & Lucas, 2000; Fuentes & Rojas, 2001; Lever, 2004).  Several studies have 

demonstrated that households expressing dissatisfaction with the availability of food, 

housing, hygiene, health services, or clothing report significantly lower subjective well-

being, on average, than do households within the same sample whose basic needs are 

reported to be satisfied (Ahmed, Chowdhury, & Bhuiya, 2001; Biswas-Diener & Diener, 

2001; Brinkerhoff, Fredell, & Frideres, 1997; Fuentes & Rojas, 2001).  

In Maslow’s (1987) theory, the most basic needs are physiological needs such as 

hunger, thirst, sleep, and shelter, and safety needs for such things as personal safety and 

financial security.  It is only when these basic needs are satisfied, that an individual will 

have the time, energy, and motivation to move to higher levels on the hierarchy of needs 

(i.e., belongingness, esteem, and self-actualisation).  When the two most basic levels of 

needs are not met, dissatisfaction, anxiety, and tension follow, and higher motives become 

of little relevance (Maslow, 1987).   Hence, struggling to meet these basic needs would 
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make it difficult for stroke survivors to find the energy and time to devote to more complex 

social and psychological domains that become important once these basic needs are met.   

Future research with an explicit focus on the costs and disadvantages of limited 

financial resources may shed further light on the relationship between socio-economic 

status and the three components of well-being in stroke survivors.  This research could 

include such questions as ‘What aspects of your life would be better if you had unlimited 

financial resources?’; ‘What would change in your life, if you had plenty of money and 

could spend it on whatever you wanted?’ and ‘What aspects of your life would change little 

if you had as much money as you wanted?’.  Analysis of the responses to questions such as 

these would help gain a greater understanding of the differential impact that socio-

economic status has on the various components of well-being in stroke survivors. 

Further research on the differential effects of socio-economic status could also 

include measures of social support (especially the quality of and satisfaction with social 

interactions and emotional support) and personality measures, for a considerable body of 

prior research attests to the strong influence of both social support and personality on 

positive affect (e.g., Berridge, 2004; Costa & McCrae, 1980; DeNeve & Cooper, 1998;  

Diener & Emmons, 1984; Diener et al., 2010; Diener & Seligman, 2004; Diener et al., 

1992; Emmons & Diener, 1985; Gutierrez, Jimenez, Hernandez, Puente, 2005; Kahn & 

Husain, 2010; McCrae & Costa, 1991; Steel et al., 2008). 

Although self-efficacy in activities of daily living was not associated with negative 

affect and life satisfaction, it did contribute a significant amount of variance to the 

prediction of positive affect (16.8%).  Stroke survivors who reported higher levels of 

confidence in their ability to undertake activities of everyday living (e.g., doing or 
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arranging to get their shopping done, looking after their finances, and doing or arranging to 

have the house cleaned) were more likely to report greater levels of positive affect when 

compared to stroke survivors who reported lower levels of self-efficacy in activities of 

daily living.  This relationship between self-efficacy and positive affect perhaps reflects 

individual differences in temperament, especially in optimism.   

Scheier, Carver, and Bridges (2001) define optimism as a dispositional tendency to 

hold generalized positive expectancies even when faced with adversity or difficulties.  In 

contrast, those with a tendency to hold a pessimistic view of life are more inclined to have 

negative outcome expectations, be more passive, and likely to give up on trying to achieve 

their goals (Scheier & Carver, 1985).  Furthermore, optimists tend to rely more heavily on 

positive reframing in that they are more likely to reframe adverse situations so as to see 

their more positive aspects when compared to pessimistic individuals (Wroth & Scheier, 

2003).  Dispositional optimism thus appears to provide a good foundation for individuals to 

build a strong sense of self-efficacy in various aspects of their life.   

Stroke survivors who have a dispositional tendency to be optimistic are perhaps 

likely to experience greater levels of self-efficacy because of their positive outlook on life 

and desire to achieve positive outcomes.  Consistent with Bandura’s self-efficacy theory, 

they would be more motivated to persevere and increase their efforts to overcome the many 

obstacles they face in their daily life to achieve a desired outcome.  As a result, these 

individuals would be more likely to adapt to their life after stroke and experience greater 

levels of positive affect.  In contrast, stroke survivors with a pessimistic view of life would 

be more prone to focus on their personal deficiencies and the adverse consequences of 

failure and would tend to give up quickly when faced with the many challenges associated 
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with living with a disability, resulting in lower levels of self-efficacy.   Due to their low 

level of self-belief, such individuals probably experience greater difficulty in adapting to 

their ‘new’ life after stroke which in turn would negatively impact upon their level of 

positive affect. 

According to Wrosch and Scheier (2003) optimists, when compared to pessimists, 

more frequently used problem-focused coping strategies when confronted with aversive 

situations.  However, when problem-focused coping strategies are not a possibility such as 

when important life goals are blocked, they tend to adopt adaptive emotion-focused coping 

tactics such as acceptance, use of humour, and positive reframing.  People who are able to 

disengage from unattainable goals and re-engage elsewhere seem able to avoid 

accumulated failure experiences (Wrosch & Scheier, 2003).  Thus, a stroke survivor with a 

predisposition towards optimism may have less difficulty than a pessimist in coming to 

terms with the physical abilities lost as a result of stroke and be more accepting of the 

things that they cannot change (e.g., being unable to get back into the workforce).  Such a 

person would be more inclined to find comfort in the simple pleasures of life and to focus 

on the abilities that they still have and can use to achieve a new set of goals.  The following 

anecdotal responses given by participants interviewed in the present research well illustrate 

the points made here. 

 

“So the stroke robs you of something and you can’t get it back, you still can try reasonably 

hard to get it back but if you still can’t get it back then you don’t worry about it, you try to 

forget about it and just concentrate on what you can do. And there are many things that you 

can do, I mean my husband, he sold my car while I was in hospital because he said ‘oh 

well, I can drive you anywhere you want to go’. I said to him,’ what did you do that for?’ 

He said, ‘well, you won’t be driving anymore’.  I said ‘yes I will’.”  (And she did). 
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“I don’t know whether I have conscious strategies it’s just in my emotional make-up that if 

you see a glass half-full, it’s half-full to me, it’s not half-empty. It’s just a positive way of 

looking at life…. You know, it’s either in you or it isn’t, and I think I was just brought up 

that way.” 

 

“About three years ago, I attempted suicide....I was thinking what’s the point, it’s not going 

to change for me, I’m not going to get better, I am not going to recover, financially we’re 

not going to have a lot of money.” 

 

“I don’t think I have adjusted well to life after stroke.  I just don’t like being like this. I say 

that to my wife many times, I say that to my daughter, I hate being like this and I do. I hate 

being like this.  Nobody likes to be a lesser person than what they were.  Nobody likes to be 

incapacitated, not able to do things that you used to do.  Nobody likes that, nobody enjoys 

that.” 

 

 “I didn’t gain any personal growth from this experience, it’s the opposite, it’s wasting, it’s 

the opposite of growth, it’s a wasting, your body, your brain, your physical being, 

everything about you is wasted, it’s not growth...I would not wish it on anybody.” 

 

In summary, self-efficacy in activities of daily living did not contribute to the 

prediction of life satisfaction and negative affect.  To account for this unexpected finding, it 

was suggested that limited finances may play a key part in overriding the potentially 

beneficial effects of self-efficacy in relation to life satisfaction and negative affect.  In 

contrast, stroke survivors’ self-belief in undertaking everyday living activities clearly 

influenced levels of positive affect.  The association between self-efficacy and positive 

affect may possibly be influenced by stroke survivors’ temperament, more specifically a 

disposition to optimism.  Further research is warranted to explore whether stroke survivors 
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who have an inherent disposition to optimism, when compared to stroke survivors who has 

a predisposition toward pessimism, are in fact more likely to experience greater levels of 

self-efficacy in overcoming the various difficulties they face in their daily life and better 

adapt to their ‘new’ life after stroke. 

7.3 Other interesting findings  

Two other findings in this research merit brief comment.  First, when comparing 

levels of self-efficacy in daily functioning between stroke and non-stroke individuals (see 

Chapter 4, Study 2), a difference was found with stroke survivors rating their level of self-

efficacy as lower (M = 61.99, SD = 27.42) than the non-stroke individuals (M = 87.33, SD 

= 14.25).  However, although stroke survivors rated their level of self-efficacy as lower, it 

was still moderately high.  This finding resembles that found in prior disability research 

where lower levels of various indices of well-being are generally reported by disabled 

individuals, relative to their non-disabled counterparts, but the level of well-being reported 

is invariably above average on the scale used (e.g., Brickman et al. 1978; Patterson et al., 

1993; Schulz & Decker, 1985; Wortman & Silver, 1987). 

Second, the moderate to high level of agreement between stroke survivors and their 

partners/carers on the Patient Competency Rating Scale indicates that stroke survivors 

participating in the current research had an adequate level of self-awareness when 

completing the self-report measures.  This finding supports Barsokova and Wilz’s (2006) 

study which also found no significant discrepancies between stroke survivors’ and their 

partners’ ratings.  Self-awareness is a point of some contention in the traumatic brain injury 

literature.  According to Crisp (1993), many researchers tend to regard the reports of 

relatives and rehabilitation professionals with more confidence than the self-report of 
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persons with traumatic brain injury.  He further stated that individuals with an acquired 

brain injury should be given more credit for self-awareness than has otherwise been 

suggested in the literature.   

An injury to the brain can and often does significantly reduce individuals’ levels of 

self-awareness.  However, in many cases, individuals after experiencing an injury to the 

brain such as a stroke, do retain adequate levels of insight and are still able to make 

decisions with regards to their personal lives.   Unfortunately, many after a stroke feel 

frustrated at not being heard, they feel that because they had a stroke their opinions are 

often dismissed.  More often than not they are not included or communicated with and are 

not consulted in decisions that are made on their behalf by health professionals and their 

relatives with regards to their rehabilitation and their future.  After stroke, many in the early 

stage of recovery do struggle with a range of issues such as their sense of identity, poor 

self-image, self-worth, readjustment to their role in society and their role in the family.  

These issues often have a detrimental impact upon the stroke survivors’ self-efficacy as 

they try to re-establish themselves in society and regain some control over their lives.  

Giving stroke survivors the opportunity to be included in their rehabilitation plan and the 

significant decisions that are often made without their being consulted would be a start for 

helping them regain confidence and beliefs in their ability to take control of their destiny.  

Once again, anecdotal responses of the participants themselves well illustrate the points 

made here. 

 

“Doctors don’t explain, physiotherapists don’t explain, speech therapists don’t explain; 

people don’t explain what they want you to do and why they want you to do it. What is the 

aim the exercise? What is the end that we are trying to achieve? They don’t really include 
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the patients in the rehab team…. You get a lot more success with cooperation than you do 

by saying ‘just sit there and do it and you know I’m telling you it’s good for you and 

believe me’.  I need things explained to me and I’m sure most people would feel the same 

way.”    

 

“I noticed when I was still in a wheelchair that it didn’t matter who was pushing you in the 

wheelchair, people would ask them about things about you but not you.  I mean you could 

have been pushed around by a gorilla, they’ll be asking the gorilla how many sugars you 

took in your coffee.  You know, you’re less of a person once you’re incapacitated.”   

  

“Some people look at me as if there is something wrong with me, they don’t know how to 

relate to me, almost as if you are a vegetable as if you’re not a real person anymore...my 

son feels sorry for me that I’m no longer the strong father that I was before so that upset me 

to think that I might be perceived as being something other than what I was, I’m not as 

much of a person as I was before the stroke.” 

 

7.4 Limitations of this research 

Several limitations of the present research need to be mentioned.  First, participants 

were recruited from the membership of two stroke associations for stroke survivors and the 

response rate was low (20%).  Although a similar response rate is often found in research 

with seriously ill or disabled participants (e.g., Chochinov et al., 1994; Hunter et al., 2006), 

the low response rate means that the present sample may well not be representative of the 

stroke population.  Furthermore, for reasons not yet well understood, not all stroke 

survivors join stroke associations, a factor that further reduces the likelihood that the 

present sample is representative.  In addition, most (some 72%) of the participants belonged 

to a stroke support group and most attended the weekly group meetings on a regular basis at 

the time they participated in this research. Therefore a large number of participants were 
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experiencing some support when meeting with their peers at the stroke group meetings and 

were thus not socially isolated, as so often happens for many individuals after stroke.  In 

brief, because of the factors mentioned here, it is not possible to know the extent to which 

the findings of the present research can be generalized to the population of stroke survivors 

as a whole. However, these limitations do not detract from the major and most important 

finding of the present research; namely, that self-efficacy can and does influence the well-

being of many stroke survivors. 

Another limitation is the low number of items on the self-efficacy in activities of 

daily living subscale.  Future research may well explore the inclusion of a greater number 

of items in an attempt to improve the predictive validity of the scale.  Finally, principal 

component analyses were used to explore the factor structure of the composite scale, the 

Daily Living Self-Efficacy Scale.  To confirm the factor structure of this newly developed 

measure, a Confirmatory Factor Analysis using a much larger sample of stroke survivors is 

needed in a future study.   

7.5 Implications of the current research 

The present research has clearly demonstrated that self-efficacy, especially in 

psychosocial functioning, can and does influence the well-being of stroke survivors.  An 

important implication of this is that encouraging and helping stroke survivors develop 

confidence in their ability to manage various aspects of their lives will facilitate and 

enhance their adjustment following stroke.  As reviewed in Chapter 2, current stroke 

rehabilitation focuses predominantly on the bio-medical course of disability; namely, on 

physical and cognitive recovery (Bendz, 2003; Jones, 2006; Kendall et al., 2007; Medin et 

al., 2006).  However, the psychosocial difficulties that many stroke survivors experience 
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are profound but are often ignored by health professionals (Kendall et al. 2007).  

Furthermore, the emphasis of stroke survivors’ rehabilitation is mainly focused on the acute 

stage of recovery and there is a lack of professional support when stroke survivors return 

home to their family. After leaving hospital stroke survivors frequently experience a fear of 

not being able to cope and a sense of abandonment, and find themselves on their own to 

pick up the pieces of what’s left of their lives, especially in the psychosocial domain. It is 

not surprising, given the psychosocial difficulties they face in their daily life, that many 

struggle to regain some confidence in their ability to adjust to their life after stroke.  The 

following anecdotal responses given by participants well illustrate these points. 

 

“You feel that you’re being abandoned. You are not being discharged but you are being 

abandoned because there is no person that has had a stroke that goes out of there feeling the 

way they did before they had the stroke.  They know they’re not fixed up, they know 

they’re not right, they know there is more work to be done.  They’re feeling abandoned 

once they get pushed out of the door, because they just feel they are not going to get 

anymore help. I had it referred to once as a ‘black hole’, and it seems to be universal.” 

 

“When I first came home, well you’re in hospital and all you could think about is that you 

want to get home, that’s the biggest thing and then you get home and you’re not the person 

you were when you left home.  So I mean you sort of fall in a heap or I fell in a heap.  

Because all that build up of wanting to get back home and be me again.  You come back 

and you’re not, because you’re physically handicapped so you can’t do all the small things 

that you thought you would come home and do, so it is very emotional.” 

 

“I was unsure how I was going to adjust to home after the stroke…..whether I was going to 

be able to cope, there was the financial fear, there was the emotional fear, how my wife was 

going to be treating me, whether the relationship that we had before the stroke which was a 

good relationship, was that going to change...” 
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“I have lost the respect of my children, of my wife, sometimes I worry about the sexuality 

part of it and how my wife sees me compared to what I think my wife would have seen me 

before my stroke.  It’s totally different, it’s now as if it’s a sympathy thing rather than love 

you for what you are because you were strong and you were a provider and doing things for 

them, now I am not a provider, I am not strong, I am not as assertive, I am not as funny...all 

those little things diminish me, myself, in my own eyes, as well as I think in my wife’s 

eyes...you feel that you are less in their eyes.”   

 

Although physical and cognitive rehabilitation is of extreme importance for helping 

stroke survivors regain some independence in their everyday life, the psychological and 

social aspects cannot remain ignored by health professionals.  The anecdotes provided 

above clearly highlight the need for interventions to help prepare stroke survivors’ return to 

their activities of daily life.  Rehabilitation programs based on Bandura’s self-efficacy 

concept have been successfully implemented in self-management programs for chronic 

conditions such as arthritis, diabetes, heart and lung disease (Lorig, Sobel, Ritter, Laurent, 

& Hobbs, 2001; Wright, Barlow, Turner, & Bancroft, 2003).  For example, Lorig et al. 

(2001) conducted a study to evaluate outcomes of a chronic disease self-management 

program in a ‘real world’ setting.  Six hundred and thirteen participants with various 

chronic conditions; namely, lung disease, heart disease, arthritis, and diabetes, attended the 

chronic disease self-management program for seven weeks.  This program was based on 

self-efficacy theory and emphasized problem solving, decision making and confidence 

building.  The program addressed a range of issues that many people with a chronic health 

condition have difficulties managing in their everyday life, such as depression, cognitive 

symptom management, anger/fear/frustration, fatigue management, communication, 

making treatment decisions, and working with healthcare professionals.   
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Lorig et al. found that at one year follow up, participants who attended this program 

showed significant improvements in health behaviours (exercise, cognitive symptom 

management, and communication with physicians), self-efficacy, and health status (fatigue, 

shortness of breath, pain, role function, depression, and health distress), and reported fewer 

visits to the emergency department. 

Similar interventions could be developed to directly increase self-efficacy in 

psychosocial functioning in stroke survivors.  Based on the findings of the present research, 

such self-efficacy programs should lead to enhanced well-being and should thus help in the 

long-term adjustment of stroke survivors and their families. 

Interestingly, the broad literature on well-being also suggests other strategies that 

contribute to higher levels of well-being and may enhance self-efficacy indirectly.  For 

instance, research and theory on the focusing illusion (e.g., Kahneman et al., 2006) 

highlights the fact that aspects of life that are the focus of attention are given undue weight 

when making judgments about many things, including well-being.  An important 

implication of this is that allocating attention to what you can do and to such pleasurable 

activities as listening to enjoyable music, watching the parrots in your garden, and talking 

to family and friends should increase feelings of well-being and thus the perception of self 

as someone who can influence how she or he feels.   

Individuals who have recently experienced a significant life change such as 

experiencing a stroke, their attention is likely to be initially focused on their new 

circumstances, however, with time the allocation of attention eventually changes, so they 

spend most of their time attending to and drawing pleasure or displeasure from other 

experiences in their daily life such as the pleasure of enjoying a nice lunch (Kahneman et 
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al., 2006).  Because of the exaggeration effect associated with a focusing illusion, it could 

be used in helping stroke survivors increase their level of well-being by helping them 

identify and focus their attention on aspects of their life that they still find pleasurable and 

away from the losses they have experienced as a result of stroke. 

Another example comes from research on savouring which has been found to be 

strongly associated with positive feelings (Bryants, 1989; Meehan, Durlak, & Bryant, 1993; 

Tugade & Fredrickson, 2007).  Theorists describe savouring as a form of emotion 

regulation used to prolong and increase positive emotional experiences and outline the 

following strategies to enhance savouring: displaying positive emotions nonverbally, 

staying present in the moment, thinking about the event before and afterward, and telling 

others about the event (Quoibach, Berry, Hansenne, & Mikolajczak, 2010; Tugade & 

Fredrickson, 2007).  Individuals after experiencing an aversive event such as stroke and the 

often significant losses associated with such an illness may rediscover the simple pleasures 

of life (e.g., enjoying lunch with a friend or family member, reading a novel, and/or 

listening to music) that they once took for granted or did not have the time to do or enjoy 

prior to stroke.  The positive emotional experiences associated with the ability to savour the 

simple pleasures of life can perhaps provide the needed psychological boost to help them 

continue to move forward in their lives and enjoy greater levels of well-being.  The 

following anecdotal responses from the participants themselves illustrate the points made 

here. 

 

“You notice things around you and you appreciate things, and I’m very appreciative of the 

love of my family.” 
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“Life is more urgent, it’s more now and it’s more immediate.  I also listen to more music, 

watch more ballets, things that are important to me I do them now.  You tend not to put 

things off.  I like jazz and I like classical music and that’s what I spend my money on”  

 

7.6 Concluding Comments  

The research presented here attests to the capacity of human beings to exert at least 

some degree of control over their self-perceptions and behaviour despite the often 

devastating consequences of a stroke.  It is thus clear that stroke survivors can continue to 

have considerable influence over their well-being and quality of life.  This thesis thus ends 

on a positive note, with optimism that interventions may soon be designed to facilitate and 

enhance perceptions of self-efficacy, especially during the early stages of recovery from a 

stroke. 
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Appendix A 

 

The initial17 Items of the Daily-Living Self-Efficacy Scale 

  

(Please note the five italic items were removed after the initial 17 items were reviewed by a 

panel of brain injury/stroke researchers, a stroke survivor and a member of the community) 

 

1. Look after my finances (e.g., paying bills, banking, etc.)    

 

2. Attend a social gathering with friends      

 

3. Contact a friend when I feel lonely       

 

4. Either do or arrange to have the shopping done        

5. Take part in new hobbies and new activities  

     

6. Do something that helps me feel better when I feel down  

   

7. Arrange any necessary repairs around the house  

      

       8.  Invite a friend to go out with me (e.g., go to a movie, go for 

            coffee, etc.)          

 

       9.  Not allow feelings of discouragement to stop me from doing  

            the things I want to do          

 

      10.  Either do or arrange to have the house cleaned       

      

      11.  Attend an event or go places on my own (e.g., movies, 

             libraries, exhibitions, etc.)                                   

 

      12.  Overcome negative thoughts that I may have about myself 

             when I feel down  

      

      13.  Be assertive when I need to be  

                                                     

14. Take care of myself 

 

15. Get support from other people than my family and friends 

 

16. Get on with life without having to rely on others 

 

      17.  Overcoming difficulties in my life  
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Appendix B 

 

Demographic information (Study 1) 

 

Date of Birth: 

 

Age: 

 

Gender: 

 

Have you had a stroke?  Yes / No 

 

Date of stroke: 

 

When it was first diagnosed: 

 

Other illness or disability (if any): 

 

Do you live: Alone   With Partner   Others (please specify) 
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Appendix C 

 

Daily-Living Self-Efficacy Scale 

 

(Final Version) 

 

Please rate how confident you are that you can do each of the things described below as of 

now.  Rate your degree of confidence by recording a number from 0 to 100 using the scale 

given below: 

 

0 10 20 30 40 50 60 70 80 90 100 

           Cannot                        Moderately                                 Highly certain 

           do at all                                                can do                                            can do 

              

                 

       I am confident that I can:                (0-100) 

 

1. Look after my finances (e.g., paying bills, banking, etc.)   ______ 

 

2. Attend a social gathering with friends     ______ 

 

3. Contact a friend when I feel lonely      ______ 

 

4. Either do or arrange to have the shopping done       ______ 

      5.  Take part in new hobbies and new activities     ______ 

 

      6.  Do something that helps me feel better when I feel down   ______ 

 

      7.  Arrange any necessary repairs around the house    ______  

  

      8.  Invite a friend to go out with me (e.g., go to a movie, go for 

           coffee, etc.)         ______ 

 

      9.  Not allow feelings of discouragement to stop me from doing  

           the things I want to do         ______ 

 

     10.  Either do or arrange to have the house cleaned    ______   

      

     11.  Attend an event or go places on my own (e.g., movies, 

            libraries, exhibitions, etc.)                                  ______ 

 

     12.  Overcome negative thoughts that I may have about myself 

            when I feel down                                                    ______ 
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Appendix D 

 

Participant Consent Form (Study 1) 

 

Project Title: An investigation of the relationship between self-efficacy and well-being in 

stroke survivors 

 

If you agree to participate, please read the information outlined and sign below to indicate 

that you consent to participate in this particular stage of the project.  

 

 There are no anticipated risks associated with this research.   

 The information collected will remain confidential and will not be disclosed to third 

parties without your consent.   

 You will be assigned a participant number.  This number (but not your name) will be 

stored with the questionnaire you completed.  However the information that you 

provide will be stored in a re-identify form (i.e., although stored separately, your name 

can be matched to the information that you provided) until all information gathered for 

the project have been analysed.  After these analyses, the information that you provided 

will be kept in a de-identified form.   

 Your participation in this project is completely voluntary and refusal to participate 

involves no penalty or repercussions for you.  You are free to withdraw your 

participation at any time without penalty.  

 If you have any concerns about the ethical conduct of the project, you can contact the 

Manager, Research Ethics, at Griffith University Human Research Ethics Committee on 

3735 5585. 

 There is a possibility that I may invite you to participate in the second stage of this 

project and this will involve completing several questionnaires.  If you are willing to 

further participate and be contacted at a later date, can you please circle ‘YES’ below.  

 

I consent for my name to be kept on a data list in order to be contacted if needed for 

further participation in this project.    YES        NO        MAY BE 

 

By signing, I confirm that I have read and understood the information outlined above and I 

agree to participate in the first stage of this project. 

 

___________________________________ 

Name 

 

__________________________________________________________________ 

Address 

_______________________ 

Phone No. 

 

________________________      

Signature         Date___/___/___ 
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Appendix E 

 

Cover Letter (Study 1) 

 

Dear Sir / Madam 

 

I am a PhD student from Griffith University, QLD and I am currently conducting a research 

project investigating the psychological aspects of stroke. Although there has been 

considerable research into the physical aspects of stroke, very little attention has been paid 

to date to the influence of people’s beliefs in their capacity to carry out everyday activities.  

This capacity is known as self-efficacy in daily living. 

 

The project aims to examine the relative contribution of individuals’ self-efficacy and their 

physical impairment in determining quality of life and emotional adjustment following 

stroke.  In order to do this investigation two groups of participants are needed, namely one 

group who have experienced a stroke and another group who have not.  Each participant is 

invited to complete the questionnaire based on their personal experience and rate their own 

level of confidence in performing each of the activities and behaviours outlined in the 

questionnaire.   

 

Your contribution to this project will help further the research into this area.  All that is 

required is that you complete the attached questionnaire and consent form and mail it 

using the replied paid envelope provided to you. I have included a second questionnaire, if 

convenient it would be greatly appreciated if you could ask another person such as a friend 

or partner to complete it as part of the group who have not experienced a stroke.   

Thanking you for your consideration 

Yours sincerely, 

 

 

 

__________________              __________________ 

Annick Maujean      Dr. Leanne Casey 

Phone No. (07) 3735 5920              (Primary Supervisor) 
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Appendix F 

 

Demographic information (Study 3) 

 

 

ID NO.__________      DATE:__________ 

 

 

Gender           M  F  

 

Date of Birth_______________     Age________ Years 

 

Marital Status_____________________________ 

 

Children:  Sex__________Age_________ 

      Sex__________Age_________ 

        Sex__________Age_________ 

 

Do you leave on your own?  YES NO 

 

If NO, who do you leave with?  

 

Years of Education__________________ 

 

Were you working before you had your stroke?   YES NO 

 

Full-time          Part-time          Casual Work          Volunteer          Unemployed  

 

Are you working at the moment?    YES NO 

 

Full-time          Part-time          Casual Work          Volunteer          Unemployed 

Retired  

 

Do you belong to a stroke group? ____________________ 

 

Do you attend the group meetings? ____________________ 

 

 

Side of stroke lesion  Right          Left          Both 

 

Period of Hospitalisation (staying overnight) ____________________ 

 

Have you had more than one stroke and if yes, how many? ________ 

 

Date of first stroke____________ 
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Date of last stroke____________ 

 

Do you currently see a mental health professional? __________ 

 

On average how many times have you been to see your doctor (GP) in the last three 

months? ___________ 

 

 

Have you experienced any major health problems prior to the stroke?  YES NO 

 

_______________________________________________________ 

 

 

Have you experienced emotional or psychological problem prior to the stroke? e.g., 

depression, anxiety, alcohol or drug-related problems   YES        NO 

 

If yes, what problem was it?_____________________________________________ 

 

 

What kind of treatment or support did you receive? __________________________ 

____________________________________________________________________ 

 

Family Psychiatric History_______________________________________________ 

_____________________________________________________________________ 

Are you on any anti-depressant and/or anti-anxiety medication? ________________ 

 

_____________________________________________________________________ 
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Appendix G 

 

Participants’ Questionnaires 

 

Telephone Interview for Cognitive Status – Modified 

Orientation 

1.  What day of the week is it?   _________________  

 

     What is today’s date?  _________________ 

 

     What is the month?  _________________ 

 

     What is the year?  ________________ 

 

     What season are we in?  _______________ 

 

2.  What is your age? _______________ 

  

3. What is your telephone number? (Code + number) __________________ 

 

Registration / Free Recall 

  

4. I’m going to read you a list of 10 words.  Please listen carefully and try to remember 

them.  When I’m done, tell me as many as you can in any order.  Ready? 

 

 

Cabin, Pipe, Elephant, Chest, Silk, Theatre, Watch, Whip, Pillow, Giant 

 

 

Now, tell me all the words you can remember 

Attention / Calculation 

5.  Please take 7 away from 100    (93)  

 

     Now continue to take 7 away from what you have left over until I ask you to stop –    

             (86, 79, 72, 65) 

 

6.  Please count backwards from 20 to 1   (No mistakes allowed) 

Comprehension, Semantic and Recent Memory 

7.  What do people usually use to cut paper?   (Scissors) 

 

8.  What is the prickly green plant found in the desert? (Cactus) 
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9.  Who is the reigning Monarch now?   (E, QE, QE2) 

 

10. Who is the Prime Minister now?     (Correct Surname) 

 

11. What is the opposite of east?    (West) 

Language / Repetition 

12. Please say this ‘Methodist Episcopal’   (need to be repeated correctly) 

 

Delayed Recall 

13. Please repeat the list of 10 words I read earlier 

 

Cabin, Pipe, Elephant, Chest, Silk, Theatre, Watch, Whip, Pillow, Giant 

 

      

 

      Total Score (maximum 39) ___________ 
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Generalized Self-Efficacy Scale 

 

Please rate how confident you are that you can do each of the things described below by 

circling the appropriate number.   

 

               Not at all              Barely True            Moderately True           Exactly 

True 

                    1                       2                         3          4 

 

1.  I can always manage to solve difficult problems if I try hard enough.        1    2    3    4 

 

2.  If someone opposes me, I can find means and ways to get what I want.        1    2    3    4 

 

3.  It is easy for me to stick to my aims and accomplish my goals.         1    2    3    4 

 

4.  I am confident that I could deal efficiently with unexpected events.         1    2    3    4 

 

5.  Thanks to my resourcefulness, I know how to handle unforeseen situations. 1    2    3    4 

 

6.  I can solve most problems if I invest the necessary effort.            1    2    3    4 

 

7.  I can remain calm when facing difficulties because I can rely on my  

     coping abilities.                1    2    3    4

  

 

8.  When I am confronted with a problem, I can usually find several solutions.  1    2    3    4 

 

9. If I am in a bind, I can usually think of something to do.           1    2    3    4 

 

10. No matter what comes my way, I’m usually able to handle it.         1    2    3    4 
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Barthel Index 

Please circle the appropriate answers in the scoring column 

 

 ACTIVITY      SCORING 

 

1.  BOWEL control   10 = continent 

                  5 = occasional accident 

       0 = incontinent 

_________________________________________________________________________ 

2.  BLADDER control  10 = continent 

       5 = occasional accident 

       0 = incontinent/catheterized and unable to 

                                                                     manage 

_________________________________________________________________________ 

3.  PERSONAL toilet (wash face,    5 = independent 

     comb hair, shave, clean teeth)   0 = needs help 

________________________________________________________________________ 

4.  FEEDING    10 = independent 

       5 = needs some help (cutting up food, 

                                                                    spreading butter etc.) 

       0 = dependent 

_________________________________________________________________________ 

5.  TOILET (getting on/off, handling      10 = independent 

     clothes, wipe, flush)         5 = needs some help 

                       0 = dependent 

_________________________________________________________________________ 

6.  WALKING on level surface 15 = independent (may use aid) 

     10 = walks with help of person (verbal/physical)                                                                                

                  5 = independent (in wheelchair) 

                  0 = unable 

_________________________________________________________________________ 

7.  TRANSFER   15 = independent 

     (chair to bed and vice versa) 10 = minimal help (verbal or physical) 

       5 = can sit, major help 

       0 = unable 

_________________________________________________________________________ 

8. DRESSING (all fasteners, etc.) 10 = independent (including zips, buttons etc) 

        5 = needs help but does at least half 

                   0 = dependent 

_________________________________________________________________________ 

9.  STAIRS    10 = independent 

       5 = needs help (verbal/physical) 

       0 = unable 

_________________________________________________________________________ 

10. BATHING     5 = independent 

       0 = dependent 
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Patient Competency Rating Scale (participant ratings) 

Instructions  

 

The following is a questionnaire that asks you to judge your ability to do a variety of very 

practical skills.  Some of the questions may not apply directly to things you often do, but 

you are asked to complete each question as if it were something you “had to do”.  On each 

question, you should judge how easy or difficult a particular activity is for you and mark 

the appropriate space. 

 

Competency Rating 

 

        1        2             3     4        5 

        Can’t do          Very difficult         Can do with           Fairly easy        Can do with  

                                       to do              some difficulty            to do                    ease 

 

_____    1.  How much of a problem do I have in preparing my own meals? 

 

_____    2.  How much of a problem do I have in dressing myself? 

 

_____    3.  How much of a problem do I have in taking care of my personal hygiene? 

 

_____     4.  How much of a problem do I have in washing the dishes? 

 

_____     5.  How much of a problem do I have in doing the laundry? 

 

_____     6.  How much of a problem do I have in taking care of my finances? 

 

_____     7.  How much of a problem do I have in keeping appointments on time? 

 

_____     8.  How much of a problem do I have in starting conversation in a group? 

 

_____     9.  How much of a problem do I have in staying involved in work activities  

                    even when bored or tired? 

 

_____    10. How much of a problem do I have in remembering what I had for dinner  

                     last night? 

 

_____    11. How much of a problem do I have in remembering names of people I see  

                    often? 

 

_____    12. How much of a problem do I have in remembering my daily schedule? 

 

_____    13. How much of a problem do I have in remembering important things I 

                    must do? 

 

_____    14. How much of a problem would I have driving a car if I had to? 
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_____    15. How much of problem do I have in getting help when I’m confused? 

 

_____    16. How much of a problem do I have in adjusting to unexpected changes? 

 

_____    17. How much of a problem do I have in handling arguments with people I  

                    know well? 

 

_____    18. How much of a problem do I have in accepting criticism from other  

                    people? 

 

_____    19. How much of a problem do I have in controlling crying? 

 

_____    20. How much of a problem do I have in acting appropriately when I’m  

                    around friends? 

 

_____    21. How much of a problem do I have in showing affection to people? 

 

_____    22. How much of a problem do I have in participating in group activities? 

 

_____    23. How much of a problem do I have in recognizing when something I say 

                    or do has upset someone else? 

 

_____    24. How much of a problem do I have in scheduling daily activities? 

 

_____    25. How much of a problem do I have in understanding new instructions? 

 

_____    26. How much of a problem do I have in consistently meeting my daily  

                    responsibilities? 

 

_____    27. How much of a problem do I have in controlling my temper when  

                    something upsets me? 

 

_____    28. How much of a problem do I have in keeping from being depressed? 

 

_____    29. How much of a problem do I have in keeping my emotions from  

                    affecting my ability to go about the day’s activities? 

 

_____    30. How much of a problem do I have in controlling my laughter? 
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Marlowe-Crowne Scale 

 

Listed below are a number of statements concerning personal attitudes and traits.  Read 

each item and decide whether the statement is true or false as it pertains to you personally. 

 

1.  Before voting I thoroughly investigate the qualifications of all  

     the candidates.        True    False 

 

2.  I never hesitate to go out of my way to help someone in trouble.  True    False 

 

3.  It is sometimes hard for me to go on with my work if I am  

     not encouraged        True    False 

 

4.  I have never intensely disliked someone.     True    False 

 

5.  On occasion I have had doubts about my ability to succeed in life True    False 

 

6.  I sometimes feel resentful when I don’t get my way.   True    False 

 

7.  I am always careful about my manner of dress.    True    False 

 

8.  My table manners at home are as good as when I eat out  

     in a restaurant.        True    False 

 

9.  If I could get into a movie without paying and be sure I  

     was not seen I probably do it.      True    False 

 

10. On a few occasions, I have given up doing something  

      because I thought too little of my ability.     True    False 

 

11. I like to gossip at times.       True    False 

 

12. There have been times when I felt like rebelling against people in  

      Authority even though I knew they were right.    True    False 

 

13. No matter who I’m talking to, I’m always a good listener.  True    False 

 

14.  I can remember ‘playing sick’ to get out of something.   True    False 

 

15. There have been occasions when I took advantage of someone.  True    False 

 

16. I’m always willing to admit it when I make a mistake.   True    False 

 

17. I always try to practice what I preach.     True    False 
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18. I don’t find it particularly difficult to get along with loud-mouthed, 

      obnoxious people.        True    False 

 

19. I sometimes try to get even rather than forgive and forget.  True    False 

 

20. When I don’t know something I don’t at all mind admitting it.  True    False 

 

21. I am always courteous, even to people who are disagreeable.  True    False 

 

22. At times I have really insisted on having things my own way.  True    False 

 

23. There have been occasions when I felt like smashing things.  True    False 

 

24. I would never think of letting someone else be punished for my  

      wrong-doing.        True    False 

 

25. I never resent being asked to return a favour.    True    False 

 

26. I have never been irked when people expressed ideas very different 

      from my own.        True    False 

 

27. I never make a long trip without checking the safety of my car.   True    False 

 

28. There have been times when I was quite jealous of the good fortune  

      of others.         True    False 

 

29. I have almost never felt the urge to tell someone off.   True    False 

 

30. I am sometimes irritated by people who ask favours of me.  True    False 

 

31. I have never felt that I was punished without a cause.   True    False 

 

32. I sometimes think when people have a misfortune they only get what 

      they deserve.        True    False 

 

33. I have never deliberately said something that hurt someone’s feelings True    False 
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Appendix H 

 

Carers’/Partners’ Questionnaire 

 

Patient Competency Rating Scale (Carers form) 

 

Informant’s relationship to participant (circle one): 

 

1. Mother    8.   Niece or nephew 

2. Father    9.   Cousin 

3. Spouse    10.  Friend 

4. Child    11.  In-law 

5. Sibling    12.  Ward attendant 

6. Grandparent   13.  Other_________________ 

7. Aunt or uncle 

 

 

 

Sex of informant: 

 

 Male____ 

 Female___ 

 

 

How well is informant acquainted with participant’s behaviour? 

 

1. Hardly at all   4.   Pretty well 

2. Not so well   5.   Very well 

3. Fairly well 

 

 

 

Instructions  

 

The following is a questionnaire that asks you to judge this person’s ability to do a variety 

of very practical skills.  Some of the questions may not apply directly to things they often 

do, but you are asked to complete each question as if it were something they “had to do.”  

On each question, you should judge how easy or difficult a particular activity is for them 

and mark the appropriate space. 

 

 

 

 

 

 

 



 

 219 

Competency Rating 

 

      1              2            3    4       5 

Can’t do               Very difficult          Can do with          Fairly easy         Can do with 

             to do                  some difficulty         to do                   ease 

 

_____    1.  How much of a problem does he/she have in preparing his/her own  

                    meals? 

 

_____    2.  How much of a problem does he/she have in dressing him/herself? 

 

_____    3.  How much of a problem does he/she have in taking care of his/her         

                    personal hygiene? 

 

_____     4.  How much of a problem does he/she have in washing the dishes? 

 

_____     5.  How much of a problem does he/she have in doing the laundry? 

 

_____     6.  How much of a problem does he/she have in taking care of his/her  

                    finances? 

 

_____     7.  How much of a problem does he/she have in keeping appointments on  

                    time? 

 

_____     8.  How much of a problem does he/she have in starting conversation in a  

                    group? 

 

_____     9.  How much of a problem does he/she have in staying involved in work  

                    activities even when bored or tired? 

 

_____    10. How much of a problem does he/she have in remembering what he/she  

                     had for dinner last night? 

 

_____    11. How much of a problem does he/she have in remembering names of  

                    people he/she sees often? 

 

_____    12. How much of a problem does he/she have in remembering his/her daily  

                    schedule? 

 

_____    13. How much of a problem does he/she have in remembering important  

                    things he/she must do? 

 

_____    14. How much of a problem would he/she have driving a car if he/she had to? 

 

_____    15. How much of problem does he/she have in getting help when he/she is  

                    confused? 
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_____    16. How much of a problem does he/she have in adjusting to unexpected  

                    changes? 

 

_____    17. How much of a problem does he/she have in handling arguments with  

                    people he/she knows well? 

 

_____    18. How much of a problem does he/she have in accepting criticism from  

                    other people? 

 

_____    19. How much of a problem does he/she have in controlling crying? 

 

 

_____    20. How much of a problem does he/she have in acting appropriately when  

                    he/she is around friends? 

 

_____    21. How much of a problem does he/she have in showing affection to  

                     people? 

 

_____    22. How much of a problem does he/she have in participating in group  

                    activities? 

 

_____    23. How much of a problem does he/she have in recognizing when  

                    something he/she says or do has upset someone else? 

 

_____    24. How much of a problem does he/she have in scheduling daily activities? 

 

_____    25. How much of a problem does he/she have in understanding new  

                    instructions? 

 

_____    26. How much of a problem does he/she have in consistently meeting his/her  

                    daily responsibilities? 

 

_____    27. How much of a problem does he/she have in controlling his/her temper  

                    when something upsets him/her? 

 

_____    28. How much of a problem does he/she have in keeping from being  

                    depressed? 

 

_____    29. How much of a problem does he/she have in keeping his/her emotions  

                    from affecting his/her ability to go about the day’s activities? 

 

_____    30. How much of a problem does he/she have in controlling his/her laughter? 
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Appendix I 

 

(Cover Letter for Partners’/Carers’) 

Dear  

 

Thank you for agreeing to participate in my research project.  I really would appreciate if 

you can complete this questionnaire without consulting with (insert stroke survivor’s 

name) and return the questionnaires using the reply paid envelope provided to you.  Thank 

you again for your participation. 

 

Kind regards, 

 

Annick Maujean 
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Appendix J 

 

PARTICIPANT INFORMATION SHEET 

 

Project Title: An investigation of the relationship between self-efficacy and well-being in 

stroke survivors 

 

Investigators:  

Annick Maujean    Dr Leanne Casey            

School of Psychology    School of Psychology            

Griffith University    Griffith University                 

Mt Gravatt   QLD   4111   Mt Gravatt   QLD   4111       

Phone No. (07) 3735 3383     

 

Dr Penny Davis     Dr Natalie Loxton 

School of Psychology    School of Psychology 

Griffith University    University of Queensland 

Mt Gravatt   QLD   4111   St Lucia   QLD   4072 

 

Self-efficacy refers to an individual’s belief in his/her capacity to exert control over the 

events that affect his/her life.  It has been shown to influence coping responses to various 

stressful events such as adjustment to chronic medical conditions.  Self-efficacy directly 

contributes to the decisions, actions, and experiences of people as they reflect upon their 

capacities when deciding whether to undertake challenging activities or to persist in 

pursuing difficult tasks.  The more confident a person is in his/her capacity, the more 

resilient he/she is when confronting setbacks and adversities.  

 

This research aims to determine whether individuals’ self-efficacy or their physical 

impairment is a better predictor of quality of life and emotional adjustment following 

stroke.  Self-efficacy can be enhanced to promote improved well-being in the context of 

medical illness.  To date, however, research is yet to examine the role of self-efficacy in 

influencing quality of life and emotional adjustment following stroke. 

 

The assessments will involve completing one measure without consulting with the 

participant and return the measures using the reply paid envelope provided to you. 

The information collected during this research will remain confidential.  You will be 

assigned a participant number.  This number (but not your name) will be stored with your 

responses to the tasks.  Only the researchers will have access to the names and details of 

any participants and this information will be stored separately to prevent any association 

being made. 

 

Participation in this project is completely voluntary and refusal to participate involves no 

penalty or repercussions for you.  You are free to withdraw your participation at any time 

without penalty. 
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A summary of the overall outcomes of the research will be made available on completion 

of the project.  Participants may obtain this from the investigators. 

 

Further questions regarding this research should be directed to the researchers or to the 

Manager, Research Ethics, Office for Research, Bray Centre, Nathan Campus (phone no. 

(07) 3735 5585 or research-ethics@griffith.edu.au ). 

 

The conduct of this research involves the collection, access, and/or use of your identified 

personal information.  The information collected is confidential and will not be disclosed to 

third parties without your consent.  A de-identified copy of this data may be used for other 

research purposes.  However, your anonymity will at all times be safeguarded.  For further 

information consult the University’s Privacy Plan at www.gu.edu.au/ua/aa/vc/pp or 

telephone ((07) 3735 5585).  Griffith University conducts research in accordance with the 

National Statement on Ethical Conduct in Research Involving Humans.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:research-ethics@griffith.edu.au
http://www.gu.edu.au/ua/aa/vc/pp
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Appendix K 

 

Pre-interview questions 

 

The questions listed below are some of the questions I’ll be asking you during the 

interview. You don’t need to answer them now. 

 

 Tell me about the time when you left hospital after your stroke. 

 

 Do you remember how you felt? 

 

 Can you remember anything that was particular negative or upsetting when you left 

hospital? 

 

 What if any, was the most positive aspect of leaving hospital and coming home? 

 

 Can you think of anything that other people around you did that was not helpful, e.g., 

could be nurses at the hospital or a family member, friends. 

 

 How is your life now for you as compared to how it was before the stroke? 

 

 Do you feel that there has been anything that you have lost as a result of your stroke?  

E.g., work, friends, sense of self. 

 

 Are there any particular strategies that you use to get around things that you have lost? 

 

 How does having a stroke affect those things that are important to you?  Or in doing 

things you want to do? 

 

 Although, I understand that having a stroke is a very traumatic experience sometimes 

when people experience a life changing experience there can be some positive aspect 

that can flow from it.  Was there anything like that for you? 

 

 What have you learnt about yourself after experiencing such a significant event – 

having a stroke? 

 If someone was going through a similar experience to yours what advice would you 

want for him/her? 

 

 Is there anything else that stands out as making the difference in your adjustment? 
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Appendix L 

 

Example of an Interview  conducted with a Stroke Survivor 

 

ID NO. 701 – date of injury – 07/01/1998 

 

Can you tell me about the time when you left hospital after your stroke, what was that 

time like? 

I was told two weeks before I left that I could leave hospital anytime I wanted to, but I did 

not tell my husband because I did not want to.  I knew that I was not physically right but I 

knew that once I was out of hospital I would get less intensive physiotherapy so I wanted to 

stay there as long as I could, that was my reasoning. Now there’s also something that comes 

into it is you tend to become institutionalised by being protected in an environment such as 

an hospital.  Everything is on schedule, everything is done for you, you don’t have to think 

at all you just follow the routine and may be that had an effect on me I don’t know.  But I 

do know that my rationale to myself was that the minute I get out of here nobody is going 

to help me anymore so I did not tell my husband that I could go home.  I was reluctant. 

You were reluctant … 

You feel, you feel that you’re being abandoned. You are not being discharged but you are 

being abandoned because there is no person that has had a stroke that goes out of there 

feeling the way they did before they had the stroke.  They know they’re not fixed up, they 

know they’re not right, they know there is more work to be done.  They’re feeling 

abandoned once they get pushed out of the door, because they just feel they are not going to 

get anymore help, and I had it referred to once as a ‘black hole’, and it seems to be 

universal. 

I went to a conference in Sydney and I believed it was the first conference held by the 

Federal Health department that included stroke survivors, and they were a lot of them, there 

were about 30 of us from all states and there were not one person that had a stroke that did 

not say the same thing.  They felt abandoned or in a black hole the minute they left hospital 

because they felt no further help wasn’t going to be coming. 

Can you remember any particularly upsetting aspect of that experience for you? You 

mentioned the feeling of being abandoned…. 

You feel that you will never gonna get back to where you’ve started, you never gonna get, 

you never gonna get your life back.  The thing that you think about most in hospital is you 

know ‘I lost my life’. You know it’s never going to be the same because you can’t do what 

you did before.  The first few weeks after the stroke you spend worrying about having 

another stroke, and it terrifies you. 

So how did you cope at that time mainly when you left hospital and went back home? 

My husband was alive then, he is the sort of men that could not handle women who cry… 

ever and I used to burst into tears at the drop of the hat.  I used to go up the back yard and 

have a cry in the backyard so he could not see me. He used to start crying to, he could not 

handle it.  He used to ask me why I was crying, why… the truth was I did not know why I 
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was crying.  Evidently it happens to everyone that has a stroke. You just cry because you 

feel like crying.  It must be some form of depression and I’ve steadfastly refused to ever 

take medication that will alter my mood. I’ve just never, never wanted it.  My whole life 

I’ve never wanted it. So I did not take it then, I didn’t feel I needed it anyway I did manage 

to cope alright except that I used to break down and have a cry once every 5 or 6 days then 

the period lengthened and now today I never cry. 

 

So crying was your way of coping…. 

It was my body’s way of coping I supposed, I’m not a cryer.  I couldn’t tell you the last 

time I cry prior to my stroke. But I can tell you an instance of your emotions come in.  I 

have a tape and it’s about a classical conductor who is a very famous German conductor 

very autocratic but very good and in this tape which I taped off the ABC, in this tape it 

shows him rehearsing an opera singer called Jessie Norman who is a wonderful, wonderful 

soprano and she was rehearsing an aria from a Wagner Opera about the heroine’s lover who 

has died and she is looking forward to death so she can be back with him.  It’s the most 

emotive thing and when I played it I sat there and cried like a baby and it was not the first 

time I played it to myself but it was the first weekend home from the hospital now you get 

weekends home and then you go back to hospital.  The first weekend home I was home by 

myself and my husband had gone to golf and I played this tape and I sat there and cried like 

a baby. I was not crying because it was sad I was crying because it was beautiful. I always 

had that feeling in me.  I can remember seeing a ballet 30 years ago when a scene came on 

it was a wedding and it was absolutely beautiful and I had tears in my eyes just because it 

was so beautiful before the music even started. It was just when the curtain went up it was 

the impact, it was so beautiful, so I got this in me, beauty actually makes me cry.  But this 

was a lot more enhanced seen the stroke. 

 

 So you did not have any psychological or counselling support since your stroke? 

 No, no. 

 

But would you have liked to have this type of support when you left hospital? 

Well, it was only after, after I left the hospital and joined the support group, they had to talk 

me into joining the support group because I never thought I needed emotional support and I 

am not by nature a joiner. But I must say it was the most positive thing you could do if you 

had a stroke, everybody needs it.  When I joined the group, in discussion with the group all 

of a sudden I realised everybody is in the same boat and everybody was saying that they 

had these, these ‘roller-coaster’ feelings.  You know happy and glad and sad and they did 

not have a lot of control then all of a sudden you realised this is you as well, and there is an 

understanding there.  But I never actually thought I needed any sort of psychological help 

and the doctor in the hospital recommended that I take Prozac type medication but not for 

depression but to try and make the left side of my body relax and I would not take them. I 

wouldn’t take them because they are mind-altering I just would not take them. But he did 

not explain, doctors don’t explain, physiotherapists don’t explain, speech therapists; people 

don’t explain what they want you to do and why they want you to do it. What the aim of 

the, whatever the exercise is, what is the end that we are trying to achieve, and I think if 
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they, they don’t really include the patients in the rehab team.  All professionals do it to a 

certain degree - schoolteachers do it with kids.  They don’t make you part of the learning 

process and it’s bad teaching and it’s bad people handling skills.  You get a lot more 

success with cooperation than you do by saying just sit there and do it and you know I’m 

telling you it’s good for you and believe me.  I need things explained to me and I’m sure 

most people would feel the same way.  So I didn’t work as hard as I should have at the time 

but that’s all water under the bridge now. 

 

So except for the support group that you joined, is there any other support that you 

had felt you needed since your stroke? 

Well I would have appreciated it, yes, but it’s mainly physical with me.  I am lucky that I 

am reasonably strong mentally so I was not one of the ones that really needed help 

psychologically but physically I am still going to Queensland University every Wednesday 

to have students practice on me and I am quite happy to do that because they are trying to 

get my arm going, get my walking going. 

How are things now for you as compared to how they were before the stroke? 

Terrible, your life, your life is never the same again. Depending on how much you did, get 

back working, I would assume that psychologically you would be much better off.  Once 

you can get back into the workforce even if you are not doing what you did before. I 

haven’t been able to get to that stage because of my one sidedness. Nobody would want a 

‘one finger’ typist, I can’t even hold the phone in my ear and take a message. My life has 

totally changed. 

Have you, as a person, changed as a result of the stroke? 

I don’t think I have changed very much, like inside me. I am perhaps a little bit more 

patient.  But I have always been reasonably a patient person.  Inside me I don’t think I have 

changed. My outlook on life hasn’t really, I’ve always been an optimist rather than a 

pessimist and I don’t think I have changed.  I think after I got over the initial shock I have 

managed the emotional aspect of my stroke reasonably well.  We have a saying in the 

stroke group – ‘don’t concentrate on what you’ve lost, concentrate on what you can still do’ 

and it’s a good way to live by. Concentrate on what you can achieve rather than worry 

about what you’ve lost.  If it’s lost, it’s lost, it’s not there.  It’s like giving somebody a 

piece of furniture, you know, you don’t go to their house every time and see where they’ve 

put it or what they’ve done to it, what colour they painted it this year; it’s no longer yours 

once you’ve given it to them, it’s gone.  So the stroke robs you of something and you can’t 

get it back, you still can try reasonably hard to get it back but if you still can’t get it back 

then you don’t worry about it, you try to forget about it and just concentrate on what you 

can do.  And there are many things that you can do, I mean my husband, he sold my car 

while I was in hospital because he said ‘oh well, I can drive you anywhere you want to go’. 

I said to him why you did that for? He said well you won’t be driving anymore, I said ‘yes I 

will’.  See carers often make the mistake of trying to overcompensate, trying to do too 

much, actually the less you can do for a stroke person the better it is, because they really 

need to be encouraged to do things for themselves, you need the self-achievement aspect of 

it. I mean I was back making breakfast for my husband after I got back because he was 
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such a rotten cook, it was self-preservation. He was serving half-cooked chicken and all 

sorts of things so I had to get back into it and he did not take criticisms very well, even 

friendly suggestions he took as a criticism, so I just said I was not hungry but I had to get 

back into the cooking pretty quick.  Yes, you really need to do as much as you can and 

always concentrate on what you can do. 

 

As you pointed out, one needs to focus on the positive aspects such as on what one can 

do rather than what one can’t do.  For you what type of strategies do you use to keep 

focussing on the positive aspects? 

I don’t know whether I have conscious strategies it’s just in my emotional make-up that if 

you see a glass half-full, it’s half-full to me it’s not half-empty. It’s just a positive way of 

looking at life.  I’ve always enjoyed what’s around me, you know, sunsets, music, pretty 

children, you know.  Somebody said to me, while she was just a day patient and I was still 

an in-patient at QE-II, she said ‘do you ever ask why, why did this happen to me?’ I can 

honestly say I never, never thought that. I used to think thank God it wasn’t worst.  So it’s a 

way of looking at life, you know, it’s either in you or it isn’t, and I think I was just brought 

up that way.  I can remember crying my eyes out on the Doctor’s shoulder because I 

suddenly realised that I have become self-absorbed.  Now I can think of worst stupid thing 

to cry but not many. If that was me before the stroke I would have think, I am becoming 

self-absorbed and I’d watch that and it would be gone from my mind but because I had a 

stroke it was a be all and end all of my existence, because all of a sudden I’ve realised that I 

was me, me, me, me, and this was not like me.  I don’t particularly care about myself, my 

husband used to go crooked at me because I did not particularly care about money and I 

don’t, as long as I got enough, you know, I don’t want to be any richer.  So it’s just an 

attitude to life that I was born with and I am fortunate.  How you teach it, I don’t know.  

You need to instil this in people specially when they’ve had a stroke, you really need to get 

them thinking on a positive basis, it’s the only way of surviving.  Another saying we have 

is misfortune is inevitable, it happens to everybody, you know, Mr Packer had kidney 

problem, you know, everybody has misfortune but misery is optional.  It’s up to you how 

you feel about things you know.  You can make yourself sad, you can make yourself glad, 

it’s just on your outlook on life, you know. 

What if anything is less helpful for you? 

I noticed when I was still in a wheelchair that it didn’t matter who was pushing you in the 

wheelchair people would ask them about things about you but not you.  I mean you could 

have been pushed around by a gorilla, they’ll be asking the gorilla how many sugars you 

took in your coffee, you know, you’re less of a person once you’re incapacitated.  Another 

story I can tell you, I drove into a carpark in Coles in Beenleigh.  I have always had to park 

there because there are no slopes so the trolley won’t take away with me.  Trying to handle 

a shopping trolley one-handed is not easy and if there is a slope it’s impossible so I always 

try to park on the level.  Now there was a fellow park in the other one and the side of his 

car was actually other the dividing line to the point that I couldn’t open my car door and I 

need to open my car door fully because of my left leg and I really need to be able to get out. 

When I put my window down I was face to face with him so I just said to him would you 

mind moving your car over please I can’t open my car door for me to get out.  He is just 
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sitting there waiting for his wife, you know, listen to the radio and he was not disabled.  He 

is in a disabled park, his wife might have been, so that’s ok. He puts the ignition on and 

slams the thing into first gear goes forward slams it into reverse and goes back and when he 

goes back he hits the pole, then he says to me people like you shouldn’t be driving. So I just 

said to him I’m not the one that backed into the pole.  See this is people’s attitude, you 

know, he doesn’t know what I went through to get my driver’s licence and believe me I’m a 

better driver now than I was before the stroke, because I had to be, they insisted on it, but 

people make assumptions without knowing any facts, you know. 

 

How does having a stroke affect those things that are important to you? Or in doing 

things you want to do? 

Profoundly.  I am 5 feet tall which means that every pair of pants I buy are too long. Now I 

can get the biggest bargain in the world but it’s still going to be $14 dearer because I have 

to pay somebody to take them up.  Simple little thing like taking up a pair of pants I can’t 

do one-handed, everything that I need a second hand to do, I can’t do. I can paint one-

handed but preparing the watercolour paper is very difficult because you really needs two 

hands to do it.  Sometimes you get very frustrated, I’m reasonably stubborn so I’ll keep up 

with things until I achieve what I want to achieve but sometimes it can be so annoying to 

have to keep on trying to do things and try to get them right, they fall away, you know, 

drop on the floor, bits of paper fly everywhere, so trying to get things in order, it’s 

frustrating, life is frustrating when you try to do things the hard way, and you always doing 

things the hard way. You find strategies to make things easier like if I cook myself lamb 

chops something like that I cut them up with a big pair of kitchen scissors because I can’t 

use a knife.  Dining out is a different matter, I got to the stage that I only order fish because 

I can eat that with a fork because otherwise I got to ask somebody to cut my food and it’s 

just not very elegant to get somebody to do that for you. I don’t like to ask so I order fish so 

I don’t have to ask. 

Are there any particular problems or issues that are stressful to you at the moment? 

I am having problems with AUSCARE because they keep changing people on me (she is 

referring to people who clean her house).  It’s not that I can’t cope with change I am quite 

happy to meet new people but every new person has their own way of doing things and 

their own place to put things, and I spend the next week try to find things, undo things, you 

know, it’s stressful to me to have to cope with it. At one stage, I had 5 different people in 5 

different weeks and they ended having me in tears. 

 

What do you do to manage this problem that you are having with Auscare? 

Every so often I get on the phone with them but I got to the stage where I can’t be bothered.  

I just put up with it.  Putting up with things is something you have to learn.  That’s 

important.  Before the stroke, if I didn’t like it I did something about it. 

And why is it different now to put up with things? 

Because you have control of your life before a stroke, there are things, when something 

happens you can do something about it or you can’t do anything about it.  You sort of put 

things into categories and if you can do something about it you do it.  Whereas after a 
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stroke you know there’s things you can do about it but quite often you can’t be bothered. 

You definitely lose control of your life, this is one of the thing that initially gives you the 

depression I believe is the fact that you’ve lost control of your life.  I mean I didn’t like 

after having to ask my husband to drive me somewhere. I am an independent sort of person 

so it went against ‘the grain’ for me to have to ask people to do things for me. I was not the 

type who could just sit in a wheelchair and get or let people do things for me because I’ve 

never been that type of person. I just automatically do it myself. We had an area of the 

house before when we lived in Windaroo an area that needed paving, it did not occur to me 

to ask my husband to do it because I knew he wouldn’t be able to, I did it myself, because I 

knew I could. It didn’t worry me that he couldn’t do it I mean he had his own expertise in 

other ways. 

 

On a scale of 1 to 10 – how satisfied are you with how you have adjusted personally to 

your stroke? – 1 being very dissatisfied and 10 extremely satisfied. 

7 

 

Overall how satisfied are you with the support you have received? 1 being very 

dissatisfied and 10 extremely satisfied. 

I’d say 50 / 50 on that. I’d say my son can be very…, he is a man so they are a bit selfish 

that comes with the territory.  But anything I asked him to do he does for me, but you have 

to ask, always have to ask.  He is a very nice kind man but he is a man, it would not occur 

to him to do things that I did not ask him, and he is the only one who is close to me. I do 

have a sister in law she used to help me but now I’m helping her, she is 86 so. There is 

really nobody that could help, I’ve got uncles and aunties in England.  I got a niece here 

that I’m close to but she works and she’s got her own problems so I try not to worry her. 

I’m a self-starter so I’ve always coped so, it’s just, I automatically still cope, that does not 

mean to say that I would not have liked more help because I would have liked more help. It 

was not there, so this is why I’m volunteering for this, that and everything else because I 

am trying to help the next person who comes along, to get more help than I got.  

 

Is there anything that stands out as making the difference in your adjustment? 

Just my own attitude to life, I’d say. Looking at what other people who had a stroke 

experience I have a reasonably good attitude and I’ll tell a joke try to make people laugh, 

try to make people feel a bit better, but that’s my natural nature that’s why I was a good real 

estate agent because I could walk to somebody and make them feel good.  Because it’s 

important, even a 4 year old wants respect, so I would automatically respect everybody I 

meet, it’s just in me, it’s not in me to be rude. When I go to the stroke group you know I go 

and scratch Graeme on the back and he pretends he is a dog, you know we have a laugh. It 

makes people feel good when they have a laugh. I just automatically try to make people 

feel good. 
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Although I understand that having a stroke is a very traumatic experience sometimes 

when people experience a life changing experience there can be some positive aspect 

that can flow from it.  Was there anything like that for you? 

Yes, I realise that I can rely on myself, may be I should be me, me, me, but this is what I 

feel.  And also it makes you appreciate what you have all of a sudden when you thought 

you could lose it all, you appreciate your family members, people that mean, mean things to 

you.  You appreciate flowers, and birds, and everything around you.  You notice more 

things, you know, you sit on the veranda and you can’t really get up and walk around and 

run around and do things. You sort of notice when the birds come and land in the tree and 

start to look for the honey and you notice things, you’re more observant about the things 

around you. 

What have you learnt about yourself? 

That I can be self-reliant, I don’t know…. Not as bright as I thought I was. Not as faultless 

as I thought I was.  My ability for self-examination has increased (she is referring about 

her breast cancer). 

Have you gained personal growth from this experience? 

I think so, I think intellectually I have, because all of a sudden I realised the world does not 

revolve around me and as I said my self-examination skills have improved. I really think 

about motives and my ability to help people is not as good as I would have liked but at least 

I’m doing a lot more than I would have. I always thought before my stroke I’d be glad 

when I retire I can do some volunteer work with a charity or something like that but it was 

always when I retire never now. And whereas the things that I am doing now, I am doing 

now.  I am not putting it off until I walk better or until I talk better or until I can use my 

other arm or whatever, whatever help I can give, I give now, so things are more immediate 

to me. I think this comes back to the fact that you don’t know how long you’ve got.  You 

know all of a sudden you appreciate what you have got, if you got any brains you do 

anyway and you don’t worry about what you’ve lost or you’re a dead duck. You’re not 

doing yourself any favours by sitting and feeling sorry for yourself, what you do is make 

your life worse.  

Life is more urgent, it’s more now, it’s more immediate.  I also listen to more music, watch 

more ballets, things that are important to me I do them now.  You tend not to put things off.  

I like jazz and I like classical music and that’s what I spend my money on. 
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Appendix M 

 

Additional Measures Administered in Study 4 

 

Satisfaction with Life Scale 

 

Below are five statements with which you may agree or disagree.  Using a 1 to 7 scale, 

indicate your agreement with each item by placing the appropriate number in the box next 

to that item.  Please be open and honest in your responses.  The 7-point scale is: 

 

1 = strongly disagree 

 

2 = disagree 

 

3 = slightly disagree 

 

4 = neither agree or disagree 

 

5 = slightly agree 

 

6 = agree 

 

7 = strongly agree 

 

 

 

In most ways my life is close to ideal.  

 

   

 

The conditions of my life are excellent. 

 

 

I am satisfied with my life. 

 

 

 

So far I have got the important things I want in life. 

 

 

 

            If could live my life again, I would change almost nothing. 
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Positive and Negative Affect Scale (CES-D) 

 

Can you please cross the box         for each statement which best describes how  

often you felt or behaved this way during the past week. 

 

 

1.  I felt that I could not shake off the blues even with help from my family or friends 
 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

2.  I felt that I was just as good as other people 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

3.  I felt depressed 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

4.  I felt hopeful about the future 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 
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5.  I was happy 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

 6.  I felt lonely 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

7.  I enjoyed life 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 

 

8.  I had crying spells 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 
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9.  I felt sad 

 

  Rarely or none of the time (less than 1 day) 

 

             Some or a little of the time (1 to 2 days) 

 

             Occasionally or a moderate amount of time (3 to 4 days) 

 

             Most or all of the time (5 to 7 days) 
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Positive and Negative Affect Schedule (PANAS-X) 

 

The words below describe different feelings and emotions.  Read each item and then mark 

the appropriate number in the space next to that word to indicate to what extent you have 

felt this way during the past week.  Use the following scale to record your answers: 

 

 

         1                           2                         3                        4                           5 

Very slightly           a little          moderately            quite a bit           extremely 

 

 

 

_____afraid  _____enthusiastic _____scared  _____hostile 

 

_____ashamed  _____guilty             _____strong                _____attentive  

 

_____active     _____irritable  _____inspired  _____proud  

 

_____alert  _____ nervous  _____excited  _____jittery  

 

_____determined _____interested _____upset           _____distressed 

 

 

 

 

 

 

 

 

 

 

 

 

 


