
ABSTRACT 

 

THE RELATIONSHIP BETWEEN PERCEIVED STRESS  
AND RESILIENCE AMONG ADOLESCENTS WITH CYSTIC FIBROSIS 

 

By Stefanie M. Petrie 

Despite a shortened lifespan, children with cystic fibrosis (CF) are living into early 

adulthood; however, most of their lifespan is spent in adolescence.  Adolescence is a 

time of complex physical and psychosocial development, and a diagnosis of CF further 

magnifies these challenges.  The purpose of this study was to explore the relationship 

between perceived stress and resilience among adolescents with CF.  Identifying a 

relationship can increase awareness of the psychosocial needs of adolescents with CF 

and promote overall wellness.  The research question was: What is the relationship 

between perceived stress and resilience among adolescents with cystic fibrosis?  

The theoretical framework used for this study was Lazarus and Folkman‟s (1984) 

Theory of Stress and Coping.  Lazarus and Folkman‟s theory aims to explain how a 

person psychologically copes with stressful situations.  According to this theory, one‟s 

perception of physical and mental health is related to the way one evaluates and copes 

with stressors. 

 A non-experimental, correlational design was used for this study.  A convenience 

sample of 19 adolescents with CF, ages 15 to 23 years, was obtained from a CF clinic 

located at a large hospital in the midwestern region of the United States.  A 10-item 

Perceived Stress Scale (PPS-10) and a 14-item Resilience Scale (RS-14) were used to 

measure perceived stress and resilience.  Descriptive and inferential statistics were used 

to analyze data.  Pearson‟s correlation (two-tailed) indicated that there was a statistically 

significant relationship between perceived stress and resilience (r = - .709, p < .05).  The 

overall resilience mean was 5.2444 (SD = .97483) and the overall perceived stress 

mean score was 1.8368 (SD = .64568).  In this study, the higher the resilience level 

among adolescents with CF, the lower the perceived stress.   

 Implications for practice include being aware of the psychosocial needs of 

adolescents with cystic fibrosis.  Although this study found an overall low level of 

perceived stress, and moderately low to moderate resilience, it is important to assess 

perceived stress levels and resilience among adolescents to provide holistic care and 

improve overall quality of life.  Future research is needed with a large sample size.   
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CHAPTER I 

INTRODUCTION 

 

At this time, 30,000 adults and children are reported to live in the United States 

with cystic fibrosis (CF).  Cystic fibrosis is an autosomal recessive disease that affects 

the lungs and digestive system (Cystic Fibrosis Foundation, 2010).  It is one of the most 

common lethal genetic diseases in the United States.  The incidence is approximately 

1:3,000 among Whites.  Although CF was once thought of as a disease of childhood, 

many individuals with CF are living well into adulthood and experiencing the stressors of 

living with a chronic disease (Hay, Levin, Sondheimer, & Deterding, 2009).  

 About 1,000 new cases of CF are diagnosed each year, most of which are to 

children under the age of 2.  Approximately 40% of the CF population is over the age of 

18 years.  Since 1962, the predicted median age of survival for a person diagnosed with 

CF has risen from 10 to 37 years.  Advances in treatments and therapies have allowed 

for greater control over the disease, a longer life span, and an increase in quality of life 

(Cystic Fibrosis Foundation, 2010).  Since CF was once a disease that was limited to 

childhood, healthcare providers must be impressed with the adolescent‟s ability to 

“survive against the odds” when living with cystic fibrosis (Eiser, 2003, p. 58).  

 An effective treatment regimen is essential for the health and well-being of 

adolescents with CF, because there is no cure for the disease.  The intensity of 

treatment regimens can impose a substantial daily burden on adolescents, both 

practically and emotionally.  A considerable amount of time is spent each day to 

complete treatment tasks for adolescents with cystic fibrosis.  If treatment regimens are 

perceived as stressful, compliance may diminish and adversely affect the overall health 

and well-being of a CF patient.  It is important that healthcare providers have accurate 

information and an understanding of the perceived stress of the treatment burdens to 
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effectively manage the course of disease (Ziaian et al., 2006).  Treatment regimens kept 

to manageable proportions are more likely to be perceived as less stressful and 

implemented more effectively among adolescents with cystic fibrosis.  

Stress plays a role in the psychosocial aspect of the disease management and 

can lead to more or less resilience among adolescents with cystic fibrosis. Research 

supports evidence of a relationship between negative life events and disease outcome to 

psychological adjustment in adolescents with a chronic illness (Kirszenbaum et al., 2008; 

Segal, 2008; Tarnovschi, Bucun, & Sciuca, 2008; Williams, Hobbis, Mastroyannopoulou, 

Polichroniadis, & Iles, 2008).  Not only is the psychological aspect of living with a chronic 

disease such as CF a negative life event, but managing complex treatment regimens 

can also be considered a negative life event. Thus, negative life events, such as living 

with a chronic disease and complex treatments, affect the psychosocial development 

and resilience of an adolescent.  Segal (2008) reports that, “At no other time of life are 

the physical and psychosocial elements of illness and behavior so inextricably 

intertwined as in adolescence” (p. 15).  Hence, healthcare providers need to be aware of 

the intense and delicate time of psychosocial development in adolescence, especially in 

those with a chronic disease.  

According to Harrop (2007), many previous studies have focused on the 

dysfunctional psychosocial impact of adolescents with CF and their families.  More 

recently, research has indicated that adolescents with CF usually lead active and age-

appropriate lives (Davis, 2006), yet treatment regimens continue to pose difficulties.  

Information and support can help reduce the negative effects of living with a chronic 

disease.  “Despite many advances in our knowledge of the pathophysiology of CF and in 
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the care and treatment of it, this disease still presents major social, emotional and 

psychological problems to adolescents, their families and careers” (Harrop, 2007, p. 41).   

 Themes of stress and resilience have emerged from a qualitative study that was 

conducted on young people with CF transitioning into adulthood (Palmer & Boisen, 

2002); however, to date, no quantitative studies measuring stress and resilience in 

adolescents with CF can be found.  Research related to adolescents with CF has mainly 

focused on quality of life, improved methods on the prevention and treatment of 

complications, transition to adult care, and coping (Abbott, Dodd, Gee, & Webb, 2001; 

Abbott & Gee, 2003; Arrington-Sanders et al., 2006; Berge, Patterson, Goetz, & Milla, 

2007; Conway, 1998; Hubbard, Broome, & Antia, 2005; Palmer & Boisen, 2002; Sawyer 

et al., 2004).  Past research has studied resilience among families with children who 

have a chronic disease (Ganong & Coleman, 2002; Shapiro, 2002), but resilience has 

not been quantitatively studied in the adolescent with cystic fibrosis.  Stress is 

prominently linked with chronic disease and adolescence in the literature (Carpentier, 

Mullins, Wagner, Wolfe-Christensen, & Chaney, 2007; Eiser, 2003; Harrop 2007; 

Pender, Murdaugh, & Parsons, 2006; Segal, 2008) and stressors have been identified in 

qualitative studies for persons living with CF, but perceived stress has not been 

quantitatively measured in adolescents with cystic fibrosis (Palmer & Boisen, 2002).  

Stress and resilience is evident in the literature; however, objective data on this topic 

would be beneficial.  Further research on the psychosocial impact of CF and quantitative 

studies using resilience scales among adolescents is still needed (Ahern, 2006; Harrop, 

2007).   

 In this study, the relationship between perceived stress and resilience in 

adolescents with CF was examined to help identify the psychosocial needs of these 
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individuals.  Since many individuals diagnosed with CF are living longer, it is important to 

assess their stress and resilience in an effort to help with effective coping mechanisms 

before reaching adulthood.  In addition, the use of a resilience scale can guide 

healthcare providers in promoting resilience and contribute to the health promotion and 

overall wellness of adolescents with cystic fibrosis. 

 

Significance to Nursing 

Stress is of theoretical and practical interest to advanced practice nursing.  

Nursing is characterized by holistic care, including physiologic and psychologic care.  

Advanced practice nurses (APNs) understand the relationships between perceived 

stress and health, as well as perceived stress and illness, as a basis for assessment and 

nursing care.  Advanced practice nurses are in a key position to identify individuals who 

are coping ineffectively with stress through assessment.  Assessing stress reduction, 

perceived controllability, intensity, and duration of stressors is beneficial for advanced 

practice nurses.  Doing so will allow APNs to provide early intervention and referrals to 

assist clients in dealing with stressors before they exert health-damaging coping 

mechanisms, such as violence, drugs or alcohol, and smoking (Pender et al., 2006).  In 

the area of education, nurses have the opportunity to teach relaxation techniques, 

adaptive stress responses, coping mechanisms, how to enhance positive behaviors, and 

how to minimize risky behavior (Ahern, Ark, & Byers, 2008).  Only when the level and 

sources of existing stress are identified can the appropriate interventions be 

implemented (Pender et al., 2006).    

In nursing practice, resilience has vast implications related to patient care.  In 

practice, learning to assess for resilience is key and if done successfully, can minimize 
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risky behavior and promote positive health outcomes.  Advanced practice nurses are in 

a unique position to identify risks and promote positive health behaviors.  When caring 

for adolescents, family, culture, and community resources in intervention and program 

development should be considered.  This is especially true when APNs have contact 

with people experiencing life transitions, such as in adolescence and through the course 

of a chronic disease.  Assessing for protective factors, like resilience during times of 

stress, can be used to encourage positive characteristics and effective coping 

mechanisms (Ahern et al., 2008).  When resilience is identified, healthcare providers can 

become familiar with recognizing the value of assessing and strengthening resilience, 

decreasing stress, and understanding the patient‟s overall pattern of health.  

Understanding resilience is imperative in nursing practice when addressing health 

promotion and wellness (Polk, 1997). 

The relationship between perceived stress and resilience is especially important 

among vulnerable populations, such as adolescents with cystic fibrosis.  Although 

adolescents with CF are primarily taken care of by a CF team, nurses and APNs have 

the opportunity to be a part of this team and work with adolescents with cystic fibrosis.  

Advance practice nurses can be advocates for this population and help maintain the 

psychological well-being of these adolescents.  A clear understanding of the relationship 

between perceived stress and resilience can facilitate APNs to enhance psychosocial 

support of adolescents with CF through early intervention, diagnosis, education and 

referral for follow-up, support groups, and counseling.  Further, research on adolescent 

resilience is important to nursing practice because it can help clarify the concept, test 

models and theories, provide studies to determine ways to promote resilience and 

minimize risk, and help develop effective programs (Ahern et al., 2008).  
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Statement of the Problem 

 Stress and resilience is evident in the literature; however, to date, no studies 

have been found that address the relationship between perceived stress and resilience 

among adolescents with cystic fibrosis.  As more adolescents with CF are living into 

adulthood, it is important to assess their stress and resilience in an effort to help with 

effective coping mechanisms before reaching independence in the community.  An 

understanding of this relationship is necessary for healthcare professionals to provide 

holistic care to adolescents with cystic fibrosis. 

 

Purpose of the Study 

The purpose of this study was to explore the relationship between perceived 

stress and resilience among adolescents with cystic fibrosis.  Identifying a relationship 

can increase awareness of the psychosocial needs of adolescents with CF and promote 

wellness. 

 

Research Question 

 What is the relationship between perceived stress and resilience among 

adolescents with cystic fibrosis?  

 

Hypothesis 

 The higher the resilience level among adolescents with CF, the lower the 

perceived stress.  
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Definitions of Terms 

Conceptual Definitions 

Cystic fibrosis:  An autosomal recessive disease that results in a syndrome of 

chronic sinopulmonary infections, malabsorption, and nutritional abnormalities; it is 

diagnosed with a sweat chloride concentration > 60 mmol/L in the presence of one or 

more typical clinical features (chronic sinopulmonary disease, pancreatic insufficiency, or 

salt loss syndromes) or an appropriate family history (sibling or first cousin diagnosed 

with cystic fibrosis) (Hay et al., 2009). 

Adolescent:   An individual in the period of adolescence; a period of rapid 

physical, emotional, cognitive, and social growth and development.  Adolescence 

typically ranges from 11 to 21 years of age (Hay et al., 2009).  

Perceived stress:  Experiencing difficulty in meeting demands within important 

life domains (Willemen, Koot, Ferdinand, Goossens, & Schuengel, 2008). 

Resilience:  “The capability to adapt better than expected in the face of significant 

adversity or risk” (Tusaie, Puskar, & Sereika, 2007, p. 54).  

Operational Definitions 

 For the purpose of this study, the following operational definitions apply. 

Cystic fibrosis:  A clinical diagnosis according to the International Classification of 

Diseases (ICD-9 CM; Diagnosis 277.0) in the patient‟s medical record, as confirmed by 

the participant. 

Adolescent:  An individual 15 to 24 years of age. 

Perceived stress:  “The degree to which situations in one‟s life over the past 

month are appraised as stressful” (Cohen, Kamarck, & Mermelstein, 1983, p. 385) as 

measured by the Perceived Stress Scale (PPS10; Appendix A). 
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Resilience:  “…the ability to successfully cope with change or misfortune” 

(Wagnild, 2009a, Defining Individual Resilience, para. 1) as measured by the 14-Item 

Resilience Scale (RS-14; Appendix B). 

 

Assumptions 

1. Adolescents with CF experience more stress than the general adolescent. 

2. How one perceives stress may impact their level of resilience. 

3. The stress-coping process is dynamic in nature and is continuously changing 

over time. 

4. Individuals differ in their perceptions of environmental stimuli that can be 

interpreted and perceived as stressful or non-stressful. 

5. Adolescents will answer all questions in the data packet truthfully. 

 

Summary 

In this chapter, the significance to nursing, problem, purpose, research question, 

conceptual and operation definitions, as well as assumptions of the study were provided.  

The purpose of this study was to explore the relationship between perceived stress and 

resilience among adolescents with cystic fibrosis.  As more adolescents with CF are 

living into adulthood, it is important to assess their stress and resilience in an effort to 

help with effective coping mechanisms before reaching independence in the community.  

The adolescent population could greatly benefit from enhanced knowledge in this area.  

To date, no studies have been conducted that address the direct relationship between 

perceived stress and resilience among adolescents with cystic fibrosis.  An 

understanding and knowledge of this relationship is necessary for healthcare 
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professionals to provide holistic care to patients and promote wellness.  Chapter II 

follows with the theoretical framework of the study and the review of literature. 
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CHAPTER II 

THEORETICAL FRAMEWORK AND LITERATURE REVIEW 

 

The purpose of this study was to explore the relationship between perceived 

stress and resilience among adolescents with cystic fibrosis.  In this chapter, design of 

the study; population, sample, and setting; procedures for data collection, including 

instruments used; and data analysis are presented.  Limitations of the study are also 

described.  

 

Theoretical Framework 

The theoretical framework for this study was Lazarus and Folkman‟s (1984) 

Theory of Stress and Coping (Figure 1).  Lazarus and Folkman‟s theory aims to explain 

how a person psychologically copes with stressful situations.  According to this theory, 

one‟s perception of physical and mental health is related to the ways one evaluates and 

copes with stressors.  There are four major concepts within the theory: the event, 

appraisal of the event, coping strategies, and outcome (Lazarus & Folkman).  These 

concepts will be further discussed.  

 An event relates to the occurrence of a potential stressor in one‟s life.  Within the 

theory, stress is defined as “a particular relationship between the person and the 

environment that is appraised by the person as taxing or exceeding his or her resources” 

(Lazarus & Folkman, 1984, p. 19).  Stress is more complex than a stimulus and 

response reaction.  Coping is how a person perceives a threat.  How a person perceives 

a stressor represents the starting point of the coping process (Lazarus & Folkman, 

1984).  
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Cognitive appraisal is how a person regards the event or stressor.  It includes 

both a primary and secondary appraisal and is affected by personal and situational 

factors.  Personal factors include: personality, values, beliefs, culture, self-esteem, and 

health.  Situational factors relate to demands, limitations, commitments, and support 

networks.  Primary appraisal is the judgment that one makes about an event, declaring it 

irrelevant, positive, or stressful.  The individual determines the significance of the 

encounter to his or her well-being.  Secondary appraisal refers to the assessment of how 

a person responds to an event.  It is the judgment concerning what might and can be 

done.  An evaluation of the resources and options necessary for coping is done in this 

phase (Lazarus & Folkman, 1984).  

 Coping strategies are purposeful, cognitive, emotional, and behavioral responses 

to stressors.  They are determined by the cognitive appraisal and used to change or 

adapt to the environment.  Coping can be problem-focused or emotion-focused.  

Through problem-focused coping, the person-environment relationship is changed.  

Emotion-focused coping changes the meaning of the situation by regulating the 

emotional response to the problem (Lazarus & Folkman, 1984). 

 Regardless of the coping strategy used or the how the stressor is appraised, 

adaptational outcomes relate to the long-term effects of the event and are of prime 

importance.  Adaptational outcomes result in successful coping and can be in the form of 

social functioning, morale, and somatic health.  These outcomes include health, 

psychological well-being, and physiological changes.  When one area is affected, all 

three are affected.  More importantly, the relationships between these three outcomes 

are complex.  Good functioning in one area may come at the expense of poor 

functioning in another area, and good functioning in one area does not mean one is 
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functioning well in all areas.  Hence, a person could have good psychological well-being 

yet have unfortunate or unfavorable physiological changes (Lazarus & Folkman, 1984). 

 The coping process is complete when a favorable resolution is met, leading to 

positive emotions and beneficial long-term effects.  An unfavorable, or nonexistent 

resolution, requires additional coping efforts and creates negative emotion and long-term 

effects.  Negative emotion can lead to meaning-based coping, in which the individual 

thinks about what the event means.  Reappraisal of the event, revision of goals, and 

consideration for spiritual beliefs and positive events must occur.  When the individual 

has successfully coped with the situation, reappraisal occurs.  This allows for feedback 

about the outcome and adjustment to new information (Lazarus & Folkman, 1984).  

 

Application of Theory to This Study 

The stress and coping theory serves as a guide for this study.  The event, 

appraisal, and coping phases of the theory are the focus of the study, as these phases 

relate to perceived stress and resilience experienced by adolescents with cystic fibrosis. 

 In this study, the event is living with cystic fibrosis.  A person‟s response to living 

with CF during adolescence is mediated by an appraisal of the stressor and his or her 

ability to cope with it.  In the primary appraisal stage, a person must make a judgment 

about the stressor.  One must identify if this is a life-changing event.  Can he or she deal 

with the stress of having cystic fibrosis?  Personal factors such as health status, 

personality, values, beliefs, culture, and self-esteem affect this appraisal.  The 

secondary appraisal is the response to the stressors of living with CF during 

adolescence.  In this case, does he or she respond with an overwhelming amount of 

perceived stress or resilience?  This appraisal is affected by the commitments, 
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demands, limitations, and support networks of the situation.  There are many intervening 

variables in the appraisal of an event as to how an adolescent deals with the stress of 

having cystic fibrosis.  

 The coping phase begins after the appraisal.  The initial coping in this situation 

will be emotion-focused, emotionally dealing with the stressors and perceived stress of 

living with CF during adolescence.  This is affected by each person‟s individual 

emotional and developmental functioning abilities.  Once the distress of the situation is 

controlled, the individual can move towards problem-focused coping.  In doing so, the 

individual is looking at how he or she can overcome living with a chronic disease.  This 

involves changing personal and environmental circumstances as fostered by problem-

solving skills, social functioning, resources, and socio-economic status to decrease 

perceived stress and flourish despite adversity.  

 Depending on the severity of the illness and perceived stressors, coping is 

different for each person.  Ultimately, the immediate and long-term effects of the 

situation determine the coping mechanism.  Adaptation, the capacity to “survive and 

flourish” (Lazarus & Folkman, 1984, p. 182), or resilience may or may not occur based 

on the path chosen.  The outcome of a sustained coping process in this theory relates to 

high resilience in the study. 

 

Case Study 

The following is a brief case study application of how an adolescent with CF 

progresses through the stages of stress and coping as he learns to deal with telling his 

new roommate about his diagnosis of cystic fibrosis.  Jon is an 18-year-old freshmen 

going to college.  This is his first time living away from his family.  Jon has a difficult time 
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meeting new people, as he is afraid of being judged because of his cystic fibrosis.  The 

decision to move away for college was difficult to make.  Now that the time to move is 

nearing, Jon is having second thoughts.  He has become very anxious, his stress level is 

mounting, and he is worried about managing his treatments on his own.  Jon is 

internalizing his feelings and withdrawing from his friends and family.  

 Jon‟s primary appraisal of feeling like he “just cannot do it” is common.  He is 

unable to see past having to tell his roommate about his diagnosis and has second 

thoughts about his decision.  His disease clouds his dreams of going to college.  The 

stress of having to tell another person about his disease has lowered his self-esteem 

and confidence.  In the secondary appraisal, Jon foresees the demands facing him as 

insurmountable and is consequently distancing himself from those who usually support 

him.  He responds with the emotional feelings of stress and anxiety.  Jon copes with the 

stressor through emotional-focused mechanisms without any problem-solving coping 

techniques.  He is only thinking and looking at how his diagnosis is negatively affecting 

him and not using available resources to overcome the problem.  

 In the reappraisal of the event, Jon decides he needs to change his attitude.  He 

talks with his best friend and listens to his advice.  Jon then begins problem-focused 

coping by talking to his parents and arranging for a private room at college.  This way 

Jon can feel more comfortable.  He will have enough room for his supplies and 

equipment to treat his CF, he will not disturb a roommate while doing his chest 

physiotherapy treatments, and he will not be forced to tell anybody about his cystic 

fibrosis.  Jon begins to get excited about going off to college and can‟t wait until move in 

day.  He is comfortable with his decision, he‟s back to feeling himself, and he is opening 

back up to friends and family.      
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 This is an example of how an adolescent with CF may cope with a stressor.  

Therefore, the Theory of Stress and Coping by Lazarus and Folkman (1984) is a suitable 

theoretical framework for this study.  The concepts of the framework address all of the 

major events that confront Jon along each phase of the encounter, from the moment the 

event is recognized through the process of coping.   

 

Review of Literature 

The following review of literature will discuss the topics of chronic disease and 

stress, chronic disease and resilience, stress and resilience, stress and resilience in 

adolescence, and CF and adolescence.  Although these concepts are prominent in the 

literature, no studies have been found to date that have specifically examined the 

relationship between perceived stress and resilience in adolescents with cystic fibrosis. 

Chronic Disease and Stress 

The stress-illness relationship has often been studied among nurse researchers 

in an effort to promote health through fostering stress resistance and overall resilience.  

According to Lawrence and Lawrence (1994), “…60% to 80% of visits to health care 

professionals are caused or made worse by stress” (as cited in Pender et al, 2006, p. 

202).  With this high incidence of stress-related problems, it is inevitable that healthcare 

providers assess perceived stress among patients in relation to health and illness.  

Strategies for promoting stress reduction are critical for maintaining a person‟s well-

being, maximizing positive challenges, and realizing personal potential (Pender et al., 

2006).  

 Stress is eminent across America and affects all ages.  In a society with high 

demands, stress can impact physical health.  The American Psychological Association 
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(2008) conducts an annual nationwide survey of stress and its impact.  Although this 

survey was conducted on people 18 years of age or older, it gathered data on stress 

level, causes of stress, behaviors to deal with and manage with stress, and its physical 

impact.  In 2008, almost half of the 2,529 participants reported an increase in stress 

level, and more respondents reported physical and emotional symptoms from stress that 

have impacted relationships, work productivity, and personal lives (compared to the 

2007 survey).  These symptoms include: headache, insomnia, muscle tension, upset 

stomach, irritability, anger, and anxious or depressed feelings (American Psychological 

Association, 2008).  

 Disability, absenteeism, decreased productivity, and health-damaging effects 

related to stress are highly costly to businesses and industries (Pender et al, 2006).  As 

a result, the 18th focus area of Healthy People 2010 is “Mental Health and Mental 

Disorders.”  The specific goal is to ensure access to appropriate, quality mental health 

services and improve overall mental health (U.S. Department of Health and Human 

Services, n.d.).  Although the issue is identified, so far in follow-up, the least progress 

has been made on controlling stress (Pender et al, 2006).  As a result, the most recent 

draft of Healthy People 2020 continues to dedicate the 18 th focus area to mental health 

and has expanded on its goals from Healthy People 2010 (U.S. Department of Health 

and Human Services, 2009).  An increase in awareness of the effects of stress and how 

to effectively cope with stressors is needed.  Healthcare professionals have a 

responsibility to promote and conduct early screening and interventions for stress-

related problems.  More research studies to identify stress prevention strategies and 

decrease stress burden are desirable for a healthier nation.   
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Decreased life satisfaction, the development of mental health disorders, the 

occurrence of stress-related illnesses, and decreased immunologic functioning are a few 

of the health related problems that have been linked to stress.  Studies measuring 

cortisol levels suggest that activation of the hypothalamic-pituitary-adrenocortical axis is 

highly individualized and may explain why daily stressors have greater health 

consequences for some and not others (Pender et al., 2006).  Macri et al. (2009) studied 

corticosterone levels in mice in relation to stressors and found that mild neonatal stress 

related to low corticosterone levels and was found to foster resilience where as high 

stress fostered higher corticosterone levels and disease prone states.  

 Segerstrom and Miller (2004) conducted a meta-analysis on over 300 studies 

from 1961 to 2001 that explored the relationship between stress and the immune 

system.  Short-term and chronic stressors, stress among healthy and ill populations, 

age, and stress on resilient and vulnerable populations were explored.  As a result of this 

meta-analysis, it was found that stress does relate to changes in the immune system 

and affects overall health and well-being.  Also, different stressors (chronic verses acute) 

cause dissimilar changes in ones immune system.  These stressors, along with 

individual personality characteristics, may give rise to diverse immunologic responses to 

stress.  In addition, the presence of disease enhances the negative effects of stress on 

the immune system.  

According to Kiecolt-Glaser, McGuire, Robles, and Glaser (2002), optimal 

immune system function is key to good health.  Negative psychological influences, such 

as stress on the immune system, can have negative effects on health and, ultimately, 

lead to pathology; progression of existing diseases; and disorders, such as 

cardiovascular disease, osteoporosis, arthritis, Type II diabetes, and cancer.  A 
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prolonged infection due to the release of inflammatory markers may occur (Kiecolt-

Glaser et al.).  

Chronic Disease and Resilience 

The concept of resilience has generally been referred to as the ability to “spring 

back” and is likewise defined as such in research and clinical practice.  Resilience is 

rooted in the psychological aspects of coping and physiological aspects of stress (Ahern, 

2006).  However, there are many variations and inconsistencies across the literature.  

The Merriam-Webster Online Dictionary (2010) has resilience listed as a noun dating 

back to 1824 and defines it as “an ability to recover or adjust easily to misfortune or 

change.”  Synonyms include: pliability, buoyancy, flexibility, and elasticity.  Resilience is 

the opposite of rigidity.  Resilience is a concept that has long been studied in the 

literature since the 1970‟s (Wagnild, 2009b).  It has been related to environmental and 

developmental stressors, disease, and catastrophic events.  

 Kralik, van Loon, and Visentin (2006) reported on a subset of data (2003-2006) 

from a longitudinal participatory action research study in which 30 women and 12 men 

engaged in email conversations with the corresponding author.  The topic of 

conversation was directed at the way in which people “move on” and incorporate illness 

into their lives.  This research did not focus on a particular medical diagnosis and ages 

ranged from 21 to 65 years.  The authors concluded that sharing experiences and 

narratives strengthen resilience.  Resilience was an important concept in learning to 

adapt to life with a chronic illness, as it focuses on the patient‟s strengths to overcome 

challenges.  It may strengthen one‟s capacity to live well with a chronic illness.  Further 

research on resilience and chronic illness can help outline therapeutic interventions 

when interacting and caring for people with chronic illnesses (Kralik et al.).  
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 Although resilience has been displayed among families with children who have 

chronic diseases (Ganong & Coleman, 2002; Shapiro, 2002), this concept has not been 

studied quantitatively in the adolescent with cystic fibrosis.  The purpose of Shapiro‟s 

(2002) article was to provide a clinical case example in which the author applied a 

social-developmental approach to chronic-illness care within the context of the family.  

Interventions demonstrated that this approach can build family resilience in the midst of 

family life-cycle transitions, such as caring for a child with a chronic disease.  Identifying 

current strengths within the family can also boost resilience.  A multi-disciplinary 

approach is likely needed, but family resilience can arise (Shapiro).  Resilience in the 

adolescent with the chronic disease was not discussed. 

 According to Bluebond-Langer et al. (2001), many families show considerable 

resilience to adapt despite the stressful demands of having a child with a chronic 

disease (as cited in Harrop, 2007).  However, a gap in the literature is noted specifically 

on resilience among adolescents with cystic fibrosis.  In addition, earlier studies imply 

the need to further test resilience scales (Ahern, 2006; Hjemdal, Firborg, Stiles, 

Martinussen, & Rosenvinge, 2006).  Clinicians can help foster resilience by creating 

feelings of control and self-confidence as part of chronic disease treatment (Willemen et 

al, 2008).  

Stress and Resilience 

According to Palmer and Boisen (2002), themes of stress and resilience 

emerged from their qualitative study among individuals with CF ranging from ages 20 to 

26 years.  Although stress is apparent in the literature related to living with CF during 

adolescence, Palmer and Boisen specifically focused on the individual‟s perception 

during the transition to adulthood.  The areas found to be most stressful were related to 
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health insurance coverage, finances, and the thought of fitting therapies and health care 

into a very busy schedule.  The need to deal with insurance companies for coverage and 

reimbursement of health related equipment and medications was also a major concern 

and a hassle for individuals with cystic fibrosis.  The cost of healthcare and supplies, 

including nutritious food, added to financial stress.  Time management was an important 

part of the daily schedule and it was found by the individuals in the study to require much 

discipline.  Furthermore, out of seven participants, most felt they were still able to be 

involved and have active lives.  Many aspects of resilience, such as having families, 

successful careers, living independently, and living a good quality of life, emerged, 

demonstrating the strength and skills needed to transition successfully from adolescence 

to adulthood.  One drawback of this study was the small non-random sample.  All seven 

participants were highly educated, and none of them had severe limitations due to their 

disease, thus may not be representative of the total population.  As a result of this study, 

it is indicated that adolescents have increased resources to deal with these stressors 

before reaching adulthood and that healthcare providers become strong advocates for 

more resources to empower adolescents with chronic illnesses (Palmer & Boisen, 2002). 

Wilks and Croom (2008) conducted a cross-section analysis of self-reported data 

that used moderation and mediation models to test social support amid stress and 

resilience with 229 Alzheimer‟s disease caregivers.  The purpose of the study was to 

examine the relationship between a risk (perceived stress) to mental and physical 

health, resilience, and protective factors of resilience (social support).  The authors 

concluded that stress negatively influenced and accounted for the most variation in 

resilience, whereas social support positively influenced resilience.  Although the study 

was conducted among Alzheimer‟s disease caregivers, the purpose of studying 
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resilience is in understanding how one overcomes challenges, which can then be used 

as a model to help others.  Wilks and Croom state that “inevitably, resilience is viewed 

as a tool for survival…” (p. 358) and should be assessed to further clarify this 

relationship.  Wilks and Croom‟s study can be used as a guide to examine perceived 

stress and resilience among adolescents with cystic fibrosis.  Exploring the relationship 

between perceived stress and resilience can offer implications for healthcare providers 

who deliver services to adolescents and pave a way for providing enhanced 

psychosocial care to adolescents with a chronic disease.  

Lazarus and Folkman (1984) believe major stressors can cause some people to 

draw upon adaptive resources that they never thought they had.  As a result, individuals 

who experience major stressors gain strength from stress that can be used in future 

crises; that is, they seem to grow from stress.  On the contrary, people protected from 

certain kinds of stress are likely to be more vulnerable and less able to cope with stress 

later on.  They fail to learn the day-to-day coping skills needed for living (Lazarus & 

Folkman).  

Stress and Resilience in Adolescence 

Stressful life events have often shown to affect emotional and behavioral 

problems in adolescents and can lead to much variance in psychological problems.  

Hence, further research on perceived stress and life events is desirable (Willemen et al, 

2008) to promote a healthy lifestyle especially in the presence and stressors of a chronic 

disease in adolescence (Harrop, 2007).  Poor psychological well-being or coping 

strategies can have detrimental effects on physical functioning and lead to an overall 

increased mortality in adolescents with cystic fibrosis (Abbot et al., 2001). 
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 Resilience and environmental protective factors can help mediate the relationship 

between risk factors and healthy development.  Risk behaviors in adolescence, such as 

smoking and alcohol use, are associated with high levels of stress.  These risk behaviors 

can be detrimental to the healthy adolescent and can be even worse on an adolescent 

who has cystic fibrosis.  Exposure to smoke and alcohol can have adverse lung and 

gastrointestinal effects, which are already compromised in this population (Britto et al., 

1998; Pender et al., 2006; Segal, 2008).  Teaching effective stress-coping mechanisms 

early on can be a life long benefit (Pender et al, 2006). 

  According to Pender et al. (2006), feeling sick, having nothing to do, not having 

enough money to spend, being pressured to get good grades, and feeling left out of the 

group are common stressors for children.  Establishing a productive career, nourishing 

enduring relationships in a dyadic unit, childbearing, and creating a sense of self-identity 

as an independent yet interdependent adult are identified as stressors for young adults 

(Pender et al.).  Adolescents are bombarded with both internal and environmental 

stressors (Tusaie et al, 2007).  In the event of being an adolescent with CF, the 

diagnosis cannot change, but the perceptions about the event and coping mechanisms 

can be modified.  Harrop (2007) and Carpentier et al. (2007) suggest providing children 

with relevant and rationale information on their disease pathology and treatment as a 

way to provide empowerment and decrease stress related to children‟s attributions to 

causal events.  Early recognition of perceived stress and resilience has the potential to 

improve the overall health of these adolescents. 

Cystic Fibrosis and Adolescents 

With the unpredictable nature of childhood chronic illnesses like CF (Eiser, 

3003), adolescents are faced with multiple situations that may be perceived as stressful 
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(Carpentier et al., 2007).  There is also a wide spectrum of severity within the disease 

itself and the multi-symptom disease is affected by a wide range of multifactorial 

influences (Davis, 2006; Macpherson, Redmond, Leavy, & McMullan, 1998). 

Delayed puberty, short stature, failure to gain weight, foul smelling stools, and 

chronic cough are just some of the biological effects of cystic fibrosis (Segal, 2008).  

There are also psychological and social reciprocal effects of the disease, such as low 

self-esteem, poor body image, social isolation, and feelings of insecurity and inadequacy 

(Abbott & Gee, 2003; Conway, 1998).  Especially when dealing with a chronic disease 

that limits one‟s life span, adolescence constitutes a large portion of the life of a patient 

with cystic fibrosis.  Treatment is particularly difficult during adolescence, because one is 

taking responsibility for health behaviors that were once dominated by parental 

instruction.  During adolescence, thought processes begin to change from concrete 

thinking to abstract and logical reasoning.  Adolescents with CF may begin to realize 

they are different from their peers and have trouble “fitting in.”  In addition, adolescence 

is naturally a time of exploration in smoking, drinking, drug use, violence, and sexual 

intimacy (Segal, 2008).  Britto et al. (1998) found that although adolescents with chronic 

diseases are less likely to engage in risky behaviors, the statistics are higher than 

expected and can pose special dangers to chronically ill adolescents.  Specifically, the 

effects of smoking can decrease an already compromised lung function in an adolescent 

with CF (Collaco et al., 2008), and an unplanned pregnancy may create both fetal and 

maternal risks.  Overall, adolescents with CF engaged in risky behaviors at a much older 

age compared to adolescents without a chronic disease (Britto et al.).    

 At this time, many treatments for CF have transferred over to the home 

environment.  This can add to the stress of trying to keep up with normal life, as well as 
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managing treatment regimens (Eiser, 2003).  Chest physiotherapy, pancreatic enzymes, 

and regular courses of antibiotics are routine for adolescents with cystic fibrosis (Davis, 

2006; Lowton & Gabe, 2003).  These patients report more fatigue, less feelings of 

mastery, and reduced overall quality of life compared to those treated in the hospital 

(Eiser, 2003).  Treatment regimens are of great importance to healthcare providers 

because it contributes to the overall stress and psychosocial aspect of caring for an 

adolescent with a chronic disease.  Future studies on perceived stress and resilience 

can provide insight on how adolescents deal with their disease.  Adolescents with CF 

encounter additional life challenges that may lead to an increase in perceived stress.  

 Although there have been many advances in the pathophysiology and treatment 

regimens for CF (Davis, 2006), this disease is still socially, emotionally, and 

psychologically challenging for both the family and the adolescent.  Despite the evidence 

of stress, many families show considerable resilience, adapt to stress, and are able to 

function well.  However, empirical studies of perceived stress and resilience among this 

population have not been done.  As an increasing number of adolescents are living with 

the disease, further research is needed on the psychosocial impact of cystic fibrosis.  

 

Summary 

Lazarus and Folkman‟s (1984) Theory of Stress and Coping was the theoretical 

framework for this study.  It was used as a guide for the stressors encountered while 

living with CF all the way through the coping process.  A presentation of a case study 

application using the theory provided evidence for the applicability of this framework to 

the current study.  A review of the literature highlighted chronic disease and perceived 

stress, chronic disease and resilience, stress and resilience, stress and resilience in 
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adolescence, and CF and adolescents.  This noted the gap in the literature and the 

importance of conducting empirical testing of the relationship between perceived stress 

and resilience among adolescents with cystic fibrosis.  Chapter III follows with the 

methodology of the study. 
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CHAPTER III 

METHODOLOGY 

 

The purpose of this study was to explore the relationship between perceived 

stress and resilience among adolescents with cystic fibrosis.  In this chapter, design of 

the study; population, sample, and setting; procedures for data collection, including 

instruments used; and data analysis are presented.  Limitations of the study are also 

described.  

 

Design of the Study 

For this study, a non-experimental correlational design was used.  According to 

Polit and Beck (2008), a correlational design examines the relationship between two 

variables.  This design was appropriate because the purpose of this study was to 

examine the relationship between two variables, perceived stress and resilience.  No 

manipulation of an independent variable occurred.  Extraneous variables of the study 

included: age, educational level, knowledge of CF, perception of disease severity, 

socioeconomic status, and social and family support.  In order to avoid limiting the 

sample size and to obtain a general knowledge base about the two primary variables, 

these extraneous variables were not tightly controlled for in the research design.  

 

Population, Sample, and Setting 

 The target population included adolescents diagnosed with CF who live in the 

mid-western region of the United States.  A convenience sample of 19 participants was 

obtained from the accessible population of approximately 65 at a CF clinic located in the 
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mid-western region of the United States.  The estimated sample size was 30 

participants.  Inclusion criteria included: (a) diagnosis of CF, (b) age 15 to 24 years, (c) 

English speaking, (d) the ability to independently fill out the PPS-10 and RS-14, and (e) 

the ability to give consent (Appendix C) or obtain parental consent (Appendix D) and 

assent if under 18 years old.  

 

Data Collection Instruments 

 The instruments used for this study aimed to measure the primary variables of 

perceived stress and resilience.  The Perceived Stress Scale (PSS) “measures the 

degree to which situations in one‟s life are appraised as stressful” (Cohen et al., 1983, p. 

385).  Although a few versions exist, for the purpose of this study and to provide ease to 

the participants, a shorter version of the original PSS, the PSS10, was used.  It is a 10-

item questionnaire that is “designed to tap how unpredictable, uncontrollable, and 

overloaded respondents find their lives” (Cohen et al., 1983, p. 387).  It has 

demonstrated substantial internal reliability with a Cronbach‟s alpha coefficient of 0.78 

(Cohen et al., 1983).  The internal reliability or consistency is readily measured by 

Cronbach‟s alpha and is designed to demonstrate how well a tool consistently measures 

the same trait.  Cronbach‟s alpha can range from 0.00 to 1.00.  The closer the value is to 

1.00, the higher the internal reliability (Polit & Beck, 2008).  

 The PSS10 is a global measure of stress over a 1-month period of time and is 

sensitive to both chronic stress and stress from expectations concerning future events.  

This instrument was appropriate for the study because it is a tool that can be used for 

examining appraised stress.  It was designed to be used with subjects with at least a 

junior high school education.  A 5-point Likert scale is used for responses, ranging from 
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never to very often.  Positive items are reversely scored (Items 4, 5, 7, and 8), and the 

total score is a sum of all 10 items.  Higher scores indicate higher perceived stress 

(Cohen et al., 1983).  Permission to use this scale is not necessary when it is used for 

academic research or educational purposes (Laboratory for the Study, n.d.). 

 The RS-14 is a modified version of Wagnild and Young‟s (1993) Resilience Scale 

(RS), the first instrument designed to directly measure resilience.  It has excellent 

construct validity and measures the five characteristics of resilience: self-reliance, 

meaning, equanimity, perseverance, and existential aloneness (Wagnild, 2009b).  High 

construct validity demonstrates to what extent the scale measures what it is intended to 

measure and is consistent with similar measures of the concept and theoretical 

hypotheses (Polit & Beck, 2008).  Constructs that the RS has been positively correlated 

with include: optimism, morale, self-efficacy, self-reported health, health-promoting 

behaviors, forgiveness, self-esteem, sense of coherence, effective coping, and life-

satisfaction. The internal consistency for the RS-14 is strong, ranging from 0.91 to 0.94.  

A 7-point Likert scale is used for scoring.  Responses range from 1 (strongly disagree) to 

7 (strongly agree).  All items are positively worded.  Overall scores range from 14 to 98.  

A score greater than 90 indicates high resilience, a score of 61 to 89 indicates 

moderately low to moderate resilience, and a score below 60 indicates low resilience 

(Wagnild, 2009b).   

 The RS-14 can be completed in 5 minutes and is suitable for adolescents as 

identified by the authors of the tool (Wagnild, 2009b).  This scale was appropriate for this 

study because it fit the population and it is a reliable and valid tool for measuring 

resilience.  Upon agreement to the Terms of Use, permission to use this tool was 

granted by the owners of the tool in July 2009 (Wagnild, 2009a). 
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Data Collection Procedures 

After Institutional Review Board (IRB) approval from the University of Wisconsin 

Oshkosh and the mid-western hospital in which the CF clinic was located, the researcher 

was present in the CF clinic on five designated Thursdays throughout the months of 

December 2009 and January 2010.  When patients were registering for an appointment 

in the CF clinic, staff informed patients that a student researcher was conducting a 

research study and to approach the student researcher next to the poster display if 

he/she was interested in participating.  The purpose of the study was explained to the 

interested patient (or legal guardian if the patient was under the age of 18 years) and 

then he or she was asked to participate if the inclusion criteria were met.  Consent or 

parental consent and assent if the participant was under 18 years old was obtained 

before the participants were allowed to fill out the data packet (PSS10, RS-14, and 

demographic data form; Appendix E).  Verbal and written instructions for filling out the 

data packet were provided.  Participants filled out the data packet during their visit in the 

CF clinic and had the choice to be alone or have their parent(s) present, as they could 

have filled out the data packet at anytime during their outpatient clinic visit.  The 

opportunity to fill out the data packet in private occurred in between seeing providers as 

clinic appointments typically lasted 3 to 4 hours, and the patient was seen by many 

healthcare professionals.  Participants were encouraged to ask any questions that arose 

while filling out the data packet.  In addition, participants were informed that the CF 

clinical nurse specialist and CF social worker were available if any concerns or sensitive 

issues arose while filling out the data packet.  Participants placed the completed data 

packet in an envelope, sealed it, and were instructed to return the envelope to the 

student researcher to place in a confidential box.  All efforts were made to maintain 
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confidentiality and the Health Insurance Portability and Accountability Act (HIPAA) was 

enforced.  Participants were asked to not put any identifying information on the 

questionnaires, including their name.   

Protection of Human Participants 

Institutional Review Board approval was granted from the University of Wisconsin 

Oshkosh on October 19, 2009 (Appendix F) and on November 24, 2009 from the mid-

western hospital (Appendix G) where the data collection occurred.  All participants (and 

parents or guardians if the participant was under the age of 18 years) received written 

and verbal informed consent which explained the study, the study‟s purpose, benefits 

versus risk, voluntariness of participation, confidentiality, and instructed them to ask the 

student researcher questions at any time if he/she did not understand something.  The 

student researcher‟s telephone number and email address were also located on the 

informed consent if participants had any questions.  The phone number and address of 

both the IRBs were given to participants in case they had any concerns regarding the 

study.  Both a hospital specific and researcher consent form were reviewed and signed 

by the participant (and the parent or guardian of the participant if the participant was 

under the age of 18) before the data packet was collected.   

 The overall risk of participating in the study was minimal, but did include the 

possibility of experiencing an increase in stress related to filling out the data packet.  All 

participants were informed that they were not required to participate in the study, 

participation would not affect the healthcare received, and that they could withdraw at 

anytime without penalty.  If sensitive issues arose while completing the data packet 

participants were told to contact the student researcher or let his/her nurse know if they 

would like to speak to the CF clinical nurse specialist or the CF social worker.  
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Participants were informed that every effort would be made to keep data confidential, but 

there was always a risk of loss of confidentiality.  To minimize this risk, participants were 

instructed to avoid putting any identifying information on the questionnaires and HIPAA 

was followed.  Data results were reported as aggregate data from adolescents with CF 

from the mid-western region of the United States.  There was no compensation for 

participating in this study.   

 The student researcher and Dr. Janice Edelstein (faculty advisor) were the only 

persons entering data from completed surveys into a spreadsheet format.  While data 

analysis was conducted, anonymity of participants was achieved by keeping consent 

forms separate and in a locked file cabinet in Dr. Edelstein‟s office, thus preventing the 

researcher from tracing responses back to study participant‟s consent forms.  All 

information and data collected during this study is kept in a locked file cabinet in Dr. 

Edelstein‟s office.  Only Dr. Edelstein has a key and access to this locked file.  Per 

University of Wisconsin Oshkosh IRB, data will be destroyed 3 years after completion of 

the study (May 2013). 

 

Data Analysis Procedures 

Data from the PSS10 and RS-14 questionnaires were entered into the Statistical 

Package for the Social Sciences (SPSS version 17.0) data software program and 

analyzed using descriptive and inferential statistics.  Pearson‟s product-moment 

correlation coefficient was used to identify the relationship between perceived stress and 

resilience and test the research hypothesis.  In addition, each of the five factors of 

resilience identified on the RS-14 was correlated with the overall mean perceived stress 

score and standard deviations were reported.  A significance level of p < .05 was set.  
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Overall resilience and perceived stress scores were also calculated and reported.  

Demographic data was analyzed by hand using descriptive statistics such as 

frequencies, percentages, and means.   

 

Limitations 

 Seven limitations of this study include: 

1. A self-report response bias is associated with self-report questionnaires.  For this 

reason, a response bias may have occurred with participants distorting their 

responses to present a favorable image, a socially desirable response, or a 

perceived expectation (Polit & Beck, 2008). 

2. A selection bias may have occurred as data was only collected on designated 

Thursdays in December 2009 and January 2010.  Only those with appointments 

on December 3, 10, 17, 2009 and January 7, 14, 2009 were able to participate in 

this study.  

3. The generalizability of the study is limited because the sample was obtained from 

one setting within a specific geographic location. 

4. The generalizability of the study is limited due to the small sample size.  A small 

sample size was due to a number of factors.  First, a delay in obtaining IRB 

approval resulted in limited data collection time.  Data collection took place over 

1 ½ months instead of 3 months.  Secondly, bad weather conditions resulted in 

clinic appointment cancellations on one of the data collection days (January 7, 

2010).  Thirdly, during the final two data collections, four persons registering in 

the clinic had already participated in the study.  Finally, the pulmonologists‟ 

scheduled could have affected the overall sample.  One of the providers was not 
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seeing patients in the clinic on the last day of data collection (January 14, 2010) 

and another provider had switched availability of Thursday appointments to only 

afternoons in January 2010.  

5. There may be an inability of the PSS10 to distinguish the perceived stress of 

being an adolescent from the stressors of living with CF, potentially creating a 

bias.  

6. This study only refers to adolescents who are 15 years of age and older, as the 

PSS10 questionnaire is designed for those with at least a junior high education. 

7. The study was designed for correlational relationships and does not determine 

causation between perceived stress and resilience. 

 

Summary 

In this chapter, the design, setting and sample, data collection methods, 

instruments, data analysis procedures, and limitations for the study were provided.  A 

non-experimental correlational design was used for the study.  The sample included 

adolescents with CF between the ages of 15 and 23 years from a CF clinic located in 

the mid-western region of the United States.  Participants completed a data packet 

that included the PSS10, RS-14, and demographic data form.  The relationship 

between perceived stress and resilience was examined in order to answer the 

research question.  Chapter IV follows with the research findings and discussion of 

the study. 
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CHAPTER IV 

RESEARCH FINDINGS AND DISCUSSION 

 

The purpose of this study was to explore the relationship between perceived 

stress and resilience to further identify the psychosocial needs of adolescents with cystic 

fibrosis.  In this chapter the results of the study are presented along with the discussion 

of the findings.  

 

Demographic Data 

All participants were patients at an outpatient CF clinic located in a hospital in the 

mid-western region of the United States.  A total of 19 data packets were distributed and 

collected.  Only one potential participant denied interest in the study during clinic 

registration.   

 A total of 19 participants were included in the study.  However, demographic data 

only represents 18 participants, as one participant left the demographic data form blank.  

All percentages have been calculated to the nearest hundredth.  The sample comprised 

of 10 (55.56%) males and 8 (44.45%) females.  The age range of the participants was 

15 to 23 years (Table 1). 
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Table 1 

Age and Gender Frequencies and Percent Distributions (N = 18) 

Age Males Percent Females Percent 
 

15 1 5.56 0  0.00 
 

16 1 5.56 1  5.56 
 

17 0 0.00 1  5.56 
 

18 1 5.56 2 11.11 
 

19 1 5.56 1 5.56 
 

20 1 5.56 1 5.56 
 

21 1 5.56 0 0.00 
 

22 3 16.67 2 11.11 
 

23 1 5.56 0 0.00 
 

Total 10 55.56 8 44.45 
 

 
The mean age of participants was 18.33 years.  Seventeen (94.44%) participants 

were White, while one participant (5.56%) reported being “Other.”  Seven (38.89%) 

participants identified as living with one or both parents/step-parent and siblings, 7 

(38.89%) identified as living with one or both parents, 1 (5.56%) reported living with a 

roommate, 1 (5.56%) participant lived with grandparents, and 2 (11.11%) participants 

identified as living with a significant other.  

 Fifteen participants (83.88%) were currently enrolled in school, while only 3 

(16.67%) were not.  Five (27.78%) participants had some high school education and four 

(22.22%) participants had completed high school.  One (5.56%) participant had an 
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associates degree, 6 (33.33%) identified as being in college, and 2 (11.11%) had a 

bachelors degree.  

 In this study, socioeconomic status (SES) was indirectly determined by using the 

United States Census Bureau data (U.S Census Bureau, 2009) to link median 

household income by zip code.  Four participants (22.22%) had a median household 

income of < $40,000, four participants (22.22%) had a median household income of 

$40,000 - < $50,000, and six participants (33.33%) had a median household income of 

$50,000 - < $60,000.  The remaining four participants (22.22%) had a median household 

income of > $60,000 (Table 2).  Although SES is a good measure of income, it is 

affected by age, education, family size, cost of living, and number of people within the 

household generating income (Schechter et al., 2009).  

Table 2 

Ethnicity, Education, Socioeconomic Status, and Social Support Frequencies and 
Percent Distributions (N = 18) 
 
 Frequency Percent 

Ethnicity   

   Caucasian 17 94.44 

   African American 0 0.00 

   Hispanic 0 0.00 

   Other 1 5.56 

   Total 18 100.00 

Currently Enrolled in School   

   Yes 15 83.33 

   No 3 16.67 

   Total 18 100.00 

Education   

   Some High School 5 27.78 

   Completed High School 4 22.22 

   Some College 6 33.33 

   Completed Associates Degree 1 5.56 

   Completed Bachelors Degree 2 11.11 

   Total 18 100.00 

       (table continues) 
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Table 2.  (Continued) 

 Frequency Percent 

Socioeconomic Status   

   <$40,000 4 22.22 

   $40,000 - <$50,000 4 22.22 

   $50,000 - <$60,000 6 33.33 

   ≥ $60,000 4 22.22 

   Total 18 100.00 

Living Situation   

   Parent(s)/step-parent and siblings 7 38.89 

   Parent(s) 7 38.89 

   Roommate 1 5.56 

   Significant Other 2 11.11 

   Grandparents 1 5.56 

   Total 18 100.00 

 

The majority (88.89%) of participants were diagnosed with CF at less than one 

year of age.  One (5.56%) participant was diagnosed at the age of 15 years and one 

(5.56%) participant did not answer the question.  Sixteen (88.89%) answered “yes” to 

the question: Do you feel that you have a good understanding and knowledge of the 

diagnosis of Cystic Fibrosis?  Two participants wrote in their own answers, which 

included “kind of” and “yes-ish”.    

 Ten (62.50%) participants classified the severity of their CF as “moderate,” five 

(31.35%) participants classified the severity as “minimal,” while one (6.25%) participant 

classified their severity of CF as “severe.”  Two participants put an “X” in between 

“minimal” and “moderate” severity.  Half of the participants (50%) reported “moderate 

impact” to the question: How much does the need to do treatments and take medications 

for your CF impact your daily life?  One (5.56%) reported “no impact,” five (27.78%) 

reported “minimal impact,” and three (16.67%) reported “severe impact” (Table 3).  
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Table 3 

Age at Diagnosis, Knowledge, Severity, and Impact of Cystic Fibrosis Frequencies and 
Percent Distributions 
 

 Frequency Percent 

 
Age at Diagnosis* 

  

 
<1 year 

 
16 

 
94.12 

>1 year 1 5.88 
Total 17 100.00 
 
Knowledge and Understanding of Diagnosis** 

  

 
Yes 

 
16 

 
100.00 

No 0 0.00 
Total 16 100.00 
 
Severity of Cystic Fibrosis** 

  

 
Minimal 

 
5 

 
31.35 

Moderate 10 62.50 
Severe 1 6.25 
I‟m not sure 0 0.00 
Total 16 100.00 
 
Impact of CF on Daily Life 

  

 
No Impact 

 
1 

 
5.56 

Minimal Impact 5 27.78 
Moderate Impact 9 50.00 
Severe Impact 3 16.67 
Total 
 

18 100.00 

*One participant did not answer the question.  

**Two participants did not answer the question with the given choices.  
 

 

Research Question 

 What is the relationship between perceived stress and resilience among 

adolescents with cystic fibrosis? 
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Hypothesis 

 The higher the resilience level among adolescents with CF, the lower the 

perceived stress. 

 

Results 

Pearson‟s correlation (two-tailed) indicated that there was a statistically 

significant relationship between perceived stress and resilience (r = -.709, p < .05) in this 

study (Polit & Beck, 2008).  The overall resilience mean was 5.2444 (SD = 0.97483) and 

the overall perceived stress mean score was 1.8368 (SD = 0.64568).  An evaluation of 

the overall mean of perceived stress scores indicated that overall perceived stress was 

low.  An evaluation of the overall mean of resilience scores indicated that overall 

resilience was moderate to moderately low.  A negative correlation existed between 

perceived stress and resilience.  The higher the resilience level among adolescents with 

CF, the lower the perceived stress (Table 4). 

Table 4 

Pearson’s Product Moment Correlation Coefficient: The Relationship Between Perceived 
Stress and Resilience in Adolescents with Cystic Fibrosis (N = 19) 
 

Pearson‟s Correlation Coefficient  Overall Perceived 
Stress 

Overall 
Resilience 

 
Overall Perceived Stress 

 
Correlation 
Coefficient 

 
 

              1.000 

 
 

-0.709** 
  

Significance 
  

        0.001  
 
Overall Resilience 

 
Correlation 
Coefficient 

 
-0.709** 

 
           1.000 

  
Significance 
 

                
               0.001   

 

**Correlation is significant at the 0.01 level (2-tailed).  
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   According to Wagnild (2009b), the RS-14 reflects the five characteristics of 

resilience.  The five characteristics of resilience are: self reliance, meaning, equanimity, 

perseverance, and existential aloneness.  Questions 1, 5, 7, 12, and 14 on the RS-14 

reflect self-reliance.  Self-reliance is a characteristic of believing in oneself and being 

able to rely in inner strengths while at the same time acknowledging one‟s weaknesses.  

Questions 2, 9, and 13 reflect meaning.  Meaning is a characteristic in which one feels a 

purpose to his/her life and has a drive to live.  Questions 3 and 10 reflect equanimity.  

Equanimity is a characteristic of a good sense of humor and keeping balance in life.  

Perseverance is described with Questions 6 and 8 on the RS-14.  Perseverance is 

having persistence despite difficulties and hardships in life.  A constant „willingness‟ is 

seen in a person with perseverance.  Questions 4 and 11 reflect existential aloneness.  

Existential aloneness is characteristic of uniqueness (Wagnild, 2009b).  The five 

characteristics were correlated with overall stress.  Pearson‟s correlation (2-tailed) 

indicated that all characteristics except perseverance were statistically significant  

(p <. 01) (Polit & Beck, 2008) (Table 6).  In addition, the overall mean and standard 

deviation for each characteristic of resilience were comparable, indicating that each 

characteristic appropriately represents resilience (Table 5).   

Table 5 

Overall Mean and Standard Deviations for the Five Characteristics of Resilience  
(N = 19) 

Characteristic of Resilience Overall Mean Standard Deviation 

 
Self-Reliance 

 
5.21 

 
1.12 

Meaning 5.33 1.08 
Equanimity 5.39 1.01 
Perseverance 5.08 1.29 
Existential Aloneness 5.21 1.12 
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 Table 6 

Pearson’s Product Moment Correlation Coeffcient: The Relationship Between the Characteristics of Resilience and Overall Perceived 
Stress (N = 19) 

 

  Overall 
Stress 

Self- 
Reliance 

 
Meaning 

 
Equanimity 

 
Perseverance 

Existential 
Aloneness 

 
Overall 
Stress 

 
Pearson 
Correlation 

 
 
 1.000 

 
 
-0.630** 

 
 
-0.665** 

 
 
-0.724** 

 
 
-0.333 

 
 
-0.736 

 Sig. (2-tailed)   0.004  0.002  0.000  0.164  0.000 
 
Self- 
Reliance 

 
Pearson 
Correlation 

 
 
-0.630**  

 
 
 1.000 

 
 
-0.949** 

 
 
 0.594** 

 
 
 0.465* 

 
 
 0.800** 

 Sig. (2-tailed)  0.004   0.000  0.007  0.045  0.000 
 
Meaning 

 
Pearson 
Correlation 

 
 
-0.665** 

 
 
 0.949** 

 
 
 1.000 

 
 
 0.704** 

 
 
 0.522* 

 
 
 0.861** 

 Sig. (2-tailed)  0.002  0.000   0.001  0.022  0.000 
 
Equanimity 

 
Pearson 
Correlation 

 
 
-0.724**  

 
 
-0.594** 

 
 
 0.704** 

 
 
 1.000 

 
 
 0.241 

 
 
 0.868** 

 Sig. (2-tailed)  0.000  0.007  0.001   0.320  0.000 
 
Perseverance 

 
Pearson 
Correlation 

 
 
-0.333  

 
 
 0.465* 

 
 
 0.522* 

 
 
 0.241 

 
 
 1.000 

 
 
 0.476* 

 Sig. (2-tailed)  0.164   0.450  0.220  0.320   0.039 
 
Existential 
Aloneness 

 
Pearson 
Correlation 

 
 
-0.736**  

 
 
 0.800** 

 
 
 0.861** 

 
 
 0.868** 

 
 
 0.476* 

 
 
 1.000 

 Sig. (2-tailed)  0.000  0.000  0.000  0.000  0.039  

*Correlation is significant at the 0.01 level (2-tailed).   **Correlation is significant at the 0.05 level (2-tailed).
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Overall, resilience scores ranged from 42 to 90.  A score of 90 or greater 

indicated high resilience, a score of 61 to 89 indicated moderately low to moderate 

resilience, and a score below 60 indicated low resilience (Wagnild, 2009b).  Most 

participants (78.95%) had moderately low to moderate resilience, 3 (15.79%) 

participants had low resilience, and 1 (5.26%) participant had high resilience.  

Frequency, percent distribution, mean, and standard deviation for each question of the 

RS-14 is summarized in Tables 7a and 7b.   

With the PPS10, the higher the score the more perceived stress (Cohen et al., 

1983).  In this study, perceived stress scores from the PPS10 ranged from 10 to 32.  

Most participants (68.42%) had scores equal to or less than 20.  Overall, perceived 

stress scores were relatively low.  Frequency, percent distribution, mean, and standard 

deviation for each question of the PSS10 is summarized in Tables 8a and 8b.  
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Table 7a 
 
Frequency for the RS-14 Questionnaire (N = 19) 
 

Question Response Frequency 

  
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

1. I usually manage one way 
or another 

0 0 1 3 6 6 3 

2. I feel proud that I have 
accomplished things in life 

 
0 

 
1 

 
1 

 
1 

 
3 

 
6 

 
7 

3. I usually take things in 
stride 

0 0 2 4 5 7 1 

4. I am friends with myself 0 1 0 3 5 7 3 
5. I feel that I can handle 

many things at a time 
1 1 3 3 2 5 4 

6. I am determined 1 1 1 2 5 5 4 
7. I can get through difficult 

times because I‟ve 
experienced difficulty 
before 

 
1 

 
0 

 
1 

 
3 

 
5 

 
6 

 
3 

8. I have self-discipline 1 1 0 4 3 8 2 
9. I keep interested in things 0 1 1 5 6 5 1 
10. I can usually find 

something to laugh about 
0 0 1 3 2 7 6 

11. My belief in myself gets me 
through hard times 

 
1 

 
0 

 
2 

 
3 

 
2 

 
10 

 
1 

12. In an emergency, I‟m 
someone people can 
generally rely on 

 
0 

 
1 

 
0 

 
5 

 
4 

 
5 

 
4 

13. My life has meaning 1 0 1 1 6 5 5 
14. When I‟m in a difficult 

situation, I can usually find 
my way out of it 

 
1 

 
0 

 
1 

 
1 

 
4 

 
9 

 
3 
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Table 7b 
 
Percentage Distribution for the RS-14 Questionnaire (N = 19) 
 

Question Response Frequency 

  
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 
 

 
Overall 

Mean 

 
SD 

1. I usually manage one way or another 0.0 0.0 5.3 15.8 31.6 31.6 15.8 5.37 1.12 
2. I feel proud that I have accomplished 

things in life 
 

0.0 
 

5.3 
 

5.3 
 

5.3 
 

15.8 
 

31.6 
 

36.8 
 

5.74 
 

1.45 
3. I usually take things in stride 0.0 0.0 10.5 21.1 26.3 36.8 5.3 5.05 1.13 
4. I am friends with myself 0.0 5.3 0.0 15.8 26.3 36.8 15.8 5.37 1.26 
5. I feel that I can handle many things at a 

time 
 

5.3 
 

5.3 
 

15.8 
 

15.8 
 

10.5 
 

26.3 
 

21.1 
 

4.84 
 

1.83 
6. I am determined 5.3 5.3 5.3 10.5 26.3 26.3 21.1 5.11 1.70 
7. I can get through difficult time because 

I‟ve experienced difficulty before 
 

5.3 
 

0.0 
 

5.3 
 

15.8 
 

26.3 
 

31.6 
 

15.8 
 

5.16 
 

1.50 
8. I have self-discipline 5.3 5.3 0.0 21.1 15.8 42.1 10.5 5.05 1.58 
9. I keep interested in things 0.0 5.3 5.3 26.3 31.6 26.3 5.3 4.84 1.21 
10. I can usually find something to laugh 

about 
 

0.0 
 

0.0 
 

5.3 
 

15.8 
 

10.5 
 

36.8 
 

31.6 
 

5.74 
 

1.24 
11. My belief in myself gets me through 

hard times 
 

5.3 
 

0.0 
 

10.5 
 

15.8 
 

10.5 
 

52.6 
 

5.3 
 

5.05 
 

1.51 
12. In an emergency, I‟m someone people 

can generally rely on 
 

0.0 
 

5.3 
 

0.0 
 

26.3 
 

21.1 
 

26.3 
 

21.1 
 

5.26 
 

1.37 
13. My life has meaning 5.3 0.0 5.3 5.3 31.6 26.3 26.3 5.42 1.54 
14. When I‟m in a difficult situation, I can 

usually find my way out of it 
 

5.3 
 

0.0 
 

5.3 
 

5.3 
 

21.1 
 

47.4 
 

15.8 
 

5.42 
 

1.46 
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Table 8a 
 
Frequency for the PPS10 Questionnaire (N = 19) 
 

Question Response Frequency 

  
Never 

 
Almost 
Never 

 

 
Sometimes 

 
Fairly 
Often 

 
Very 

Often 

1. Been upset because of 
something that happened 
unexpectedly? 

 
0 

 
6 

 
11 

 
1 

 
1 

2. Felt that you were unable 
to control the important 
things in your life? 

 
0 

 
6 

 
8 

 
3 

 
2 

3. Felt nervous or “stressed”? 1 2 7 6 3 
4. Felt confident in your 

ability to handle your 
personal problems? 

 
5 

 
9 

 
3 

 
1 

 
1 

5. Felt that things were going 
your way? 

1 6 8 3 1 

6. Found that you could not 
cope with all the things you 
had to do? 

 
2 

 
6 

 
9 

 
2 

 
0 

7. Been unable to control 
irritations in your life? 

1 9 6 1 2 

8. Felt that you were on top 
of things? 

0 6 9 3 1 

9. Been angered because of 
things that were out of your 
control? 

 
1 

 
6 

 
6 

 
3 

 
3 

10. Felt difficulties were piling 
up so high that you could 
not overcome them? 

 
2 

 
7 

 
4 

 
5 

 
1 
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Table 8b 
 
Percent Distributions for the PPS10 Questionnaire (N = 19) 
 

Question Response Frequency 

  
Never 

 
Almost 
Never 

 

 
Sometimes 

 
Fairly 
Often 

 
Very 

Often 

 
Overall 

Mean 

 
SD 

1. Been upset because of something that 
happened unexpectedly? 

 
0.0 

 
31.6 

 
57.9 

 
5.3 

 
5.3 

 
1.84 

 
0.76 

2. Felt that you were unable to control the 
important things in your life? 

 
0.0 

 
31.6 

 
42.1 

 
15.8 

 
10.5 

 
2.05 

 
0.97 

3. Felt nervous or “stressed”? 5.3 10.5 36.8 31.6 15.8 2.42 1.07 
4. Felt confident in your ability to handle your 

personal problems? 
 

26.3 
 

47.4 
 

15.8 
 

5.3 
 

5.3 
 

1.16 
 

1.07 
5. Felt that things were going your way? 5.3 31.6 42.1 15.8 5.3 1.84 0.96 
6. Found that you could not cope with all the 

things you had to do? 
 

10.5 
 

31.6 
 

47.4 
 

10.5 
 

0.0 
 

1.58 
 

0.84 
7. Been unable to control irritations in your life? 5.3 47.4 31.6 5.3 10.5 1.68 1.06 
8. Felt that you were on top of things? 0.0 31.6 47.4 15.8 5.3 1.95 0.85 
9. Been angered because of things that were out 

of your control? 
 

5.3 
 

31.6 
 

31.6 
 

15.8 
 

15.8 
 

2.05 
 

1.18 
10. Felt difficulties were piling up so high that you 

could not overcome them? 
 

10.5 
 

36.8 
 

21.1 
 

26.3 
 

5.3 
 

1.79 
 

1.13 
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Discussion 

 

The results show that there was a statistically significant relationship between 

perceived stress and resilience among adolescents with cystic fibrosis (r = - 0.709, p < 

0.05).  This indicated that as the level of resilience increased, the level of perceived 

stress decreased.  Although there were no previous studies that explored the 

relationship between perceived stress and resilience in adolescents with CF, this study 

is consistent with the literature.   

 The results of this study compare to Palmer and Boisen‟s (2008) qualitative study 

of seven participants in which themes of stress and resilience emerged.  Their study 

identified the presence of stress among individuals with CF aged 20 to 26 years; 

however, despite perceived stress being evident resilience also emerged during the 

transition to adulthood.   

 Similar to this study, Wilks and Croom‟s (2008) cross-section analysis of self-

reported data on 229 Alzheimer‟s disease caregivers also found that stress negatively 

influenced resilience.  In their study, social support positively influenced resilience.  The 

results of this study also support Macri et al.‟s (2009) findings in mice, in which mild 

stress was shown to foster resilience.  

 Although Carpentier et al. (2007) report that adolescents are faced with multiple 

situations that may be perceived as stressful, this study found that overall perceived 

stress among adolescents with CF was low.  Despite having numerous stressors, as 

identified in the literature, adolescents in this study had an overall low level of perceived 

stress.  Just as families have been found to adapt to stress and show considerable 
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resilience (Ganong & Coleman, 2002; Shapiro, 2002), so have the adolescents in this 

study.  

 

Summary 

In this chapter, the results of the study were presented.  The results of the 

PPS10 indicated that the perceived stress level among adolescents with CF is low.  The 

overall perceived stress mean was 1.8368 (SD = 0.64568).  The results of the RS-14 

indicated that overall resilience among adolescents with CF is moderately low to 

moderate.  The overall resilience mean was 5.2444 (SD = 0.97483).  There was a 

statistically significant relationship between perceived stress and resilience (r = -0.709, p 

< 0 .05).  This confirms the researcher‟s hypothesis: the higher the resilience level 

among adolescents with CF, the lower the perceived stress.  Overall, this study‟s 

findings are consistent with previous literature on perceived stress and resilience.  

Chapter V follows with the summary, conclusions, and recommendations of the study. 
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CHAPTER V 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

 

The purpose of this study was to explore the relationship between perceived 

stress and resilience to further identify the psychosocial needs adolescents with cystic 

fibrosis.  The summary, conclusions, and implications for practice and research are 

presented.  Recommendations for future research are also discussed.  

 

Summary 

The study included 19 participants, all of whom were patients at an outpatient CF 

clinic located in a large hospital in the mid-western region of the United States.  The 

sample consisted of 10 males and 8 females between the ages of 15 and 23 years.  The 

mean age of the participants was 18.33 years.  Each participant completed a data 

packet comprised of the PSS10, RS-14, and demographic data form.  The research 

question for this study was:  What is the relationship between perceived stress and 

resilience among adolescents with cystic fibrosis?  Results indicated that there was a 

statistically significant relationship between perceived stress and resilience (r = -0.709, p 

< .05).  In this study, the higher the resilience level among adolescents with CF, the 

lower the perceived stress. 

 

Integrating Results Into the Theory of Stress and Coping 

These findings support Lazarus and Folkman‟s (1984) Theory of Stress and 

Coping, the theoretical framework used for this study.  The event, living with CF, was 

appraised individually by each person experiencing it.  Each person responds differently, 
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based on his or her appraisal, resources, circumstances, personal factors, and coping 

mechanisms.  Ultimately, after the situation is fully evaluated, level of perceived stress 

can be determined and the coping process can begin.  A sustained coping process, or 

resilience, was identified by many of the adolescents in this study.  As a result of this 

framework, it is indicated that adolescents with CF use emotion-focused coping as 

evidenced by a high level resilience and a low level of perceived stress.   

 

Conclusions 

 Based on the results of this research study, the following are conclusions: 

1. A significant negative correlation was found between perceived stress and 

resilience (p = 0.001) in adolescents with cystic fibrosis.  

2. Overall adolescents with CF have moderately low to moderate resilience. 

3. Overall perceived stress among adolescents with CF is relatively low. 

 

Implications for Nursing 

Healthcare providers need to be aware of the psychosocial needs of adolescents 

with cystic fibrosis.  Prior research has demonstrated that quality of life, treatments, 

transition to adult care, coping, and the stressors of having a child with a chronic disease 

has been the focus of research.  Although this study found overall low perceived stress 

and moderately low to moderate resilience, it is important to address perceived stress 

levels and resilience among adolescents with CF to provide holistic care and improve 

overall quality of life.   

 As individuals diagnosed with CF are living longer, it is inevitable that APNs will 

see patients with CF in practice.  Increased stress can make patients with CF more at 
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risk for secondary complications of this disease due to negative effects on the immune 

system.  Assessing stress and fostering resilience is vital to the advanced practice role 

in nursing.  In doing so, one can contribute to the goals of Healthy People 2010 and 

Healthy People 2020 to create a healthier nation.  Resilience may strengthen 

adolescents with CF to live well.  Early assessment with the use of a resilience scale in 

practice is important and the key to fostering resilience is with early intervention, such as 

referral to mental health services.  

 

Implications for Research 

 Based on the findings of this research, the following are implications for further 

research: 

1. Replication of this study with a larger sample size would be beneficial to see if 

similar results are found.  The larger the sample size, the greater the credibility 

and generalizability to the target population (Polit & Beck, 2008).   

2. Further research to explore the relationship between perceived stress and 

resilience among adolescents with classic verses atypical CF and disease 

severity markers such as pulmonary function.  As more genetic studies are being 

conducted, more variations and phenotypes of this chronic disease are being 

discovered.  

3. Further research, such as a longitudinal study, would be valuable to see if the 

relationship between perceived stress and resilience is consistent over time.  

4. A qualitative study focusing on the specific stressors of adolescents with cystic 

fibrosis. 
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5. To date, little research has been done using resilience scales in practice.  Future 

studies on levels of resilience would lend insight to overall resilience of individuals.   

 

Recommendations 

 As a result of this study, following are recommendations: 

1. Develop programs to enhance overall resilience among adolescents with cystic 

fibrosis. 

2. Utilize resilience and perceived stress scales in practice to assess adolescents 

and identify strengths and weaknesses.  

 

Summary 

 In this chapter a summary of the study and its findings were presented.  The 

results indicated a statistically significant relationship between perceived stress and 

resilience in adolescents with cystic fibrosis.  It was found that overall perceived stress 

was relatively low and resilience was moderately low to moderate.  The results 

supported Lazarus and Folkman‟s (1984) Theory of Stress and Coping.  Participants 

used emotion-focused coping as evidenced by a moderately low to moderate level of 

resilience and a low level of perceived stress.    

 Conclusions were drawn based on these results.  Implications for future practice 

based on these results were also presented.  Practitioners need to be aware of the 

psychosocial needs of adolescents with CF, identify potential risks of increased 

perceived stress, and highlight ways to promote resilience.  Assessing perceived stress 

and resilience with a reliable tool is a start to identifying low resilience and high 
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perceived stress levels.  In addition, recommendations for future research were offered, 

including the need for additional research with a larger sample.  
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APPENDIX A 

The 10-Item Perceived Stress Scale (PPS10) 
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Part B 
Perceived Stress Scale- 10 Item 

 
Instructions: The questions in this scale ask you about your feelings and thoughts during the last 
month. In each case, please circle the number that best indicates how often you felt or though a 
certain way.  
 

Circle the number in the appropriate 
column 

Never Almost 
Never 

Sometimes Fairly 
Often 

Very  
Often 

1.  In the last month, how often have            
you been upset because of something that 
happened unexpectedly? 
 

0 1 2 3 4 

2.  In the last month, how often have you 
felt that you were unable to control the 
important things in your life? 
 

0 1 2 3 4 

3. In the last month, how often have you 
felt nervous and "stressed"? 
 

0 1 2 3 4 

4. In the last month, how often have you 
felt confident about your ability to handle 
your personal problems? 
 

0 1 2 3 4 

5. In the last month, how often have you 
felt that things were going your way? 
 

0 1 2 3 4 

6. In the last month, how often have you 
found that you could not cope with all the 
things that you had to do? 
 

0 1 2 3 4 

7. In the last month, how often have you 

been able to control irritations in your life? 

0 1 2 3 4 

8. In the last month, how often have you 

felt that you were on top of things? 

0 1 2 3 4 

9. In the last month, how often have you 

been angered because of things that were 

outside of your control? 

0 1 2 3 4 

10. In the last month, how often have you 

felt difficulties were piling up so high that 

you could not overcome them? 

0 1 2 3 4 

(Cohen, Kamarck, & Mermelstein, 1983) Used by permission. 

Continue to Part C  
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APPENDIX B 

The 14-Item Resilience Scale (RS-14) 
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Part A 

The 14-Item Resilience Scale (RS-14) 

Please read the following statements. To the right of each you will find seven numbers, ranging 

from "1" (Strongly Disagree) on the left to "7" (Strongly Agree) on the right. Circle the number 

which best indicates your feelings about that statement. For example, if you strongly disagree 

with a statement, circle "1". If you are neutral, circle "4", and if you strongly agree, circle "7", 

etc. 

Circle the number in the appropriate column Strongly 

Disagree 

Strongly Agree 

1. I usually manage one way or another. 1 2 3 4 5 6 7 

2. I feel proud that I have accomplished things 

in life. 

1 2 3 4 5 6 7 

3. I usually take things in stride. 1 2 3 4 5 6 7 

4. I am friends with myself. 1 2 3 4 5 6 7 

5. I feel that I can handle many things at a 

time. 

1 2 3 4 5 6 7 

6. I am determined. 1 2 3 4 5 6 7 

7. I can get through difficult times because I’ve 

experienced difficulty before. 

1 2 3 4 5 6 7 

8. I have self-discipline. 1 2 3 4 5 6 7 

9. I keep interested in things. 1 2 3 4 5 6 7 

10. I can usually find something to laugh about. 1 2 3 4 5 6 7 

11. My belief in myself gets me through hard 

times. 

1 2 3 4 5 6 7 

12. In an emergency, I’m someone people can 

generally rely on. 

1 2 3 4 5 6 7 

13. My life has meaning. 1 2 3 4 5 6 7 

14. When I’m in a difficult situation, I can 

usually find my way out of it. 

1 2 3 4 5 6 7 

©2009 Gail M. Wagnild and Heather M. Young. Used by permission. All rights reserved. “The Resilience 

Scale” is an international trademark of Gail M. Wagnild & Heather M. Young, 1993 
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Researcher‟s Informed Consent (Adolescent) 
Dear Adolescent, 
 
My name is Stefanie Petrie and I am a registered nurse currently completing my master‟s degree at 
the University of Wisconsin-Oshkosh. As part of my degree, I am completing a clinical research project 
on perceived stress and resilience among adolescents with Cystic Fibrosis (CF). I am interested in 
learning about the relationship between stress and resilience. 
 
As an adolescent with CF, you are invited to participate in my research study. Your participation in this 
study may help health care providers recognize the ongoing need to assess and provide psychological 
support for those with CF. 
 
If you choose to participate, you will complete two questionnaires and information on your age, gender, 
and age that you were diagnosed with CF etc. This will take 5-10 minutes to complete. You will not put 
your name, address, or any identifying marks on the questionnaires, demographic data form, or the 
return envelope. This is to protect your identity and keep all of the information confidential. Your 
completion of the research questionnaires indicates that you (a) understand the benefits and risks of 
this study, (b) you have agreed to participate in the study (c) have a diagnosis of CF, (d) are age 15-
24, (e) have the ability to read English, (f) the ability to independently fill out the two questionnaires 
and demographic data provided. Please place the completed questionnaires, demographic data form, 
and consents in the envelope provided, seal the envelope, and return the sealed envelope to me.  
 
Participating in this study could present an increase in stress related to filling out the data packet. 
However, participation is completely voluntary and will not affect your health care treatment. You may 
withdraw at anytime and/or skip over any questions that you would not like to answer. If you feel that 
sensitive issues arise while completing these questionnaires and you would like to talk to someone 
please let your nurse know that you would like to speak to the CF clinical nurse specialist or social 
worker. Every effort will be made to keep data confidential, but there is always a risk of loss of 
confidentiality. To minimize this risk, please do not put any identifying information on your 
questionnaires.  
 
Although this study may not benefit you directly, you will provide valuable data, which will be helpful in 
understanding the perceived stress and resilience relationship among adolescents with CF.  
 
I greatly appreciate your time and effort.  
 
If you have any further questions or would like the results of the completed study, please contact me at 
(920) 960-9049 or schmis35@uwosh.edu. If you have any concerns or complaints about the study, 
please contact: 
Chair, IRB for Protection of Human Participants                     Human Research Review Board  
C/O Grants Office                                                                           999 N. 92

nd
 St. Suite C745 

UW Oshkosh                                                                                   Milwaukee, WI. 53201 
Oshkosh, WI 54901                                                                         414-266-7454 
920-424-1415                                                                              
Although the chairperson may ask for you name, all complaints are kept in confidence. 
 
Thank you, 
 
 
Stefanie Petrie, RN, BSN 
University of Wisconsin-Oshkosh 
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Researcher‟s Informed Consent (Parent or Guardian) 
 

Dear Parent or Guardian, 
 
My name is Stefanie Petrie and I am a registered nurse currently completing my master‟s degree at 
the University of Wisconsin-Oshkosh. As part of my degree, I am completing a clinical research project 
on perceived stress and resilience among adolescents with Cystic Fibrosis (CF). I am interested in 
learning about the relationship between stress and resilience. 
 
Your child is invited to participate in my research study based on his/her diagnosis of CF. His/her 
participation in this study may help health care providers recognize the ongoing need to assess and 
provide psychological support for those with CF. 
 
If your child chooses to participate, he/she will complete two questionnaires and information on his/her 
age, gender, and age when diagnosed with CF etc. This will take 5-10 minutes to complete. Your child 
will not provide his/her name, address, or any identifying marks on the questionnaires, demographic 
data form, or the return envelope. All results are confidential. Your signature at the bottom of this letter 
indicates you understand the risks and benefits of this study and you give consent for your child to 
participate in this study.  
 
Participating in this study could present with an increased risk of stress stimulated by the 
questionnaires. However, participation is completely voluntary and will not affect your child‟s medical 
treatment. Your child‟s participation is completely voluntary and he/she may choose to withdraw at any 
time with out penalty. If you feel that sensitive issues arise while your child is completing these 
questionnaires and you or your child would like to talk to someone please let your nurse know that you 
would like to speak to the CF clinical nurse specialist or social worker. Also, very effort will be made to 
keep data confidential, but there is always a risk of loss of confidentiality. To minimize this risk, your 
child is asked to not put any identifying information on the questionnaires.  
 
Although this study may not benefit you or your child directly, he/she will provide valuable data, which 
will be helpful in understanding the perceived stress and resilience relationship among adolescents 
with CF.  
 
 
I greatly appreciate your time and consideration.  
 
If you have any further questions or would like the results of the completed study, please contact me at 
(920) 960-9049 or at schmis35@uwosh.edu. If you have any concerns or complaints about the study, 
please contact: 
Chair, IRB for Protection of Human Participants                     Human Research Review Board  
C/O Grants Office                                                                           999 N. 92

nd
 St. Suite C745 

UW Oshkosh                                                                                   Milwaukee, WI. 53201 
Oshkosh, WI 54901                                                                         414-266-7454 
920-424-1415 
Although the chairperson may ask for you name, all complaints are kept in confidence. 
 
Thank you, 
 
 
Stefanie Petrie, RN, BSN                                                    ______________________________ 
University of Wisconsin-Oshkosh                                           Parent or Guardian‟s Signature 
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Part C 

Demographic Data 
 

The following information is very important. Therefore, the completion of the following questions would be 
greatly appreciated. However, some questions may not be applicable to you. Please put not applicable (NA) for 

those items that do not pertain to you. Thank you. 
 

1. Age __________ 
 

 
2. Gender ______Male        ______Female 

 
 

3. Ethnicity   ______Caucasian ______African American  ______Hispanic ______Other 
 

 
4. Are you currently enrolled in school?  _____Yes           ______No 

 

 
5. Last grade completed _________ OR highest level of education completed_____________ 

 
 

6. Zip Code ________ 
 

 
7. Who do you live with? _________________________________________________________ 

 
 

8. How old were you when you were diagnosed with CF? ____________ 
 

 
9. Do you feel that you have a good understanding and knowledge of the diagnosis of CF? 

 
          ______Yes         ______No 

 
 

10. How would you classify the severity of your CF? 
 

          ______Minimal          _______Moderate           _______Severe ______ I’m not sure 
 

11. How much does the need to do treatments and take medications for your CF impact your daily life? 
 

______ No Impact ______Minimal Impact ______Moderate Impact  
    ______Severe Impact 

 

PLEASE PLACE PART A, B, C AND ANY CONSENT FORMS BACK IN THE PROVIDED 

ENVELOPE, SEAL IT, AND TURN IT IN TO THE STUDENT RESEARCHER.  

THANK YOU FOR COMPLETING THE STUDY 



65 

 

  

4
7

 

APPENDIX F 

IRB Approval Letter 
  

University of Wisconsin Oshkosh 
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October 9, 2009 

 

Ms. Stefanie Petrie 

PO Box 201 

Mt. Calvary, WI  53057 

 

Dear Ms. Petrie: 

 

 On behalf of the UW Oshkosh Institutional Review Board for Protection of Human 

Participants (IRB), I am pleased to inform you that your application has been approved for the 

following research: The Relationship Between Perceived Stress and Resilience Among Adolescents 

With Cystic Fibrosis. 

 

 Your research has been categorized as NON-EXEMPT, which means it is subject to 

compliance with federal regulations and University policy regarding the use of human participants as 

described in the IRB application material.  Your protocol is approved for a period of 12 months from 

the date of this letter.  A new application must be submitted to continue this research beyond the 

period of approval.  In addition, you must retain all records relating to this research for at least three 

years after the project’s completion..   

 

 Please note that it is the principal investigator’s responsibility to promptly report to the IRB 

Committee any changes in the research project, whether these changes occur prior to undertaking, or 

during the research.  In addition, if harm or discomfort to anyone becomes apparent during the 

research, the principal investigator must contact the IRB Committee Chairperson.  Harm or discomfort 

includes, but is not limited to, adverse reactions to psychology experiments, biologics, radioisotopes, 

labeled drugs, or to medical or other devices used.  Please contact me if you have any questions (PH# 

920/424-7172 or e-mail: rauscher@uwosh.edu). 

 

 Sincerely, 

 

  

 Dr. Frances Rauscher 

 IRB Chair 

 

cc: Janice Edelstein 

1666 

 
INSTITUTIONAL REVIEW BOARD 

UNIVERSITY OF WISCONSIN OSHKOSH  800 ALGOMA BLVD  OSHKOSH WI 54901 
(920) 424-3215  FAX (920) 424-3221 
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IRB Approval Letter – Other 
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APPROVAL 
 
November 24, 2009 
 
Dear Dr. Petrie: 
 
Expedited Review approval has been granted on behalf of the Human Research Review Board 
for your protocol entitled [136617-1] The Relationship Between Perceived Stress and 
Resilience Among Adolescents With Cystic Fibrosis on November 17, 2009. 
 
For purposes of identification, this research has been assigned the following numbers: CHW 
09/190, GC 988. CHW protocols are also assigned a Grants and Contracts Office [GC] number 
by the Medical College of Wisconsin. 
 
The consent forms approved November 17 2009 must be used from thias date forward. 
 
BASED ON OUR REVIEW, THE WAIVER OF HIPAA AUTHORIZATION FORM HAS BEEN 
ACCEPTED. THIS WAIVER HAS ONLY BEEN REVIEWED TO ENSURE ALL REQUIRED 
ITEMS HAVE BEEN COMPLETED. IT IS THE RESPONSIBILITY OF THE RESEARCHER TO 
ENSURE THE ACCURACY OF THE INFORMATION PROVIDED ON THIS FORM AND THE 
MINIMUM INFORMATION NECESSARY TO COMPLETE THE STUDY IS REQUESTED. 
 
This protocol is approved for 1-year from the original approval date and a continuing 
review is scheduled for November 16, 2010. Failure to submit the Continuing Review Form 
in a timely manner may result in the termination of your research approval. 
 
Any changes in the protocol and any severe untoward reactions must be reported immediately to 
the Human Research Review Board. Changes in approved research, during the period for which 
Board approval has already been given, may not be initiated without Board review and approval 
except where necessary to eliminate apparent, immediate hazards to the human subjects. 
 
When the above work is completed or discontinued, the Board must be notified in order to 
maintain an accurate record of all current projects. 
 
If you leave the community, you are expected to notify the Board to whom the protocol should be 
transferred; otherwise, the protocol will be terminated. 
 
If you have any questions, please feel free to contact the IRB Office at 414-266-7454. 
 
Sincerely, 
 
Mary Jo Kupst, PhD, Chair 
Human Research Review Board 
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