CLINICAL VALIDATION AND METHOD DEVELOPMENT
OF THE DRAWING VERSION OF THE PRISM TEST

PhD Thesis

Zita Sandor MA

Szeged

2021



CLINICAL VALIDATION AND METHOD DEVELOPMENT
OF THE DRAWING VERSION OF THE PRISM TEST

PhD Thesis

Zita Sandor MA

Doctoral School of Clinical Medicine
Faculty of Medicine
University of Szeged

Supervisor:

Prof. Marta Csabai, MA, PhD

2021



List of publications providing the basis of the thesis:

Sandor Z, Latos M, Pocza-Véger P, Havancsék R, Csabai M. The drawing version of
the pictorial representation of illness and self measure. Psychology and Health. 2020;
17:1-16. IF: 2,528*

Sandor Z, Csabai M. A PRISM-D rajzteszt alkalmazasa a daganatos betegséggel
Osszefliggd érzelmi és kognitiv reprezentaciok komplex vizsgalatara. Orvosi Hetilap.
2018;59(48): 2021-2030. IF: 0,53

Sandor Z, Latos M, Csabai M. Eszlelt tarsas tdmogatas Osszefiiggéseinek vizsgélati
lehetdségei a PRISM-D rajzteszt segitségével korhazi kezelés alatt allo stulyos betegek
korében. Orvosi Hetilap. 2020;161(39): 1688-1696. IF: 0,497*

List of publications related to the subject of the thesis:

Latos M, Sandor Z, Kriston P, Havancsak R, Horvath Z, Paszt A, Simonka Zs, Lazar
Gy, Csabai M. Associations Between a Sedentary Lifestyle and Negative Mood State
and the Risk of Breast Cancer. In: Benkd Zs, Modi I, Tarko K, editors. Leisure, Health
and Well-Being: A Holistic Approach. Cham, Switzerland: Palgrave Macmillan; 2017.
p. 99-114.

Sandor Z, Csabai M. Emlddaganatos betegek hangulati allapotanak, betegséggel
kapcsolatos érzelmi és kognitiv reprezentacioinak vizsgalata a perioperativ id6szakban.
In: Futd Z, editor. Tudomany és innovacio a lokalis és globalis fejléddésért: nemzetkozi
tudomanyos konferencia el6adasai. Szarvas, Magyarorszag: Szent Istvan Egyetem
Egyetemi Kiado; 2015. p. 94-101.

Sandor Z, Csabai M. A miutét eldtti szorongds eldfordulasa €s posztoperativ
fajdalommal valo kapcsolata emlddaganatos betegek esetében. Kitekintés — Perspective.
2014;18(20):176-185.

Sandor Z, Csabai M. Emlddaganatos betegek betegségreprezentacidinak tobb
szempontu vizsgalata. In: Koncz I, Szova I, editors. Hiteles(ebb) tudomanyos
prezentaciok II. kotet: PEME VIII. Ph.D. — Konferencia. Budapest, Magyarorszag:
Professzorok az Eurdpai Magyarorszagért Egyesiilet; 2014. p. 26-37.



VI.

VII.

VIII.

Pocza-Véger P, Havancsak R, Latos M, Kovacs P, Sandor Z, Barzo P, Csabai M.
Koérhazi betegek betegségreprezentacidinak megjelenitése a PRISM-D rajzteszt
hasznalataval. In: Kévagd, Pal; Vass Z, Vargha A, editors. II. Orszagos Alkalmazott
Pszicholégiai PhD Hallgatoi Konferencia: Eléadas kivonatok. Budapest,
Magyarorszag: Karoli Gaspar Reformatus Egyetem (KGRE); 2013. URL:

http://www.kre.hu/ebook/dmdocuments/ii orszagos alkalmazott pszicholo

giai phd hallgatoi konferencia/chap 25.html
Havancsak R, Pocza-Véger P, Latos M, Kovacs P, Sandor Z, Barabas K, Csabai M.

PRISM-D rajzteszt térbeli formacidinak elemzése a betegségreprezentaciok és a
megkiizdési  kapacitds  vizsgalatara. In: Tisljar-Szabé E, editor. XIIL
Magatartastudomanyi Napok: Magatartdstudomanyok a betegellatasban, Debrecen,
Magyarorszag; 2013. p. 42-43.

Havancsék R, Pocza-Véger P, Latos M, Kovacs P, Sandor Z, Barabas K, Csabai M:
PRISM-D rajzteszt térbeli alakzatainak kodrendszere a korhdzi betegek
betegségreprezentacidinak vizsgalatara. In: Vargha A, editor. Kapcsolataink vilaga:
Magyar Pszichologiai Tarsasdg XXII. Orszdgos Tudoméanyos Nagygytilés:
Kivonatkdtet, Budapest, Magyarorszag: Magyar Pszichologiai Téarsasag; 2013. p. 264.
Sandor Z, Czinderi K, Csabai M: Betegség-reprezentaciok, miitét utani fajdalom és
tarsas tamogatas Osszefiiggései a PRISM-D nonverbalis teszten frissen operalt
emlddaganatos betegeknél. In: Vargha A, editor. Kapcsolataink vildga: Magyar
Pszichologiai Tarsasag XXII. Orszagos Tudomanyos Nagygyiilés: Kivonatkdtet,
Budapest, Magyarorszag: Magyar Pszichologiai Tarsasag; 2013. p. 265.

Havancsak R, Kovacs P, Latos M, Sandor Z, Barabas K, Csabai M. A PRISM rajzteszt
alkalmazasa korhazi betegek reprezenticidoinak €s a megkiizdést segitd tényezdk
feltarasara: Els6 hazai tapasztalatok. In: Vargha A, editor. A tudoméany emberi arca: A
Magyar Pszichologiai Téarsasdg XXI. Orszagos Tudomanyos Nagygylilése:
Kivonatkotet, Szombathely, Magyarorszdg: Magyar Pszicholdgiai Tarsasag; 2012. p.
311.

Havancsdk R, Kovacs P, Latos M, Sandor Z, Barabas K, Csabai M. A PRISM
nonverbalis teszt elsd hazai alkalmazéasanak tapasztalatai korhazi osztalyokon fekvo
daganatos betegekkel. In: Barabas K, Kapocsi E, Pik6 B, Hamvai Cs, Latos M, Bota M,
Vari-Koszo M, editors. XII. Magatartastudomanyi Napok: Programfiizet €s absztraktok
kivonata, Szeged, Magyarorszag: JATEPress Kiado; 2012. p. 72.


http://www.kre.hu/ebook/dmdocuments/ii_orszagos_alkalmazott_pszichologiai_phd_hallgatoi_konferencia/chap_25.html
http://www.kre.hu/ebook/dmdocuments/ii_orszagos_alkalmazott_pszichologiai_phd_hallgatoi_konferencia/chap_25.html

Table of contents

ABBREVIATIONS
1. INTRODUCTION. ...ttt sttt bt besbeeneas 1
1.1. The importance of examining illness-related representations and social support..1
1.2. Difficulties in measuring illness-related representations and social support......... 6
1.3. Advantages of nonverbal teChNIQUES............ccooiiiiiiiii s 8
1.4, PRISIM EBSES ..ttt sttt bbbttt eneene s 9
2. AIMIS . bbbttt bbb nes 12
3. STUDY1: Clinical validation of the PRISM-D teSt..........ccccovvieriiiniiienesie e 14
3L MBENOUS ...t e 14
BL2. RESUILS ..ttt bbbt 19
4. STUDY?2: Applicability of the PRISM-D test to examine illness representations.......... 26
4.1 MEENOUS ...ttt e 26
4.2, RESUITS ...ttt bbbttt b e e 27
5. STUDY3: Applicability of the PRISM-D test to examine perceived social support......32
5.1 MEENOUS ...ttt e 32
5.2  RESUILS ...ttt ettt e ne e 33
B. DISCUSSION ..ottt st be et sa e e e et e nresteareeneenes 37
7. CONCLUSIONS ...ttt sttt et et e b reenes 48
8. ACKNOWLEDGEMENTS ..ottt 50
9. REFERENGCES.......ootiie ettt ettt bbbttt ettt abeabeeneenes 51

1O, ANNEXES ..ottt ettt 67



ABBREVIATIONS

BDI = Beck's Depression Inventory

IPM = IlIness Perception Measure

PRISM = Pictorial Representations of IlIness and Self Measure

PRISM-D = Drawing version of Pictorial Representations of Illness and Self Measure
SIS = Self-llIness Separation

STAI-S = Spielberger's State-Trait Anxiety Inventory - State Anxiety Scale

STAI-T = Spielberger's State-Trait Anxiety Inventory - Trait Anxiety Scale



1. INTRODUCTION

1.1. The importance of examining illness-related representations and social support

Examination of illness-related emotions, representations, and social support is of paramount
importance in clinical practice, as research has shown that these factors are related to the mental
and physical recovery of severe patients (Cameron & Leventhal, 2003; McGregor & Antoni,
2009; Petrie, Jago & Devcich, 2007; Hagger & Orbell, 2003; Pennix et al., 1998; Reblin &
Uchino, 2008; Wills & Fegnan, 2001). A serious illness is a traumatic experience for most
patients (Livneh & Antonak, 2005), which can restructure the order of importance of factors
present in a person’s life, social relationships (Cassel, 2004; Stanton, Revenson & Tennen,

2007; Rokach, 2000) and test patients’ mental capacity.

Facing an illness can cause a number of reactions in an individual. One of the most common
reactions is elevated distress and anxiety (Noyes, Holt & Massil, 1998), which has been
reported in 35-38% of cancer patients (Zabora et al., 2001; Carlson et al., 2004); 14.1-27.3%
of diabetes patients (Pandit et al., 2014), 38%-45% of chronic renal failure (Murtagh,
Addington-Hall & Higginson, 2007). Elevated levels of distress and anxiety are problematic
not only because of their negative impact on patients’ quality of life (Frisch, 2005), but also
negatively affect a number of processes associated with the course of the illness. On the one
hand, it directly influences certain physiological processes associated with recovery, such as
slowing wound healing (Broadbent et al., 2003; Marucha, Kiecolt-Glaser & Favagehi, 1998;
Kiecolt-Glaser et al., 1998), increasing experienced pain (resulting in increased analgesia, dose
and demand as well as decreased exercise) (Johnston, 1988; Matthews-Ridgeway, 1981;
Kehlet, 1997) and negatively affects immunological processes (Kemeny & Gruenewald, 2000;
Kiecolt-Glaser et al., 1998). On the other hand, as an indirect effect, it can negatively affect

illness adaptation and coping responses (McGregor & Antoni, 2009).

During the course of the illness, the majority of patients experience some degree of suffering,
which is mostly due to the symptoms experienced, the treatments, or the clinical setting.
(Krikorian & Limonero, 2012; Cassell, 1999, 2004; Kahn & Steeves, 1995). However, research
on the subject reveals that suffering as an experience affects the whole person, not only in a
physical sense, but also in a mental, social and spiritual sense (Krikorian & Limonero, 2012;
Cassell, 1999, 2004). Reducing suffering is a particularly important, complex intervention task

for patient well-being (Krikorian et al., 2014). Suffering is often caused by the loss of illness



and the possibility of it (Kahn & Steeves 1995), which can be physical loss (body part, loss of
bodily function) and non-physical loss, such as mental, social or even spiritual loss (Livneh &
Antonak, 2005; Teel, 1991).

In addition to suffering, a denial reaction often appears as a reaction to the person experiencing
loss (Kreitler, 1999). Studies show that denial is very common in chronic patients (Telford,
Kralik & Koch, 2006), such as denial of diagnosis in cancer patients in 4-47%, the denial of
impact occurred in 8-70%, denial of emotions and occurred in 18-42% of the cases (Vos & de
Haes, 2007). According to the results of meta-analyses, denial may be beneficial in the initial
and terminal stages of the illness, as it reduces the patient's level of anxiety. However, in other
stages of the course of the illness, persistent denial has a distinctly negative impact, it can
disrupt the process of spiritual processing of the illness and deprive the person of the
opportunity to cope (Kreitler, 1999). This is because dealing with the illness and its

consequences can greatly aid psychological adjustment (de Ridder et al., 2008).

In adapting to an illness as a fundamentally stressful event, it is important for individuals to
highlight the positive or negative aspects of the changes associated with the illness.
Highlighting the negative meaning of the illness goes hand in hand with focusing on its negative
aspects, which in many cases are related to the view of the illness as an uncontrollable,
unpredictable, and unchangeable agent (Evers et al., 2001). However, some patients are able to
view the positive aspect of the illness, which is important because research has found a positive
meaning for a fundamentally stressful event, such as a serious illness, as well as the patient's
belief in recovery and illness outcome, plus more favorable representations are associated with
significantly more positive physical and psychosocial health outcomes (Carver et al., 1993;
Mondloch, Cole & Frank, 2001).

How a person responds to and experiences their illness is very unique, based on, among other
things, personality (e.g., neuroticism, or optimism as a personality trait), the characteristics of
the illness, and cognitions related to the illness (Adler & Matthews, 1994). This is because
illness is a subjective experience for all people. During the course of the illness, based on
information and experience about the illness, each patient develops a subjective perception of
the illness, an illness representation combining feelings, knowledge, beliefs, and thoughts about
the illness (Levethal's Self-Regualtion Theory; Leventhal, Meyer & Nerez, 1980; Leventhal H.,
Leventhal E. & Cameron, 2001; Weinman & Petrie, 1997). This subjective illness
representation is of great importance based on study results, as it is related to patients' coping



responses and adaptation to stressors, and affects perceived well-being and life satisfaction
(Krikorian et al., 2014; Petrie & Weinman, 2012; Anagnostopoulos & Spanea, 2005). This is
because illness-related cognitions can be seen as a kind of mediator between illness and patient
well-being (Evers et al., 2001). IlIness perception also has an effect on illness behavior and
various indicators of mental and physical recovery (Dempster, Howell & McCorry, 2015;
Weinman & Petrie, 1997; Hagger & Orbell, 2003). They influence, for example, adherence to
treatment (Weinman & Petrie, 1997), postoperative recovery (Juergens et al., 2009), the
incidence of complications (Cherrington et al., 2004), participation in rehabilitation programs
(Weinman & Petrie, 1997), and returning to work (Petrie et al., 1996; Lacroix et al., 1991).

The subjective perception of the illness can be seen, for example, in how patients interpret their
illness (Lipowski, 1970; 1983). Some view their illness as Enemy, Punishment, Weakness,
Loss, while others view him as Challange, Value, Relief, or Strategy (Lipowski, 1970; 1983).
Studies have shown that Challenge is the most common of the above categories of interpretation
in patients with cancer (Karen et al., 1996; Lesley et al., 2003; Wallberg et al., 2003; Biissing
& Fischer, 2009) and chronic renal diseases (Caress, Luker & Owens, 2011). Another illness
interpretation category was identified as Adverse Interruption of life, which in some studies
proved to be the most common illness interpretation category among chronic patients (Biissing
& Surzykiewicz, 2015) and patients with chronic pain (Biissing et al., 2010). Taking into
account the research results, it is worthwhile to examine how individual patients interpret their
illness, as illness interpretations can influence the choice of decision-making and coping

strategies, which are important factors for recovery (Biissing & Fischer, 2009).

Although the above results show that patients’ feelings, reactions, and thoughts about the illness
are paramount, it is worth noting that the illness is not present in isolation in a person’s life, but
is an integral part of it. The social environment around the patient also plays a key role in the
reactions to the illness, in its experience and in the development of the illness behavior. This
social environment, if it works properly, provides emotional and / or instrumental support, so-
called functions as social support. Social support — that is, the psychosocial resources provided
by significant others in a person’s social environment (Kaplan, Cassel & Gore, 1997) — has a
number of positive effects on severely ill patients. Studies have shown that people with higher
levels of social support are more tolerant of illness-related changes (Holahan et al., 1997;
Turner-Cobb et al., 2002; Penninx et al., 1998; Stone et al., 1999), experience lower
postoperative pain, and better treatment outcome is expected in their case (Stefaniak et al.,

2012; Krohne & Slangen, 2005). In general, social support has a positive effect on morbidity,
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mortality, and quality of life indicators in chronic patients (Reblin & Uchino, 2008). However,
research findings point out that favorable outcomes do not depend on the number of objectively
measurable relationships or the amount of help actually provided, which are relatively easily
measurable dimensions, but on social support from the patient's subjective perception (Uchino,
2004; Barrera, 2000), which is created through an individual’s processes of perception,
evaluation, and memory (Lakey & Drew, 1997).

If social support works well, it acts as a kind of perceived resource in the period of coping with
the illness. With the right social support, patients can receive information, help, and emotional
support that can contribute to accepting the illness and developing appropriate coping responses
(Uchino, Cacioppo & Kiecolt-Glaser, 1996; Patel, Peterson & Kimmel, 2005). Members of the
social support environment also play a role in shaping the illness perception (Benyamini,
Medalion & Garfinkel, 2007; Guzman & Nicassio, 2003). Furthermore, the way family
members respond to the illness and their involvement in the treatment of the illness can greatly
influence the health-protective behavior of patients and thus the outcome of the illness (Molloy,
Johnston & Witham, 2005; Cardol et al., 2005). In addition, social support people can reinforce
in patients the feeling that they are important to them and worth recovery (Brummet et al.,
2005), which can give patients a purpose. Social support also has a direct effect on individuals’
health, on the one hand, it influences cardiovascular, endocrine, and immune processes through
a direct physiological effect (Uchino, Cacioppo & Kiecolt-Glaser, 1996). On the other hand,
research results support the ability of social support to perceive and buffer illness-induced
distress, thus contributing to positive outcomes through stress reduction (Theory on Stress
Buffering; Cohen & Wills, 1985; Thoits, 1982). Furthermore, as an indirect effect, social
support also has a positive effect on mental health, such as reducing the risk of developing
psychological distress and depression (Procidano, 1992; Sarason BR, Sarason IG & Gurung,
1997; Lin, Ye & Ensel, 1999; Lakey & Cronin, 2008).

However, a serious illness and its consequences can restructure, strengthen, or even weaken
social relationships (Stanton, Revenson & Tennen, 2007). The diagnosis, treatment, and
progression of the illness are a challenge for social relationships (Rokach, 2000; Spiegel, 2001).
Numerous studies have shown that people with chronic illness have fewer social relationships
than healthy people (Berkanovic & Hurwicz, 1990; Arpin et al., 1990; Vogt et al., 1992).
Studies show that the relationships with friends and acquaintances become limited the most,
but the relationships with a partner and a child are usually not affected negatively by the illness,

and may even increase or intensify (Fitzpatrick, 1988). However, in many cases, the treatment
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of the illness leads to patients experiencing either temporari or permanent social isolation and
loneliness, as contact with family and friends is often limited due to either the physical
symptoms of the illness or the treatment (e.g. intensive care, quarantine). In many cases,
patients are forced to face the burden of their illness alone. However, experiencing social
isolation and loneliness is not favorable, as according to research results it is associated with

negative health outcomes (Cacioppo & Hawkley, 2003).

Overall, a number of psychosocial factors (e.g., illness-induced feelings, reactions, illness
representations, social support) play a role in the course of the illness. Research findings on the
usefulness of psychosocial interventions draw attention to the short- and long-term positive
benefits of correcting maladaptive reactions and representations that may occur. For example,
psychological interventions to reduce increased distress have shown that immune change and
improved health have been observed in cancer patients (Andersen et al., 2007). And in HIV-
infected patients, stress-management interventions have improved patients’ mental health and
quality of life (Scott-Sheldon et al., 2008). For example, intervention studies with the goal of
restructuring illness perception have shown that people with myocardial infarction have
reduced illness-related anxiety (Broadbent et al., 2009), general anxiety, depression (Sararoudi
et al., 2016), and were better prepared for leaving hospital and were able to return to work

earlier, showed fewer angina symptoms than their control counterparts (Petrie et al., 2002).

Intervention studies to improve social support also report its positive effects (Hartmann et al.,
2010; Martire et al., 2010). For example, couple-oriented interventions have a positive effect
on depressive symptoms, pain, and marital functioning in patients with various chronic patients
(cancer, arthritis, cardiovascular disease, chronic pain, HIV, Type 2 diabetes; Martire et al.,
2010). And as a result of family-oriented interventions that improve the involvement of family
members in the treatment of chronic physical patients, a positive change in the physical and
mental health of patients in cardiovascular, cancer, and arthritis patients was observed
(Hartmann et al., 2010).

In order to shed light on the need for intervention, it is extremely important to detect the above
factors efficiently and quickly, and to screen for any maladaptive reactions that may occur.
However, because feelings and thoughts about illness and attitudes toward social relationships
are highly subjective, difficult to put into words, measuring these factors is not an easy task. In

addition, the special characteristics of the hospital environment also require special tools.



1.2. Difficulties in measuring illness-related representations and social support

There are now a number of generic or disease-specific tests or scales available to measure illness
impact, perceptions, beliefs, representations and social support (Shumaker & Naughton, 1995;
Weinman et al., 1996; Horne, Weinman, & Hankins, 1999; Wills & Shinar, 2000). The Iliness
Perception Questionnaire (IPQ; Weinmann et al., 1996) or variants thereof (e.g., IPQ-R; Moss-
Morris et al., 2002; B-IPQ; Broadbent et al., 2006) is most commonly used to measure illness
perception. The Iliness Cognition Questionnaire (ICQ; Evers et al., 2001; Lauwerier et al.,
2010) is suitable for assessing illness-related cognitions, and the Interpretation of Iliness

Questionnaire (IIQ; Biissing & Fischer, 2009) is suitable for detecting illness interpretations.

There are also a number of scales for measuring social support, most of which measure multiple
dimensions, such as The Multidimensional Scale of Perceived Social Support (Zimet et al.,
1988; 1990), the Norbeck Social Support Questionnaire (NSSQ; Norbeck, Lindsey & Carrieri
1981, 1983; Gigliotti, 2002), the Close Persons Questionnaire (Stansfeld & Marmot, 1992), or
the Social Support Questionnaire for Transactions (SSQT; Suurmeijer et al., 1995). Specifically
measures the perceived social support the Social Support Questionnaire, (SSQ; Sarason et al.,
1983), and an abbreviated version thereof (Brief SSQ; Siegert, Patten & Walkey, 1987).

However, most of these, to help with the accuracy of the measurement, are quite long,
containing a number of items that usually need to be evaluated on a multi-level scale. In
addition, most of these tests are restrictive in measuring illness-related experiences and
perceptions, which in many cases would require deeper exploration. (Cheung, Saini & Smith,
2016). In order to be able to filter out the factors that are important for recovery, the maladaptive

reactions that may appear, it is necessary to use several measuring devices at the same time.

Considering the specifics of the hospital environment and the recovery process, practical
experience shows that completing the numerous paper-pencil tests can be burdensome for
seriously ill patients. In addition, they are too time-consuming in terms of daily practice, and
the validity of the measurement also depends to a large extent on the verbal skills of the patients
(Biichi & Sensky, 1999). Therefore, it would be necessary to use a measuring device that could
quickly and simultaneously measure several mental factors important for recovery in a way that

is not burdensome for patients.

Measurement is further complicated by the fact that adaptation to the illness is a non-linear

process, depending on the nature and course of the illness and the characteristics of the patient,



and it may be stuck and reversed (Stanton, Revenson & Tennen, 2007). Along this line, patients’
levels of anxiety and distress may show large changes during the course of the illness
(Fallowfield et al., 1994). The illness perception can also undergo significant changes during
the illness, as it is influenced by personal experiences and experiences of the illness (symptoms,
examinations, treatement etc.) as well as information from the social environment (family,
friends, medical staff) (Anagnostopoulus & Spanea, 2005). In addition, during the course of the
illness, social relationships may be transformed, some relationships may be strengthened, while
others may be eroded by illness (Alferi et al., 2001). Therefore, when examining the above
factors, it is advisable to use a measuring device that can be repeated even at short intervals,
and can be applicable again and again without excessive strain on the patient, in order to be
able to detect the possible changes in the condition.

Another special aggravating factor in measuring mental factors associated with illness is that
illness is often needed deeper and more personalized understanding due to a subjective
experience and the uniqueness of related reactions and cognitions (Cheung, Saini, & Smith,
2016). Moreover, the illness is not present in isolation in a person’s life, but is an integral part
of it, and can also affect the subjective importance of factors that play a role in a person’s life.
It is important to explore the impact of the illness on a person’s life, its embeddedness in life
history, social and physical environment. Furthermore, it is advisable to assess the resources
supporting recovery that are present in one’s environment (eg. social support, physical or
mental health-protecting habits, and activities that are sources of experiencing joy or success),
or presence of factors that aggravate recovery (eg. relational conflicts, experiences of loss, and
strong negative emotions). However, traditional paper-pencil methods are not suitable for

exploring the above factors.

This is why several studies have used interview techniques to examine illness-related
cognitions, emotional and cognitive representations, and illness burden, mostly freely, using
interviews compiled for research profile (Zhang et al., 2014; Koenigsmann et al., 2006; Dong
et al., 2016). In addition, there are special interview methods that have been specifically
developed to measure a particular psychosocial dimension, such as the McGill Iliness Narrative
Interview (MINI; Groleau, Young & Kirmayer; 2006) for assessing narratives related to illness,
The Schema Assessment Instrument (SAI; Lacroix, 1991), which explores illness patterns, or
the Self-Evaluation and Social Support Schedule for Measuring Social Support (SESS;
Tjemsland et al., 1994) and the Mannheim Interview on Social Support (MISS; Veiel, 1999),

which ones explore social support. In addition, there are disease-specific interviews, such as
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the Personal Models of Diabetes Interview, which explore the views of diabetic patients
(Hampson, Glasgow, & Toobert, 1990).

However, verbalizing the feelings and thoughts about illness and the attitudes towards social
relationships is not an easy task. In addition, certain components of feelings and thoughts about
the illness are not made conscious, making them difficult to explore by the interview techniques
(Cheung, Saini, & Smith, 2016). Furthermore, the method, due to its time-consuming nature, is
difficult to always adapt to clinical practice and can only be used in well-verbalized patients,
which is not provided in certain treatment situations due to the nature of the illness or its
treatment (Higginson & Carr, 2001).

1.3. Advantages of nonverbal techniques

Published data prove that nonverbal techniques can be successfully applied to severe patients
with serious medical conditions. Compared to verbal techniques (questionnaire, paper-pencil
tests, interview), they require less energy input from patients, yet they can be used to gather a
wide range of information (Broadbent et al., 2006). A further advantage is that they are also
suitable for the study of less conscious feelings and cognitions (Cheung, Saini, & Smith, 2016).

The most commonly used nonverbal techniques are drawing tests. Traditional drawing tests
(e.g., draw their illness or damaged organ, draw their body before or after disease, or currently
after treatment) can reveal individual experiences with the illness and its treatment, and
subjective, idiosyncratic perception of the illness (Tiemensma et al., 2012; Tiemensma et al.,
2015; Kaptein & Broadbent, 2007). In recent years, the method has been used successfully in
several studies of illness perception in various somatic patients, such as: myocardial infarction
(Broadbent et al., 2004), heart failure (Reynolds et al., 2007), systemic lupus erythematosus
Cushing's syndrome (Tiemensma et al., 2012), emergency embolization in postpartum
hemorrhage (van Stralen et al., 2010), vestibular schwannoma (Kaptein et al., 2011), headache
(Broadbent et al., 2009).

Based on some study results, drawings were associated with indicators of health status and
improved current understanding of the patient’s perspective (Tiemensma et al., 2015). Based
on research experience, the characteristics of the drawings are related to clinical and
psychological markers of health status. In a study by Broadbent et al., for example, on heart

drawings made by patients who underwent myocardial infarction, the displayed damage
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predicted recovery with greater confidence than traditional medical indicators (Broadbent et al.,
2004). In their subsequent follow-up study, they found that changes in the size of patients’ heart
drawings were associated with higher cardiac anxiety, health care use, and activity restriction
(Broadbent et al., 2006). A similar study also found an association between the size of heart

drawings in individuals with health faliure and health-specific anxiety (Reynolds et al., 2007).

Similar results have been found by Hungarian researchers in the study of kidney transplant
patients (Latos et al., 2012). Their results showed that patients experiencing a higher degree of
anxiety drew their transplanted kidneys significantly larger on the drawing test. Furthermore, a
meta-analysis combining research experience on the topic also found that the size of the illness
depicted in the drawings is consistently associated with negative illness perception (Broadbent
etal., 2019).

Drawing tests have promising opportunities for utilization for patients, researchers as well as
health care professionals (Tiemensma et al., 2015). Experience has shown that drawing tests
can lead to richer data collection. It has been observed that drawings can illustrate patients'
notions in a more uncensored, concrete, and specific way than words (Broadbent et al., 2006).
In addition, drawing has a number of benefits for patients. It can help them share emotions,
experiences, and thoughts about the illness and help them better understand themselves
(Cheung, Saini & Smith, 2016). However, the fact that drawing ability may influence the
interpretation of test results could be a disadvantageous trait of these tests (Tiemensma et al.,
2015).

1.4. PRISM tests

A novel tool for nonverbal techniques in somatic patients is the Pictorial Representation of
Illness and Self Meausre (PRISM) tests. The original version of the test (Biichi & Sensky, 1999)
aims to assess the perceived burden of suffering due to their illnesses among somatic ill patients
using a simple, easy-to-understand visual method. However, modifications of the test also allow

the measurement of a great deal of other dimensions.

In the original test, the patients are given an A/4 white metal board with a 7 cm diameter yellow
circle in the lower right corner. According to the instruction, the white metal board symbolizes
the patient's current life situation and the yellow circle symbolizes the patient's self. During the

test recording, the patient is given a 5 cm diameter red magnetic disk that symbolizes the
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person’s illness and this should be placed on the metal board according to how important the
illness is in the person’s life at the moment. In the test, the distance between the self and the
disk that symbolizes the illness (Self-1lIness Separation, SIS) refers to the suffering caused by
the illness burden. Small distance from the self indicates a great deal of suffering, and a greater
distance indicates a lower degree of it (Biichi & Sensky, 1999). According to the results of Peter
et al. (2016), it is also appropriate to examine the spatial position of the illness disk relative to
the self circle (illness circle inside, overlapping or outside relative to the self circle), as these

spatial positions are significantly related to depression and the level of quality of life.

A modified version of the test, PRISM-RL1, is not only suitable for assessing illness suffering,
but also for examining patients' illness perception (Reimus et al., 2007). For PRISM-R1,
patients can choose from 3 disk of illness symbolization (smaller than a circle representing a
self, a circle larger than a self, and a circle of the same size). The results show that the size of

the disk symbolizing the illness refers to Iliness Perception Measure (IPM).

Another version of the test, PRISM +, allows you to display factors other than the illness that
are important to the patient, such as family, hobbies, work, friends using different discs (usually
discs of the same size but different colors) (Biichi & Sensky, 1998; 1999). In this way, we can
explore the context of the illness, the resources of the patient, as well as the relationship between
the illness and other important factors for the patient. The PRISM + test has been used in several
studies, but in most cases the disks symbolized pre-defined factors. For example, Kassarjdian
et al. (2008) in their study measured pain, partner, family, work, and recreational activities in
their patients with chronic non-cancer pain using the PRISM + test. Gielissen et al. (2013)
measured the fatigue of cancer patients using a magnetic disk for this purpose.

To eliminate the special equipment requirements of the PRISM test (magnetic board and disks),
a self-administered version of the test was also developed (Rumpf, Lontz & Uesseler, 2004),
which proved to be reliable and well-suited. However, this version also only measures the
impact of the illness on the person and their place in their life. However, in our opinion, the use
as a paper-pencil method has additional application possibilities.

The PRISM test has been successfully validated in several patient groups and has been shown
to be reliable in various chronic patients such as breast cancer, long-term cancer surivors,
rehumatoid arthritis, chronic obstructive pulmonary disease, diabetes mellitus, systematic lupus
erythematosus, chronic pain patients or dermatological pain patients and dermatologists (Biichi
& Sensky, 1999; Biichi et al., 2000; Biichi et al., 2002; Klis et al., 2008; Streffer et al., 2009;
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Lehmann et al., 2011; Kassardjian et al., 2008; Wouters et al., 2008; Miihleisen et al., 2009).
Studies have shown a consistent negative correlation between Self-Iliness Separation (SIS) and
depression (Biichi et al., 1998; Biichi et al., 2002; Rumpf, Lontz & Uesseler, 2004; Klis et al.,
2008; Biichi et al., 2009; Wittmann, Schnyder & Biichi, 2012; Lima-Verde et al., 2013;
Gielissen et al., 2013; Meyer et al., 2014), anxiety / perceived stress (Klis et al., 2008; Krikorian
et al., 2013), experienced pain (Biichi et al., 1998; Biichi et al., 2002; Kassardjian et al., 2008;
Streffer et al., 2009), disease-specific and overall quality of life (Biichi et al., 2000; Rumpf,
Lontz & Uesseler, 2004; Miihleisen et al., 2009; Lehmann et al., 2011; Meyer et al., 2014). The
Iliness Perception Mesure, in turn, is significantly correlated with wellbeing (Reimus et al.,
2007).

Research experience with the PRISM test shows that it is suitable as a visual method for
gathering fast yet personally salient information. An important advantage is that it provides
both qualitative and quantitative data. Research suggests that the test can be used well in
individual and group psychological interventions to assess attitudes about illness and to assist

in therapeutic decision-making (Sensky & Biichi; 2016).

11



2. AIMS

The doctoral dissertation presents the clinical validation and method development process of
the PRISM-D test method as well as its possibilities of application. The aim of the multi-stage
research is to further develop the PRISM test, a measurement tool used internationally in
clinical practice and research. With this method development, the research joins the method

development process of the PRISM test, which has been going on for more than 20 years.

Our method development processes have been going on since 2012 in a research group under
direction of Prof. Dr. Marta Csabai. The first publication demonstrating the method of this test
version was in 2013, when the characteristics of the new method were presented (Havancsak,
Pocza-Véger, Csabai; 2013). Since then, several conference presentations and publications have

been produced about our main results and the experiences of the clinical application of the test.

The aim of our research group was to develop a measuring device that combines the advantages
of previous PRISM tests and provides more differentiated information, but at the same time
requires less equipment. Our goal was to develop a measurement tool that can be easily and
quickly used to examine the subjective significance and impact of physical illness, and to
explore factors present in a person's social and physical environment that potentially support or
even impede recovery. In a way this fits the clinical environment and does not burden serious

patients.

During the development of the method, we relied on research related to previous versions of
the PRISM tests, according to which the test is suitable for examining illness suffering, illness
burden, illness perception and important factors present in patient’s current living environment
(see section 1.4.). We also relied on research on projective drawing tests in somatic patients,
which have shown that projective drawing tests are suitable for exploring illness-related beliefs,
identifying emotions that were not made conscious previously, and providing much richer
information than traditional paper-and-pencil tests (Cheung, Saini & Smith, 2016; Tiemesnma
et al., 2015; see section 1.3.).

The main goal of this doctoral dissertation was — based on the previous findings of our research
groups, as a follow-up to the PRISM-D method development process — to carry out the clinical
validation of the PRISM-D test. In addition, another goal was to demonstrate the comprehensive

applications of this test in the clinical practice, with particular regard to the investigation of the

12



patient’s illness related emotional and cognitive representations and the social support of the

patients.
In connection with the doctoral research, | formulated the following goals:

AIM1: The number one goal of the research was to investigate the applicability and the clinical
validaty of the modified test among a wide, non-disease-specific population of somatic patients
under active hospital treatment. The aim was to explore whether the drawing test version
provides additional information compared to previous PRISM tests, and whether test
participants take advantage of the freedom of the visualization. In addition, the aim was to
examine whether the modified test retains the benefits of previous versions, and whether we
obtain results consistent with previous research in terms of external validity. Furthermore, the
aim was to investigate whether there is a correlation between some of the features displayed on
the PRISM-D test and the level of anxiety and depression, which is important due to its

applicability in clinical practice. (STUDY1)

AIM2: Another goal was to investigate the ways in which the PRISM-D test can measure
illness-related representations. This is because the study of illness representations is a
particularly important task, as research has shown that they can influence the recovery process
in many ways (see section 1.1), so exploring them is of paramount importance during the
recovery process. The aim of the research was to present how the PRISM-D test provides
quantitative and qualitative information about patients' illness-related emotional and cognitive
representations, detailing the possibilities of analyzing data from the PRISM-D test post-test

using an example of a cancer patient population. (STUDY?2)

AIM3: The aim was to investigate in more detail whether the PRISM-D test is suitable for
examining perceived social support in somatic patients undergoing active hospital treatment.
According to the research results, social support is a particularly important factor in the process
of recovery from serious illnesses, as it is related to a number of factors influencing physical
condition (see section 1.1.). Therefore, the examination of these factors is an important task.
Another research goal was to examine whether the measure is suitable for exploring perceived
social isolation and assessing the subjective importance of social support persons. Another aim
was to examine the relationship between the characteristics of social support displayed on the

test and the level of illness perception, anxiety and depression. (STUDY 3)
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3. STUDY1: Clinical validation of the PRISM-D test

3.1 Methods

3.1.1. Participants

The study involved 500 patients diagnosed with somatic disease under active hospital treatment.
Since the goal was to develop a non-disease-specific measurement tool, participants were
selected from several disease groups in the sample. Participants were selected from the
following disease groups: cancer patients (35.6%), patients with lumbar degenerative disc
disease (31%), patients with chronic renal insufficiency (19.2%), gastro-intestinal disease
patients (7%) and other hospital inpatients (7.2%). Of the individuals included in the sample,
44.4% were male and 55.6% were female. The mean age of the participants in the sample was
51.9 years (SD = 16.06).

The criteria for inclusion in the sample were: voluntary agreement to participate in, being able
to participate in a test (due to their illness condition), diagnosis of the following diseases:
cancer, chronic renal insufficiency, gastro-intestinal disease, lumbar degenerative disc disease
(excluding pilot research, where this condition did not have to be met), and being under active
hospital treatment. Individuals who met the criteria were randomly selected in the sample

(convenience sampling method).

The data collection consisted of three stages. As a first step, a pilot study examined whether
test participants could interpret the instructions and tasks of the test. To this end, the PRISM-D
test was tried on a random sample of 25 hospital inpatients. A structured interview was used to
assess whether participants were able to properly interpret and perform the test recording. Since
all participants understood the instructions, the second step in the research was to take a larger
sample of the PRISM-D test from the following patient groups: cancer, chronic renal
insufficiency, gastro-intestinal disease, lumbar degenerative disc disease. The target sample
was 300 people and the number of tests to be evaluated was 278. As a third step in data
collection, to examine the convergent validity, the PRISM-D test, Spielberger’s State and Trait
Anxiety Inventory (STAI), and Beck’s Depression Inventory (BDI) were used. Participants
were composed of the following disease groups: cancer, chronic renal insufficiency, gastro-
intestinal disease. As the total number of items targeted for the total research was 500, this

phase of the research was completed after the inclusion of 197 evaluable tests.
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Data collection took place in the departments of the following clinical centers / hospitals: Szent-
Gyorgyi Albert Clinical Center, University of Szeged (Szeged); the National Institute of
Oncology (Budapest); and Pandy Kalman Member Hospital of the Békés County Central
Hospital (Gyula). The data collection was carried out with the support of the above institutions.
Participants volunteered for the study and signed an informed consent form prior to data

collection.

Data collection was conducted by specialists with a Bsc and MA degree in psychology. Prior
to the inclusion of PRISM-D tests, demographic (age, gender) and disease-specific data (disease
type) were collected. The recording of the drawing test, including a post-test, lasted 5-15
minutes. In the third phase of data collection, after taking the PRISM-D test, the participants
also completed the STAI and BDI tests.

3.1.2. Measures
PRISM-D test

Recording a PRISM-D drawing test consists of several steps. The participants are first given a
pre-printed A4-size sheet of paper with a yellow circle that is 7 cm in diameter in the lower
right corner (Figure 1.). According to the test recording instruction (Figure 2,), the white sheet
symbolizes the person's current living environment and the yellow circle symbolizes the
person's self. On this sheet, participants should draw with a red felt-tip pen in a circle of any

size and location to symbolize their illness.

Figure 1. A blank PRISM-D test. The circle in the lower right corner symbolizes the self, and the blank

area symbolizes the person’s living environment.
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PRISM-D instructions

Dear Sir/Madame,

We would like to gain a better understanding about how your illness affects your current life.
Here is a white sheet of paper (When the participant receives the paper, the yellow circle must
be in the lower right corner from his/her perspective).

Imagine this paper represents your life, and the yellow circle on it represents you. Please draw
another circle for your illness with this red felt marker in a position where you think it bests fits
compared to yourself (The test leader hands a red felt marker to the participant, and after the
participant has drawn the circle representing the illness, the test leader puts away the red felt
marker).

In case of faltering, give further instructions if needed: think about how the illness influences
your life and how hard you feel about the symptoms. Now, please draw all the important areas
of your life you can think of (if the participant asks what you mean, you may note examples such
as family, work, hobbies, or anything that could be of particular importance for the patient).
These are the colors you can use (The test leader gives the felt markers for the patient’s disposal).
Please similarly draw circles or disks to represent factors that are relevant to you.

In case of faltering, give further instructions: think about what other things you have not drawn
yet that are important to you.

Post-test: What does this circle represent in your life? (During the post-test, the test leader notes

the meaning of each circle).

Figure 2: PRISM-D test instructions for test leaders

As a second step in the test recording, participants have the opportunity to visualize the factors
that are important to them in their current living environment using felt-tip pens of different
colors (yellow, orange, pink, purple, blue, green, brown, black) of any size, color, and number
of circles. In this test version, the participants were not given any instructions or suggestions
for what factors they should draw. They could freely decide on which factors to represent in the

test, without any limitations to the number of the factors.

During the test recording, the test leader literally records the drawing order and color of the
drawn circles on a dedicated data sheet (Annex 1). Then, during the post-test, the test leader
asks what each circle indicates. The answers are recorded verbatim on the data sheet by the

researchers. Any special reactions that may occur, e.g. crying, jamming, irritability, confusion,
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indicated in a separate section of the data sheet. (Note: Post-test responses are subject to

quantitative analysis, which was not part of the present study.)

The data obtained in the test can be subjected to multi-criteria quantitative and qualitative
analysis. As with the original PRISM tests (Biichy & Sensky, 1999), the SIS index (Self-1lIness
Separation) can be calculated based on the distance between the centers of the self circle and
illness circle. Based on Reimus et al. (2007) study, the area of the illness circle reflects the
illness perception (Iliness Perception Measure, IPM). Given that the PRISM-D test is a drawing
test, the size of the drawn circles can vary. We calculated the area of the illness circles by

measuring their radius, thus getting the values of IPM.

In the case of freely drawn circles, it is advisable to categorize the answers according to their
meaning content. In the present study, the coding of responses based on the meaning of the
responses was performed by two independent coders. If there was no match in the codes, a third
encoder was included. Similar to the PRISM+ tests (Biichi & Sensky, 1998; 1999), we can also
calculate the distance of the freely drawn circles from the self area (if several circles belonged
to one category, the areas of each circle were added together). Furthermore, the sizes of the
factors examined as well, by calculating their area (if several circles belonged to one category,

the average distance of the circles from the self was calculated).

STAI

Patients’ levels of anxiety were assessed using the Spielberger's State-Trait Anxiety Inventory
(Spileberger, Gorsuch & Lushene, 1970; Sipos K & Sipos M, 1978). The measure consists of
two scales, each containing 20-20 items to be rated on a 1 to 4 Likert scale. The so-called Trait
Anxiety Scale (STAI-T), measures the general level of anxiety characteristic of a person
whereas the so-called State Anxiety Scale (STAI-S) is the level of anxiety one is currently
experiencing. The total score on the scales can range from 20 to 80, where a higher score
indicates a higher level of anxiety experienced. The reliability of the questionnaire is adequate
(Cronbach alpha =.77).
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BDI

Participants' depression levels were measured using a 21-item version of the Beck's Depression
Inventory (Beck et al., 1960; Ritcher et al., 1998; Rézsa, Szadoczky & Fiiredi, 2001). For each
item in the inventory, the subject must decide from 4 statements that have been characteristic
of them in the last weeks or days. During the evaluation of the test, the answers should be scored
from 0 to 3. The total score for the full scale can tally between 0 and 84. A higher score indicates

the presence of increased depressive symptoms. The internal validity of the scale is adequate.

3.1.3. Data analysis

During the pilot research, the responses to the structured interview were subjected to qualitative
analysis. Quantitative data obtained during the research were analyzed with SPSS 21. The
parameters measured were the distance between the self and the factors drawn on the PRISM-
D test (in centimeters), as well as the area of these factors (in square centimeters). Descriptive
statistics were calculated from the data, such as percentages, means, standard deviations, and
median. For the STAI and BDI tests, the mean and standard deviation of the total scores of the

scales were calculated.

During the data analysis, Student’s t-test was used to examine the gender differences in illness-
circle characteristics represented on the PRISM test, and Pearson’s correlation test was used to
examine the associations with age. To examine the convergent validity of the PRISM-D test,
the relationship between SIS and the STAI-S, STAI-T, and BDI scales, as well as the IPM and
the STAI-S, STAI-T, and BDI scales, the Pearson’s correlation test was used. In addition,
comparative analysis was conducted using a student’s t-test and chi-squared test between the
total scores of the BDI, STAI-S, and STAI-T scales and the factors drawn on the PRISM-D
test. For each statistical procedure, the assumptions were tested and they were met in case of

the results presented in the paper.
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3.2. Results

3.2.1. Pilot research

As a first step in the research, in a pilot study, the PRISM-D test and structured interviews were
used with 25 hospital in-patients to test the applicability of the new method. Based on the
responses to the structured interview, it was found that each patient was able to comprehend
and execute the tasks.

3.2.2. PRISM-D task’s characteristics
IlIness circle

The SIS was 11.19 cm, which implies high level of suffering from the illness burden, as
according to the literature on the original PRISM test (Biichi et al., 1998; Biichi & Sensky,
1999), a smaller SIS indicates a considerable suffering. However, since variance was very high
(SD = 7.53), it can be said that the illness burden indicated high individual variability within
the sample. The smallest measured value was 0 cm (in this case, the illness circle was within

the self circle, the centers of the circles overlapped), and the largest was 29.9 cm.

The relative position of the self circle and the illness circle, the large and small SIS, is
demonstrated in Figure 3.

lliness
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Figure 3a: PRISM-D drawing from a 75-year- Figure 3b: PRISM-D drawing from a 25-year-
old woman with lumbar degenerative disc old man with melanoma malignum. The illness
disease. The illness circle is separated, and SIS circle isnseparated, and SIS is small

is high.
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Regarding the position of the illness circle in relation to the self circle, it can be said that 79.6%
of the participants drew their illness outside the self circle (Figure 3a, 3b). In 4.19% of the cases
where the illness was separated from the self, the two circles were touching. Only 16.06% of
participants drew their illness within the self circle, or in the case of an illness circle larger than
the self circle, to completely overlap with the self, which may indicate a higher degree of illness
burden (Figure 4a). Overall 4.34% of the participants drew partial overlap with the self circle
(Figure 4b).
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Figure 4a: PRISM-D drawing from a 31-year- Figure 4b: PRISM-D drawing from a 50-year-
old woman with breast cancer. The illness circle old man with chronic renal failure. The illness
is within the self. circle partially overlaps with the self

The size of the illness circle drawn also showed great individual variability. The IPM was on
average 23.09 cm?, which is smaller than the size of the displayed self (note: due to freehand
drawing, in many cases the circles took an irregular shape. excluded). The value of size
deviation was very high, 43.64, suggesting that participants displayed their illness as very
different in size, suggesting a different illness perception. The area of the smallest circle of
illness was 0.1 cm?, in which case the illness was in fact represented not by a circle but by a
tiny point. The largest illness circle was 415.27 cm?, which filled the sheet almost completely.
Based on the size of the illness circles relative to the self circle, it can be said that 78.4% of
them were smaller than the size of the self circle, 10.3% were almost the same size, and 11.3%
were larger than the self circle. Overall, 92.05% of the illness circles were not colored and
7.95% were.

No gender differences were observed for SIS and IPM (Student’s t-test, p> .05). Furthermore,
there was no significant correlation between SIS and age and between IPM and age (Pearson’s

correlation coefficients p> .05).
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Other drawn circles

After drawing the illness circle, participants could freely draw the important factors in their
current living environment using circles of any size, location, color, and number. The meaning
of each circle was literally recorded by the test leader after drawing. Participants scored an
average of 5.81 circles on the test, including the illness circle. However, there were large
individual differences in the amount of circles displayed, as indicated by a standard deviation
of 2.86. In sum, 1% of participants did not display any important factors other than the illness
in their current living environment. The most circles drawn were 23 pieces. The number of
circles displayed may indicate the complexity or emptiness of the living environment. However,
seemingly empty living environment can also indicate a narrowed focus on the illness or its
treatment.

The drawn circles were categorized based on their meaning during the analysis (using two
independent encoders). According to our results, the following response categories appeared:
family members (family, partner, relatives) and friends (friends, colleagues, acquaintances,
neighbors). Together from these two categories, we created a main category social support.
Other categories: work (job and work activities) hobbies (any recreational activity was
classified as a hobby), negative stressors (factors affecting the person unpleasantly or
negatively, such as negative emotions, experiences of loss, and relationship conflicts), health
(health and related meanings), recovery (healing, recovery and related meanings), and
treatment-related factors (meanings related to the treatment of illness and hospital
environment). From the categories health, recovery and treatment-related factors a so-called
main category illness-related factors main category was created.

All in all, 26.93% of all circles displayed could not be categorized due to their uniqueness and
low occurrence. Some examples of circles with unique meaning (less than 5% prevalence each)
are: financial security, home, nature, religion / God, deceased loved ones, former spouses, a
variety of feelings, love, and freedom. Although these responses are not suitable for statistical
analysis, they can provide useful information to professionals in diagnostic proceed, individual
case management and effective psychological intervention work.

In terms of frequency, the most frequently displayed response category was social support. It
was drawn by 93.4% of the participants, the majority (65.7%) using multiple circles. The second
most common response category was work (27.9%), followed by hobby (22.5%). 15% of
respondents drew health, 9.1% drew the recovery, and 7.5% drew treatement realted factors.

5.9% of them displayed a negative stressor.
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The frequency of drawing the circles drawn on the PRISM-D test, as well as data on their

distance and area from the self circle, are summarized in Table 1.

Illness | Social Work Hobby | Health | Recovery | Treatment | Negative
support related stressors
factors
Drawn by 10.0 934 27.9 22.5 15.0 9.1 7.5 5.9
(% of participants)
Distance | mean 11.19 | 11.06 11.70 |11.03 |11.15 |11.65 14.22 15.36
from median | 11.00 | 11.40 11.55 | 9.50 11.10 | 12.05 14.72 15.15
self (cm) | SD 7.53 5.58 5.45 6.08 6.04 5.77 7.16 7.46
min. .00 .00 .00 .78 .00 .00 .00 .00
max. 29.90 | 31.30 25.00 |24.20 |24.70 |2250 28.00 28.00
Area mean 23.09 |43.99 22.32 | 17.73 | 29.92 | 26.25 1.42 16.46
(cm?) median | 9.39 19.04 9.07 8.03 8.55 9.05 4.52 9.34
SD 43.64 | 87.75 48.10 |42.82 | 8.26 64.28 11.53 23.81
min. .01 .00 A2 .06 .28 .50 .03 .03
max. 415.27 | 1205.76 | 333.12 | 393.88 | 609.16 | 379.94 | 4.69 102.02

Table 1: Descriptive statistics of the circles represented on the PRISM-D test. Note: percentage of
participants representing a given factor (category); mean, median, SD, minimum, maximum of the
distance between the self and represented factors (category); mean, median, SD, minimum, maximum
of the area of factors (category).

3.2.3. Convergent Validity

Self-IlIness Separation (SIS)

Based on the results of the Pearson’s correlation test, the SIS value measured on the PRISM-D
test showed a significantly negative correlation with the total BDI score (R = -.317, p <.001).
The result suggests that the higher the level of depression experienced by the patients, the closer
they visualized their illness to the self.

Furthermore, SIS showed a significant negative correlation with the STAI-S scale, which
measures the level of anxiety in participants (R = -.309, p <.001). The result was that the higher
the level of current anxiety a person experienced, the closer they drew their illness to the self.
There was a significant, but weak, negative correlation between SIS and the STAI-T scale
measuring trait anxiety levels (R = -.195, p =.028). The result was that the higher the level of

current and general anxiety a person experienced, the closer they drew their illness to the self.
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(Note: based on previous literature on the PRISM test, the SIS refers to the illness burden,
3.1.2)

IlIness Perception Measure (IPM)

Based on the results of the Pearson’s correlation test, there was a significant positive weak
correlation between the total score of the IPM and the BDI scale (R = 1.83, p =.36). The result
suggests that the higher the level of depression the patient experienced, the greater his or her
illness.

Furthermore, there was a significant weak correlation between the total score on the IPM and
STAI-T scales (R = .214, p = .013), which showed that the higher the degree of anxiety in a
person in general, the higher their illness on the PRISM-D test. However, there was no
significant correlation between the IPM and STAI-S scales.

(Note: Based on the literature on the PISM-D test, IPM refers to illness perception, 3.1.2.)
The results for convergent validity are summarized in Table 2.

SIS IPM

R p R p
BDI =317 ** <.001 183 * .036
STAI-S -.309 ** <.001 .068 356
STAI-T -.195 * .028 214 * 013

Table 2. Convergent validity. Note: Left side: correlation between the SIS represented on the PRISM-
D test and the BDI, STAI-S, and STAI-T total scores. Right side: correlation between IPM and the BDI,
STAI-S, and STAI-T total scores. The table contains Pearson correlation coefficients (R) and
significance values (p) and level of significance (*: correlation is significant at the p<.05 level; **:
correlation is significant at the p<.01 level).

3.2.4. Associations between illness circle position and depression and anxiety level -
IlIness circle inside vs. outside the self

Examining the position of the illness circle in the PRISM-D test in relation to the self circle, it
can be said that there is a difference between level of anxiety of people who represent the illness
within the self circle / in the case of a larger circle and those who draw the illness circle outside
the self circle. Individuals who drew the illness within the self received significantly higher

BDI scores than those who drew the illness outside the self (Student’s t-test, p =.004, df = 131).
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There was a trend-level difference between those who drew the illness inside and outside the
self circle for the total score on the STAI-S scale (Student’s t-test, p = .059, df = 185). Based
on the result, it can be said that individuals who drew their illness within the self experienced a
higher level of current anxiety. The above correlation cannot be detected for the STAI-T scale.

The above results are summarized in Table 3.

Significance level PRISM — llIness inside | PRISM  —  llIness
self circle outside self circle
p (df) Mean (stand. dev.) Mean (stand. dev.)
BDI .004 (131) 11.84 (7.90) 7.12 (6.28)
STAI-S .059 (185) 46.88 (12.77) 41.93 (13.71)
STAI-T 1193 (134) 44.10 (11.36) 4.64 (11.08)

Table 3. Associations between illness circle position and anxiety and depression level. Note: Student’s
t-tests: both the BDI and STAI-S total score was significantly different in the groups representing their
illness inside or outside the self circle. The table shows significance values (p), degrees of freedom (df),
and the group means (mean) and SDs (stand. dev.) of the two groups examined.

3.2.5. Associations between other circle characteristics with anxiety and depression level

Representation of family

Participants who drew at least one circle on the PRISM-D test that could be categorized as
family (e.g., whole family, family members, partner) experienced significantly lower levels of
anxiety than those who did not show any of their family members on the test (Student’s t-test,
p =.028, df = 170). Individuals who drew their family or its member(s) received an average of
41.57 points on the STAI-S scale (SD = 13.41), while those who drew scored -53.14 points (SD
= 15.11). The number, size, and distance from the self circle of the circles that could be

categorized into the family were not related to the total scores on the BDI and STAI scales.

IlIness-related factors

Participants who displayed illness-related factors (health, recovery, surgery or other treatment
and expected improvement, attitude and quality of service provided by physicians and health
care personnel, and general hospital experience) experienced significantly lower anxiety level

than those who did not even draw any of their family members (Student’s t-test, p = .004, df =
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168). Individuals plotting illness-related factors received an average of 36.82 points on the
STAI-S scale (SD = 11.15), while those who did not score 43.60 points (SD = 13.93).

Representations of negative stressors

Patients who displayed circles that were categorized as negative stressors based on their report
content (e.g., relational conflicts, experiences of loss, financial problems, earlier illnesses, fears,
and thoughts on passing) received significantly higher overall BDI scores compared to patients
who did not draw such a meaningful circle (Chi-squared test, p = .032, df = 1). Of those who
drew negative stressors, 75% of them showed elevated levels of depression, while those who
did not draw only 36.7%.

For the other circles freely drew on the PRISM-D test, there was no correlation with the STAI

and BDI scales (p> .05 in all cases).
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4. STUDY 2: Applicability of the PRISM-D test to examine illness

representations

4.1. Methods

4.1.1. Participants

The study included 150 PRISM-D tests and its post-tests amongst 150 cancer patients under
active hospital treatement. Participants suffered from one of the following types of tumors:
breast cancer, gastro-intestinal cancer, hematopoietic tumor, melanoma malignum, cervical
cancer, testicular cancer, lung cancer. All in all, 18.7% of participants were male, 81.3% were
female, and their mean age was 56 years (SD = 13.68).

The criteria for inclusion in the sample were as described in section 3.1.1, except for the disease
group criterion (only cancer patients were included in the present study). The inclusion in the

sample was random.The data collection conditions were as described in section 3.1.1.

4.1.2. Measures

PRISM D

A general description of the test can be found in section 3.1.2. In the present study, the distance
from the self (SIS) and the area (IPM) of the circle symbolizing the illness were calculated. It
was also examined whether recovery and health were displayed with distinct circles by the
individuals.Post-test responses were analyzed based on several criteria, using the content
analysis method. For the illness-circle, responses were categorized according to the following
criteria: response to illness, illness-related emotional representations, illness perception,
representations of related to outcome of illness. For each aspect of the analysis, the responses
were categorized based on their meaning content. For circles symbolizing recovery and
symbolizing health, post-test responses were also categorized based on their meaning. The

categorization was performed by two independent encoders.

4.1.3. Data analysis

Statistical analysis of the data was performed with SPSS 21. For SIS and IPM, mean and
standard deviation values were calculated. For the displayed health and recovery circles, as well
as for the responses of the post-test categorized based on the criteria presented above, the

response distributions were calculated (%).
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4.2. Results

4.2.1. Response to illness

Based on the spatial location of the illness circle

The distance of the illness circle displayed on the PRISM-D test from the self circle (SIS) based
on the literature measures the perceived burden of suffering due to illness (see section 3.1.2.).
Based on our results, the participants drew their illness relatively close to the self on average
(M =1.62; SD = 8.13), which suggests a high degree of mental suffering of the sample as a
whole. However, it is important to note that the sample was characterized by a high degree of
heterogeneity in this respect, as indicated by the high standard deviation. The lowest SIS value
was 0 and the largest was 28.9 cm.

In sum, 25.5% of patients described their illness as very close to their self, which may indicate
increased mental suffering. Out of the participants, 18.8% drew their illness within the self
(Figure 5a) and 6.7% by touching the self.

Extremely high (greater than 20 cm) SIS values were observed in 16% of the sample (Figure
5b). Considering that all the interviewees were cancer patients currently undergoing treatment,
this type of response suggests a denial of the illness.

The diversity of the spatial location of the illness circle is illustrated in Figure 5.
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Figure 5a: PRISM-D test of a 58-year-old man
with lung and liver cancer. Spatial location of
the circle symbolizing the illness: small self-
illness distance (SIS = .4 cm), the illness within
the self circle. Post-test: What does your illness
represent in your life?: ‘Scare. Fear of death.’

Figure 5b: PRISM-D test of a 68-year-old
woman with colon cancer. Spatial location
symbolizing the illness: large self-illness
distance (SIS = 25.10 cm). Post-test: What does
your illness represent in your life?: I feel like
there is none.’
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Based on the post-test of illness circle

In the content analysis of the PRISM-D test post-test, 64% of all responses had a report
indicating a reaction to the illness. The most common response category was negative
emotional reaction (27.3%). Responses to increased distress or catastrophic illness were
included in this category. The second most common response category was coping with the
illness (16%). Responses that indicated a specific coping response or a problem-oriented
attitude toward the illness were included in this response category. Responses expressing
understatement of the illness, distancing from the self, or even denial appeared with almost the
same incidence (14%). Another response category was integration into the self of the illness
(4%). These are responses that expressed that the illness had become part of them. Only 2.7%
of the responses that could be categorized in this respect showed a response indicating
acceptance of the illness. The frequency of the above response categories is shown in Table 4

to illustrate the responses associated with each category.

Category Frequency (%) Example

Negative feeling, distress 27.3% “Emotionally devastated.”

Coping, problem-focused, | 16% “It can be coped with, so I will overcome

solution-seeking attitude it.”

Denial, understate illness, | 14% “I feel there is none. As if it had not

distancing from self happened to me.”

Integrating into self 4% “This determines my life to a great
extent; it is within me greatly.”

Acceptance 2.7% “It was bad at the outset, now | have
accepted it, [ am living with it.”

Table 4: The table shows the response categories of the post-test of the PRISM-D illness symbolization
circle based on the content analysis of the responses with the meaning of the response to the illness.
Percentage data indicate the relative incidence of each category. The example sentences illustrate each
response category.

4.2.2. lliness-related representations

IlIness perception - Based on the size of the illness circle

Based on the literature on the PRISM test (see section 3.1.2.), the size of the illness displayed
on the test refers to Iliness Perception Measure (IPM). Due to the freedom of representation
provided by the drawing test version, the size of the circle symbolizing the illness could be

determined by the participants completely individually.
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The size of the illness circles averaged 12.75 cm?, however, the large SD (SD = 24.57) indicates
large individual differences. The largest illness circle was 254.46 cm?, indicating a circle 9 cm
in diameter, and the smallest .01 cm?, which actually indicates a tiny dot. In sum 42% of the
participants reported their illness as very small, less than 1 cm in diameter (3.14 cm? circle).
Regarding the size of the illness circle in relation to the self circle, it can be said that the
participants displayed the illness on average smaller (M = 12.75 cm?) compared to the circle
representing the self (153.86 cm?). Taking into account the answer distributions, it can be said
that 88.7% of the respondents showed an illness smaller than the self, 6.7% were of almost the
same size, and only 4.7% were larger than the self circle.

The large differences between the illness circles displayed on each test are illustrated in Figure
6.
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Figure 6a: PRISM-D test of a 68-year-old
woman with breast cancer. The size of the
illness circle is large (IPM = 38.47 cm?). Post-
test: What does your illness represent in your
life? ‘The illness is badly affected.’

Figure 6b: PRISM-D test of a 43-year-old
woman with breast cancer. The size of the
illness circle is small (IPM = .08 cm?). Post-test:
What does your illness represent in your life?:
‘I want to get over the illness. Recovery.’

Iliness perception - Based on post-test of the illness circle

During the content analysis of the post-tests, we found content related to illness representation
in 36% of responses related to illness. During the categorization of responses indicating illness
representation based on meaning content, the following illness interpretation categories were
identified: illness as an sign / change (31.5%), obstacle / difficulty (25.9%), task to be solve
(18.5%), loss (7.4% ) struggle, (5.55%), hit (5.55%), personal failure (5.55%) (Table 5).

In depicting the illness as a symbol, the illness was described as a lightning strike from a clear

sky, a slap.
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Category Frequency of | Example
occurrence
(%)

Sign / change 31.50% “l was shocked at what | had messed up. I need to
go in a new direction.”
“It is a necessary evil that makes me change my life
and thinking.”

Obstacle / difficulty | 25.90% “Itis a huge burden. This is what | got from destiny,
| need to tolerate it.”
“It is an impeding factor.”

Task 18.50% “Problem that needs to be solved.”
“Task to be solved.”

Loss 7.40% “Wasted time.”
“It puts everything into the background.”
“Breaking up a career.”
“It hinders me in a lot of things. It turns my life
upside down.”

Hit 5.55% “Slap in the face. I lived a healthy life, it comes out
of the blue.”

Struggle 5.55% “I want to fight until it is possible.”

Failure 5.55% “It is a failure. I have always been health-
conscious.”

Table 5: The types of illness interpretation categories formulated in the post-test of the illness circle, the
percentage distribution of responses that can be categorized in this respect, and example sentences.

Iliness-related emotional representations - Based on post-test of the illness circle

Iliness-related circle-related post-test responses included illness-related emotional
representation (4.9% negative emotional response, 2.1% neutral or positive). Of the responses
from all post-tests, the following emotional representations were formulated: generally bad
feeling (11.3%), distress (8.7%), fear (4.4%), sadness (2.7%), surprise (2.7%), uncertainty
(2%). There were emotional contents formulated with a frequency of less than 2%: helplessness,

hopelessness, remorse, mental shock.
Representations of related to outcome of illness - Based on post-test of the illness circle
In 16% of the responses to a post-test related to the illness circle, response contents indicating

illness outcome were formulated. According to the results of the content analysis, the majority
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of responses categorized in this respect (91.87%) referred to a positive outcome of the illness
(belief in recovery, positive future changes). Only 8.13% of ilIness outcome responses and 1.3%

of all responses had negative outcome responses (illness exacerbation, death, and fear of these).

Representations of related to outcome of illness - Based on circles symbolizing recovery
and health

In sum, 13.4% of participants drew a distinct circle representing recovery in the PRISM-D test.
In the answers to the post-test (What does the recovery represent in your life?) the following
response contents appeared: recovery as a value (importance of recovery), recovery as a goal,
faith in recovery, desire for recovery, recovery as a miracle.

All in all, 14.6% of the cancer patients in the study drew a distinct circle representing their
health in the test. In the answers to the post-test (What does the health represent in your life?)
the following response contents appeared: health as a value (emphasizing the importance of
health), health as life, health as happiness, health as a goal to be achieved.

The above results are summarized in Table 6.

Recovery
Displayed (%) 13.4%
Value “The most important in my life.”
Goal “This is the most important goal so that everything will
Meaning . be ba(_:k in_plgce.” —
Faith “I believe in it, but it is difficult.”
Desire “I would like to heal.”
Miracle “It would be a miracle.”
Health
Displayed (%) 14.6%
Value “It is the most important thing. We realize it when we
are in danger.”
Meaning Life “My life.”
Happiness “Happiness”
Goal “Goal to be reached.”

Table 6: The PRISM-D test shows the display rate (%) of the circles symbolizing recovery and health,
as well as the report categories of the answers to the related post-tests with example sentences.
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5. STUDY 3: Applicability of the PRISM-D start test to examine

perceived social support

5.1. Methods

5.1.1. Participants

The study involved 194 patients with severe somatic illness undergoing active hospital
treatment. Participants were selected from the following disease groups: cancer patients
(56.2%), patients with chronic renal insufficiency (3.8%), and gastro-intestinal patients
requiring surgery (13.0%). 31% of the participants were male and 68.6% were female. Their
mean age was 52.77 years (SD = 14.89).

The nature of the data collection, the conditions, and the criteria for inclusion in the sample
were as described in 3.1.1 (except for the disease group section, as only participants with cancer,

gastro-intestinal and chronic renal insufficiency were included in the present study).

5.1.2. Measures

PRISM D

A general description of the test is given in section 3.1.2. In the present study, the Self-IlIness
Separation (SIS) and the IPM value for the illness circle were calculated. In the case of freely
drawn circles, only responses that could be classified as social support based on their report
content (e.g., family member, partner, friend, relative, acquaintance, neighbor, etc.) were
analyzed. The categorization of responses based on meaning content was performed by two
independent encoders. Only responses were included in the category for which the post-test
responses confirmed that the individual(s) provided emotional and / or instrumental support to
the patients.

During the analysis, the distance of the self circle and the social support circle was calculated.
If the patients displayed social support with multiple circles, we calculate (1) the distance from
the self circle and the social support circle closest to the self, and (2) the average distance of all
displayed social support factors from the self was calculated. In addition, the area of the circle
symbolizing social support was calculated (if it was displayed with several circles, the areas of
each circle were added together).

STAI (see section 3.1.2.)

BDI (see section 3.1.2.)
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5.1.3. Data analysis

Data analysis was performed with SPSS version 21. For circles symbolizing illness and social
support displayed on the PRISM-D test, response distributions, means, and SDs were
calculated. For the STAI and BDI tests, the mean of the total scores of the scales and the SDs
were calculated. Student’s t-test was used to analyze the relationship between social support
and depression and anxiety levels.

5.2. Results

5.2.1. Social support circle’s characteristics

Characteristic features of displaying social support

The majority of the participants, 95.7%, drew at least one circle referring to their family or a
certain member(s) of it based on the response of the post-test. Only 4.3% of patients did not
draw a family member or other social support person, which may suggest a perceived social
isolation. 72.7% of the participants drew not only their family / member but also other social
support person(s) (.e.g., friend, colleague, neighbor). Amongst the respondents, 36% of them,
a circle symbolized social support (it could symbolize either a person or the whole family). In
sum, 64% of them, on the other hand, using the possibility of free representation, depicted the

members of the social support environment by drawing several circles.

Social support circle(s) size

The average area of the social support circles drawn on the test was 36.99 cm? (SD = 52.93) (if
the subject represented social support using multiple circles, the area values of each circle were
added up), which is minimally smaller than the size of the self circle (with an area of 38.48
cm?). However, they were larger than the size at which the illness was generally drawn (M =
16.29 cm?, SD = 33.11). Although this result suggests that participants felt, on average, their
illness was smaller and social support was perceived to be higher, the generalization of the
result should be treated with caution due to large standard deviations.

Analyzing this further, it can be said that although the majority of the participants, 71.2%, drew
social support higher than the illness, the above finding cannot be generalized to the other
participants. In sum 2.6% of respondents drew social support and illness to nearly the same

size, suggesting a balance between the importance of the two factors. All in all 23.7% of them
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drew the illness to a greater extent and social support to a smaller one. In their case, the illness
is presumably of greater subjective significance than social support.

Social support circle(s) distance from self circle

Since some participants depicted social support with multiple circles and the other with only
one, we worked with multiple indicators of distance values. On the one hand, we calculated the
distance of the nearest social support circle from the self circle, which was 9.15 cm on average
(SD =5.49). On the other hand, we calculated the average distance of all social support circles
from the self circle, which averaged 11.10 cm (SD = 5.8) (note: if the subject drew only one
social support circle, both values were the same).

Participants drew illness on average 11.59 cm from the self circle (SIS; SD = 7.77), a distance
nearly equal to the mean distance of all social support factors from the self circle and slightly
larger than the distance of the circle indicating the self circle closest to the social support.
However, large standard deviations indicate large individual variability. All in all, 56.8% of
participants drew social support closer to the self circle and illness more distant. And 43.2%
drew the illness closer to the self circle.Descriptive statistics related to the illness and social

support factors displayed on the test are shown in Table 7.

Was it | Distance  from | Size
displayed? (%) | self circle
M=11.59 M=16.29
Hliness 100% (SD=7.77) SD=33.11
Social support circle M=9.15
Social drawn the closest 95.7% (SD=5.4) M=36.99
support Mean of all social ’ M=11,10 (SD=52.93)
support circles (SD=5.8),

Table 7: Frequency of representation of circles symbolizing the illness circle and social support
displayed on the PRISM-D test, and the distance and size of the above factors from the self circle. (M =
mean, standard deviation = SD)

5.2.2. Relationship of social support circle’s characteristics to illness circle, depression,

and anxiety levels

Did it display social support?
Our results showed that patients who did not plot social support on the PRISM-D test scored

significantly higher on the STAI-S scale. This means that those who did not represent any social
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support person within their current living environment experienced a higher level of current
anxiety, (M =53.14, SD = 15.11) than those who indicated member(s) of their social support
area to any extent (M = 42.34, SD = 13.52) (Student's t-test, p = .040, df = 181). A similar
correlation was found for the STAI-T scale. Thus, patients who did not show social support on
the test had significantly higher trait anxiety scores (M = 5.33, SD = 15.37) than those who
plotted (M = 37.85, SD = 1.35) (Student's t-test, p = .005, df = 153). (Table 8.)

The above results suggest that individuals who, for some reason, did not feel it was important
to display a social support person in their current living environment (either due to perceived
or real lack or focus on something else) experienced greater anxiety. However, the size of the
social support factors drawn in the test and the number of circles that could be classified as

social support were not significantly related to the level of anxiety experienced (all p> .05).

Significant level Social support was | Social support was not
displayed displayed
p (df) Mean (SD) Mean (SD)
STAI-S .040 (181) 42.34 (13.52) 53.14 (15.11)
STAI-T .005 (153) 37.85 (1.35) 5.33 (15.37)

Table 8: Relationship between social support and anxiety level drew on a PRISM-D test. There is a
significant difference between the total STAI-S and STAI-T scores based on whether participants
displayed their illness on the PRISM-D test (Student’s t-test). The table shows the significance value
(p), the degree of freedom (df), and the mean score values (Mean) and the SD (Stand. Dev.)
characteristics of the groups for the two studied groups.

Absolute distance of social support circle(s) from the self circle

The absolute distance from social circle of self circle drawn closest to the self circle,
symbolizing social support, was significantly associated with illness perception measure (IPM),
but was not associated with depression and anxiety levels. Individuals who displayed the circle
symbolizing social support closer to the self circle drew their illness significantly less sizeable
(M =9.086, SD = 12.28) than those who drew social circle farther (M = 22.39), SD = 49.50)
(Student's t-test, p = .047, df = 72.82). (Note: IPM refers to illness perception based on the
literature, see section 4.1.2.) A similar result was found for the mean distance of all circles
symbolizing social support factors from the self, although in this case the association was only
trend-level (Student's t-test, p = .068).

The above results may suggest that individuals, who felt closer social support, were currently

experiencing a closer relationship(s), felt less significant about their illness. However,
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individuals who did not feel so close to social support presumably attached more subjective
importance to their illness and presumably placed a greater burden on them.

Relative distance of social support circle from self circle

Examining the relative position of social support circle and illness, it can be said that persons
who drew the illness closer to the self and social support farther away showed significantly
higher depression values (M = 9.47; SD = 7.08) than those who drew social support closer to
the self circle and illness more distantly (M = 7.60; SD = 6.80) (Student’s t-test, p = .016, df =
91). A similar result was obtained for the condition anxiety value (Student’s t-test p = .027, df
= 142). Patients who drew social support farther and illness closer to the self circle received an
average of 45.07 points on the STAI-S scale (SD = 13.99), while those who drew social support
closer to the self received 41.07 points (SD = 12.85) (In the data analysis, the distance from the
self closest to the circle symbolizing the self was taken as the basis of the circle classified as
social support).

Our results suggest that if there is social support between the self and the illness, the person
will experience a lower level of anxiety and fewer depressive symptoms. If, on the other hand,
the illness wedges between the self and important others, the person will experience an
increased degree of anxiety and depressive symptoms.

The above relationship is demonstrated in Figure 7.

Social .
sunnnr. Social

support
Self Self

Figure 7a. (lllustrative figure): The social Figure 7b. (Ilustrative figure): The social
support circle is further away, the illness cirlce support circle is closer, the illness circle is
is closer to the self circle. SIS: M =6.14 (SD = farther away from the self circle. SIS: M =15.10
6.20), social support-self distance: M = 11.21 (SD = 14.55), social support-self distance: M =
(SD = 11.15), BDI: M = 9.47 (SD = 7.08), 7.60 (SD = 6.80), BDI: M = 6.27 (SD = 5.39),
STAI-S: M = 45.07 (SD = 13.99) STAI-S: M =41.07 (SD =12.8)
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6. DISCUSSION

The purpose of the doctoral research was to present the method development process of the
drawing test version of the PRISM test, a visual metaphor successfully used among somatic
patients. As a first step in the doctoral research, the validation process of the PRISM-D test was
performed in STUDY 1. The goal was to test whether the modified version retains the benefits
of previous test versions and whether the new measure provides additional information over
previous versions. Data collection from a sample of 500 somatic patients under active hospital
treatment revealed that the instructions for the drawing test version of the PRISM test were
understood by the participants, and in our experience, the test recording was easy and quick to

perform.

According to our results, the drawing version of the test can adequately integrate the advantages
of earlier PRISM test versions and conventional drawing tests. The elimination of the metal
disks and thus the application of the test as a drawing test not only reduce the number of tools
necessary but also enable easier and more economical application in clinical practice, giving
the patients the opportunity of free visualization. As the data collection was performed amongst
a wide range of somatic patients (cancer, gastro-intestinal, chronic renal insufficiency, lumbar
degenerative disc disease), our results suggest that the measure can be used in a wide range of
somatic patients, regardless of illness type. The results obtained are also independent of gender

and age variables.

The drawing test version of the PRISM test, like previous versions of the test, allows you to
measure your suffering from the illness. According to the original version of the test, the
distance between the self circle and the illness circle (Self-lliness Separation, SIS) can be
interpreted as the perceived suffering of the illness burden. According to our results, we did not
lose the reliability of the test during the modification, as the SIS showed a significant, negative
correlation with the total score on the BDI, which corresponds to the results of the original
PRISM test (Biichi et al., 1998; Biichi et al., 2002; Rumpf, Lontz & Uesseler, 2004; Klis et al.,
2008; Biichi et al., 2009; Wittmann, Schnyder & Biichi, 2012; Lima-Verde et al., 2013;
Gielissen et al., 2013; Meyer et al., 2014). Furthermore, we found a significant negative
correlation between the SIS and the scales of the STAI. This result is also consistent with the
results of previous studies, as research using the original PRISM test has shown a significant
association between stress perceived during anxiety / illness and SIS (Krikorian et al., 2013;
Klis et al., 2008). Regarding the strength of the correlation coefficients obtained in the present
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study, it can be stated that they have almost the same strength as the correlation coefficients

found in previous research on the PRISM test.

Based on the results of the study, in the PRISM-D test, in addition to the SIS, it is worthwhile
to examine the spatial position of the illness circle, as well as the relative position of the self
and the illness circle. It is advisable to distinguish two categories: (1) the circle of illness within
the self circle / overlapping with the self (in case the circle of illness is larger than the self
circle); (2) the illness circle outside the self circle. According to our results, the two illness
circle positions are associated with different levels of depression and trait anxiety. The result
suggests that patients who experienced their illness inside their selves experienced a more
negative mood and a higher degree of anxiety than those who experienced their illness outside
their selves. A similar correlation was shown with an earlier version of the PRISM test (Peter
et al., 2016), where the spatial position of the illness circle relative to the self circle was

significantly associated with depression levels and quality of life.

The drawing test version, as well as the PRISM-R1 test (Reimus et al., 2007), allow the
measurement of illness perception (IPM; due to the size of the illness circle). However, while
with PRISM-R1, patients were able to choose from three fixed-size illness discs, in the drawing
test version, patients were free to determine the size of the illness circle. The results showed
that patients took advantage of the possibility of free representation, as the illness circles took
very different sizes, from a tiny dot of a few millimeters to a red circle covering the entire sheet.
As aresult, we found a significant correlation between the values of the IPM and the total scores
of the BDI and STAI-T. The above results are consistent with research findings related to
PRISM-R1 (Reimus et al., 2007; Klis et al., 2008). For example, Reimus et al. (2007) found a
significant association between IPM and health status, life statistics, and psychological well-
being in patients with psoriasis. In the study of Klis et al. (2008), there was also a significant
correlation between the PRISM-R1 IPM index and well-being. Thus, it can be concluded that
the reliability of the test was not compromised by modifying the test, as we obtained similar
results with the free choice of the patient population as in the studies using fixed-size discs. In
our view, free representation also offers additional benefits, allowing more room for patients to
express their perceptions of illness and to communicate individual experiences - although

further research is needed to examine this.

The results related to the size of the illness drawn on the PRISM-D test are related to the

research results related to traditional drawing tests, which also showed that the size of the illness
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drew in the drawings is related to the emotional-mood indicators. For example, a study by
Reynolds et al. (2007) found a correlation between the size of the heart drawings of patients
who underwent health failure and health-specific anxiety. In a study by Latos et al. (2012), a
similar result was found among kidney transplant patients where they measured a correlation
between the level of anxiety and the size of patients’ transplanted kidney drawings. Further
research, also with drawing tests, has found that the size of the displayed illness is associated
with a more negative illness perception (Broadbent et al., 2019). Overall, therefore, it can be
concluded that the size of the illness circle drawn on the PRISM-D test is similarly informative
as the size of the illness depicted on conventional drawing tests. However, in the case of the
PRISM-D test, the schematic, circular representation greatly facilitates the task of the test
persons, no drawing talent is required to perform the task, and the analysis of the tests is
significantly simpler than in the case of more differentiated drawings, drawing ability does not

affect the analysis.

An additional benefit of the PRISM-D test is that it allows patients to freely represent the
important factors present in their actual lives without restricting them to a fixed order, size, or
relative placement. The PRISM-D test operates without predefined categories of meaning.
Participants may freely connect meanings to the circles drawn, allowing the exploration of
subjective representations. In this way, the test can be adapted to measure patients’
visualizations of their illness, as well as explore the extent to which their illness affects their
lives. Furthermore, it allows the exploration of potential resources, factors that promote
recovery, but also obstacles, difficulties, problem sources, and factors that hinder recovery and
other difficulties in the individual’s life. The visual representation of these, the order in which
the factors are drawn, their size and location relative to each other, self and illness can all be
very informative, although due to the heterogeneity of the data it does not allow quantitative
analysis. But, the individual and patient-oriented interpretation and evaluation allows the
patients deeply understanding. Drawing also makes it possible to connect the individual factors,
to create spatial formations, the interpretation of which can form the basis of further qualitative

research.

The PRISM-D test is different from the PRISM + version in that while in PRISM + participants
were given magnetic disks with a fixed meaning that they had to place within their living
environment, in the case of PRISM-D, patients were free to decide how much, what the size
and meaning of the circles are drawn. Thus, not only the distance and spatial position of each
factor from the self and illness can be measured, but it can also be eloquent in itself what
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meaning circles have been drawn, how many circles, and how large. In this way, we can get an
idea of the subjectively important factors currently present in the living environment, their
relationship to illness, self and each other. It can be informative if certain factors are not
displayed by the patient (e.g. family), and the test can be used to get an idea of the emptiness

of the living environment or its richness.

In our study, patients drew an average of 5.81 circles, including the illness circle, suggesting
that patients took advantage of free visualization. However, a very large individual variability
was observed in the number of circles (SD = 2.86). It is important to note that 1% of the
participants were unable to display any factors other than their illness, which is definitely an

alert sign.

Examining the meaning of each circle, the resources that potentially help recovery, as well as
the factors, obstacles and problems that may hinder it, can also be explored. It may be
informative which of the circles was drawn first, as this may indicate the subjective importance
of the particular factor. The most common first-time drawn factors in our study were family /
family members (74.4%), friends (1.4%), their recovery (3.7%), and things related to their

illness or its treatment ( e.g., surgery, illness treatment, hospital staff) (3.4%).

As a result of the examination of each of the displayed circles, it can be said that the most
common response category among the participants was social support. 92.3% indicated their
family or its members with a distinct circle / circles, and 24.1% indicated friends. Only 6.6%
of the participants did not show a social support person, which should be interpreted as a call
sign, it can also indicate a real lack of social support, but also its inadequate functioning,
relationship problems, difficulty in activating social support, perceived social isolation, or
perhaps a narrowed focus on illness. The presence of social support and its appropriate

mobilization is of paramount importance for recovery (Wills & Fegan, 2001).

Our study found that individuals who did not display any of their family members experienced
significantly higher levels of anxiety than their fellow patients who drew at least one family
member. Our above finding is consistent with research findings that social support can buffer
distress and thus exert its positive effects (Theory on Stress Buffering; Cohen & Wills, 1985;
Thoits, 1982). Based on this theory, individuals who did not perceive any social support in their
current living environment presumably experienced higher anxiety because supporting

individuals were unable to perceive and reduce the patient’s anxiety.
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Another interesting result is that a significant proportion of patients (31.6%) drew factors
related to their illness, its treatment, recovery, or health. This may be informative because it is
known from the literature that confronting the illness and its concomitants greatly aids
psychological adaptation to the illness (de Ridder et al., 2008). Our results also indicate that
mental representation of the illness and its treatment has a positive effect in the short term, as
patients who have demonstrated illness-related factors (e.g., surgery or other treatment and
expected improvement, recovery, attitude and quality of service provided by physicians and
health care personnel, general hospital experience, importance of health), experienced
significantly lower anxiety than those who did not draw such factors. The above result also
draws attention to the importance of mentally representing and raising awareness of illness-
related factors in severe patients undergoing hospitalization and sharing it with social
environment (e.g., during test enrollment with the test leader). Since the displayed response
contents, e.g. confidence in the success of health, recovery, treatment basically reveals positive
representations about recovery, so in these cases, the association with lower levels of anxiety is
not surprising. However, the correlation can also be observed for responses where respondents
displayed some factors of hospitalization, e.g. hospital staff, fellow patients, various forms of
treatment. In our opinion, raising awareness of the above factors and displaying them on the
test further strengthens the positive representations related to recovery.

Another important observation of our study is that the test is suitable for detecting negative
factors present in the lives of patients. Based on our results, 5.9% of the patients displayed the
negative stressors present in their lives during the freely visualization. Some of the drawn
negative factors were related to the illness, e.g. fear of death, pain, while other responses were
related to other aspects of living environment, e.g. loss experiences (death, divorce),
relationship conflicts, and financial difficulty. Our further results showed that individuals who
drew a negative stressors experienced a significantly higher rate of elevated depression levels
than those who did not plot. While these findings are not surprising, they are important because

they further show the usability of the new method.

In our opinion, the revealing of the above negative factors is extremely important for clinical
work, as they can greatly complicate the recovery process, and they also imply the increased
presence of depressive symptoms. The PRISM-D test could contribute to the quick and easy
exploration of these negative factors and to the screening of patients who have factors in their
life that may aggravate physical and psychological recovery. The drawing of negative factors
should be considered a useful sign of attention, and it is worthwhile to deal these factors in
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further psychological intervention for the sake of physical and mental recovery. Nevertheless,
the qualitative aspects of the individual meaning of contents need to be analyzed by further

research.

As the second step of the research, in STUDY?2, our aim was to investigate how the PRISM-D
test and its post-test are able to reveal illness-related representations. This is because the method
development research confirmed that the area of the illness drawn in the test is suitable for
measuring the illness perception (IPM) in a similar way to the PRISM-R1 version. However,
the above research did not analyze the qualitative data set obtained in the post-test of the
PRISM-D test. In the second study, PRISM-D tests and post-tests of 150 cancer patients under
active hospital treatment were analyzed using quantitative and qualitative techniques (content

analysis).

According to our results, the cancer patients we studied experienced underwent considerable
suffering due to illness, as indicated by the SIS value measured on the PRISM-D test. However,
the large SD value suggests that the degree of suffering experienced by the patients studied

shows great individual variability.

In the content analysis of the post-test responses (What does your illness represent in your life?),
we found, that the 64% of the responses had a report indicating a reaction to the illness. Of the
responses that could be categorized in this respect, the most common was a negative emotional
reaction, distress (27.3%). The above result is related to data in the literature that one of the
most common reactions to illness is increased distress and anxiety (Noyes, Holt & Massil,
1998), which affects 35-38% of cancer patients (Zabora et al., 2001; Carlson et al., 2004).
Whereas research has shown that increased distress and anxiety can negatively affect recovery-
related processes (Broadbent et al., 2003; Marucha, Kiecolt-Glaser & Favagehi, 1998; Kiecolt-
Glaser et al., 1998; Johnston, 1988; Matthews-Ridgeway, 1981; Kehlet, 1997; Kemeny &
Gruenewald, 2000), so that this type of reaction is to be interpreted as a sign of attention, and

its detection is of paramount importance for effective patient care.

Participants' analysis of responses to illness also identified favorable psychological responses
to illness, such as coping / problem-focused attitude (16%), integration of the illness into the
self (4%), and acceptance of the illness (2.7%). However, there was a relatively high response

rate to illness denial or understate the illness (14%).
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In our study, we identified a sign of denial not only in the post-test responses, but also in terms
of the spatial position of the illness, we identified a group of respondents (16%) who drew their
illness at an extreme distance from the self, typically in the other corner of the page. This type
of representation, also given that the cancer patients in the sample were undergoing active
hospital treatment, was also perceived as a sign of denial. Our results draw attention to the fact
that a non-negligible proportion of the studied patient population developed a rejection reaction,
which according to previous research is relatively common in cancer patients (Vos & de Haes,
2007). According to some studies, in cancer patients, denial of diagnosis occurs in 4-47%,
denial of impact occurred in 8-70%, and denial of emotions in 18-42% (Vos & de Haes, 2007).
Effective detection of a denial response is of paramount importance because, although it can be
beneficial in the early stages of the illness at diagnosis by reducing increased distress and
anxiety, it has a distinctly negative effect later in the illness during active treatments, as it can
interrupt spiritual processing and can deprive the person of the opportunity to cope (Kreitler,
1999). In our opinion, the great advantage of the PRISM-D test and its post-test is that it is able
to detect possible denial reactions in several ways, both verbally and nonverbally, so it can

greatly help the clinical work.

We found that 43% of all responses in the post-test expressed emotional representations. Most
of the responses referred to negative emotional content such as feeling bad, distress, fear,
sadness, negative surprise, insecurity, helplessness, hopelessness, remorse, mental shock. Only
2.1% of all responses expressed a positive emotion about the illness. In our opinion, the
detection of feelings related to the illness is important for both screening and psychological
intervention, and patients can already benefit from being able to express these feelings for

themselves and an external person (test leader / specialist).

Another important result is that the test is able to differentiate the measurement of illness
perception, which according to the literature is extremely important, as it is related to several
recovery-related processes (Krikorian et al., 2014; Petrie & Weinman, 2012; Anagnostopoulos
& Spanea, 2005; Dempster, Howell & McCorry, 2015; Weinman & Petrie, 1997; Hagger &
Orbell, 2003; Juergens et al., 2009; Cherrington et al., 2004; Petrie et al., 1996; Lacroix et al.,
1991; Biissing & Fischer, 2009). On the one hand, as we showed in our first research, the size
of the illness drawn also indicates the subjective importance of the illness, its role in the current
living environment. According to the results of the present study, the illness perception of the
cancer patients in the study showed a very heterogeneous picture, which is indicated by the
large variance in the size of the illness circle (IPM). The majority of patients drew their illness
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smaller than the circle symbolizing their self, suggesting a favorable picture of illness in terms
of fighting the illness. On the other hand, a circle of illness larger than the self of the person,

which largely dominates the actual life, must be interpreted as a sign of attention.

On the other hand, in most of the post-tests of the illness circle, we can find response content
indicating illness perception. The most common response rate was illness as a sing / change
(31.5%), which can be considered as particularly favorable for combating the illness. Another
positive category of interpretation was the interpretation of illness as a task to be solve (18.5%).
Interpretation of the illness as an obstacle / difficulty was a less positive, although very common
response category (25.9%). Respectively, interpretations of illness as loss (7.4%), hit (5.55%),
failure (5.55%) also appeared, which also reveal a negative perception of illness. A slightly
more favorable, albeit more careful, interpretation was to experience the illness as a struggle
(5.55%). The above results are consistent with research using quantitative techniques that
challenge is the most common illness interpretation category in cancer patients (Karen et al.,
1996; Lesley et al., 2003; Wallberg et al., 2003; Biissing & Fischer, 2009); and in chronic
patients, adverse Interruption of life (Biissing & Surzykiewicz, 2015).

A further advantage of the test is that it allows us to get a picture not only of the representations
of the illness but also of the outcome of the illness. On the one hand, in the answers of the post-
test for the illness scope, we can also find the answer contents indicating this (16%). In the
majority of these responses, patients reported positive changes related to the illness. On the
other hand, 13% of the respondents, after drawing the illness circle, presented the recovery with
a distinct circle in the free representation part of the test, which indicates its subjective
importance, its current presence in mental representations, the thinking about it. Based on the
responses to the post-test (What does the recovery represent in your life?) recovery appeared as

a value, goal, faith, desire, or miracle in patient representations.

Several respondents also presented their health in a separate circle (14.6%), which should also
be interpreted as positive. In post-test responses, health as a value, life, happiness, or goal
response content is indicated. In our view, exploring representations of illness outcome is an
important part of recovery work, as research has shown that living with an uncontrollable,
unpredictable, and unchangeable illness has more negative outcomes (Evers et al., 2001).
Positive representations of recovery, on the other hand, are associated with more favorable
outcomes (Mondloch, Cole & Frank, 2001).
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In summary, the results of the STUDY 2 showed that the PRISM-D and its post-test are suitable
to measure the illness-related representations and reactions of cancer patients. The PRISM-D
provides complex quantitative and qualitative information easily and quickly, which allows for
various possibilities during the data analysis. In our opinion, the application of this test version

is beneficial both in clinical practice and for research purposes.

As a third step of the research, in STUDY 3, the aim was to investigate whether the PRISM-D
test is suitable for measuring perceived social support. The starting point of the research was
the results of the method validation research of the PRISM-D test related to social support. In
the third study, a more differentiated examination of social support displayed on the PRISM
test was performed, analyzing the PRISM-D, STAI, and BDI tests of 194 severe hospital
patients (cancer, chronic renal insufficiency gastro-intestinal disease patients).

According to our results, in the PRISM-D test, after drawing the illness circle, the majority of
patients (95.7%) displayed their family or its members during free imaging. In sum, 72.7% of
them also drew other social support persons, e.g., friends, colleagues, neighbors. The majority

of patients drew social support with multiple circles (64%).

However, 4.3% of patients did not show a social support person at all on the test, which we
interpret may indicate perceived social isolation. And our further results suggest that individuals
who did not enroll in social support had higher trait and anxiety scores than those who indicated
at least one individual. However, there was no detectable relationship between the number of
circles symbolizing social support persons displayed on the PRISM-D test and anxiety. So
perceived isolation seems to be related to experiencing more unfavorable anxiety, the number
of relationships is irrelevant in this regard, the point is to be a person that the patient perceives

within their current social environment.

In our opinion, the above result draws attention to the fact that, in contrast to the PRISM + tests,
it was worthwhile to allow free, unrestricted representation, as it can also be very informative
what patients do not draw. It should be emphasized that the test may measure the perceived
isolation at the time of test recording and not the number of connections actually present. It is
important to note that in severe patients, lived isolation often does not mean that the person has
no social connections at all, but in many cases the mental processes resulting from the illness,

e.g. unable to mobilize these potential resources due to narrowed focus on the illness or its
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treatment. However, our results suggest that this type of representation is definitely worth
noting as a sign of attention, as according to previous research, perceived social isolation affects

health outcomes negatively (Cacioppo & Hawkley, 2003).

The spatial location of the social support factors drawn in the test provides interesting
information. According to our results, the distance of the social support circle drawn closest to
the self circle from the self is significantly related to the illness perception measure (IPM, which
is determined based on the size of the illness). The result suggests that individuals who felt
closer to social support reported their illness as smaller, i.e., presumably felt less, suggesting a
more favorable perception of the illness. The above result is consistent with literature data
suggesting that members of the social support environment play a role in shaping the image of
the illness (Benyamini, Medalion & Garfinkel, 2007; Guzman & Nicassio, 2003). IlIness-
related views and representations, in turn, are associated with a number of health-related
outcomes based on research findings (Hagger & Orbell, 2003; Petire, Jago & Devcich, 2007).
Thus, social support can also indirectly influence patients' health indicators through its impact

on the image of the illness.

Our further results suggest that the relative positions of the self, illness, and social support may
also be very informative. This is because individuals who drew illness closer to the circle
symbolizing the self and social support experienced a significantly higher level of anxiety and
depression than those who drew social support between the circle of illness and the self circle.
This result is consistent with the stress buffer theory of social support, which states that social
support exerts its beneficial effects by enabling to buffer distress (Theory on Stress Buffering;
Cohen & Wills, 1985; Thoits, 1982), which in this case may be caused by the illness. In the
PRISM-D test, the depiction of the relationship between the self, illness, and social support,

and its relationship to the level of anxiety, roughly visualizes the essence of the above theory.

Overall, our above findings that there is a relationship between social support and anxiety and
depression levels are related to literature data (Procidano, 1992; Sarason BR, Sarason IG,
Gurung, 1997; Lin, Ye & Ensel, 1999; Lakey & Cronin, 2008). This, in turn, confirms that this
novel visual measurement tool is also able to show the correlations of longer, more time-

consuming paper-pencil tests, which require more energy from patients.

It is important to note that in the PRISM-D test, the circles drawn in the person's current living

environment, symbolizing social support, only reveal their current perception; however, they
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do not provide any information about the amount and the potential availability of this support,
and whether or not the support was really used. The clarifying question of the post-test (what
the given factor means to the patient) may provide an answer to these, but the purpose of the

test is not to examine the above dimensions in detail.

It is an advantage of the PRISM-D test that, as it is a projective procedure, it helps to reveal the
subjective, less conscious elements of perceived social support. It can help raise awareness of
social resources that the patient can make little or no use of, which can be a starting point in
therapeutic work to help the patient seek help and use social support. In therapeutic work, the
psychologist can also help patients recognize that both healing professionals and fellow patients
are present as potential supportive people in their current living environment. It can help to

initiate communication with them, to formulate needs and requests adequately.

In summary, the PRISM-D test makes it easy and quick to explore patients' subjectively
perceived social support, its relationship to illness and the Self, and its subjectively perceived
place within the current living environment. It is suitable for screening the subjectively
experienced social isolation and the difficulty of activating social relationships. In our opinion,
the test is especially useful in the clinical setting, as it allows professionals to make a relatively
quick analysis, as it shows the social network currently perceived by the patient, its size and

location in relation to the disease and the Self.

Because the test is easy and quick to apply, it can be taken over and over again, so changes in
the social support environment (weakening and strengthening of relationships) can be detected,

mely tovabbi eldnyt jelent a kliniai alkalmazas soran.
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7. CONCLUSIONS

The aim of the drawing test version developed by our research group was to combine the
advantages of projective drawing tests and PRISM tests, to create a measuring tool that is
understandable, easy and quick to use for everyone, while providing differentiated information.
Our results suggest that the new visual procedure can be used in a wide range of somatic patients
under hospital treatement, even in patients with difficult verbal communication. The drawing
test version does not require special tools, the test instructions are easy for patients to
understand, the data collection is fast, it does not burden the patients, thus it fits well into the
clinical environment. At the same time, it can be used to gather extremely rich information

about the individual's experience of the illness and his or her role in a person’s life.

Based on the results of our research, the PRISM-D drawing test, as well as sample previous
PRISM tests, is suitable for measuring illness suffering and illness perception. The freely
visualization provided by the drawing, as well as the post-test related to the test, provide an
additional set of information that can be analyzed from a great deal of perspectives. According
to our results, PRISM-D differentially measures the relationship between the self and illness,
illness-related cognitions, emotional and cognitive representations, and resources and barriers
that potentially support recovery. It is also suitable for detecting perceived social support and
perceived social isolation.

The measuring device is able to capture the uniqueness of the patients, the subjective
representations at the same time, but it is also suitable for collecting statistically analyzable data
and for performing comparative studies on a large sample. The data obtained from the test allow

for either quantitative or qualitative analysis.

Based on our research and clinical experience, the PRISM-D test and its post-test can be used
well as a screening test during clinical health psychology activities, as well as for the detection
of reactions that need to be further investigated from a clinical point of view. It may be suitable
for identifying, among other things, suffering from extremely severe illness, negative
perception of illness, illness denial, lack of resources, perceived social isolation, and factors
that may hinder recovery. The detection of individual spatial representation features even
allows the practitioner a quick analysis, which can be useful during the clinical work. At the
same time, the recorded tests can be analyzed in detail at a later stage, even together with the

patient, if further joint work is required.

48



In our clinical experience, taking the PRISM-D test alone has benefits for patients. Based on
the fact that projective drawing tests examining illness perception have shown that they can
help patients share emotions, experiences, and thoughts about the illness that are difficult to
verbalize, and that patients can better understand themselves (Cheung, Saini & Smith, 2016),
in our opinion the PRISM-D’s schematic drawing task can also provide similar benefits to
patients. However, in the case of PRISM-D, there is no need to anticipate that patients’ drawing
talent may influence the interpretation of drawings. Since patients may have drawn not only
their illness but also other factors of their living environment that are important to them, as
Sensky and Biichi (2016) emphasized in connection with previous PRISM tests, PRISM-D can
also help patients having such a visual summary look at their current life situation, which may
have therapeutic effects in itself. It also provides an opportunity for the patient to think about

what changes they want to make compared to the current image.

During psychological intervention work, at the beginning of therapeutic work, PRISM-D can
help with individualized, targeted information gathering, the establishment of a therapeutic
relationship, and the development of a therapeutic plan. As a therapeutic tool, similar to
previous PRISM tests (Streffer et al., 2009), it can help patients reflect on their own situation
as well as facilitate verbal communication. In our opinion, the PRISM-D test, similar to
previous PRISM tests (Sensky & Biichi, 2016), is also suitable for individual and group work.
From a therapeutic point of view, the advantage of the nature of the drawing test is the
preservation of the tests, the patients can even take it with them or take it out again and again
during the therapy. Furthermore, the recording of the PRISM-D test can be repeated, thus

providing an opportunity to track the patient's condition change.

Overall, the PRISM-D drawing test, retaining the values of previous PRISM tests and further
developing it, is an excellent method with a simpler tool requirement that can be used in both
clinical practice and research. It allows for quantitative and qualitative analysis that could be
used for screening, quantitative follow-up of changes, and research among a wide range of

somatic patients under hospital treatment.
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10. ANNEXES

Annex 1: PRISM-D test data acquisition protocol

Sex:

Age:

Diagnosis:

Class:

Date of test taking:

Person performing data collection:

Order | Color Size Distance Meaning Special reaction Post-test
Red =

1. r_ crr; d= cm IIness

= cm —

C-T-O

2. :_ crr; d= cm
— |a= cm —
C-T-O

3. ri crr; d= cm
— |a= cm
C-T-O

4, i crr; d= cm
— |a= cm —
C-T-O

5. ri crr; d= cm
— |a= cm
C-T-O

Note: ,,C” — The test leaders sholud mark this, if the circle is coloured.

,, T - The test leaders sholud mark this, if the circle touching the self circle.
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6. :_ Cr‘r; = cm
— | cm
C-T-O
r:_ crr21 = m
— |a=___Cm
C-T-O
r:_ crr; = m
— |a=___Cm
C-T-O
9. r:_ crr; = m
— |8=___Cm
C-T-O
10. :_ Crr; &= om
— |8 cm
C-T-O
11. :_ crr; = cm
— |a=___Cm
C-T-O
12. :_ crr; = cm
a= cm
C-T-O
=____cm
13. a= i -
— |cm2
C-T-O
14. r:_ Cn; i .
— (a=___ Cm |
C-T-O
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= cm
— |a= cm? | ——

C-T-O

,,O” - The test leaders sholud mark this, if the circle overlap with the self circle.
.- — The radius of the circle.
,,a” —The area of the circle.

,,d” — The distance between the centers of the self circle and illness circle
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ABSTRACT ARTICLE HISTORY
Objective: We developed and validated a drawing test version of Received 21 March 2018
the Pictorial Representation of lllness and Self Measure (PRISM), a Accepted 12 December 2019
visual method to assess the perceived burden of illness and ill-
ness perception. Our aim was to test whether the drawing version
would allow patients more freedom to deliberately vary both the
size and position of circles symbolizing illness and individual cop-
ing resources, as well as gain more information about illness rep-
resentations and available resources. Design and Main Outcome
Measures: We applied the PRISM-D test to 500 patients with
severe somatic diseases under active hospital treatment. We used
Spielberger's State and Trait Anxiety Inventory and Beck’s
Depression Inventory to assess convergent validity. Results: The
PRISM-D test is applicable for inpatients and it can be used to
explore their subjective representations. The modifications did not
cause any loss in convergent validity as the Self-lliness Separation
and the lliness Perception Measure are significantly correlated
with levels of depression and anxiety. Conclusion: The drawing
test enables more detailed measurement of suffering caused by
iliness, illness perception and more complex assessment of
important factors in a patient’s life. The test is adequate for clin-
ical use as well as research among a wide range of som-
atic inpatients.

KEYWORDS

Burden of illness; illness
perception; coping; chronic
illness; psychological test

Introduction

lliness is an individual, subjective experience for everyone, and the reactions to illness
may also be greatly different. The subjective perception and burden of illness are
important factors in recovery because they affect the psychological, social, and
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somatic outcomes (Petrie, Jago, & Devcich, 2007). The subjective interpretation of ill-
ness is associated with an individual’'s coping mechanisms and adaptation to stressors,
influencing subjective wellbeing and satisfaction with life (Krikorian, Limonero, Vargas,
& Palacio, 2013; Petrie & Weinman, 2012).

Thus, to encourage positive outcomes, it is important to explore patients’ subjective
iliness perceptions, beliefs and impact of the illness (Cameron & Leventhal, 2003; Petrie
& Weinman, 2012). The effects of illness on the patient’s life need to be explored as
well, because the illness is not isolated in a person’s life but becomes an organic part of
it. Examining how illness affects a person’s life and the extent to which illness is
embedded in the patient’s social environment, physical environment, and life history in
a way which is economical and complex at the same time is also important. For
example, even though social support is typically viewed as a stable factor in one’s life, it
can be changed or even eroded by illness (Alferi, Carver, Antoni, Weiss, & Duran, 2001).

The exploration of resources supporting recovery that are present in one’s environ-
ment is extremely important—factors such as social support, physical or mental
health-protecting habits, and activities that are sources of experiencing joy or success.
The presence of these factors indicates a more positive prognosis of the recovery pro-
cess, and they can serve as resources. A lack of these factors may predict negative
outcomes, along with the presence of factors that aggravate recovery, such as rela-
tional conflicts, experiences of loss, and strong negative emotions. For this reason, dur-
ing psychological support for patients with serious medical conditions, there is high
priority in the application of methods that enable the exploration of the subjective
effects of illness on an individual's personality and life, the factors supporting or
aggravating recovery, and the associations between them.

There are many disease-specific and generic methods to study illness impact, per-
ceptions and beliefs (Horne, Weinman, & Hankins, 1999; Shumaker & Naughton, 1995;
Weinman, Petrie, Moss-Morris, & Horne, 1996), but for the most part, these measures
are too complex and time-consuming for ordinary application in clinical practice.
These quantitative methods can be restricted, as patients’ beliefs, experiences and
feelings are very subjective and often need deeper and more personalized under-
standing (Cheung, Saini, & Smith, 2016). These tests are often inappropriate for the
exploration of the way illness is embedded in the patient’s social environment.
Moreover, the validity of these measures greatly depends on the verbal skills of the
patients (Buchi & Sensky, 1999).

Although conventional interview techniques enable the measurement of illness
beliefs and suffering and support individual assessment, this method is very time-
consuming and it also assumes that patients have good verbal capacity. This is not
the case in many medical situations due to either the type of disease or its method
of treatment.

Published data prove that nonverbal methods have better applicability for working
with patients with serious medical conditions, as these methods require less energy
input from patients and enable a more successful exploration of partially subconscious
representations (Broadbent, Ellis, Gamble, & Petrie, 2006). The conventional drawing
tests (e.g. draw their body before or after disease or currently after treatment, draw
their illness or the damaged organ) are easy novel methods to assess individual illness
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perceptions and the experiences about their illness and treatment (Tiemensma et al,,
2015). According to studies, drawings show associations with clinical and psychological
markers of health status in several type of somatic inpatients, e.g. health failure
(Reynolds, Broadbent, Ellis, Gamble, & Petrie, 2007), myocardial infarction (Broadbent,
Petrie, Ellis, Ying, & Gamble, 2004), emergency embolization in postpartum hemor-
rhage (van Stralen et al., 2010), and vestibular schwannoma (Kaptein et al., 2011).
Results show that the drawings could facilitate patients to share their illness experien-
ces, beliefs and feelings, moreover, it had potential benefits for the patients by help-
ing them better understand themselves (Cheung et al., 2016). However, it is hard to
assess the role of differences in the drawing ability of the patients in the interpret-
ation. (Tiemensma et al., 2015).

A novel nonverbal test, the PRISM test (Buchi & Sensky, 1999) is a tool for measur-
ing the subjective suffering caused by illness. The tool uses a visual metaphor that can
be applied to measure a patient’s perceived somatic burden of suffering due to their
illness and the association between the self and the illness. In this nonverbal test, a
person puts a red magnetic disk on a white, A4-sized metal board. The white metal
board symbolizes the patient’s current life situation, while the red disk symbolizes
their illness. In the lower right corner of the board, there is a yellow circle that symbol-
izes the patient’s self, and the distance between the self and illness (Self-lliness
Separation, SIS) reflects the suffering of the illness burden. A modified version of the
test called the PRISM-R1 test enables the examination of illness perception (Reimus,
Vingerhoets, Soons, & Korstanje, 2007). In this version, patients can choose from three
different sizes of disks that symbolize their illness, where the size reflects the lliness
Perception Measure (IPM).

The PRISM test has been successfully validated, and its reliability has been proven
in cases of patients diagnosed with various chronic diseases, such as breast cancer,
rheumatoid arthritis, chronic obstructive pulmonary disease, diabetes mellitus, system-
atic lupus erythematosus, orofacial pain disorder, dermatologic diseases, and long-
term cancer survivors (Buchi & Sensky, 1999; Buchi et al, 2000; 2002; Kassardjian,
Gardner-Nix, Dupak, Barbati, & Lam-McCullock, 2008; Lehmann, Oerlemans, van de
Poll-Franse, Vingerhoets, & Mols, 2011; Muhleisen et al., 2009; Streffer, Buichi, Morgeli,
Galli, & Ettlin, 2009; Wouters, Reimus, van Nunen, Blokhorst, & Vingerhoets, 2008).
There is a consistently negative correlation between SIS and depression (e.g. Buchi,
Sensky, Sharpe, & Timberlake, 1998; Buchi et al., 2002; Lima-Verde, Pozza, Rodrigues,
Velly, & Guimaraes, 2013), as well as between SIS and experienced pain (e.g.
Kassardjian et al., 2008; Streffer et al., 2009) and between SIS and disease-specific and
general quality of life (e.g. Meyer, Luethi, Neff, Langer, & Blichi, 2014; Rumpf, Lontz, &
Uesseler, 2004). The IPM is significantly correlated with health status and wellbeing
(Reimus et al., 2007). The PRISM test is also applicable to measuring beliefs and atti-
tudes and can also support therapeutic decision making (Sensky & Blichi, 2016).

To avoid the need for special tools in the PRISM test (the metal board and the
disks), a self-administered version of the test was created (Rumpf et al., 2004). Their
findings suggest that the PRISM can be used in a paper-pencil format. However, this
version is only applicable to measuring the effects of the illness and its place in the
patient’s life. In our opinion, however, applying the test using a paper-and-pencil
method would offer more options.
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Another modified version of the PRISM test is the PRISM -+ test, which allows for
the representation of other factors besides illness that are also relevant for the patient
using various disks. Examples of factors are the patient’s family, hobbies, work, and
friends (Buchi & Sensky, 1998, 1999). Therefore, the context of illness, the resources of
the patient, and the association of illness, and other factors that are relevant for the
patient can be explored. The PRISM + test has been used in several studies, but in
most cases the disks symbolized pre-defined factors like pain or fatigue (Gielissen,
Prins, Knoop, Verhagen, & Bleijenberg, 2013; Kassardjian et al., 2008).

The aim of the study

The aim of the study was to improve the method of the PRISM test by combining the
advantages of earlier versions and the drawing tests methods. A new version that was
developed for the complex measurement of illness perception and suffering of
patients who require active hospital treatment. The new version is called PRISM-D,
which is a drawing version of the PRISM + test. The metal disks are replaced with
drawing circles, which enables freer visualization of subjective representations com-
pared to earlier tests. Earlier versions of PRISM used a limited number of fixed-size
magnetic disks. However, the drawing version allows patients the freedom to vary
both the size and the position of the circles more deliberately to symbolize illness and
individual coping resources.

This version may also be applicable to exploring the subjective representations of
patients under hospital treatment, their current life situations, the important compo-
nents of their lives, and the associations between them. A further advantage is that it
does not measure illness perception in isolation but also explores how it is embedded
in the person'’s life. According to previous studies, drawing can provide richer data col-
lection, elicit patients’ beliefs uncensoredly and concentratedly, and reveal patients’
previously unknown perceptions and feelings (Cheung et al, 2016; Tiemensma
et al,, 2015).

Another advantage is that drawings can be preserved, which is essential for follow-
up sessions and useful in therapeutic applications. This helps to observe the changes
in both patients’ representations and the level of their suffering. Drawing is econom-
ical, requires few tools, and the testing process is fast, making it beneficial in clinical
applications.

This study examines the applicability of PRISM-D among a wide, non-disease-specific
population of somatic patients under active hospital treatment. We also examine
whether the test can provide additional information compared to earlier versions;
whether the patients take advantage of the freedom of visualization offered by the
drawing test; and whether the method is applicable for the measurement of patients’
current life situation, important components of their lives, the subjective importance of
the illness, the extent to which it is embedded in their lives, and the associations
between these factors. Additionally, we examine whether the advantages of the earlier
PRISM tests are preserved in the complex drawing test version and whether the results
fit with earlier results.
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Methods
Patient sample and procedure

The PRISM-D test and its post-test protocol were applied to a sample of 500 patients
diagnosed with somatic disease under active hospital treatment. The applicability of
the test in clinical practice was examined among a broad spectrum of somatic
patients. Inculsion criteria were: being older than 18years old; being diagnosed with
one of these illnesses: cancer, gastro-intestinal disease, chronic renal insufficiency, lum-
bar degenerative disc disease; being under active hospital treatment; being able to
participate in a test (due to their illness condition); and a voluntary agreement to par-
ticipate. The sample was randomly selected from the patients who met all the criteria
(convenience sampling method).

The data collection was conducted in three steps: Firstly, in a pilot study, the
PRISM-D test was tried on a random sample of 25 hospital in-patients to find out
whether the subjects could interpret the instructions and tasks of the test (measured
by structured interview). After we had found that all sample members (who belonged
to various illness groups) were able to understand the instructions, we used the
PRISM-D test with a larger sample (as a target, 300 persons) in the second step of our
research. Patients were randomly selected for the sample from the following illness
groups: cancer, gastro-intestinal disease, chronic renal insufficiency, and lumbar degen-
erative disc disease. There were 278 patients in total who met all the criteria during
the research period.

In the third step of data collection, to examine the convergent validity, the PRISM-D
test, Spielberger’s State and Trait Anxiety Inventory (STAI), and Beck’s Depression
Inventory (BDI) were used on a sample of 197 other patients. The subjects were
grouped in three disease groups: cancer, gastro-intestinal diseases, and chronic
renal failure.

Testing was conducted in the hospital departments of university clinical practice
venues and national clinical centers. Our permission of research specified the targeted
sample sizes in each period of data collection, the size of the final sample (500 per-
sons), the targeted population and the measurement tools used.

Before the specific PRISM-D instructions were given, we obtained informed consent
from the participants and recorded their demographic (age, sex) and illness specific
data (illness type). Each test recording lasted approximately 10-15 minutes and was
followed by a post-test to let the participants define the meanings of the circles
(5min). After completing the PRISM-D test, patients completed the questionnaires
(STAI, BDI) on their own.

Measures

PRISM-D test

In the PRISM-D drawing test, participants are given a pre-printed A4-size sheet of
paper with a yellow circle that is 7cm in diameter in the lower right corner. The circle
symbolizes the patient’s self, exactly as in the original PRISM test (Blichi & Sensky,
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1999) (Supplementary material, Figure 1). The test leaders give standard instructions
to the participants and note the answers (Supplementary material, Figure 2).

Firstly, the participants are asked to draw their illness with a red felt marker in a
location where they would place it in their current life situation. SIS can be defined as
the distance measured between the circles drawn on the test sheet. The distance
must be measured between the centers of the two circles according to the original
test (Buchi & Sensky, 1999). The size of the visualized illness can also be measured
and is interpreted as the IPM according to the PRISM-R1 version (Reimus et al., 2007).
However, because the PRISM-D test is a drawing test, the size of the drawn circles can
vary. We calculated the area of the drawn circles by measuring their radius, thus get-
ting the values of IPM.

In the second part of the test, participants can draw other circles that symbolize
actual important factors in their lives with felt markers of various colors (yellow,
orange, pink, purple, blue, green, brown, and black). Participants were not given any
instructions or suggestions for what factors they should draw. They could freely decide
on this so that only their chosen factors were represented in the test. There are no
limitations to how many factors can be drawn.

In the post-test, the patients gave the meanings associated to the circles. The
researchers kept verbatim record of the meanings patients attributed to the circles and
the order in which they were drawn. Responses were categorized by their meanings.

As in the case of PRISM + tests (Blichi & Sensky, 1998, 1999), the distance of factors
drawn can also be measured (the self-family, self-work, and self-hobby distances),
although these factors are only present on the drawing test if the patients consider
them relevant. Besides the distances, the sizes of the factors can be examined as well
(by calculating their area).

STAI

The anxiety level of the patients was measured by the Spielberger STAI (Spielberger,
Gorsuch, & Lushene, 1970). The Trait Anxiety Scale (STAI-T) assesses the general state (how
one feels in general), and the State Anxiety Scale (STAI-S) measures the patients’ anxiety
level about an event (how one feels right now at this very moment). Each scale includes
20 items, and the answers range from 1 (not at all) to 4 (very much so). The total scores
range from 20 to 80. The reliability of the scale (Cronbach alpha) was 0.77 in this sample.

BDI

The severity of depression was measured by the 21-question BDI (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961; Richter, Werner, Heerlein, Kraus, & Sauer, 1998).
The questions of this tool list four statements that describe feelings in the past days
and weeks. The scores range from 0 to 3. The lowest total score is 0, and the highest
is 84. The internal consistency of the scale was sufficient for our sample.

Data analysis

In the pilot study, we carried out the qualitative analysis of the structured interviews
regarding the applicability of the test. Analysis of the circles (other than the one
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symbolizing the illness) drawn on the PRISM-D test started with the categorization of
responses by their meanings. The encoding of responses was done by two independ-
ent encoders (in cases where they differed, a third encoder was included).

The statistical analysis was performed with SPSS Version 21. The parameters meas-
ured were the distance between the self and the factors drawn on the PRISM-D test
(in centimeters), as well as the area of these factors (in square centimeters).
Descriptive statistics were calculated from the data, such as percentages, means,
standard deviations, and medians.

In the case of the BDI and STAI tests, the mean values of total scores and their
standard deviations were calculated.

Gender differences in illness-circle characteristics represented on the PRISM test
were analyzed with Student’'s t-test. Associations with age were analyzed with
Pearson'’s correlation.

The convergent validity of the PRISM-D test was examined by Pearson’s correlation
coefficients between SIS and BDI, STAI-S, STAI-T scales, as well as between the IPM
and the BDI, STAI-S, and STAI-T scales. In addition, comparative analysis was con-
ducted using a student’s t-test and chi-squared test between the total scores of the
BDI, STAI-S, and STAI-T scales and the factors drawn on the PRISM-D test. For each
statistical procedure, the assumptions were tested and they were met in case of the
results presented in the paper.

Results
Participants’ characteristics

The participants comprised 44.4% men (N=222) and 55.6% women (N =278). Their
mean age was 51.9years (SD = 16.06) with a range of 14 to 86 years. The distributions
of the sample by disease were 36% cancer, 31% lumbar degenerative disc disease or
other locomotor problems, 19% chronic renal failure, 7% gastrointestinal diseases, and
7% hospital in-patients with other diseases. There were no gender differences in either
the SIS or the IPM (Student’s t-test, p > 0.05). There were no significant correlations
between either the SIS score and age or the IPM score and age (Pearson’s correlation
coefficients, p > 0.05).

PRISM-D task’s characteristics

In the pilot stage of the study, the PRISM-D test and structured interviews were used
with 25 hospital in-patients to test the applicability of the new method. Results sug-
gested that all patients could comprehend and execute the tasks.

Illiness

The SIS showed heterogeneous results. The mean distance was 11.19cm, which
implies considerable suffering from the illness burden, as a smaller distance from the
self on the PRISM test indicates a higher level of suffering (Buchi & Sensky, 1999;
Buchi et al.,, 1998). The standard deviation is high (7.53 cm), which implies large indi-
vidual variation. The measured minimum value was Ocm (self in the illness,
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overlapping circle centers), and the maximum value was 29.9cm (Supplementary
material, Figures 3 and 4).

Furthermore, 16.06% of the participants represented the illness either within the
self (Supplementary material, Figure 5) or completely overlapping with the self (if the
circle of the illness was bigger than the circle of the self), which implies a large illness
burden. In 4.34% of the sample, the illness was represented as partially overlapping
with the self (Supplementary material, Figure 6). In 79.60% of the sample, the circles
were separated. In 4.19% of the cases where the illness was separated from the self,
the two circles were touching.

The sizes of the circles drawn were very diverse. Importantly, the circles were drawn
by freehand and did not have a regular shape in many cases. Thus, the mean value of
the diameters was used to calculate the area values. The mean area of the drawn ill-
ness circles was 23.09 cm?, which is smaller than the area of the preformed self-circle.
The standard deviation of the area of illness was 43.64 cm?, which implies high hetero-
geneity in the answers. The area of the smallest circle was 0.1 cm?, which is practically
a tiny point. The area of the largest circle was 415.27 cm?, which nearly occupied the
entire sheet of paper. Furthermore, 78.4% of all drawn circles had an area smaller than
the self; 10.3% had a similar size to the self; and 11.3% were larger than the self.
Finally, 92.05% of the drawn circles were not filled with color, and 7.95%
were colored.

Other drawn circles

After they drew the illness circle, in the second part of the test, patients could freely
draw the important things in their lives. The participants drew various numbers of
circles with various meanings. On average, they drew 4.81 circles besides the illness
circle. The standard deviation was relatively high (2.86), which implies high diversity in
the number of circles drawn. Only 1% of the participants were unable to draw any fac-
tors other than their illness. The highest number of circles drawn in a test setting was
23. The number of factors drawn can imply either the complexity or emptiness of life.
However, it could also mean a narrowed focus on the illness, its treatment, and the
current life situation.

The participants could freely associate an interpretation to the circles, and the test
leader recorded their meanings according to the explanations that the patients gave
word for word. During the analysis, these contents were categorized by mean-
ing categories.

We set up separate categories for ‘family members’ (family, partner, relatives) and
‘friends’ (friends, colleagues, acquaintances, neighbors). These sub-categories were fur-
ther categorized under the main category of ‘social support’. There were separate cate-
gories for ‘work’ (job and work activities) and for ‘hobbies’ (any recreational activity
was classified as a hobby). In addition, there were categories for ‘health’ (health and
related meanings), ‘recovery’ (healing, recovery and related meanings), and
‘treatement-related factors’ (meanings related to the treatment of illness and hospital
environment). Using the latter three categories, we created a new category called
‘illness-related factors’. There was another category for ‘negative stressors’, which
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comprised factors affecting the person unpleasantly or negatively, such as negative
emotions, experiences of loss, and relationship conflicts.

Some of the circles on the test (26.93%) could not be categorized due to their
uniqueness and low occurrence. The following responses occurred frequently (less
than 5% prevalence each): financial security, home, nature, religion/God, deceased
loved ones, former spouses, a variety of feelings, love, and freedom. Detecting these
factors can make an important contribution to individual case management and
effective intervention work. The uniqueness of the tests and the subjective meanings
of the circles are demonstrated in Figures 7 and 8 (Supplementary material).

After analyzing the distribution of meaning categories presented above, it can be
concluded that ‘family’ was the most frequent factor, which was drawn by 92.3% of
participants. However, only 24.1% drew ‘friends’. On the whole, 6.6% did not draw any
social support, while 65.7% of participants drew more than one circle to represent sig-
nificant others.

Only 27.9% of the participants drew the ‘work’, and 22.5% drew ‘hobbies’. A signifi-
cant proportion of participants drew circles with meanings related to their health con-
dition: ‘health’ (15%), ‘recovery’ (9.1%), and ‘treatement-related factors’ (7.5%). An
additional 5.9% of participants represented ‘negative stressors’ in their life (relational
conflicts, experiences of loss, financial problems, earlier illnesses, fears, and thoughts
on passing). This suggests the presence of factors that are potentially aggravating
recovery, which need to be explored and treated if necessary, which is an important
task of psychological support (Supplementary material, Table 1).

Validity

Self-lliness separation (SIS)

SIS had a significant negative correlation with the total score on the BDI (Pearson’s
correlation coefficients, r = —0.317, p <0.001), which means that the greater depres-
sion a participant had experienced, the closer they drew their illness to the self. The
participants’ STAI-S scores had a significant negative correlation with SIS (R = —0.309,
p < 0.001). These results imply that test participants with a higher state anxiety level
represented their illness as being closer to the self. There was also a significant but
weak correlation between the SIS and STAI-T score (R = —0.195, p=0.028), which
implies that people with a higher trait anxiety level represented their illness as being
closer to the self (Supplementary material, Table 2).

Iliness perception measure

The area measured in square centimeters of the represented illness and the partici-
pants’ total BDI scores had a weak but significant positive correlation (Pearson’s correl-
ation coefficients, R=0.183, p=0.36). This result suggests that test subjects
experiencing higher levels of depression drew a larger circle to represent their illness.
The size of the circle symbolizing illness had a weak but significant correlation with
STAI-T (R=0.214, p=0.013), which implies that people experiencing higher levels of
enduring anxiety drew a larger circle for their illness (Supplementary material,
Table 2).
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Associations between illness circle position and anxiety and depression level

lliness circle inside vs. outside the self

According to the results, SIS was associated with clinical variables, and there was also
a significant association between patients’ mood and their representation of their ill-
ness either within the self or separated from it. Patients representing their illness
within or overlapping with the self (in cases of circles larger than the self) scored sig-
nificantly higher on the depression (BDI) scale than those who represented their illness
as being separated from the self (student’s t-test, p=0.004, df = 131).

The STAI-S score had a marginally significant association with illness position (illness
circle inside vs. outside of the Self) (p =0.059, df = 185). People who drew their iliness
within or overlapping with the self had higher STAI-S scores than those who drew
their illness as separated from the self. Trait anxiety had no significant effect on the
position of the illness circle (Student's t-test, p>0.05) (Supplementary material,
Table 3).

Associations between other circle characteristics with anxiety and
depression level

Representation of family

People not representing the ‘family’ category (e.g. whole family, family members, part-
ner) on the PRISM-D test had a significantly higher state anxiety value than those who
represented at least one family member (student’s t-test, p=0.028, df = 170).
Participants who did not represent any family member scored an average of 53.14
points on the STAI-S scale (SD = 15.11). Those who represented at least one family
member scored only 41.57 on average (SD = 13.41). The number, size, and distance of
family-category circles were not associated with the scales of depression or anxiety.

IlIness-related factors

People who represented ‘illness-related factors’ had significantly lower state anxiety lev-
els (M=36.82, SD = 11.15) compared to those who did not represent such factors
(M=43.60, SD = 13.93) (Student’s t-test, p=0.004, df = 168). The factors most fre-
quently represented were health, recovery, surgery or other treatment and expected
improvement, attitude and quality of service provided by physicians and health care
personnel, and general hospital experience.

Representations of negative stressors
People who drew any circle with a negative meaning (e.g. relational conflicts, experi-
ences of loss, financial problems, earlier illnesses, fears, and thoughts on passing) had
a higher rate of depression measured by BDI (chi-squared test, p=0.032, df = 1).
Furthermore, 75% of people who represented ‘negative stressors’ had high BDI scores,
as opposed to 36.7% for those who did not represent any negative factors.

There were not any significant associations between anxiety or level of depression
and the other circles drawn on the test (work, hobby, health, recovery - p> 0,05 in
all cases).
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Discussion

Our results suggest that the PRISM-D test is widely applicable among patients under
active hospital treatment. The upgraded drawing version of the test can adequately
integrate the advantages of earlier versions and conventional drawing tests. The elim-
ination of the metal disks and thus the application of the test as a drawing test not
only reduce the number of tools necessary but also enable easier and more econom-
ical application in clinical practice, giving the patients the opportunity of free visualiza-
tion. Rumpf et al. (2004) previously called attention to the advantages of drawing in
the self-administered version of the PRISM test. However, the advantages of free visu-
alization are especially notable when participants can represent other factors present
in their life beyond their illness.

The PRISM-D test enables patients to represent factors in their lives without restrict-
ing them to a fixed order, size, or relative placement. The PRISM-D test operates with-
out predefined categories of meaning. Participants may freely connect meanings to
the circles drawn, allowing the exploration of subjective representations. In this way,
the test can be adapted to measure patients’ visualizations of their illness, as well as
explore the extent to which their illness affects their lives. Furthermore, it allows the
exploration of factors that could potentially assist recovery, aspects of support that are
relevant to individual patients, and even factors that are aggravating recovery and
other difficulties in the individual’s life. This process helps to understand the subjective
importance of these factors and the connections between them.

After finishing the test (similarly to earlier PRISM + tests), patients can make a visual
summary, which in itself may have therapeutic effects. In addition, during the course
of clinical work, the test could help to collect more accurate information for the
screening of problem behaviors or the design of therapy, and it may even be applied
as a therapeutic tool on its own. In contrast to the metal board version, drawing tests
are retainable, which is an important advantage. Participants may even take their tests
with them, or the test leaders could keep them at hand during therapy. The retained
tests could be used for follow-ups and the detection of any changes in illness percep-
tion, as well as changes or in the subjective importance and connections of factors in
the lives of patients.

Another great advantage of the PRISM-D test is that it is a suitable tool for explor-
ing individual representations, which could make it applicable for clinical use in the
course of therapy. At the same time, it allows for quantitative analysis that could be
used for screening, quantitative follow-up of changes, and research. The convergent
validity of the PRISM-D test was not lost during its development since the SIS is sig-
nificantly correlated with the total score on the BDI. This result is consistent with the
earlier studies conducted with the original PRISM test (Buchi et al., 1998; Gielissen
et al, 2013; Rumpf et al, 2004). In addition, a significant correlation was measured
between the SIS and the scales of the STAI, which is consistent with earlier studies
using the original PRISM test that found significant connection between anxiety or
perceived stress and the SIS (Klis, Vingerhoets, de Wit, Zandbelt, & Snoek, 2008;
Krikorian et al., 2013).

Our results suggest that patients who drew an illness circle close to the self showed
higher level of depression and anxiety. According to previous studies (Buchi & Sensky,
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1999) the distance between the self and the illness indicates the patient’s perceived
illness burden and suffering. By analyzing the position of the illness circle, we
could distinguish two main categories: (1) the illness circle is inside the self circle,
or overlapping with the self (in cases where the illness circle is larger than the self
circle), (2) illness is outside, separated from the self circle. Our results suggest that
the two types of illness position are significantly associated with different levels of
depression and state anxiety. Similar findings were detected by Peter et al. (2016)
as well. This association implies that patients who felt that the illness is ‘inside’ of
their self, had more negative mood than patients who perceived a distance from
the illness.

PRISM-D enables a more differentiated measurement of illness perception as well.
Our results show that the participants take advantage of this and draw widely differ-
ent sizes of circles for illness, from as small as one millimeter in diameter to a large
red circle nearly covering the whole sheet of paper. According to our results, the IPM
had a significant negative correlation with the BDI and the total STAI-T score. These
findings suggest that a bigger size of drawn illness is associated with a more depres-
sive mood and higher anxiety level.

These findings are associated with previous studies results of PRISM-R1 (Reimus
et al, 2007), where participants could choose from only three sizes of circles. They
found that the size of the illness circle (IPM) was negatively associated with health sta-
tus, life satisfaction and psychological well-being of psoriasis patients. Another previ-
ous study (Klis et al., 2008) found significant negative correlation between well-being
index (WHO-5) and IPM (a version where the illness circle can have three different
sizes). The association between the size of the illness and a worse illness perception
has been revealed by conventional drawing tests as well (Broadbent, Schoones,
Tiemensma, & Kaptein, 2018).

The results suggest that it is practical to allow participants the freedom of visualiza-
tion regarding the size of illness representation. The results of our quantitative analysis
of other circles drawn on the test emphasize the importance of examining these fac-
tors, as connections were found between patients’ mood and the visualized social sup-
port, illness-related factors, and visualized negative factors. The representation of the
family on the test was correlated with a lower level of anxiety. Patients who did not
represent family among the actual important aspects in their live perhaps could have
done so because of either a perceived or actual lack of family, or perhaps a narrowed
focus on illness. Such patients experienced a higher level of anxiety than the patients
who represented at least one family member in the test.

The results showed that 31.6% of the patients represented factors related to health,
iliness, and recovery. People who represented their current treatment and its expected
effects or health care personnel as important sources of short-term recovery (‘illness-
related factors’) experienced lower levels of anxiety than those who did not represent
such factors. There was no such connection between anxiety and the ‘health’ or
‘recovery’ categories. A possible explanation is that the ‘illness-related factors’ category
consists of specific recovery-related factors, while the ‘health’ and the ‘recovery’ cate-
gories may instead symbolize patients’ wishes with regard to their actual health status.
The importance of this result lies in its usability in clinical practice.
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The representation of the ‘negative stressors’ category on the test was associated
with the level of depression. While this result is not surprising, it is important because
it further shows the usability of the PRISM-D test. It can be concluded that the repre-
sentations of negative factors in one’s life on the PRISM-D test may be interpreted as
potential complication factors or obstacles that make recovery more difficult, and they
also imply the increased presence of depressive symptoms. The PRISM-D test could
contribute to the quick and easy exploration of these negative factors and to the
screening of patients who have factors in their life that may aggravate physical and
psychological recovery. Nevertheless, the qualitative aspects of the individual meaning
of contents need to be analyzed by further studies.

The study has a number of limitations that should be mentioned. Firstly, the con-
venience sampling methodology raises questions regarding the representativeness of
our results. Moreover, our sample consisted of a heterogeneous patient population.
The study was based on only one measurement. No test-retest reliability assessment
has been conducted.

Conclusion

Our results show that the PRISM-D test keeps or improves upon the virtues of the ear-
lier PRISM tests. Furthermore, it is a more economical method that provides more
complex information. By combining the advantages of earlier versions, the proposed
tool could be applied for measuring the suffering caused by illness, illness perception,
the extent to which illness is embedded in one’s life, and the connections between
these factors. It is a simple, quick, and economical yet complex tool. Given its ability
to provide both quantitative and qualitative data, the tool is adequate for clinical use
as well as research among a wide range of somatic patients under hospital treatment.
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A PRISM-D rajzteszt alkalmazasa
a daganatos betegséggel Gsszefiiggd
erzelmi és kognitiv reprezentaciok
komplex vizsgalatara

Sandor Zita»? = Csabai Marta dr.?

1Szegedi Tudomanyegyetem, Altalinos Orvostudoményi Kar, Klinikai Orvostudomanyok Doktori Iskola, Szeged
2G4l Ferenc Féiskola, Egészség és Szociilis Tudomanyi Kar, Gyula

3Szegedi Tudomédnyegyetem, Bélcsészettudomanyi Kar, Pszicholdgiai Intézet, Szeged

Bevezetés: Egy stlyos betegség lelki megélésének, egyéni értelmezésének a vizsgilata fontos feladat, ugyanis ezen té-
nyezS8k befolydsolhatjak a megkiizdéses vilaszokat, illetve a betegség pszichés és szomatikus kimenetelét. A klinikai
gyakorlatban a maladaptiv reakciok sziirése, illetve a pszichés intervencidk hatékony megtervezése érdekében olyan,
széles korben alkalmazhaté méréeszkozre van sziikség, mely a betegséggel sszefliggd érzelmi és kognitiv reprezen-
tacidkat gyorsan, mégis kell6en részletesen méri.

Célkitiizés: Tanulmdnyunk célja a Pictorial Representations of Illness and Self Measure teszt dltalunk kifejlesztett
rajztesztverzidja (PRISM-D) és utétesztje alkalmazhatdsaganak vizsgilata volt a klinikai gyakorlatban, daganatos
betegek korében.

Modszer: Vizsgilatunk sordn 150 {8, kezelés alatt dll6 daganatos beteggel vettiik fel a Pictorial Representations of
Illness and Self Measure rajztesztverzidjat és annak utotesztjét.

Eredmények: A teszten nyerhetd kvantitativ adatok alapjn a vizsgélt személyek nagymértékd, betegségtdl valé lelki
szenvedést éltek meg, bdr e tekintetben a mintdra nagyfokt heterogenitis jellemz8. A betegek tobbsége negativ ér-
zéseket tarsitott a betegségéhez, tgymint distressz, félelem, szomorasag, bizonytalansagérzés. A betegségreprezen-
taciok tekintetében megjelent a betegség jelzésként, akaddlyként, megoldandé feladatként, kiizdelemként, veszteség-
ként, csapasként és személyes kudarcként valé interpretildsa. A betegséget szimbolizalé kor mérete és térbeli
clhelyezkedése alapjan azonosithatok a betegséget tagado, illetve bagatellizald betegek, tovabba a betegséget rendki-
viil stilyosnak megélS személyek is. Ezen informaciok feltirdsa a betegséggel valdo megkiizdés és a betegségviselkedés
szempontjabdl kiemelten fontos.

Kovetkeztetések: Vizsgalatunk alapjin a teszt mind a klinikai gyakorlatban, mind a kutatdsokban jél alkalmazhato,
gyors és komplex informdciét nyjté mérGeszkoz, mely alkalmas a betegséggel osszefiiggs érzelmi és kognitiv repre-
zenticiok kvantitativ és kvalitativ mérésére korhazi kornyezetben, silyos, akir verbélisan nehezen hozzaférhets bete-
gek esetében is.

Orv Hetil. 2018; 159(48): 2021-2030.

Kulcsszavak: betegségpercepcid, megkiizdés, pszicholdgiai teszt, rajzolds, daganatos betegek

Application of the PRISM-D drawing test to the complex examination
of cancer-related emotional and cognitive representations

Introduction: Studying the psychological experience and the individual interpretation of a serious illness is an impor-
tant task, as these factors can affect coping strategies and the psychological and somatic outcome of the illness. In
clinical practice, to screen out maladaptive reactions and to effectively plan the psychological interventions, we need
measuring tools that can be applied among a wide range of patients and can measure the illness-related emotional
and cognitive representations in detail.

Aim: The aim of our study was to examine the applicability of the drawing test version (PRISM-D) we developed
from the Pictorial Representations of Illness and Self Measure test and its posttest in clinical practice among cancer
patients.
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Method: We applied the Pictorial Representations of Illness and Self Measure drawing test and its posttest for 150
cancer patients undergoing hospital treatment.

Results: According to the quantitative data from the tests, patients underwent considerable suffering from illness,
however, there was a large heterogeneity in the level of suffering in the sample. The majority of the patients in the
sample associated negative feelings to their illness, such as distress, fear, sadness, uncertainty. As for illness representa-
tions, they interpreted their illness as a sign, a difficulty, a task to solve, a struggle, a loss, an adversity or a personal
failure. The size and placement of the circle symbolizing the illness can be used to identify patient reactions to deny
or understate illness as well as patients who experience their illness very seriously. This information is crucial in the
understanding of illness behavior and the coping with illness.

Conclusions: Our study has supported this test as a measuring tool which is well applicable to quickly gain complex
information both in clinical practice and in research, to measure illness-related emotional and cognitive representa-

tions, both quantitatively and qualitatively.

Keywords: illness perception, coping, psychological test, drawing, cancer patients

Sandor Z, Csabai M. [Application of the PRISM-D drawing test to the complex examination of cancer-related emo-
tional and cognitive representations]. Orv Hetil. 2018; 159(48): 2021-2030.

(Beérkezett: 2018. mdjus 4.; elfogadva: 2018. janius 3.)

Roviditések

IPM = (Illness Perception Measure) betegségpercepcio;
PRISM = Pictorial Representations of Illness and Self Measure
teszt; PRISM-D = (Drawing version of Pictorial Representati-
ons of Illness and Self Measure) a Pictorial Representations of
Illness and Self Measure teszt rajztesztverzidja; SD = standard
devidcio; SIS = (Self-Tllness Separation) En-betegség tavolsig

Egy stlyos betegség a paciensek szdmdira nem csupin
testi, hanem szamos lelki és szocidlis valtozassal is egytitt
jar. A betegség kovetkeztében fellépd valtozasokra adott
pszichés reakcid, a betegség lelki megélése, valamint a
betegséggel kapcsolatos mentalis reprezenticidk befo-
lydsolhatjak a rovid és hosszu tava testi, lelki és szocidlis
felépiilést [1-3].

A daganatos betegséggel valé szembesiilés a betegek
tobbsége szamara traumatikus esemény [4]. A diagnoé-
zissal val6 szembestilést kovetSen gyakori reakcié a lelki
osszeomlas, illetve a tudattalan elhdrit6 mechanizmusok
megjelenése [5]. A betegség vagy annak stlyossiginak
tagadasa, elhdritdsa dtmenetileg, a diagnoézissal vald
szembestilés szakaszdban csokkentheti ugyan az egyén
lelki szenvedését, elnyomhatja szorongdsat, igy rovid ta-
von kedvez6 hatast lehet. A tartésan fenndllé tagadas
azonban, kiilonosen a betegséggel valé megkiizdés id6-
szakdban, nagyon negativ kovetkezményekkel jarhat,
azon tal ugyanis, hogy megszakithatja a stresszt keltd
esemény lelki feldolgozasanak folyamatit, gatolhatja az
orvossal val6 egytittm(ikodést vagy akar a gyogykezelés-
ben valé részvételt [6].

A betegségre adott érzelmi reakciok koziil fontos sze-
repe van az emelkedett mértékd distressznek és szoron-
gasnak, melyek negativan befolydsolhatjak a betegséghez
val6 adaptaciot, a megkiizdését és akir a betegség lefo-

lydsit [7]. Lényeges az is, hogy a betegek milyennek lat-
jak betegségiiket, miként értelmezik, intepretaljak és ér-
tékelik azt. Ugyanis a betegség szubjektiv percepcidja, a
beteg altal kialakitott egyedi betegségkép, betegségrep-
rezenticio, illetve a betegség kimenetelével kapcsolatos
elvarasok szintén befolydsoljdk a paciensek megkiizdéses
valaszait és betegségviselkedését, igy kozvetve hatist
gyakorolnak a betegség lefolyasara [8, 9].

A kutatisok és a tapasztalat ugyanakkor azt mutatja,
hogy a betegség lelki megélése, illetve percepcidja egye-
di, még azonos betegpopulacion beliil is nagy egyéni val-
tozatossigot mutat [ 10]. Eppen ezért sziikséges az egyes
betegek egyéni, szubjektiv viszonyuldsinak vizsgalata, és
maladaptiv reakciok esetén egyénre szabott pszichés in-
tervencié sorin modositani a gydgyuldst potencidlisan
hatraltato lelki tényezdket.

Bar napjainkban szimos mér6eszkoz all rendelkezésre
a betegséggel kapcsolatos érzelmi és kognitiv valaszok
mérésére (példaul szorongds, depresszid, stressz, beteg-
ségreprezenticiod, betegségteher), ezen mérSeszkozok
csak részben illeszthet6k a mindennapi klinikai gyakor-
latba. Tobbségiik csak jol verbalizdld, megfelelGen
egytittm(ikodd személyek esetében alkalmazhatd, mely
kritériumok stlyos betegséggel kiizd6 személyek eseté-
ben — akdr a betegség tiinetei, akdr annak kezelése miatt
—nem mindig teljesiilnek. Tovabbd, mivel a méreszko-
z0k tobbsége egy-egy szlk lelki dimenzidt vizsgdl, a be-
teg pszichés allapotinak és kognicidinak feltirdsa tobb
mérbeszkoz alkalmazasit teszi szitkségessé, melyek felvé-
tele és kiértékelése id6- és energiaigényes, és nem felel
meg a klinikai kornyezet specidlis jellegébdl fakadé elvi-
rasoknak.

A szomatikus betegek esetében a klinikai és kutatasi
tapasztalatok azt mutatjik, hogy a kiilénb6z6 nonverba-
lis technikdk, mint példaul a vizudlis skaldk, rajztesztek,
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sok esetben hatékonyabban alkalmazhatoék a betegek lel-
ki dimenzidinak vizsgilatara, mint a hagyomanyos papir-
ceruza alapu pszicholégiai tesztek. Egyrészt ugyanis ne-
hezen verbalizal6 betegek esetében is j6l alkalmazhatok,
miésrészt kevesebb energiariforditist igényelnek, és
mindezek mellett lehetGséget nytjtanak a nem tudatos
érzések, gondolatok feltarasara is [11-14].

Tapasztalataink alapjan a sudlyos allapotd szomatikus
betegekkel végzett egészségpszicholdgiai tevékenység
sordn a kvantitativ adatokat nyajté6 méréeszk6zok alkal-
mazasin tal olyan komplex méréeszkozre van sziikség,
melynek segitségével viszonylag kevés id6- és energiara-
forditassal széles kord informaciéhoz juthatunk a beteg
pszichés dllapotirdl és a betegség szubjektiv megélésérdl.
Korabbi vizsgalataink alapjan a Biichi és Sensky altal
1998-ban kidolgozott és a klinikai gyakorlatban nemzet-
kozileg alkalmazott PRISM (Pictorial Representations of
Illness and Self Measure) nonverbdlis teszt altalunk kifej-
lesztett rajztesztverzidja (PRISM-D teszt) jol alkalmaz-
hat6 a paciensek betegséggel Osszefiiggd reprezenticioi-
nak mérésére [15-18]. Az eredeti PRISM teszt olyan
egyszerd vizualis technika, mely egy dimenziét: a beteg-
ség kovetkeztében megélt szenvedés mértékét tirja fel
[19]. A teszt tovabbi médositott verzidi képet nytjtanak
a betegségpercepciorél (PRISM-R1 teszt) [20], illetve a
betegség és bizonyos tényez8k (példiul betegség és csa-
lad, munka, hobbi stb.) viszonyardl (PRISM+ teszt) [21,
22].

Az dltalunk kifejlesztett PRISM-D rajzteszt a korabbi
PRISM tesztek elényeit megtartva, a tesztek dltal vizs-
galt dimenziok differencidltabb mérését teszi lehet6vé
[23, 24]. A rajzteszttel részletesen tovabb vizsgalhat6 a
betegségnek a paciens életébe valbé dgyazottsiga, a sze-
mély aktualis életterének résztvevdi és a gydgyulast po-
tencidlisan segitd, illetve gatldé tényez6k. A PRISM-D
teszt, utétesztjével kiegészitve, képes komplex képet
nyajtani a betegségnek a személyre gyakorolt szubjektiv
hatasarol és a betegség egyéni értelmezésérSl. Korabbi
tapasztalataink alapjin a médszer tovabbi el6nye, hogy a
péciens aktiv részvételét kivianja a tesztfelvétel sordn, ser-
kenti a kommunikaciét, és alkalmas a terapids folyamat
alatti informaciégytjtésre és utinkovetésre [18].

Jelen tanulmanyunk célja annak vizsgilata volt, hogy a
PRISM-D rajzteszt, valamint az ehhez kapcsoldodd utd-
teszt hogyan alkalmazhato a klinikai gyakorlatban, stlyos
tekvS betegek esetében. Vizsgilatunk sordn ismertetni
kivanjuk, hogy a PRISM-D teszt segitségével milyen
modokon mérhetSk a betegséggel Osszefiiggs érzelmi és
kognitiv reprezenticiok, kitérve a rajzteszten és az annak
utétesztjén nyerhet6 kvantitativ és kvalitativ adatok
elemzési lehetGségeire. Tovabbi célunk az utéteszt hasz-
nossigianak vizsgalata, az ebbdl nyerhetd informdcidk
komplexitasinak demonstraldsa, valamint az utéteszten
nyerhet6 adatok elemzési lehet6ségeinek bemutatasa ak-
tiv kérhazi kezelés alatt all6 daganatos betegpopulicié
példajan keresztiil.

EREDETI KOZLEMENY

1. melléklet | PRISM-D-instrukci6 vizsgalatvezetSk szamara

Kedves Holgyem/Uram!

Szeretnénk jobban megérteni, hogy betegsége hogyan hat a jelenle-
g1 életére. It egy fehér papir. (A vizsgilt személyeknek gy kell
odaadnia a lapot, hogy a sarga kor az & perspektivajabol jobbra
lent legyen.) Képzelje el, hogy ez a lap az életterét jelenti, ez a
sarga kor pedig Ont szimbolizdljn. Most arra kévem, hogy ezzel a
pivos filceel ragzolja le betegségét, wgyanigy eqy kovonggal/kovrel
szimbolizilva azt, odn, ahovd o leginkdbb el tudjn helyezni On-
magdhoz képest. (Piros filcet adok a kezébe, lerajzolja, elveszem
t6le, megkoszonom.) Elakadds esetén tovabbi instrukcid, ha
sziikséges: Gondolkodjon el rajta, mennyive befolyasolja életét a
betegstg, mennyive érzi nebéznek a tiineteit.

Most arra kévem, hogy rajzolja le minden olyan fontos teriiletét
az életének, ami eszébe jut (ha rikérdez, hogy mire is gondolok,
akkor megjegyzem: példdul csaldd, munka, hobbi, barmi, ami
kiilonos jelentSséggel bir az On szdmdra) — ezek a szinek dllnak
rendelkezésére. Arva kévem, hogy wyyanigy kor vagy korong alnk-
Jaban jelenitse meg az On szdmdra fontos tényeziket.

Elakadas esetén tovabbi instrukcid: Gondolkodjon el, mi az,
ami még fontos Onnek, és eddig nem rajzolta le. Mi hidnyzik még
ervdl m képrol?

Utéteszt: Ez a kir mit jelez az On életében?

Kozben felirom a jel6lSlapra a szinekhez a sorszimot és azok
jelentését (utdteszt), illetve a tapasztalt kiilonleges reakcidkat
(diinnyogés, elakadds stb.). Jeloljiik azt is, ha kiszinezte a kort:
a szin mellett zardjelben egy nagy Sz-szel, tehat ,,piros (Sz)”.
Tovibbi A jel, ha dtfed a sdrgdval, és H betd, ha hozziér a
sargahoz.

A jelek a szin oszlopban:
Sz = beszinezett kor; A = dtfed a sargaval; H = hozzaér a sarga-
hoz

Modszer

A résztvevik és o vizsgalat koriilményei

A vizsgilatban 150 8, kérhazi kezelés alatt all6 dagana-
tos beteg vett részt. Az alabbi daganattipusban szenvedd
személyek vettek részt a vizsgilatban: emlStumoros,
gyomor-bél rendszeri daganatos, vérképzé szervi daga-
natos, melanoma malignumos, méhnyakrakos, hererdkos
és tiidédaganatos betegek. A betegek 81,3%-a nd,
18,7%-a férfi volt. Az dtlagéletkor 56 év volt (SD =
13,68).

Az adatfelvételt pszicholégus, illetve viselkedéselemz6
szakemberek végezték a Szegedi Tudomdinyegyetem
Szent-Gyorgyi Albert Klinikai Kozpontjiban, a Békés
Megyei Kozponti Kérhiz Pandy Kalmdin Tagkérhaza-
ban, valamint a budapesti Orszdgos Onkologiai Intézet-
ben. Az adatfelvétel id6tartama koriilbeldl 15 perc volt.

Méréeszkioz

A PRISM-D teszt a PRISM teszt [ 19] altalunk kordbban
kifejlesztett rajztesztvaltozata [18], melynek esetében
egy A/4-es fehér lapon kell a személynek megjelenitenie
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2. melléklet | PRISM-D tesztfelvételi adatlap

Nem:
Kor:
Diagnozis:
Osztily:
A tesztfelvétel datuman:
Felyette:
Sorrend Szin Méret Tavolsig Jelentés Kiilonleges reakcié Utéteszt
1. Piros r= cm s = cm Betegség
= cm?
SZ-H-A
2 r= cm s = cm
T= cm?
SZ-H-A
3 r= cm s= cm
T= cm?
SZ-H-A
4 r= cm s= cm
T-= cm
SZ-H-A
5 r= cm s= cm
T= cm?
SZ-H-A
6 r= cm s= cm
= cm?
SZ-H-A
7 r= cm s= cm
T= cm?
SZ-H-A
8 r= cm s= cm
T= cm?
SZ-H-A
9 r= cm s= cm
T= cm?
SZ-H-A
10. r= cm S= cm
T= cm?
SZ-H-A
11. r= cm s= cm
= cm?
SZ-H-A
12. r= cm s= cm
T= cm?
SZ-H-A
13. r= cm s= cm
T= cm?
SZ-H-A
14. r= cm s= cm
T= cm?
SZ-H-A
15. r= cm s= cm
T= cm?
SZ-H-A

A jelek a szin oszlopban:
Sz = beszinezett kor; A = dtfed a sirgdval; H = hozzaér a sirgihoz

r = a berajzolt kér sugara; s = a berajzolt kor kozéppontja és az Ent szimbolizalé kor kézéppontja kézott mért tavolsag; T = a berajzolt kor terii-
lete
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a betegségét egy altala piros filctollal rajzolt kor segitsé-
gével. A teszten a fehér lap a személy aktualis életterét
szimbolizalja, a lap jobb als6 sarkdban pedig egy el6re
nyomtatott, 7 cm atmérGjd sarga kor talalhatd, mely a
személy Enjét szimbolizdlja. Az instrukcié szerint
(1. melié¢klet) a vizsgalatban részt vevs személy elséként
a betegségét rajzolja be a tesztlapra, szabadon, méret és
elhelyezkedésbeli megkotés nélkiil [18]. A korabbi verzi-
Ok elemzési metodikdjit megtartva, a PRISM-D teszten
az Ent és a betegséget szimbolizil6 kor kdzéppontjai k-
zOtti tavolsig, az gynevezett Self-Illness Separation
(SIS) [19] utal a betegség okozta szubjektiv szenvedés
mértékére. A berajzolt betegség mérete pedig az tgyne-
vezett Illness Perception Measure (IPM) [20], mely a
betegségpercepciora utal.

A PRISM-D teszt masodik részében a vizsgilatban
részt vevs személyek tetszbleges szind filctollak segitsé-
gével megjelenithetik az életteriikben aktudlisan jelen
1év3, szamukra fontos tényezbket. Ez alapjan képet kap-
hatunk a személy életterének komplexitasarél, a gyogyu-
lasban szerepet jatsz6 protektiv és hatriltaté tényezdk-
rol.

A tesz harmadik részében, az utédteszt soran, a vizsga-
latvezet§ kiilon erre szolgil6 adatlapon feljegyzi a beraj-
zolt korok jelentését. Tovabba feljegyzi az esetlegesen
eléfordulé kiilonleges reakcidkat (sirds, zavartsag, dith
kifejezése stb.). Az egyes berajzolt korokre vonatkozoéan
megkérdezi, hogy mit jelent a vizsgilatban részt vevd
személy szamdra az adott tényezd. A valaszokat az adat-
lapon rogziti (2. melléklet).

Adatelemzés

Az adatelemzés sordn egyrészt az En—betegség tavolsig
(Self-Illness Separation, SIS) keriilt kiszamitdsra, melyet
az Ent és a betegséget szimbolizalé korok kozéppontjai
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kozott mériink. Masrészt kiszimoltuk a berajzolt, beteg-
séget szimbolizald kor teriiletét (Illness Perception Mea-
sure, IPM). Ezt kovette az értékek leird statisztikai elem-
zése (atlag, szoras), valamint a berajzolt korok
kategorizalisa. A betegségen kiviili egyéb megjelenitett
korok (Gyoégyulas, Egészség) tekintetében vilaszmeg-
oszlasok keriiltek meghatirozasra (szazalék).

Az utéteszten nyert szoveges adatokat a tartalom-
elemzés modszerével vizsgiltuk. A valaszokat jelentés-
tartalmuk alapjan kategorizaltuk. A kategériakat két fiig-
getlen kédolé hozta létre. Az adatelemzés soran a
kategoriak elSforduldsi gyakorisigit szdzalékos forma-
ban tiintettiik fel. Az utdtesztek kvalitativ elemzését a
jelen vizsgilatban a Betegség, Gyogyulas és Egészség
korok jellemz6i szerint végeztiik.

Eredmények

A betegségre adott veakcio

A betegséget szimbolizal6 koér térbeli elhelyezkedése
alapjan

A betegség Entdl valé térbeli elhelyezkedése az En—be-
tegség viszonyra utal. A térbeli poziciét tekintve a vizs-
galatban részt vevé személyek 18,8%-a jelenitette meg a
betegséget az Enen beliil, 6,7%-uk az Enhez hozziérve,
74,5%-uk pedig az Enen kiviil.

Az Ent és a betegséget szimbolizalé korok kozép-
pontja kozotti tavolsdg (SIS) alapjin a minta egészére
nézve nagyfokt betegségtSl vald szemvedés jellemzd
(M =10,62; SD = 8,13). A magas szérasérték az ered-
mények nagyfokd heterogenitisira, a megélés egyéni
valtozatossagara utal. A legkisebb felvett érték 0 cm, a
legnagyobb 28,9 volt. A teszten megjelenitett, betegsé-
get szimbolizalé korok térbeli pozicidjat szemlélteti az
1.ésa 2. abra.

Betegség
Betegség %/
En
En
1. dbra 58 éves, tiidS- és mdjdaganatban szenvedd férfi PRISM-D teszt- 2. abra Egy 68 éves, vastagbéldaganatban szenved6 né PRISM-D teszt-

je. A betegséget szimbolizalé kor térbeli elhelyezkedése: kis En—
betegség tivolsig (SIS = 0,4 cm), a betegség az Ent szimboliza-
16 koron beliil. Utdteszt: Mit jelent az On szdmira a betegség?
— yljedelem. Félelem a haldltol.”

SIS = En-Betegség tivolsig

je. A betegséget szimbolizdlé kor térbeli elhelyezkedése: nagy
En-betegség tavolsig (SIS = 25,10 cm). Utdteszt: Mit jelent az
On szdmdra a betegség? — , Uy érzem, hagy nines.”

SIS = En—Betegség tavolsig
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1. tablazat A PRISM-D-ut6teszt Betegségre vonatkozdé vélaszainak kvalita-
tiv elemzése alapjin a betegségre adott reakciok vilaszkategori-
dinak %-os megoszlisa, illetve példamondatok

Kategoéria El6fordulds Példa
gyakorisiga (%)
Negativ érzelem, 27,3 ,»Lelkileg 6sszetort.”

distressz, katasztrofizalds

Tagadds, haritds, Entél 14
valé tavolitas

,,Ijgy érzem, hogy
nincs”, ,,Mintha ez
velem nem tortént
volna meg.”

»Lekiizdhetd, tehat le
fogom kiizdeni, egy

Megkiizdés, problémafé- 16
kuszua és megolddskeresd

hozzaallas lekiizdhet6 gond.”

Enbe val6 integralds 4 »Ez most nagyon
meghatarozza az
életem, nagyon bennem
van.”

Elfogadis 2,7 »Eleinte rossz volt,

most elfogadtam,
egyiitt élek vele.”

A teszten a kisebb En—betegség tivolsig a szenvedés
fokozott megélésére utal, a nagyobb tivolsig pedig ala-
csonyabb foku lelki szenvedést jelez. A vizsgalt minta
16%-4nal volt megfigyelhets szélséségesen nagy En—be-
tegség tavolsig (SIS>20 cm), mely a vizsgilatban részt
vevl személyek aktudlis szomatikus dllapotat figyelembe
véve a betegség elharitisira enged kovetkeztetni.

A betegseget szimbolizilo kovhoz kapcesolodo
utoteszt alapjan

A PRISM-D teszt utdtesztjének tartalomelemzése soran
a vilaszok 64%-dban taldltunk betegségre adott reakciéra
utalé tartalmat. A valaszokban a leggyakrabban a negativ
érzelmi reakcid, a fokozott mértéki distressz, illetve a ka-
tasztrofizdlas jelent meg (27,3%). A valaszok 14%-a utal
a betegség tagaddsdra, hdaritdsira, az EntSl valé tavoliti-
sara. A betegek 16%-anal a betegséggel valoé megkiizdés
vagy valamilyen konkrét megkiizdéses vilaszra utalé tar-
talom, illetve a betegséghez val6 problémaorientilt hoz-
zaallas kertlt megfogalmazdsra. A valaszok 4%-dban a
betegség Enbe vals integrilisit fogalmaztak meg, mely
arra utal, hogy a betegség a személy részévé valt. Tovab-
bi 2,7%-aban megjelent a betegség elfogadisa (1. tabli-
zat).

A betegsegygel kapesolatos reprezenticiok

A betegséggel kapcsolatos érzelmi reprezentaciok

A betegséget szimbolizalé korhoz kapesoldodd utdteszt
valaszainak 43%-dban keriiltek emlitésre a betegséggel
kapcsolatos érzelmi reprezenticiok, melybsl 40,9% ne-
gativ érzelmi reakcidra utal. A véilaszoknak csupin 2,1%-
dban kertilt megfogalmazasra pozitiv vagy semleges érze-

EREDETI KOZLEMENY

lem a betegséggel kapcsolatban. Az Osszes utdteszt
11,3%-4ban éltalinossigban rossz érzést fogalmaztak
meg, 8,7%-dban distresszt, 4,4%-dban télelmet, 2,7%-
iban szomorusagot, 2,7%-4ban meglepetést, 2%-iban
bizonytalansigot. 2%-ndl alacsonyabb gyakorisiggal em-
litett érzelmi tartalmak voltak: tehetetlenség, kildtista-
lansag, lelkiismeret-furdalas, lelki sokk.

Betegségpercepcié — A betegséget szimbolizalé koér
mérete alapjan

A betegséget szimbolizald kort a vizsgalatban részt ve-
v6k 4tlagosan kisebbnek jelenitették meg, mint az Ent
szimbolizalé kort. A berajzolt betegséget szimbolizdld
korok mérete dtlagosan 12,75 cm?-es méret( volt (IPM),
a nagy szérasérték (SD = 24.,57) azonban nagy egyéni
valtozatossigra utal. A legnagyobb méretl kor 254,46

N\ P
[
Betegség K

e

3. dbra Egy 68 éves, eml6tumorban szenvedé né PRISM-D tesztje.
A betegséget szimbolizl6 kér mérete nagy (IPM = 38,47 cm?).
Utéteszt: Mit jelent az On szamdra a betegség? — ,A betegség

rosszul érintett.”

IPM = betegségpercepcid

%
0

0 Betggség

4. dbra Egy 43 éves, emlGtumorban szenved6 né PRISM-D tesztje.
A betegséget szimbolizdlé kor mérete kicsi (IPM = 0,08 cm?).
Utéteszt: Mit jelent az On szdmdra a betegség? — , Szeretnék til

lenni a betegségen. Gydgynldst.”

IPM = betegségpercepcid
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cm? volt, mely 9 cm atmérdjd korre utal, a legkisebb pe-
dig 0,01 cm?, ami val6jiban egy pici pont. A vizsgilatban
részt vevék 42%-a 1 cm atmérGjlinél kisebbnek jelenitet-
te meg a betegségét (3,14 cm? teriiletd kor).
Osszességében a megkérdezettek 88,7%-a jelenitette
meg az Ennél kisebbnek a betegségét, 6,7%-uk a beteg-
séggel kozel azonos méretiként. A betegek 4,7%-4ndl
azonban a betegség ,,nagyobb”, mint az En. Az egyes
teszteken megjelenitett, betegséget szimbolizalé korok
kozotti nagyfoka eltéréseket a 3. és a 4. 4bra mutatja.

Betegségpercepcié — A betegséget szimbolizalé kor-
héz kapcsolddé valaszok az utdteszt alapjan
Az utétesztek 36%-4nak esetében talaltunk betegségrep-
rezenticiora utalé valasztartalmat. Az ezen szempontbodl
kategorizalhaté valaszok kozott a leggyakoribb repre-
zentdcié a betegség jelzésként valé interpretilisa volt
(31,5%). A masodik leggyakoribb kategéria a betegség
gaként, akadilyként valé megélése volt (25,9%). Gya-
kori vilaszkategoria volt tovibbd a betegség megoldando
feladatként vald interpretilasa (18,5%). A valaszadok
5,55%-a a betegséget a kiizdelemmmel azonositja. A beteg-
ség lefolydsa szempontjabél kedvezStlenebb valaszkate-
gbridk a betegség veszteségként (7,4%), csapasként
(5,55%) vagy személyes kudarcként (5,55%) valé interpre-
talasa (2. tiblizat).

A betegség szimbolumként valé megjelenitése soran a
betegséget ,deriilt égbdl villimcsapasként”, , pofon-
ként” fogalmaztik meg.

2. tablazat A PRISM-D utétesztjének Betegségre vonatkozé kérdésében
megfogalmazott betegséginterpreticié-kategéridk tipusai, sza-
zalékos megoszlasuk és példamondatok

Kategoéria El6fordulds Példa

gyakorisiga
(%)

Jelzés, 31,50 ,»Radobbentett arra, hogy mit

valtozis rontottam el. Uj irdnyban kell

haladnom.”
»Sziikséges rossz, amivel megviltozta-
tom az életem és a gondolkoddsom.”

Git, akadaly, 25,90 ,»Elég nagy teher. Ezt kaptam a sorstol,
teher el kell viselni.”
,Hatraltaté tényezd.”
Feladat 18,50 ,»Probléma, amit meg kell oldani.”
»Megoldand¢ feladat.”
Veszteség 7,40 ,Elvesztegetett id5.”
»,Mindent hittérbe szorit.”
,Karrier kettétorése.”
»Sok mindenben korltoz, felboritja az
életem.”
Csapds 5,55 ,Pofon, egészségesen éltem az életem,
deriilt égbdl villimesapds.”
Kiizdelem 5,55 ,»Kiizdeni akarok, amig lehet.”
Kudarc 5,55 »Kudarc, mindig vigydztam az

4 4 ”»
egészségemre.

EREDETI KOZLEMENY

A betegseg kimenetelével kapesolatos
reprezentaciok

A betegséget szimbolizalé korh6z kapcesolodd utdteszt
valaszainak 16%-dban taldlhatunk a betegség kimenetelé-
re utaldé valasztartalmakat. A betegség kimenetelével
kapcsolatos valaszok tobbsége (91,87%) a betegség pozi-
tiv irAnya valtozasaval kapcsolatos gondolatokat tartal-
mazott (gyogyulasba vetett hit, pozitiv jovébeli valtoza-
sok). Csupdn az ilyen tartalmu valaszok 8,13%-4ban, az
osszes valasz 1,3%-dban talalhatunk negativ kimenetellel
kapcsolatos valasztartalmakat (a betegség rosszabbodasa,
halal és az ezektdl valé félelem).

A megkérdezettek 13,4%-a jelenitette meg a PRISM-
D teszten a gyogyulasit egy kilon korrel. Az utdtesztre
adott vilaszok (,Mit jelent az On szdmdra a gyogyu-
las?”) a gyogyulds fontossigara és az azzal kapcsolatos
hitre, vagyra és célra vonatkoztak. A vizsgilatban részt
vevs személyek 14,6%-a tlintette fel a teszten kiilon kor-
rel az egészségét. Az utdteszt vilaszaiban az aldbbi tar-
talmak jelentek meg (,,Mit jelent az On szdmdra az
egészség?”): az egészség fontossiganak hangsulyozasa;
az egészség mint élet; az egészség mint boldogsig; az
egészség mint elérendd cél (3. tablazat).

Megbeszélés

Vizsgilatunk soran a PRISM-D teszt és utdtesztje klini-
kai alkalmazhat6siganak bemutatdsat tlztik ki célul.
Eredményeink szerint a mérGeszkoz részletes és komp-
lex, ugyanakkor koénnyen és gyorsan alkalmazhaté klini-
kai kornyezetben. A teszt egyarint nydjt kvantitativ és
kvalitativ informaciot a betegséggel Osszefiiggd reprezen-
taciokrol és a betegségre adott reakcidkrol. A PRISM-D

3. tablazat A PRISM-D teszten Gyogyuldst, illetve Egészséget szimbolizald
korok megjelenitési ardnya (%), illetve a fentickhez kapcsol6déd

utoétesztekre adott vélaszok jelentéskategéridi példamondatok-

kal
Gyogyulis
Megjelenitette (%) 13,4
Jelentése Ertek »A legfontosabb az életemben.”
Cél ,»Ez a legfontosabb cél, hogy
helyrealljon minden.”
Hit »Hiszek benne, de nehéz.”
Vagy »Szeretnék gydgyulni.”
Csoda ,»Egy csoda lenne.”
Egészség
Megjelenitette (%) 14,6
Jelentése Erték »A legfontosabb, akkor joviink
rd, amikor veszélyben vagyunk.”
Elet »Az életemet.”
Boldogsig ,,Boldogsigot.”
Cél »Elérendd cél.”
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rajzteszt és annak utdtesztje a teszt korabbi verzidihoz
képest a szubjektiv reprezenticiok differencialt feltardsat
teszi lehet6vé. A teszten megjelenitett, betegséget szim-
bolizalé kor térbeli elhelyezkedésének és méretének ér-
telmezésén tal az utdteszt segitségével részletes, tobb
szempontbdl elemezheté kvalitativ informaciét kapha-
tunk.

A teszten megjelenitett, betegséget szimbolizalé kor
térbeli elhelyezkedésének kvantitativ értékelésével, az
En-betegség tavolsig (SIS) elemzésével feltirhato a be-
tegség nyomdn felléps szenvedés mértéke csakiigy, mint
az eredeti PRISM teszten [19]. Eredményeink szerint a
teszten megjelenitett betegség Entdl valé tavolsiga alap-
jan a megkérdezett személyekre dltalinossigban a beteg-
ségtdl valé nagymértékd szenvedés jellemzd. A SIS-érték
nagymértéki szorisa azonban arra utal, hogy a vizsgilt
betegek altal megélt szenvedés mértéke nagy egyéni val-
tozatossigot mutat.

A betegséget szimbolizalé kérnek az Ent szimbolizald
korhoz képest a tesztlapon elfoglalt térbeli pozicidja
utalhat a betegség tagaddsdra vagy tavolitdsira nagy En—
Betegség tavolsag esetében (jellemzben olyan esetekben,
amikor a betegséget szimbolizal6 kor az Entél a lap lehe-
t6 legtavolabbi pontjan helyezkedik el, a bal fels6 sarok-
ban). A térbeli pozici6é értelmezésekor azonban mindig
figyelembe kell venni a paciens aktudlis fizikalis allapotat,
ugyanis a nagy tavolsig az En és a betegség kozott gy6-
gyult allapotban vagy javulds esetén adaptiv valasznak
tekinthetS. Stlyos betegség akut szakasziban azonban
az Entél valé téavolitisként, szélsGségesen nagy tavolsig
esetében pedig akir tagadisként értelmezendd, mely,
amennyiben tartdsan fenndllé reakcidként van jelen, ga-
tolhatja a betegséggel val6 sikeres megkiizdést. A jelen
betegpopulicio esetében, mivel a betegek az adatfelvétel
idépontjaban stlyos kronikus betegség aktiv kezelése
alatt dlltak, a betegség ilyen tipust dbrazolasa a betegség
elharitasaként értelmezendd, mely a vizsgilatban részt
vevlk 16%-4anal volt megfigyelhetd.

A betegség és az En egymashoz viszonyitott térbeli
clhelyezkedése tovibba jelezheti a betegség Enbe vald
beépitését, integricidjit is abban az esetben, ha a beteg-
séget a paciens az Ent szimboliz4l6 koron beliil vagy az-
zal atfedésben jeleniti meg. Ilyen esetben a személy a
betegséget 6bnmaga részeként éli meg. Ez a tipust meg-
jelenités a megkérdezett betegek 18,8%-andl volt megfi-
gyelhetd, tovibbi 6,7%-uk pedig a betegséget az Enhez
hozzaérve jelenitette meg, ami szintén jelzi a betegség
onmagaihoz val6 kozelségét.

A teszten berajzolt, betegséget szimbolizdlé kor mére-
tébdl kovetkeztetni tudunk a betegség szubjektive meg-
élt ,,nagysigara”, mely a teszt kordbbi verziéi alapjin
[20] a betegségpercepciéra utal. Eredményeink szerint a
betegség szubjektive megélt mérete nagyfoki egyéni el-
térést mutat a vizsgalt mintan beliil, ugyanis a legkisebb
megjelenitett kor 0,01 cm atmérdjd, a legnagyobb 9 cm
atmérGji volt. A berajzolt betegség mérete a betegséggel
valé megkiizdés szempontjabdl fontos informaciot nyajt.

EREDETI KOZLEMENY

A nagyon kicsi méret azt szimbolizdlja, hogy a paciens a
betegségét kicsinek éli meg, ami stlyos szomatikus dlla-
pot esetében a betegség bagatellizalasira is utalhat. A
nagyméretlinek megjelenitett betegség pedig utal arra,
hogy a betegség uralja a személy életterét, és kérdéses
lehet, hogy rendelkezésre all-e a személy szdmdra annyi
er6forras, melynek segitségével sikeresen megkiizdhet a
betegséggel és az abbol adédé kihivasokkal.

Hasznos informdiciét nyajthat annak értelmezése,
hogy milyen a betegséget szimbolizalé kérnek az Ent
szimbolizalé korhoz viszonyitott mérete, mely megmu-
tatja, hogy a beteg a betegségét szubjektive 6bnmagahoz
képest ,,mekkordnak”; milyen stlyosnak, milyen jelen-
tésnek éli meg. Az Ennél nagyobb kér jelzi, hogy a paci-
ens a betegségét bnmaganal ,,nagyobb” dgensként szem-
1éli, melynek ,legy6zése” onerébdl nehezebb lehet, igy a
megkiizdés szempontjabdl kedvezStlenebb kimenetelre
utal. Ez a tipust 4brazolas a vizsgalatban részt veve sze-
mélyek 4,6%-4nal volt megfigyelhets. 6,6%-uk az Ennel
kozel azonos méretiinek jelenitette meg a betegségét,
88,8%-uk pedig kisebbnek.

Eredményeink szerint a fenti elemzéseket jol kiegészi-
tik az utétesztre adott valaszok. Egyrészt megerdsitik a
betegséget szimbolizdlé kor méretébdl és térbeli elhe-
lyezkedésébdl nyert eredményeket, masrészt annal diffe-
rencidltabb informacioét is nydjtanak a szakember szdma-
ra. A betegségre vonatkozé utétesztben, a ,Mit jelent az
On szamdra a betegséy?” kérdésre megfogalmazott vala-
szok nagy egyéni viltozatossigot mutatnak, ami utal
arra, hogy a médszer alkalmas az egyéni reakciok, érzé-
sek és értelmezések feltdrasiara. A vilaszok tobbnyire
komplexek, a betegséggel és annak megélésével kapcso-
latban tobbféle informdciot is tartalmaznak. A tartalom-
clemzés eredményei szerint a vélaszok tobb kategoéria
mentén is jol elemezhetdk.

A betegséget szimbolizalé korhoz kapcsoldédd utod-
teszt valaszainak 64%-aban taldlhatunk a betegségre
adott reakcidkra utalé valasztartalmat, Ggymint negativ
érzések megélése/érzelmi reakcid, tagadds/elhdritds, a
betegséghez valé problémaorientilt hozzaallas, a beteg-
ség elfogaddsa és a betegség Enbe val6 integricioja.
A valaszok 43%-aban talalhatok a betegséggel kapcsola-
tos érzésekre vonatkozé tartalmak, melyek 98%-a nega-
tiv érzelmi reprezenticiot tartalmaz. A leggyakrabban
emlitett érzelmi reprezenticiok a distressz, a félelem, a
szomorusig, a meglepetés, a bizonytalansig és az dltali-
nosan rossz érzés voltak.

A vilaszok 36%-aban talilunk a betegségreprezentici-
oOra, a betegség szubjektiv értelmezésére, interpretalasara
utalé valaszokat. A vizsgalt betegek esetében a betegség
jelzésként, feladatként, akaddlyként, veszteségként, csa-
pasként, kiizdelemként, kudarcként valé megélése jelent
meg. A valaszok relative kevés, csupan 16%-a utalt a be-
tegség kimenetelére, mely vilaszok tobbsége a betegség
pozitiv kimenetelével kapcsolatos hitre, vagyra utalt.
A betegség kimenetelével kapcsolatos nézetekre utalnak
tovabba az opciondlisan berajzolt, gyégyulast vagy
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egészséget szimbolizdlé korok. A gybgyulast a betegek
13,4%-a, az egészséget 14,6%-a jelenitette meg kiilon
korrel, ami ezeknél a betegeknél utal ezen tényezk
szubjektiv fontossigara.

Kovetkeztetések

Elmondhaté, hogy eredményeink szerint a PRISM-D
teszt és annak utodtesztje alkalmas a betegséggel kapcso-
latos egyéni reakciok és kogniciok feltirasira. Az eljrds
elénye, hogy a tesztfelvétel gyors, egyszerd, ennek elle-
nére rendkiviil komplex képet nyujt a betegség egyénre
gyakorolt szubjektiv hatasar6l. A PRISM-D rajzteszt az
eredeti PRISM teszt elényeit megtartva, azt tovabbfej-
lesztve differencialt képet nyajt stlyos betegeknek a be-
tegségtdl valod szenvedésérdl és betegségpercepcidjardl.
A vizuilis eszkoz egyszer( adatfelvételt tesz lehetévé kli-
nikai kornyezetben, sulyos fekvé betegek esetében.
A teszt nonverbdlis jellege miatt akar verbalisan nehezen
hozzaférhetd betegek esetében is alkalmazhato.

Jelen vizsgalatunk a PRISM-D utétesztjének hasznos-
sdgara hivja fel a figyelmet. Eredményeink szerint az ut6-
tesztre adott valaszok jol kiegészitik a rajzteszt sorin
nyert informécidkat, eziltal a betegséggel kapcsolatos
érzelmi és kognitiv reprezenticiok komplex feltarasat te-
szik lehet&vé.

A PRISM-D teszt és annak utétesztje jol alkalmazhaté
a klinikai egészségpszichologiai tevékenység soran szlirs-
tesztként, a klinikai szempontbdl tovabb vizsgalando re-
akcidk detektildsdra is. Ugyanakkor alkalmas az egyén-
vagy csoportmunka soran a terapids folyamat részét
képezd feltird eszkozként a terdpids folyamat megterve-
zésére, illetve az allapotvaltozas nyomon kovetésére. A
kvantitativ adatok elemzése pedig lehetévé teszi a nagy
mintan végzett Osszehasonlitd vizsgalatok kivitelezését.

Anyagi tamogatds: A kozlemény megirdsa, illetve a kap-
csol6dd kutatébmunka anyagi timogatasban nem része-
stilt.

Szerzdi munkamegosztds: S. Z.: A kutatds megtervezése,
adatgyijtés, az adatok statisztikai értelmezése, a publika-
ci6 megirdsa. Cs. M.: A kutatisi terv kidolgozisa, az
eredmények értelmezése, a kézirat megirasiban nyajtott
segitség. A cikk végleges viltozatat mindkét szerzg elol-
vasta és jovahagyta.

FErdekeltségek: A szerzéknek nincsenek érdekeltségeik.

Koszonetnyilvanitas

Szeretnénk koszonetet mondani a kutatdst segité kollégdinknak, Dr
Litos Melinddnak és Dr. Kovics Péternek.

EREDETI KOZLEMENY

Irodalom

[1] Hagger M, Orbell S. A meta-analytic review of the common-
sense model of illness representations. Psychol Health 2003; 18:
141-184.

[2] Anagnostopoulos F, Spanea E. Assessing illness representations
of breast cancer. A comparison of patients with healthy and be-
nign controls. ] Psychosom Res. 2005; 58: 327-334.

[3] Petrie KJ, Jago LA, Devcich DA. A role of illness perceptions in
patients with medical conditions. Curr Opin Psychiatry 2007;
20: 163-167.

[4] Rohanszky M, Berényi K, Fridrik D, et al. Effectiveness of mind-
fulness-based cancer recovery (MBCR) program among Hun-
garian cancer patients. [Eber, tudatos figyelemre épiil6, a rak-
betegséggel valé megkiizdést segité program (MBCR)
hatdsvizsgilata magyar rikbetegek korében.] Orv Hetil. 2017;
158: 1293-1301. [Hungarian]

[5] Muszbek K, Gaal I. Pitfalls within the cancer-related doctor—pa-
tient communication. [Az orvos-beteg kommunikdci6é csapdai
daganatos betegség esetén.] Orv Hetil. 2016; 157: 649-653.
[Hungarian]

[6] Kreitler S. Denial in cancer patients. Psychosocial issues. Cancer
Invest. 1999; 17: 514-534.

[7] McGregor BA, Antoni MH. Psychological intervention and
health outcomes among women treated for breast cancer: a re-
view of stress pathways and biological mediators. Brain Behav
Immun. 2009; 23: 159-166.

[8] Weinman J, Petrie KJ. Illness percepctions: a new paradigm for
psychosomatics? ] Psychosom Res. 1997;42: 113-116.

[9] Bussing A, Fischer J. Interpretation of illness in cancer survivors
is associated with health-related variables and adaptive coping
styles. BMC Women’s Health 2009; 9: 2.

[10] Leventhal H, Leventhal EA, Cameron L. Representations, pro-
cedures, and affect in illness self-regulation: a perceptual-cogni-
tive model. In: Baum A, Revenson TA, Singer JE. (eds.) Hand-
book of Health Psychology. Erlbaum, Mahwah, NJ, 2001; pp.
19-47.

[11] de C Williams AC, Davies HT, Chadury Y. Simple pain rating
scales hide complex idiosyncratic meanings. Pain 2000; 85: 457—
463.

[12] Houts PS, Witmer JT, Egeth HE, et al. Using pictographs to
enhance recall of spoken medical instructions II. Patient Educ
Couns. 2001; 43: 231-242.

[13] Broadbent E, Ellis CJ, Gamble G, et al. Changes in patient draw-
ings of the heart identify slow recovery after myocardial infarc-
tion. Psychosom Med. 2006; 68: 910-913.

[14] Latos M, Barabds K, Lizir G, et al. Mental representations of the
new organ and posttransplant patients’ anxiety as related to kid-
ney function. Transplant Proc. 2012; 44: 2143-2146.

[15] Havancsik R, Kovics P, Litos M, et al. Application of the PRISM
drawing test to explore the illness representations and the factors
facilitating coping of hospital inpatients: first Hungarian obser-
vations. In: Vargha A. (ed.) The human face of science: XXIth
National Scientific Congress of the Hungarian Psychological As-
sociation: Abstract book. [A PRISM rajzteszt alkalmazasa kérha-
zi betegek reprezenticidinak és a megkiizdést segité tényezSk
feltdrdsira: Els6 hazai tapasztalatok. In: Vargha A. (szerk.) A tu-
domdny emberi arca: A Magyar Pszicholégiai Tarsasig XXI.
Orszagos Tudominyos Nagygytilése: Kivonatkotet.] Magyar
Pszichologiai Térsasdg, Szombathely, 2012; p. 311. [Hungarian]

[16] Havancsidk R, Kovacs P, Litos M, et al. Observations of the first
Hungarian application of the PRISM-D drawing test for hospital
inpatients with cancer. In: Barabas K, Kapocsi E, Piké B. (eds.)
XIIth Behavioral Sciences Days: Program and abstracts. [A PRISM

ORVOSI HETILAP

2018 m 159. évfolyam, 48. szam



[17]

[18]

[19]

[20]

[21]

nonverbalis teszt elsG hazai alkalmazasinak tapasztalatai kérhazi
osztalyokon fekv§ daganatos betegekkel. In: Barabis K, Kapocsi
E, Piké B. (szerk.) XII. Magatartastudomanyi Napok: Program-
fiizet és absztraktok kivonata.] JATEPress Kiad6, Szeged, 2012;
p- 72. [Hungarian]

Pbcza-Véger P, Havancsak R, Latos M, et al. Visualization of ill-
ness representations of hospital patients by the use of the PRISM-
D drawing test. In: K6vago P, Vass Z, Vargha A. (eds.) IInd Na-
tional Applied Psychology Conference of PhD Students:
Abstracts. [Kérhdzi betegek betegségreprezentaciéinak meg-
jelenitése a PRISM-D rajzteszt haszndlataval. In: K&vigd P, Vass
Z, Vargha A. (szerk.) II. Orszagos Alkalmazott Pszichol6giai
PhD-Hallgatéi Konferencia: ElGadds-kivonatok.] Karoli Gaspar
Reformatus Egyetem, Budapest, 2013; p. 32. [Hungarian|
Havancsak R, Pécza-Véger P, Csabai M. The PRISM-D drawing
test in the examination and treatment of hospital patients. In:
Csabai M, Pintér JN. (eds.) Psychology in healing: Phenomeno-
logical, art psychological and body representation centered ap-
proaches. [A PRISM-D rajzteszt korhdzi betegek vizsgalatiban
és kezelésében. In: Csabai M, Pintér JN. (szerk.) Pszicholégia a
gyogyitasban. Fenomenoldgiai, miivészetpszichologiai és test-
kép-kozponti megkozelitések.] Oriold és Tarsai Kiad6, Buda-
pest, 2013; pp. 83-107. [Hungarian]

Biichi S, Sensky T. PRISM: Pictorial Representation of Illness
and Self Measure. A brief nonverbal measure of illness impactand
therapeutic aid in psychosomatic medicine. Psychosomatics
1999; 40: 314-320.

Reimus JL, Vingerhoets AJ, Soons PH, et al. Suffering in psoria-
sis patients: its relation with illness severity and subjective well-
being. Int J] Dermatol. 2007; 46: 1042-1045.

Biichi S, Sensky T, Sharpe L, et al. Graphic representation of ill-
ness: a novel method of measuring patients’ perceptions of the
impact of illness. Psychother Psychosom. 1998; 67: 222-225.

EREDETI KOZLEMENY

[22] Niedermann K, Biichi S, Ciurea A, et al. Six and 12 months’ ef-

fects of individual joint protection education in people with
rheumatoid arthritis: A randomized controlled trial. Scand J Oc-
cup Ther. 2012; 19: 360-369.

[23] Sdndor Z, Csabai M. Complex examination of illness representa-

tions of patients with breast cancer. In: Koncz I, Szova 1. (eds.)
(More) Authentical scientific presentations, vol. 2. PEME (As-
sociation of Professors for the European Hungary) VIIIth PhD
Conference. [Emlédaganatos betegek betegségreprezenticioi-
nak tobb szempontd vizsgilata. In: Koncz I, Szova 1. (szerk.)
Hiteles(ebb) tudominyos prezenticiok, II. kotet: PEME VIII.
PhD-Konferencia.] Professzorok az Eurdpai Magyarorszagért
Egyesiilet, Budapest, 2014; pp. 26-37. [Hungarian |

[24] Sindor Z, Czinderi K, Csabai M. Connections between illness

representations, postoperative pain and social support on the
PRISM-D nonverbal test in case of newly operated patients with
breast cancer. In: Vargha A. (ed.) The world of our relationships:
XXII. National Scientific Congress of the Hungarian Psycho-
logical Association: Abstract book. [Betegségreprezenticiok,
mtét utdni fijdalom és tarsas timogatds Osszefiiggései a PRISM-
D nonverbdlis teszten frissen operalt emlédaganatos betegeknél.
In: Vargha A. (szerk.) Kapcsolataink vildga: Magyar Pszicholégiai
Tarsasig XXII. Orszigos Tudomdinyos Nagygyiilés: Kivonat-
kotet.] Magyar Pszicholégiai Tarsasdg, Budapest, 2013; p. 265.
[Hungarian]

(Sandor Zita,
Gyuln, Tomcsanyi u. 11., 5700
e-mail: sandorzita89@gmail.com)

~Dum spiro, spero.”
(Amig élek, remélek.)

2018 m 159. évfolyam, 48. szam

ORVOSI HETILAP



Annex 2: Publications providing the basis of the thesis

1. Sandor Z, Latos M, Csabai M. Eszlelt tarsas timogatas 6sszefiiggéseinek vizsgalati
lehetdségei a PRISM-D rajzteszt segitségével korhazi kezelés alatt allo sulyos

betegek korében. Orvosi Hetilap. 2020;161(39): 1688-1696. IF: 0,497*



EREDETI KOZLEMENY

Az észlelt tarsas tamogatas
Osszefiiggeseinek vizsgalati lehetoségei
a PRISM-D rajzteszt segitsegevel korhazi
kezelés alatt allo stulyos betegek kdrében

Sandor Zita? = Latos Melinda dr.>* = Csabai Marta dr.?

1Szegedi Tudomanyegyetem, Altalinos Orvostudomanyi Kar, Klinikai Orvostudomanyok Doktori Iskola, Szeged
2G4l Ferenc Féiskola, Egészség és Szociilis Tudomanyi Kar, Gyula
38zegedi Tudoményegyetem, Altalinos Orvostudoményi Kar, Pszicholégiai Intézet, Szeged
Szegedi Tudomanyegyetem, Altalinos Orvostudoményi Kar, Sebészeti Klinika, Szeged

Bevezetés: Korhizi betegek korében a betegség okozta véltozdsok miatt a tarsas kapcsolatok dtrendezédhetnek, erd-
sodhetnek, de akdr gyengiilhetnek is. Ezen valtozdsok mérése, a szubjektive megélt tirsas timogatds mértékének,
elérhet@ségének vagy akdr az észlelt izolaciénak a kimutatdsa fontos feladat, ugyanis ezen dimenzidk Osszefiiggnek a
gyogyuldsi mutatokkal.

Célkitiizés: A kutatds célja annak bemutatdsa, hogy az dltalunk fejlesztett PRISM-D rajzteszt hogyan alkalmazhaté az
észlelt tarsas timogatas mérésére. Tovabbi célkitizés a teszten mért tarsas timogatds mutatdinak és a depresszio-,
valamint a szorongdsszint kozotti kapesolatnak a vizsgéilata salyos betegek esetében.

Modszer: 194 sulyos, korhazi kezelés alatt all6 beteg (daganatos, miitéti beavatkozast igénylé gyomor-bél rendszeri
betegségben és kronikus veseelégtelenségben szenvedd betegek) esetében a PRISM-D rajzteszt, a STAI- és BDI-
tesztek felvétele korhdzi osztalyokon.

Eredmények: A vizsgilati személyek tobbsége megjelenitette a rajzteszten a tarsas tiamogatast (95,7%), jelentSs hinya-
duk tobb korrel (64,0%) és nagyobbnak, mint a betegséget szimbolizald kor (71,2%). Azok a személyek, akik nem
jelenitettek meg egyetlen tarsas timogato személyt sem, szignifikinsan magasabb szorongasszintet éltek meg (STAI-S:
p = 0,040, df = 181; STAI-T: p = 0,005, df = 153). A térbeli elhelyezkedést tekintve azok a betegek, akik az Ent és
a betegséget szimbolizald kor kozé helyezték el a tirsas timogatast, alacsonyabb szint{ szorongast és depressziv tii-
neteket éltek meg, mint akik a betegséget rajzoltak kozelebb, a tirsas timogatast tavolabb (STAI-S: p = 0,016,
df = 91; BDI: p = 0,027, df = 142).

Kivetkeztetés: Eredményeink szerint a PRISM-D rajzteszt alkalmas az észlelt térsas timogatés vizsgélatira, az Enhez
és a betegséghez viszonyitott szubjektiv jelentGségének és észlelt kozelségének mérésére, tovibba az észlelt szocidlis
izoldcié detektdldsira. Gyors, egyszer mérSeszkozként nagymértékben segitheti korhdzi osztilyokon a sz(irést és a
terapids munkat.

Orv Hetil. 2020; 161(39): 1688-1696.

Kulcsszavak: tirsas timogatds, pszicholdgiai teszt, rajzolds

Using PRISM-D drawing test for the examination of associations of perceived
social support among inpatients with chronic medical conditions

Introduction: Changes caused by illness can lead to a reorganization, either strengthening or weakening social rela-
tionships among hospitalized patients. Measuring these changes, and the detection of the extent and availability of
perceived social support or even of the perceived isolation is an important task, as these dimensions are related to
disease outcomes.

Aim: The aim of the research is to demonstrate the applicability of the PRISM-D drawing test developed by us to
measure perceived social support. A further objective is to examine the relationship between test social support meas-
ures and depression and anxiety levels of severely ill patients.

Method: The PRISM-D drawing test, STAI and BDI tests were used among 194 patients (with tumor, gastrointesti-
nal illness requiring surgery and chronic renal failure) in hospital wards.

DOI: 10.1556/650.2020.31827 = © Szerzd(k) 1688 2020 = 161. évfolyam, 39. szam = 1688-1696.
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Results: The most test subjects drew circles representing social support on the test (95.7%); most of them drew more
circles (64.0%) and of larger size (71.2%) than the circle symbolizing the illness. Individuals who did not display
anyone as source of social support experienced significantly higher levels of anxiety (STAI-S: p = 0.040, df = 181;
STAI-T: p = 0.005, df = 153). In terms of spatial location, patients who placed social support between the Self and
the circle symbolizing illness experienced lower levels of anxiety and depressive symptoms than those drawing the
illness closer and social support farther (STAI-S: p = 0.016, df = 91; BDI: p = 0.027, df = 142).

Conclusion: According to our results, the PRISM-D drawing test is suitable for examining perceived social support,
measuring its relative significance and perceived proximity to the Self and the illness, and detecting perceived social
isolation. As a quick, simple measurement tool, it can greatly help screening and therapeutic work in hospital wards.

Keywords: social support, psychological test, drawing

Sandor Z, Latos M, Csabai M. [ Using PRISM-D drawing test for the examination of associations of perceived social
support among inpatients with chronic medical conditions]. Orv Hetil. 2020; 161(39): 1688-1696.

(Beérkezett: 2020. aprilis 2.; elfogadva: 2020. dprilis 22.)

Roviditések

BDI = (Beck Depression Inventory) Beck Depresszié Kérd6iv;
df = szabadsagi fok; FACT = (functional assessment of cancer
therapy) a rakterdpia funkciondlis értékelése; HIV = (human
immunodeficiency virus) emberi immunhidnyt el6idézé virus;
IPM = (illness perception measure) a betegségpercepciot mérd
érték; M = dtlag; PRISM = Pictorial Representations of Illness
and Self Measure; PRISM-D = (drawing version of PRISM)
a PRISM rajztesztverzidja; SD = (standard devidcié) szoéris;
SIS = (Self-illness separation) En-betegség tavolsag; STAI =
(State-Trait Anxiety Inventory) Spiclberger-féle Vonds- és Alla-
potszorongds KérddSiv, STAI-S = a STAI ’allapotszorongas’
alskalaja; STAI-T = a STAI ’vondsszorongas’ alskalaja

A tirsas tAmogatas nagyon fontos tényezd stlyos testi
betegséggel valé megkiizdés soran. Egy betegség ugyan-
is szamos testi, lelki és szocidlis kihivas elé allitja az
egyént, melyek prébara tehetik a személy teherbird ké-
pességét. Szamtalan tanulmdny igazolta, hogy az ilyen
nehéz élethelyzetekben a jol mkods tarsas timogatas,
azaz a szignifikdns/jelent8s masok (példaul csalad, bard-
tok, ismerésok) altal biztositott pszichoszocidlis eréfor-
rasok [1] jelenléte szamos pozitiv kévetkezménnyel jar
[2].

Vizsgalati eredmények alapjian a magasabb szintd tar-
sas timogatast észlel§ személyek lelkileg jobban viselik a
betegséggel jard viltozdsokat, mely Osszetiiggést tobbek
kozott szivbetegek, diabeteses, HIV-fert6zott, dagana-
tos és rheumatoid arthritisben szenved$ betegek eseté-
ben is kimutattak [3-7]. Mdis kutatisi eredmények arra
hivjak fel a figyelmet, hogy a magasabb szint{ tarsas ti-
mogatds miitét utdni alacsonyabb fijdalommal és jobb
kezeléskimenettel jar egyiitt stlyos betegek esetében [8,
9], altalanossagban pedig elmondhatd, hogy pozitivan
befolydsolja a morbiditasi, mortalitasi és életminGség-
mutatokat kronikus betegséggel kiizdS6 személyeknél
[10].

A tarsas timogatds altalanos egészségre gyakorolt po-
zitiv hatdsinak hatismechanizmusara vonatkozdan tobb
elmélet sziiletett. Egyrészt a tirsas timogatas direkt fizi-
olégiai hatasa révén kedvezSen befolydsolja a cardiovas-
cularis, endokrin és immunrendszert, ezaltal jétékony
hatdst gyakorolva a gyégyuldsi folyamatra [11]. A napja-
inkban népszer stresszpufterelmélet szerint (Theory on
Stress Buffering) a tirsas timogatds azéltal fejti ki pozitiv
hatasat, hogy képes a negativ stressz hatdsait felfogni,
pufterelni, és a stressz-szint csokkentése révén jarul hoz-
za a pozitiv egészségi kimenetelekhez [12]. Tovabba
kozvetett hatdsként a tdrsas timogatas pozitiv hatdssal
bir a mentélis egészségre, példaul csokkenti a pszicholé-
giai distressz és a depresszié kialakuldsinak kockdzatit
[13-16]. A depressziv tiinetekre gyakorolt kedvezd ha-
tasinak hatterében egyrészt direkt hatdsrél beszélhetiink,
a tdrsas timogatd személyek érzelmi és funkciondlis ta-
mogatasinak biztositisa révén, mdsrészt észlelt eréfor-
rasként hat azdltal, hogy a személyek nem érzik izolalt-
nak és magdnyosnak magukat [17, 18].

Mindezek mellett a megfelel$ tirsas timogatas segit-
ségével a beteg informaciot, segitséget ¢s érzelmi timo-
gatast kaphat, ami hozzajarulhat a betegség elfogadasa-
hoz és a megtelel6 megkiizdéshez [11, 19]. Az, ahogyan
a csalddtagok reagilnak a betegségre, valamint a beteg-
ség kezelésébe valdo bevonoddasuk, részvételitk nagymér-
tékben befolyasolhatja a betegek egészségvédd viselke-
dését és igy a betegség kimenetelét is [20, 21]. Ezek
mellett a tarsas timogatd személyek erGsithetik a beteg-
ben azt az érzést, hogy fontos szamukra, és érdemes
meggyogyulnia [22], ami célt adhat a betegnek.

Fontos figyelembe venni, hogy egy stlyos betegség és
annak kovetkezményei atstrukturalhatjak a trsas kapcso-
latokat, erésithetik, de akar gyengithetik is azokat [23].
A tarsas kapcsolatok szdmara kihivast jelent a betegség
diagnoézisa, kezelése és lefolyasa [24, 25]. Szamos tanul-
many kimutatta, hogy a kronikus betegséggel él6 szemé-
lyeknek kevesebb tarsas kapcsolatuk van, mint az egész-
séges személyeknek [26-28]. Vizsgilatok szerint a
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leginkabb a baratokkal és az ismer&sokkel vald kapcsola-
tok korlitozédnak, a partnerrel és gyermekkel valé kap-
csolatra azonban tébbnyire nem gyakorol a betegség
ilyen negativ hatast, s6t ezek a kapcsolatok akar fokozod-
hatnak, erésodhetnek [29].

Sokszor azonban a betegség kezelése vezet ahhoz,
hogy akar atmenetileg, akar tartésan a betegek szocidlis
izoldciét, maganyossigot élnek meg, ugyanis gyakran
vagy a betegség fizikai tiinetei, vagy a kezelés miatt kor-
litozodik a csaldddal és a bardtokkal val6 kapcsolattartis
(példaul intenziv osztilyos ellatas, karantén). A betegek
sok esetben kénytelenck egyediil szembenézni a betegsé-
giik okozta teherrel. A megélt szocidlis izolaci, maga-
nyossig azonban nem kedvezd, vizsgilati eredmények
szerint ugyanis negativ egészségkimenetelekkel jar egyiitt
[30].

Szem el6tt kell azonban tartani azt, hogy az izolacié
megélése nagyon szubjektiv, csakiigy, mint az, hogy a
személy milyen mértékd és jellegli timogatist vir el a
tarsas kozegtdl, rdadasul ezek a betegséglefolyds sorin
akar jelent&sen valtozhatnak. Egyedi az is, hogy a sze-
mély a potencidlisan rendelkezésre allé6 timogatd kap-
csolatokat és az objektive érkezé tdrsas timogatasi for-
mdkat miként észleli és értékeli. A timogatod tényezdk
egyéni sajatossagokkal bird érzékelése [2] az Gn. észlelt
tarsas tamogatas, mely a személyek egyedi észlelési, érté-
kelési és memoriafolyamatainak kovetkezményeként jon
létre. Kutatdsi eredmények alapjan ez a szubjektiv kép jar
egyiitt a kedvezd egészségkimenetelekkel, és nem az ob-
jektive rendelkezésre 4ll6 kapcsolatok szama [31, 32].
Eppen ezért a tarsas timogatés vizsgdlata sordn fontos
ezt a dimenziét vizsgilni.

A tarsas tamogatas tehat kiemelten fontos tényezd a
gyogyulds szempontjabol, ugyanakkor a jelenség komp-
lexitdsa miatt a mérése nem konnyd. A legtobb méréesz-
koz onkitoltds, papir-ceruza teszt, melyek nem teszik
lehetGvé a tarsas timogatd tényezdk szubjektiv fontossa-
ganak, a személyekhez val6 tudattalan viszonyuldsuknak
a feltarasat. Ezen dimenzidk vizsgalata azonban 1ényeges
informdciokkal jarulhat hozzd a személy tarsas kapcsola-
tainak feltérképezéséhez, valamint az egyénre szabott
pszichés intervenci6 el6készitéséhez.

Az intervencios kutatdsok eredményei szerint ugyanis
a tirsas tamogatis fejlesztésére, javitasira irdnyuld pszi-
choszociilis intervenciok potencidlisan hozzajarulhatnak
a betegek pozitivabb egészségi allapotahoz [33, 34].
Ahhoz azonban, hogy az intervencié sziikségességére
egydltalan fény deriiljon, nélkiilozhetetlen a beteg kap-
csolataihoz vald szubjektiv viszonyulasanak feltarasa, il-
letve az esetlegesen megjelend észlelt izolacioé detektdld-
sa. Erdemes figyelembe venni tovdbba azt is, hogy a
hagyomanyos papir-ceruza tesztek relative nagy energia-
raforditast és jol mikods verbalis készségeket igényelnek
a paciensektdl, melyek bizonyos gyogyitasi helyzetekben
nem vagy csak korldtozottan dllnak rendelkezésre.

Az altalunk fejlesztett PRISM-D rajzteszt egy olyan
nonverbélis eszkdz, mely lehetévé teszi a betegséggel
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kiizd6 személyek aktudlis életterében jelen levé fontos
tényezlk feltardsat [35-37]. Az eredeti PRISM-teszt-
verzié egy olyan vizuilis méréeszkoz, mely a betegség
okozta tehernek, a betegség Enre gyakorolt hatdsinak és
a betegségpercepcidonak a feltirdsat teszi lehetévé [38,
39]. A teszt moédositott viltozatainak segitségével az
élettér egyéb fontos tényezdi is feltarhatok (PRISM+
tesztek) [40], az altalunk fejlesztett rajztesztverzidja
(PRISM-D) pedig lehet8séget ad a betegséggel kiizds
személy életterére vonatkozo szubjektiv reprezentaciok
differencidltabb mérésére [36]. A rajzolds, mint szabad
eszkoz, projektiv jellege miatt ugyanis alkalmas a tudat-
talan tényezdk és viszonyuldsok feltardsara.

Az eredeti PRISM-tesztet eredményesen hasznaltak a
tarsas timogatds mérésére, kordbbi vizsgalatokban szig-
nifikins Osszefliggést taldltak a PRISM-en mért észlelt
tirsas timogatis és a FACT-skala ’tirsas tdmogatis’
alskdldja kozott. Tovabba az észlelt tirsas timogatds és a
fajdalom kapcsolata mindkét mérGeszkoz (a PRISM-en
megjelenitett ’tarsas timogatds’ és a FACT-féle ’tarsas
tdmogatds’ alskila) esetében hasonl6 eredményeket ho-
zott [41]. Véleményiink szerint a rajztesztverzio segitsé-
gével az eredeti teszthez képest tovabbi hasznos infor-
midciok nyerhetdk.

Tanulmanyunk célja megvizsgilni, hogy a PRISM-D
teszt alkalmas-e az észlelt tarsas timogatds differencialt
mérésére, az észlelt szocidlis izoldcié kiszlrésére, vala-
mint a tarsas tamogatas szubjektive megélt fontossaga-
nak vizsgalatara szomatikus betegséggel kiizd6 szemé-
lyek esetében. Tovabbi célunk a teszten megjelenitett
tdrsas tamogatas betegségpercepcidval, depresszio-, illet-
ve szorongasszinttel vald Osszefiiggésének megvizsgalasa
kiilonbozé kérhazi kezelések alatt allé sdlyos testi bete-
gek esetében.

Mobdszer

Résztvevik és a vizsgalat kirviilményei

A vizsgalatban 194, kiilonbo6z6 stlyos szomatikus beteg-
séggel kiizdS személy vett részt. A vizsgilati személyek
56,2%-a daganatos beteg, 13%-a miitéti beavatkozdst
igényl6 gyomor-bél rendszeri beteg, 30,8%-a pedig kré-
nikus veseelégtelenségben szenvedd beteg volt. A vizsga-
lati személyek mindegyike kezelés alatt allt az adatfelvé-
tel ideje alatt.

A betegek dtlagéletkora 52,77 év volt (szoris = 14,89).
A legfiatalabb résztvevs 14, a legidGsebb 79 éves volt.
A megkérdezettek 31%-a férfi, 68,6%-a né volt.

Az adatokat a Szent-Gyorgyi Albert Klinikai Kézpont-
ban, az Orszdgos Onkologiai Intézetben és a Békés Me-
gyei Kozponti Kérhazban gytjtottiik. Az adatgydjtés a
fenti intézmények timogatdé hozzdjirulisival zajlott a
vizsgalati személyek dnkéntes beleegyezésével, irasos en-
gedélyével.
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Mérdeszkizok

PRISM-D teszt

A rajzteszten a vizsgilati személyek egy A/4-es fehér
lapra rajzolnak be tetsz8leges szamu, méretd koroket,
melyek a betegségiiket és az életteriik azon tényezdit
szimbolizaljak, amelyek aktualisan fontosak szdmukra
[35-37]. A tesztfelvételi lap jobb alsé sarkiaban egy 7 cm
4tméréjli, Ent szimbolizalé kor van elére nyomtatva.
A teszt elsé részében a paciensek piros filctollal rajzoljak
be a betegségiiket. Az eredeti teszthez hasonléan az En
és a betegség tavolsiganak kiszamitdsaval (SIS) mérhetd
a betegségteher, valamint a ’betegség’ kor teriiletének
kiszdmitasdval mérhet§ a betegségpercepcié (IPM) [38,
39].

A teszt masodik részében a vizsgilati személyeknek le-
hetSségiik van szabadon berajzolni az életteriik egyéb,
szamukra aktualisan fontos tényezdit tetszoleges méretd,
szin( ¢és elhelyezkedésti korok segitségével. A berajzolt
korok jelentését a vizsgalatvezetd egy erre szolgalé adat-
lapon jegyzi fel. A vilaszokat az elemzés sordn jelentés-
kategoériak alapjan lehet csoportositani. Az utéteszt rész-
ben a vizsgilati személyektSl megkérdeztiik, hogy mit
jelentenek szamukra azok a tényezdk, amelyeket beraj-
zoltak. Ezeket a vilaszokat sz6 szerint rogziti a vizsgalat-
vezet$. Az igy nyert kvalitativ adatok tobbféle szempont
alapjan elemezhetdk.

Korabbi vizsgalati adataink alapjan a teszt mdsodik
részében megjelenitett tényezdk koziil a leggyakoribbak
a tarsas tiamogatas kategoridjaba sorolhat6 vilaszok [36].
A jelen vizsgalatban a szabadon megjelenitett korok ko-
zil csupdn azokat a koroket vizsgiltuk, amelyek jelentés-
tartalmuk alapjan egyértelmten a tirsas timogatds kate-
goérijjaba voltak sorolhaték (példdul partner, csalidtag,
barat, ismerds, kolléga, szomszéd), és amelyekkel kap-
csolatban az utéteszt valaszai alapjan is megerdsitést
nyert, hogy érzelmi és/vagy instrumentalis tdmaszt je-
lentenek a személyek szdmara. A valaszok kategorizalasa
két fiiggetlen kddold bevonasaval tortént, melynek sordn
kiemelt figyelmet forditottunk a tarsas timogatds jelen-
téstartalmainak egyértelmd meghatirozasara.

Az elemzés sordn mértiik az En és a térsastimogatés
tavolsagot, illetve amennyiben a személy tobb korrel ab-
rizolta a tarsas timogatds tagjait, a legkozelebb dbrizolt
tirsas timogat6 tényezének az Entdl valé tivolsgat.
Ezen mutatdék az észlelt tirsas timogatis kozelségére,
elérhetSségére utalhatnak. A teszten mérhetévé valik a
megjelenitett tarsas tamogatéd tényezGk mérete, teriilet
(ecm?) is, mely az észlelt trsas timogatds nagysigat szim-
bolizalhatja. Tovabba mérhet6 a tirsas timogatas és a
betegség viszonya, kapcsolata, egymdashoz viszonyitott
méretiik, elhelyezkedésiik. A tesztet, valamint a mért
mutatokat szemlélteti az 1. 4bra.

STAI
A betegek szorongdsszintjének mérésére a Spielberger-
féle Vonds- és Allapotszorongds Kérdéivet (STAT) alkal-
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1. abra Egy 57 éves, rosszindulatd emlétumorral kezelt n§ PRISM-D
tesztje. A teszten az el6re nyomtatott sirga kor az Ent szimbo-
lizdlja. Kérésiinkre az els6ként berajzolt kor a betegséget szim-
bolizdlja, mely az dbran 1-es szdimmal lett jelezve. A szabadon
berajzolt korok jelentései a kovetkezdk: 2 = férj, 3 = gyerekek, 4
= unoka, 5 = hobbi, kertészkedés. A 2., 3. és 4. kor esetében az
utétesztben L lelki timasz” jelentést fogalmazott meg, igy a ko-
doldsndl a tarsas timogatds kategéridba soroltuk. A tirsas timo-
gatdst szimbolizl6 korok esetében kiszamoltuk az Enhez leg-
kozelebb rajzolt timogaté tényezSk Entdl valé tévolsigit, az
dsszes tamogaté tényezd Entdl valé atlagtavolsigat, valamint a
tarsas timogaté tényez8k oOssztertiletét. A betegséget szimboli-
2416 kor esetében kiszamoltuk az En-betegség tavolsagot (SIS),
valamint a betegség teriiletét (IPM)

IPM = a betegségpercepciot mér§ érték; PRISM-D = Pictorial
Representations of Illness and Self Measure rajztesztverzidja;
SIS = En-betegség tivolsig

maztuk [42, 43]. A mérSeszkoz lehetGvé teszi az an.
’vonasszorongas’, vagyis a személyre jellemzd altalanos
szorongasszint mérését (STAI-T), valamint az aktualisan
megélt, un. ’allapotszorongis’ (STAI-S) vizsgilatat.
Mindkét alskala 20 itembdl all. A vélaszokat 1-t6l 4-ig
kell értékelni, igy a skalak ¢sszpontszama 20 és 80 ko-
zotti értéket vehet fel, amelynél a magasabb pontszim
fokozott szorongisos tiinetek jelenlétére utal. A kérdéiv
reliabilitasa megfelel$ (Cronbach-alfa = 0,77).

BDI

A paciensek depresszidszintjét a Beck-féle Depresszio
Kérdéiv 21 itemes valtozataval mértik fel [44—46]. A
kérd6ivben minden kérdéscsoportnal 4 allitas koziil kell
eldonteni a vizsgilati személynek, hogy melyik volt jel-
lemz4 ra az elmalt hetekben, napokban. A kiértékeléskor
a vilaszokat 0-tél 3-ig pontozzuk, igy a teljes skila 6ssz-
pontszima 0 és 84 kozotti értéket vehet fel, amelynél a
magasabb érték fokozottabb depressziv tlinetek jelenlé-
tére utal. A skila belsd érvényessége megteleld.

Adatelemzés

A statisztikai elemzést az SPSS 21-es verzidjanak (IBM,
Armonk, NY, USA) hasznalatival készitettik. A leird
statisztikak ismertetéséhez atlagértékek, szérasértékek és
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valaszmegoszlasok kertiltek kiszamitasra. A tirsas timo-
gatds és a hangulati viltozok kapcsolatanak vizsgilata so-
ran Student-féle t-tesztet alkalmaztunk.

Eredmények

Az észlelt tarsas tamogatis megjelenitése

A PRISM-D teszten a résztvevék 95,7%-a jelenitette
meg a csaladjat vagy annak bizonyos tagjat, tagjait. Csu-
pan 4,3%-uk nem jelenitett meg csaladtagot, sem egyéb
tirsas taimogatd személyt a PRISM-en, ami az aktudilisan
észlelt szocidlis izolaciéra utalhat. A betegek 72,7%-a
jelenitett meg a csalddon tal egyéb tirsas timogaté sze-
mélyeket, példaul baratokat, kollégakat, szomszédokat.
A betegek 36%-a egy korrel dbrizolta a tirsas timoga-
tast, 64%-uk viszont tobb kor berajzoldsival jelenitette
meg a szdmara fontos tényezdket.

A megjelenitett tirsas timogatas Osszteriilete 36,99
cm? volt (SD = 52,93), mely minimalisan kisebb, mint a
teszten megjelenitett, Ent szimbolizilé kor teriilete
(38,48 cm?), és nagyobb, mint a vizsgélati személyek dl-
tal megjelenitett betegség teriiletének dtlaga (M = 16,29
cm?, SD = 33,11). Bér ez utébbi eredmény arra utal,
hogy a vizsgalati személyek dtlagosan kisebbnek érezték
a betegségiik terhét és nagyobbnak a tirsas timogatast, a
nagy szérasértékek nagy egyéni valtozatossigot jeleznek.

A megjelenitett térsas timogatis Entdl valé tavolsiga
dtlagosan 11,10 c¢m volt (SD = 5.8). Az En—betegség
atlagtavolsighoz képest (M = 11,59 cm, SD = 7.,77) el-
mondhaté, hogy a résztvevSk kozel azonos tivolsigra
jelenitették meg a betegséget, mint dltalinossigban a
tarsas tamogatdst. A nagy szérasértékek azonban nagy
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egyéni valtozatossigra utalnak. A megkérdezettek
1. tablazat A PRISM-D teszten megjelenitett betegséget ¢és tirsas timo-
gatast szimbolizal6 korokkel kapcsolatos leird  statisztikak.
A PRISM-D teszten megjelenitett, betegséget és tirsas timoga-
tast szimbolizdlo kéré/k abrazolasinak gyakorisiga, valamint a
fenti tényezSknek az Ent szimbolizdlé kortdl valéd tivolsiga és
mérete
Abrizolta-e> Az Entdl Mérete
(%) val6 tavolsag
Betegség 100% M=11,59 M =16,29
(S =7,77) (SD =33,11)
A M =915
legkozelebb (SD =54)
rajzolt
tarsas
) tdmogato
Tarsas tényezdk 95.7% M = 36,99
tdmogatas ’ — (SD =52,93)
Az Osszes M=11,10
abréazolt (SD =5,8)
tarsas
tdmogato
tényezd

M = dtlag; PRISM-D = Pictorial Representations of Illness and Self Measure
rajztesztverzidja; SD = szords

43,2%-a rajzolta az Enhez a betegséget kdzelebb, a trsas
tamogatast pedig tavolabb, ami utalhat arra, hogy a be-
tegség okozta szenvedés, teher jelent&sebb, mint a tarsak
altal nygjtott timogatds. 56,8%-uknil azonban a tirsas
timogatés taldlhat6 kozelebb az Enhez, a betegség tivo-
labb.

A teszten megjelenitett, a betegséghez ¢és a tdrsas ta-
mogatd tényez8khoz kapcesoldédo leird statisztikik az 1.
tablazatban lathatok.

A megjelenitett tarsas tamogatis, a betegséy,
a depresszio- és szorongasszint kapcsolata

Azok a személyek, akik nem jelenitették meg a PRISM-
D teszten a tarsas timogatast, szignifikinsan nagyobb
mértékd allapotszorongast éltek meg (M = 53,14, SD =
15,11), mint azok a személyek, akik feltiintették bér-
mekkora méretben a tarsas timogatd teriik tagjat/tagjait
(M =42,34,SD = 13,52) (t-préba, p = 0,040, df =181).
Tovabbd azok a betegek, akik nem jelenitették meg a tir-
sas timogatd tér tagjait a teszten, szignifikinsan maga-
sabb vondsszorongds-értékkel rendelkeztek (M = 50,33,
SD =15,37), mint akik felrajzoltidk a tirsas timogatds
valamely tagjait (M = 37,85, SD = 10,35) (t-préba, p =
0,005, df = 153). Az eredmények alapjan azok a szemé-
lyek, akik aktuilisan nem tartottik fontosnak életteriik-
ben megjeleniteni a tarsas timogaté tér valamely tagjait
(akar észlelt, akar valos hidny vagy masra fokuszalo figye-
lem), nagyobb szorongist tapasztaltak. A megjelenitett
tényezdk tertilete, illetve a tdrsas tAimogatas kategoridba
sorolhat6 korok szima azonban nem all szignifikins kap-
csolatban a szorongasszinttel (minden p>0,05) (2. tdbli-
zat).

A térsas timogatis Entdl val6 abszoltt tavolsiga szig-
nifikdnsan 6sszefiigg az IPM-mel, azonban nem fiigg
Ossze a depresszio- és szorongasszinttel. A t-préba ered-
ményei alapjan azok a személyek, akik az Enhez legkoze-
lebb es, tirsas timogatast szimbolizilé kort az Enhez
kozelebb jelenitették meg, szignifikinsan kisebbnek jele-

2. tablazat A PRISM-D teszten megjelenitett tirsas timogatds és a szoron-
gasszint kapesolata. Szignifikdns a kiilonbség a STAI-S és a
STAI-T 6sszpontszima kozott az alapjan, hogy a személyek
megjelenitették-¢ a PRISM-D teszten a betegségiiket (t-proba).
A tibldzat a szignifikanciaértéket (p), a szabadsagi fokot (df),
valamint a két vizsgilt csoport esetében a csoportokra jellemzd
atlagpontszamértéket (mean) és a szérdst (Stand. Dev.) mutatja

Szignifikanciaszint ~ Megjelenitett

tdrsas timogatast

Nem jelenitett meg
tdrsas timogatast

Atlag (szoras)
53,14 (15,11)
50,33 (15,37)

Atlag (sz6ras)
42,34 (13,52)
37,85 (10,35)

p (df)
STAL-S 0,040 (181)
STALI'T 0,005 (153)

df = szabadsagi fok; M = atlag; p = szignifikanciaérték; PRISM-D = Pic-
torial Representations of Illness and Self Measure rajztesztverzidja; SD = sz6-
rés; STAI-S = a Spielberger-féle Vonds- és Allapotszorongis Kérdsiv
*sllapotszorongas’ alskildja; STAI-T = a Spielberger-féle Vonds- és Al-
lapotszorongds Kérd6iv *vondsszorongas’ alskildja
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nitették meg a betegségiiket (M = 9,086, SD = 12,28),
mint azok, akik a legkozelebbi tarsas timogat6 személyt
tavolabbra rajzoltdk (M = 22,39, SD = 49,50) (p =
0,047, df = 72,82). Hasonl6 Osszefiiggést talaltunk a
megjelenitett Gsszes tirsas timogaté tényezd Entdl valo
atlagtavolsagaval kapcsolatban, bar ez esetben az Ossze-
fiiggés csupan tendenciaszintd volt (p = 0,068). A fenti
eredmények arra utalnak, hogy azok a személyek, akik a
tarsas timogatist kozelebb érezték magukhoz, szoro-
sabb kapcsolatot/kapcsolatokat éltek meg, kevéssé érez-
ték jelentSsnek a betegségiiket, ugyanis az IPM a nem-
zetkozi szakirodalom alapjan a betegség szubjektiv
megélésére és fontossigira enged kovetkeztetni [39].
Azok a személyek azonban, akik kevéssé érezték maguk-
hoz kozel a tirsas timogatast, feltehetéleg nagyobb je-
lentSséget tulajdonitottak a betegségiiknek, és az vélhe-
téen nagyobb terhet jelentett szamukra.

A tirsas timogatds EntSl mért abszolut tévolsigan tl
fontos vizsgalni a tirsas timogatisnak a betegség vi-
szonylatiban mért relativ tivolsigat is, a tarsas timogatdis
és a betegség egymdshoz viszonyitott helyzetét. Ered-
ményeink szerint ugyanis azok a személyek, akik a beteg-
séget kozelebb rajzoltik az Enhez, a trsas timogatdst
pedig messzebbre, szignifikinsan magasabb depresszié-
értéket mutattak (M = 9,47, SD = 7,08), mint akik a
tdrsas timogatdst rajzoltak az Enhez kézelebb, a beteg-
séget pedig tavolabb (M = 7,60, SD = 6,80) (p = 0,016,
df = 91). Hasonl6 eredményt kaptunk az allapotszoron-
gas-érték kapesan (p = 0,027, df = 142). Azok, akik a
tdrsas timogatast tavolabb, a betegséget kozelebb rajzol-
tik az Enhez, a STAI-S skilin 45,07 pontot kaptak
(SD = 13,99), akik viszont a tarsas timogatast rajzoltik
kozelebb, atlagosan 41,07 pontot kaptak (SD = 12,85).
(Az adatelemzéskor a tarsas timogatas kategoridjaba so-

A/ A tarsas tamogatds tavolabb, a betegség kozelebb

az Enhez

SIS: M = 6,14 (SD = 6,20), Enhez legkdzelebbi térsas
tdmogatas Entdl val6 tavolsiga: M = 11,21 (SD = 11,15),
BDI: M = 9,47 (SD = 7,08), STAI-S: M = 45,07 (SD = 13,99)

En

2. 4bra
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rolt korok koziil az Ent szimbolizald korhoz legkoze-
lebb es6 kor Entdl valo tavolsagat vettiik alapul.) A fenti
osszefliggést demonstrilja a 2. dbra.

Megbeszélés

Kutatasunk {6 célja a PRISM-D rajzteszt trsas timoga-
tas felmérésére vald alkalmazhatésiginak bemutatsa
volt. 194, stlyos kérhdzi fekvd beteg tesztjeit elemezve
elmondhatd, hogy a méréeszkoz széles kord informéciot
nyqjt a paciensek szubjektive megélt, észlelt tirsas timo-
gatd haldjaval kapcsolatban. Mindezt egy olyan vizualis
technika segitségével, mely alacsony eszkozigénye, kony-
nyen érthet8sége és gyors alkalmazdsa miatt jol illeszke-
dik a klinikai kérnyezethez [35-37]. A teszt lehet8séget
ad a szakember szamara akar egy viszonylag gyors elem-
zésre, hiszen ranézésre lathato a paciens szamara aktuali-
san észlelt szocialis hdlo, annak a betegséghez és az En-
hez viszonyitott mérete, elhelyezkedése. A rajzteszten
megjelenitett korok jelentését felmérd utdteszt mint kva-
litativ technika pedig tovabbi informaciét nytjthat. A
valaszokbol felmérhetd, hogy az aktudlis élettérben meg-
jelenitett személyek mit jelentenek a paciens szamdra,
érzelmi és/vagy instrumentdlis timogatast vagy éppen
terhet, akadalyt.

Eredményeink szerint a tarsas timogatd tér tagjainak
észlelt kozelsége Osszefiigg a betegségpercepcidval, azok
a személyek ugyanis, akik a tarsas timogatast kozelebb
rajzoltak az Enjiikhoz, szignifikinsan kisebbre rajzoltak a
betegségiiket (a teszten a betegség mérete a betegség-
percepciodra utal). Ez az eredmény arra enged kovetkez-
tetni, hogy a tirsas timogatist énmagukhoz kozelebb
érzékel§ paciensek kedvezEbb betegségpercepciéval ren-
delkeztek, mint azok a személyek, akik aktudlisan nem

B/ A tarsas timogatds kozelebb, a betegség tavolabb

az Enhez képest

SIS: M =15,10 (SD = 14,55), a térsas timogatds Entdl val6
tavolsiga: M = 7,60 (SD = 6,80), BDI: M = 6,27 (SD = 5,39),
STAI-S: M = 41,07 (SD = 12,85)

En

A térsas timogatést, a betegséget és az Ent szimbolizal kor egymdshoz valé viszonyéval kapesolatos eredmény demonstraldsa

BDI = Beck-féle Depresszio Kérd6iv; M = dtlag; SD = szords; SIS = En-betegség tavolsig; STAI-S = a Spielberger-féle Vonds- és Allapotszorongds

Kérdéiv ’allapotszorongds’ alskaldja
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érzik szorosan kozel magukhoz taras teriik tagjait. Az
eredmény Osszecseng azokkal a szakirodalmi adatokkal,
melyek szerint a tdrsas timogatds szerepet jatszik a be-
tegségkép kialakitisiban [47, 48], ami azért is fontos,
mert vizsgilati eredmények alapjin a betegséggel kap-
csolatos nézetek és reprezenticiok pedig szamos, egész-
séggel kapcsolatos kimenetellel fiiggnek ossze [49, 50].
Igy tehat a tirsas timogatis kozvetve, a betegségrdl ala-
kitott képre gyakorolt hatdsaval is befolyasolhatja a paci-
ensek egészségi mutatoit.

A tdrsas tamogaté tényezSknek a betegséghez és az
Enhez viszonyitott térbeli elhelyezkedése pedig tovabbi
értékes informdciot nyutjthat. Vizsgalati eredményeink
szerint ugyanis azok a személyek, akik a betegséget raj-
zoltak az Ent szimbolizal6 kérhoz kozelebb, a tirsas ti-
mogatast pedig tavolabb, szignifikinsan nagyobb szo-
rongast ¢és depresszidszintet éltek meg, mint akik a
"betegség’ kor és az *En’ kor kozé rajzoltak legalibb egy
tarsas tamogatd személyt. Ez az eredményiink mintegy
vizudlisan jeleniti meg a stresszpufferelmélet 1ényegét,
mely szerint a tarsas timogatas azaltal fejti ki jotékony
hatdsit, hogy képes felfogni a stresszforrastol — mely je-
len esetben a betegség — érkezd karos hatdsokat [12].

A rajzteszt alkalmas tovabba az észlelt szocialis izol4-
ci6 feltarasira. A korabbi PRISM+ tesztekkel [40] szem-
ben ugyanis ezen eljarasnal minden sugalmazas nélkiil, a
vizsgilati személyek dontik el, hogy a betegségen kiviil
milyen egyéb, szimukra fontos, életteriikben aktualisan
jelen levs tényezét rajzolnak be. Igy mérhets az egyén
szamdra szubjektive észlelt izolacid, mely fontos dimen-
zi6, eredményeink szerint ugyanis azok a paciensek, akik
aktudlisan nem jelenitették meg a tdrsas timogatast élet-
teriikben, szignifikinsan magasabb szorongdsszintet mu-
tattak. Fontos megjegyezni, hogy stlyos betegség esetén
a megélt izoldcié sokszor nem azt jelenti, hogy a személy
szamara egyaltalan nem dllnak rendelkezésre tarsas kap-
csolatok. Sok esetben a betegségbdl adodé lelki folyama-
tok — példdul a figyelemnek a tiinetekre val6é fokozott
besziikiilése — miatt nem képesek mobilizalni ezeket a
lehetséges eréforrasokat.

Azon eredményeink, melyek szerint a tarsas timogatas
és a paciensek szorongasszintje kozott kapesolat van,
osszefliggnek a szakirodalmi adatokkal [13-16], ami al4-
tdmasztja, hogy ez az Gjszerd vizualis mérSeszkoz képes
kimutatni azokat az Osszefiiggéseket, melyeket a hosz-
szabb, idGigényesebb, a betegektdl tobb energiarafordi-
tast igénylé papir-ceruza tesztek tudnak. Mivel a teszt
egyszerlien és gyorsan alkalmazhatd, akir Gjra és Gjra
felvehetd, detektalhatok akar a tirsas timogatd térben
bekovetkezd valtozasok (kapcsolatok gyengiilése, erdso-
dése).

Véleményiink szerint a PRISM-D teszt jol alkalmaz-
hat6 az észlelt tarsas timogatis jelenségének mérésére.
Mint vizudlis eszk6z konnyen és gyorsan alkalmazhaté
akdr verbdlisan nehezen kommunikalé betegeknél is.
A személy aktudlis életterébe berajzolt, tarsas timogatast
szimbolizal6 korok azonban csupin az aktualis percepci-
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orol arulkodnak, a timogatas mértékérdl, potencidlis el-
érhetSségérdl, valamint a timogatis tényleges igénybe-
vételérdl nem kapunk informaciot. Az utéteszt tisztazod
kérdése (mit jelent a pdciens szdmdra az adott tényezd)
ezekre részben valaszt adhat ugyan, de a tesztnek nem
célja a fenti dimenzidk részletes vizsgalata.

A teszt mint projektiv eljards lehet&séget biztosit az
észlelt tirsas timogatds szubjektiv, esetlegesen kevéssé
tudatos elemeinek megjelenitésére. Segithet tudatositani
azokat a tirsas er6forrasokat, melyeket a paciens korib-
ban nem vagy csak kevéssé tudott hasznositani, ami kiin-
dulbépontja lehet a terapids munkaban annak, hogy segit-
siink a paciensnek segitséget kérni és igénybe venni a
tarsas timogatast. A terdpids munka sordn a pszicholégus
segithet tovabbd abban is, hogy a betegek felismerjék,
hogy a gydgyitd szakemberek és a betegtarsak is potenci-
alis tamogat6 személyekként vannak jelen aktualis élette-
ritkben. Segithet a veliitk val6 kommunikacié beinditasa-
ban, az igények és a kérések adekvat megfogalmazdsiban.

A PRISM-D tovabbi elénye, hogy nem csupan a tarsas
tdmogatas szubjektive érzékelt jelenlétét tudjuk felmér-
ni, hanem annak a betegséghez val6 viszonyit is, elhe-
lyezkedését az aktudlis élettéren beliil. Alkalmas a szub-
jektive megéltszocidlisizolacid, illetve a tarsas kapcsolatok
aktivizalasi nehézségének kisztirésére. Hasznos lehet to-
vabb4d az intervenciés munka elGkészitésében, informa-
cidgytjtésben, a rapport kiépitésében, a terdpids munka
megtervezésében vagy annak hatdsinak utinkovetésében
is szomatikus betegek esetében.

Anyagi tamogatds: A kdzlemény megirasa, illetve a kap-
csol6dd kutatdmunka anyagi timogatisban nem része-
stilt.

Szerzdi munkamegosztas: S. Z.: A kutatds megtervezése,
adatgytijtés, az adatok statisztikai értelmezése és a publi-
kacié megirasa. L. M.: A kutatds megtervezése, részvétel
az adatgydjtésben és az eredmények értelmezésében.
Cs. M. a kutatasi terv kidolgozisiban, az eredmények
értelmezésében és a kézirat megirasiban nyajtott segit-
séget. A cikk végleges viltozatat valamennyi szerzd elol-
vasta és jovahagyta.

FErdekeltégek: A szerzSknek nincsenek érdekeltségeik.

Koszonetnyilvanitas

Koszonetet mondunk a kutatdst segité kollégdinknak, elsésorban
dr. Kovics Péternek, az adatfelvételben nyajtott segitségért.
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