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ABSTRACT 

AN EXPLORATION OF BENEFIT FINIDNG AMONG YOUTH WITH A PREVIOUS 

INJURY OR MEDICAL ILLNESS AND THEIR PRIMARY CAREGIVERS 

 

Hannah O’Reilly 

University of Guelph, 2020

Advisor: 

Dr. Michèle Preyde 

Committee Member: 

Dr. Dillon Browne  

Benefit finding is a relatively unexplored construct among youth with various 

illnesses/injuries and their primary caregivers. The purpose of this study was to explore 

additional benefits and facilitators of, and barriers to, benefit finding among youth with a 

previous illness/injury and their caregivers. A survey with standardized measures and 

open-ended questions was administered. Content analysis was performed on 20 youth 

and 10 primary caregiver semi-structured interviews. There were four categories of 

additional benefits that were identified: tangible benefits, positive character 

development, health-related benefits, and interpersonal benefits. There were five 

facilitators: social support, positive and resilient outlook, positive health-related 

experiences and behaviours, passage of time, and youth maturity and ability to cope. 

Finally, there were four barriers: negative reactions to the illness/injury, clinical 

challenges and outcomes, changes one’s life, and environmental factors. Findings may 

help inform interventions and contribute to the growing literature on this topic.  
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1 Introduction 

 Children and adolescents are hospitalized for various reasons; however, their 

perceptions during these hospitalizations and the subsequent psychosocial impacts are 

important in ensuring future mental health. Medical interventions (e.g., surgeries) may 

result in young individuals failing to maintain the assumption that the world is a place 

where they are secure, consequently making their future a cause of concern (Meentken 

et al., 2017). This belief of one’s susceptibility to encounter danger in the future, as well 

as pessimistic perceptions about invasive prior experiences, may occur in response to 

trauma and are “maladaptive appraisals” (Kassam-Adams et al., 2013, p. 1160). 

However, Taylor (1983) noted that a person’s capacity to favourably and effectively 

overcome traumatic events is a notable attribute of mental functioning. 

 Over the past few decades advancements have been made in diagnosing 

pediatric patients with illnesses and lowered mortality rates have been observed (e.g., 

Chaves et al., 2013). While a significant proportion of children/adolescents were 

hospitalized for mental health reasons this thesis will be focused on physical health, in 

which case it was found that 22,246 Canadians between the ages of 5-17 years were 

admitted to the hospital for a physical health problem between the years 2017-2018 

(Canadian Institute for Health Information [CIHI], 2019). However, Skinner and Slifkin 

(2007) found that children in rural communities in contrast to urban communities may 

have barriers in regard to fulfilling their health care demands, such as difficulties with 

access to appropriate health care and the transportation system. Thus, it is important to 

explore psychological constructs among rural youth, who may be living longer but have 

difficulty accessing appropriate medical care, and their parents/primary caregivers, who 

may act as their main support system.  

  It has been demonstrated that when a traumatic event occurs most individuals 

adapt to the situation regardless of the context (Castellano-Tejedor et al., 2014). 

Moreover, posttraumatic stress disorder (PTSD) has a prevalence rate that typically 

does not surpass five percent. Contrary to these findings it was reported in a meta-
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analysis that the mean prevalence rate of PTSD among injured children/adolescents 

was 19.82% with re-experiencing the event as the most common response, whereas 

the mean prevalence rate of PTSD among children/adolescents who had cancer or liver 

transplants was 12.04% (Kahana et al., 2006). Price and colleagues (2016) found that 

approximately 30% of pediatric patients and their primary caregivers experience 

pediatric medical traumatic stress (PMTS), in which case this value also takes into 

consideration those whose levels are not yet clinically significant. The prevalence of 

pediatric hospitalization and subsequent traumatic symptoms allude to the importance 

of exploring burdens; however, it is equally important to explore benefits. The purpose 

for this present research was to explore the thoroughness of a benefit finding scale with 

the goal being to develop as complete of a list of benefits as is possible among youth 

(i.e., individuals aged 15-24 years) who had a major and/or ongoing medical illness or 

injury and their primary caregivers, as well as to explore the contributing factors of 

benefit finding among these individuals and how they help to facilitate benefit finding 

within one another (i.e., transactional influences). This study contributes to this field 

through addressing several areas that are relatively unexplored in the literature, which 

are: 1) the perspectives of youth with various medical encounters, 2) the ways in which 

youth and primary caregivers helped one another engage in benefit finding, and 3) the 

facilitators of, and barriers to, benefit finding as articulated by participants.  

1.1 Pediatric Medical Traumatic Stress 

1.1.1 Operational Definition and Conceptualization 

 Pediatric medical traumatic stress (PMTS) is a relatively new area of research 

that is multidisciplinary (e.g., pediatric psychiatric, medical disciplines) (Kassam-Adams, 

2006). PMTS is considered a natural and common response among children and youth 

who had a recent interaction with a medical team, such as: a detection of an ailment, an 

injury, or a complex medical procedure that may elicit pain. The operational definition of 

PMTS for this thesis concerns a series of physical, emotional, behavioural, and 

cognitive reactions to physical discomfort, a disease, an injury, a procedure carried out 

by a medical team, or an intrusive form of medical care that may generate fear, in which 
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case these reactions are elicited by the child/adolescent who has experienced the 

traumatic event as well as the family (National Child Traumatic Stress Network 

[NCTSN], n.d.). Pediatric patients and their families may also experience trauma simply 

from spending time in a hospital (NCTSN, 2014). Thus, parents can also be traumatized 

as their relationships with medical professionals may take precedence over other 

relationships and their fundamental assumptions about their children being secure are 

threatened. Moreover, when placed in new medical situations children may feel a sense 

of powerlessness, since they may perceive that they have limited control if the adults 

around them are in charge of their bodies (Lerwick, 2016). McGarry and colleagues 

(2014) found that children aged 8-15 years who had a burn reported traumatic stress 

symptoms when the injury was endured and when they were beginning to recover (i.e., 

continuous PMTS due to procedures and wound care), the latter of which may be due 

to: an inability to comprehend the process (e.g., what certain procedures entail), or an 

experience of severe discomfort and observation of an intrusive medical practice (i.e., 

changes in dressings). Some children may also perceive the process of anesthesia to 

be traumatic, particularly if the concept and accompanying sensations are not explained 

to them beforehand (Lerwick, 2016). Moreover, there are three major PMTS responses, 

which are: 1) re-experiencing the traumatic event as evidenced by intrusive thoughts 

about the experience or “flashbacks”, 2) avoiding stimuli that causes one to remember 

the experience that he/she considers to be traumatic, and 3) experiencing physiological 

arousal as evidenced through certain reactions, such as a heightened startle response 

(NCTSN, n.d.). Other responses may include: dissociation as evidenced by being 

“spacey”, formulation of new anxieties associated with the medical encounter, and 

somatization (NCTSN, 2014). Thus, either one medical encounter or a multitude can 

result in PMTS, which may differ in terms of responses and severity from one person to 

the next (NCTSN, n.d.).    

 Kassam-Adams (2006) noted that a model characterized by responses that are 

traumatic in nature offers insight as to how patients and their family members may react 

to a medical event. Moreover, experiencing traumatic responses when presented with 
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an intense event are not only common reactions but may actually be perceived as 

useful as they may be a part of one’s recovery. However, other times at the time of 

recovery one’s functioning may be impeded as the traumatic responses may be too 

burdensome and distressing (Kassam-Adams et al., 2013). PTSD emerges from an 

individual encountering an experience that is classified as traumatic, which according to 

the American Psychiatric Association (APA; 2013) must entail an, “exposure to actual or 

threatened death, serious injury, or sexual violence” (p. 271). This exposure to an 

aversive event may be: 1) directly encountered by an individual who experienced the 

situation, 2) directly encountered by an individual exposed to continuous and intense 

stressful situations (e.g., at a place of work), 3) indirectly encountered by an individual if 

his/her family member/peer experienced a traumatic situation, or 4) indirectly 

encountered by an individual if he/she witnessed a trauma inflicted upon others (APA, 

2013). Thus, based on this information it can be understood that in the context of 

pediatric illness and injuries primary caregivers can vicariously experience traumatic 

stress. Medical events are only considered to be traumatic under the DSM-5 criteria if 

an individual experienced an unexpected event (e.g., gaining consciousness during a 

medical procedure), whereas progressive life-limiting conditions are not classified as 

traumatic despite the stress they inflict upon individuals (Pai et al., 2017). Furthermore, 

PMTS entails certain stages that are important to acknowledge for further 

comprehension about this type of reaction.   

1.1.2 Stages of Pediatric Medical Traumatic Stress 

 It has been suggested that there are three distinct stages of PMTS, the first of 

which is peritrauma (Price et al., 2016). Peritrauma is comprised of the experience that 

was considered traumatic as well as any other circumstances that happened around the 

same time and are associated with the incident (e.g., being told one has a life-limiting 

illness). Thus, peritrauma is not only concerned with one’s physical discomfort, but also 

with the dialogue between the individual and the medical team and the procedures that 

one requires, as all of these variables may influence affective responses to the medical 

event (Marsac et al., 2014). The second stage concerns any responses that take place 
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shortly after the traumatic experience and that may be continuous in nature or emerge 

overtime (Price et al., 2016). The final stage is PMTS that continues after one has 

received all necessary treatment, referring to any distress that continues to be prevalent 

for months or years after the incident. Moving forward, it is equally important to 

understand the trajectories of PMTS. 

1.1.3 Trajectories of Pediatric Medical Traumatic Stress 

 Price and colleagues (2016) proposed an updated version of a trajectory model 

of PMTS whereby they categorized children/adolescents and their families into one of 

four trajectories based on how they responded to the traumatic experience (see Figure 

1). These four trajectories are: resilient, recovery, chronic, and escalating. Similarly, 

Castellano-Tejedor and colleagues (2014) reported that children/adolescents who have 

cancer may experience one of three trajectories: resilience, recovery, or maladjustment. 

Resilience and recovery are common to both frameworks; however, other reactions that 

are aversive may be experienced following a traumatic medical event. It could be 

reasoned that avoidance fits into the updated trajectory framework proposed by Price 

and colleagues (2016), since engaging in avoidance reactions could be quite adaptive 

when recovering from a distressing event particularly when one also engages in re-

experiencing (Horowitz, 1976, as cited in Kassam-Adams, 2006, p. 337). Moreover, it is 

important to know how individuals may be predisposed to PTSD and PMTS. 
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Figure 1 

“Integrative Trajectory Model of Pediatric Medical Traumatic Stress”   

 

Note. From “Systematic review: A reevaluation and update of the integrative (trajectory) 

model of pediatric medical traumatic stress,” by J. Price, N. Kassam-Adams, M.A. 

Alderfer, J. Christofferson, & A.E. Kazak, 2016, Journal of Pediatric Psychology, 41(1), 

p. 93. Reprinted with permission by Oxford University Press.  

1.1.4 Risk Factors for the Development of Posttraumatic Stress Disorder and 
Pediatric Medical Traumatic Stress 

 Marsac and colleagues (2014) proposed a new bio-psycho-social framework and 

studied children exposed to traumatic medical events and the emergence of PTSD, 

specifically while exploring factors that exist during the peritrauma period. It was 
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reasoned that physiological components (e.g., one’s heart rate), psychological 

components (e.g., one’s ability to manage the situation), and interpersonal/contextual 

components (e.g., one’s social support) all must be taken into account independently 

and interdependently during the peritrauma stage, as these variables and the 

relationships among them may influence the emergence and continuation of PTSD and 

related symptomatology. It was noted in the DSM-5 that the peritrauma variables that 

are risk factors for PTSD are contextual in nature and include: the seriousness of the 

traumatic event, the cognitions one has in regard to the event being threatening to one’s 

livelihood, the individual having been directly injured, the individual being involved in 

and/or witnessing physical assault among individuals (i.e., particularly acts of violence 

that involve a primary caregiver), and the levels of detachment one experiences during 

and after the event (APA, 2013). Ostrowski and colleagues (2011) found that high levels 

of avoidance among children during their hospitalization for an injury predicted elevated 

levels of family (i.e., both child and parent) PTSD symptoms at a two-week follow-up 

period. Thus, it can be inferred that avoidance during the peritrauma period may also 

function as a predictor of PTSD.  There are also pretrauma and posttrauma variables 

that may act as risk factors for PTSD. 

 Certain pretrauma variables that may be risk factors for the development of 

PTSD or PMTS are: 1) dispositional factors (i.e., mental health difficulties by six years of 

age or any other previous mental health problems and poor psychological adaptability 

prior to the traumatic event) (APA, 2013; Price et al., 2016), 2) situational factors (i.e., 

adverse childhood experiences, low income, minimal scholarly attainment, previous 

traumatic encounters, certain maladaptive coping techniques derived from one’s culture, 

limited cognitive abilities, being a member of a minority group, and mental health 

problems among family members) (APA, 2013), 3) gender and age when traumatic 

events were encountered (APA, 2013), and 4) biological factors (i.e., having specific 

genotypes) (APA, 2013). Furthermore, posttrauma risk factors for the development of 

PTSD or PMTS include: acute stress disorder, poor coping skills, pessimistic 

interpretations, encounters with stimuli that reminds one of the trauma, other negative 
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consequences that emerged from the traumatic event (APA, 2013), as well as the belief 

that there is a greater likelihood of: relapse, unforeseen health-related issues, or one’s 

livelihood being endangered (Price et al., 2016). PMTS, a discipline that has emerged in 

the last several decades, has changed over the years in regard to its areas of focus.  

1.1.5 Shift in Focus in Research Surrounding Pediatric Medical Traumatic Stress  

 Historically, much of the literature surrounding PMTS has been centered around 

topics that are rooted in a problem-focused dimension and symptoms of PTSD 

(Connolly et al., 2004; Currie et al., 2018; Hall et al., 2006; Kahana et al., 2006; 

Meentken, et al., 2017). However, while this information may hold true, it was 

acknowledged by Castellano-Tejedor and colleagues (2014) that recent years have 

borne witness to an increase in literature that is centered on a strengths-based 

approach and the ability of individuals who have experienced hardships to perceive 

positive outcomes after the occurrence of traumatic events. Thus, benefit finding will be 

examined in thorough detail as it is one of said variables that reflects a strengths-based 

approach and is the focus of this thesis. 

1.2 Benefit Finding in the Context of Pediatric Medical Care 

1.2.1 Operational Definition and Conceptualization 

 The majority of individuals who encounter a traumatic event experience 

psychological outcomes and alterations in their lives that are beneficial in nature 

(Castellano-Tejedor et al., 2014). One concept that exemplifies this notion is benefit 

finding. Benefit finding was simply defined as the positive perceptions that are derived 

from an experience that is considered traumatizing (Helgeson et al., 2006), in which 

case this explanation was used as the operational definition of benefit finding for this 

thesis. Furthermore, Kinsinger and colleagues (2006) reported that benefit finding has 

been defined in previous studies as, “…finding personal, social, psychological, and 

spiritual benefits following a traumatic or adverse experience” (Kinsinger et al., 2006, p. 

954). Thus, benefit finding entails more than just a minimization of psychological upset, 

as it has been shown to be positively correlated with an enhancement in well-being and 
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is a positive result on its own accord (Chaves et al., 2013; Currier et al., 2009). Due to 

the major differences that exist between benefit finding and related variables (e.g., 

posttraumatic growth), the focus of this thesis was on benefit finding. 

 Benefit finding is related to the cultivation of, and changes in, personal and social 

supports that will allow one to encounter eventual distressing circumstances with 

advantageous and practical reactions (Bower et al., 2009). Consequently, benefit 

finding may positively impact one’s physiological health through one of two means: 1) 

through the bodily systems associated with responding to stress carrying out minimal 

actions or, 2) through positive emotionality. Benefit finding has been defined as both an 

end result as well as a means to an end, in that individuals may derive positive 

outcomes from a traumatic event through the use of other coping mechanisms, or they 

may engage in benefit finding as a means of coping (Castellano-Tejedor et al., 2014). 

Oftentimes it is unclear as to whether engagement in benefit finding results in positive 

consequences, or if the presence of positive consequences results in benefit finding 

(Chaves et al., 2013). Fredrickson proposed a “broaden-and-build model” (1998) and 

examined how positive affect can oftentimes elicit certain psychological supports within 

an individual through an expansion of one’s cognitions and behaviours. According to 

this model, benefit finding is an end result as it can function as a psychological support 

that has arisen due to the presence of other psychological constructs (Chaves et al., 

2013). Benefit finding typically develops as a result of individuals being exposed to 

occurrences that are serious and alarming, as these situations will encourage 

individuals to reassess their assumed beliefs about themselves and life and in doing so 

may promote optimistic alterations (Bower et al., 2009) through functioning as “wake-up 

calls” (McMillen, 1999, p. 459). An understanding as to the origins of benefit finding is 

required moving forward. 

1.2.2 Origins of Benefit Finding 

 Several theories have contributed to the development of the concept benefit 

finding over the years. Taylor (1983) proposed the cognitive adaptation framework and 
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noted three dominant components to the re-adaptation period following a distressing 

event, which include an individual’s attempts to: 1) discover the significance of the event 

(i.e., the reason as to why the situation transpired and its implications), 2) establish a 

sense of personal autonomy on a global level and with respect to the adverse situation 

(e.g., cognitions about how to prevent future adverse situations from taking place, which 

may entail thinking in an optimistic manner) and, 3) improve his/her sense of self-worth 

and confidence (e.g., through identifying benefits that occurred due to the situation). 

These components all entail developing and preserving “illusions”, which requires 

viewing situations through a certain lens and deriving perceptions that are not founded 

on objective truths. Cognitive components are also a defining feature in other theories 

that contributed to benefit finding.  

 The cognitive-integrative (C-I) framework proposed by Berlin (1996) is another 

theoretical framework that has contributed to benefit finding. It was suggested that 

individuals are “meaning makers” (Berlin, 1996, p. 326), as people are continuously 

engaging in active efforts to understand, and adjust to, situations in their lives. However, 

the perceptions that an individual attributes to his/her experiences are not formed in 

isolation, since one’s context and interactions with others will have a direct influence on 

any assigned meanings. Park and Ai (2006) stated that meaning making is a framework 

that was derived from the writings of Viktor Frankl (2006). Frankl theorized that “If there 

is a meaning in life at all, then there must be a meaning in suffering” (Frankl, 2006, p. 

67), as his personal experiences in a concentration camp taught him that there exists 

“…the human capacity to creatively turn life’s negative aspects into something positive 

or constructive” (Frankl, 2006, p. 137). Meaning making encompasses one’s ability to 

both strengthen and reinforce his/her own general perception of the world upon it being 

challenged and disturbed by distressing incidents (Park & Ai, 2006). It entails 

reconstructing one’s assumptions and aims, and developing a novel perception of the 

event, with the intention being to address any cognitive dissonance. It was stipulated in 

research conducted by Duran (2013) that benefit finding was one of three mechanisms 
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through which meaning making could transpire, the other two being through spirituality 

or “being special” (Duran, 2013, p. 188). 

 Similarly, Janoff-Bulman and McPherson Frantz (1997) detailed the ways in 

which traumatic events modify one’s perceptions of the world. It was theorized that after 

being exposed to an adverse circumstance, individuals may experience anxiety and 

concern due to the debunking of their assumption of a “meaningful world” (Janoff-

Bulman & McPherson Frantz, 1997), a place that alludes to security and emphasizes an 

existing correlation between who one is as an individual and the events that take place 

in his/her life (i.e., the common belief that good things happen to good people). 

Individuals will respond by engaging in a search for meaning and discovering value in 

their own lives, ultimately through engaging in actions that will help others in similar 

predicaments or through meaningful interpersonal relationships. It can be inferred that 

this restructuring of negative experiences may result in benefit finding among 

individuals, as Janoff-Bulman and her colleague (1997) proposed that the traumatic 

event can be perceived as a teacher of sorts, as individuals would have preferred the 

devastating event did not transpire, but will be able to acknowledge that it resulted in 

certain benefits; thereby, serving a particular purpose. Consistent with this theory, 

Cummins (2010) noted that subjective well-being has a relatively naturally high set-point 

that is preserved through environmental and psychological mechanisms (e.g., cognitive 

restructuring). Benefit finding is similar to some other psychological resources that may 

arise in the face of trauma and differentiating between these key terms is important. 

1.2.3 Differentiation between Benefit Finding and Related Constructs 

 Several terms reflect an individual’s ability to adapt to traumatizing events; thus, 

it is important to understand how they are different. Posttraumatic growth (PTG) implies 

that individuals are able to exceed baseline levels of functioning and be better in the 

aftermath of trauma (i.e., they have grown from the situation) which is not consistent 

with the main idea of benefit finding (Castellano-Tejedor et al., 2014; Phipps et al., 

2007). Thus, in regard to PTG there is the idea that individuals are likely to fulfill their 
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utmost capabilities after a traumatic event related to their health (Duran, 2013). Benefit 

finding appears to be more flexible than PTG, since Helgeson and colleagues (2009) 

noted that it may include advantages or “perks” (e.g., “Diabetes allows me to get special 

treatment”, p. 72) that are not associated with growth. Contrastingly, PTG is known to 

result in three specific types of transformations: 1) transformations in the way in which 

one views himself/herself, 2) transformations in one’s interactions and relationships with 

others, and 3) transformations in the way in which one views the world (Tedeschi & 

Calhoun, 1995). Similar to PTG, Carver (1998) noted that thriving reflects a “better-off-

afterward experience” (p. 247) since individuals exposed to trauma experience some 

benefit (e.g., gained competencies), which may enhance one’s functioning in the future 

as these benefits can be employed in other scenarios. Thus, one may need to engage 

in benefit finding to be a thriving individual (Zogran, 2008).  

 Furthermore, when benefit finding is described as a coping mechanism it is 

actually referring to a related, yet slightly different, concept known as benefit reminding. 

Benefit reminding is an individual’s conscious decision to derive thoughts about, and 

recall, positive outcomes that have resulted from traumatic events on a typical day-to-

day basis, thereby reflecting one’s attempts to manage difficult situations (Affleck & 

Tennen, 1996). Benefit reminding is different from benefit finding, as the latter is 

normally assessed as an end-result and reflects one’s perceptions, which are not 

equivalent to mechanisms for managing adverse situations. Additionally, there are two 

proposed forms of meaning making: sense making and benefit finding (Davis et al., 

1998). Sense making has been defined as the degree to which the experience that 

transpired appears to be compatible with one’s beliefs about life, whereas benefit 

finding concerns the significance and beneficial impact that a certain experience has for 

an individual. It has been proposed that sense making typically arises before benefit 

finding; however, these two constructs can occur in the absence of the other 

(Pakenham, 2010). Finally, there is the construct resilience. Luthar and colleagues 

(2000) made a distinction between resilience as a process and resilience as a 

personality trait. These researchers claimed that one needs to be exposed to hardship 
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in order to experience resilience as a process; however, this condition does not 

necessarily have to be met when using the term “resiliency”, which reflects a personality 

trait. Thus, Luthar and colleagues (2000) were in agreement with some researchers 

before them and cautioned against the use of the term “resiliency” when speaking about 

those who overcome adverse events. Furthermore, resilience as a process is not a 

static, universal entity but instead is “dynamic” and “developmental” (p. 546) in nature. 

Protective factors are often discussed in resilience literature and are most commonly 

described as factors that have positive consequences regardless of one’s level of 

susceptibility to adverse effects. Thus, it can be inferred that orientation toward benefit 

finding may be a protective factor for resilience. Many people engage in benefit finding 

and certain benefits are noted more frequently than others.    

1.2.4 Identifying Benefit Finding among Pediatric Patients who Receive Medical 
Care and their Primary Caregivers  

 Benefit finding is a fairly common occurrence among children who receive 

medical care and are affected with an illness/medical trauma and it is also fairly 

common among their primary caregivers. Maurice-Stam and colleagues (2011) found 

that the benefit finding scores of children/adolescents who survived cancer were 

approximately double their burden scores, while Bender (2010) found that 98.4% of 

pediatric cancer patients identified at least one positive outcome. Moreover, 82.5% of 

female primary caregivers whose children survived cancer were able to identify a 

benefit (Willard et al., 2016) and 67.6% of female primary caregivers whose children 

had Type I diabetes were able to identify a benefit (Affleck et al., 1985).  

 Within the field of pediatric medical care, benefit finding has not been thoroughly 

researched and when mentioned it is examined among young patients with specific 

health conditions that may elicit disease-specific benefits. One instance of this 

phenomena was examined in a longitudinal study among individuals aged 10-14 years 

with diabetes (Helgeson et al., 2009), in which case the most common benefits the 

adolescents reported when asked an open-ended question were “diabetes perks” 

(Helgeson et al., 2009, p. 70), such as: absences from school to attend consultations 



 

 

14 

 

with a physician and permission to leave the classroom to check one’s blood-glucose 

levels. There can also be variability in the type of benefits one reports based on the way 

in which the question is asked (i.e., an item on a rating scale or an open-ended 

question), as Helgeson and colleagues (2009) reported that adolescents identified  

additional benefits when completing a rating scale, such as having courage (e.g., 

“Diabetes has made me a strong person”). Furthermore, there can be variability in the 

type of benefits one perceives based on age/cognitive development, as benefits in 

relation to one’s health were noted frequently by older children while younger children 

most often noted the “perks” (Helgeson et al., 2009). Other examples of benefits 

included: “Has helped me know how much I am loved” (Phipps et al., 2007) as well as 

being “a stronger person” and recognizing what aspects of life are most important 

(Bender, 2010).   

 In regard to primary caregivers, research has been focused on either examining 

the views of those whose children had been diagnosed with a potentially life-threatening 

illness, such as cancer (Bender, 2010; Fletcher, 2011; Willard et al., 2016; Zogran, 

2008), or those whose children had been diagnosed with a chronic condition, such as 

diabetes (Affleck et al., 1985) or a spinal cord injury (Morrison et al., 2017). Some 

frequently mentioned benefit finding themes are: a sense of community/networks with 

others that formed as a result of the traumatic event (Fletcher, 2011; Morrison et al., 

2017; Willard et al., 2016; Zogran, 2008), an increase in family cohesion (Affleck et al., 

1985; Fletcher, 2011; Morrison et al., 2017; Willard et al., 2016; Zogran, 2008), a 

positive development that occurred within oneself (e.g., resilience or strength to cope 

with adverse events) (Affleck et al., 1985; Morrison et al., 2017; Willard et al., 2016; 

Zogran, 2008), an altered view on life (Affleck et al., 1985; Fletcher, 2011; Willard et al., 

2016; Zogran, 2008), and a positive development within the child as characterized by 

personality changes for the better (Willard et al., 2016; Zogran, 2008) or an increase in 

the child’s resiliency (Morrison et al., 2017). When a standardized measure was used 

the most commonly endorsed benefits by mothers and fathers centered around “More 

aware of love and support” as well as fathers equally endorsing benefits centered 
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around “Family closer together” (Bender, 2010). There are also certain factors that are 

associated with one’s ability to engage in benefit finding.  

1.2.5 Factors Associated with Benefit Finding among Pediatric Patients who 
Receive Medical Care and their Primary Caregivers  

 There were inconclusive results in regard to the relationship between benefit 

finding and several demographic factors among pediatric patients, such as: gender 

(Bender, 2010; Chaves et al., 2013; Currier et al., 2009; Maurice-Stam et al., 2011; 

Michel et al., 2010; Phipps et al., 2007), age at the time of diagnosis (Chaves et al., 

2013; Maurice-Stam et al., 2011; Michel et al., 2010; Phipps et al., 2007), and 

chronological age (Bender, 2010; Chaves et al., 2013; Currier et al., 2009; Helgeson et 

al., 2009; Maurice-Stam et al., 2011; Michel et al., 2010; Phipps et al., 2007). In regard 

to ethnicity, Phipps and colleagues (2007) found that benefit finding scores were higher 

among African Americans than Caucasians while Bender (2010) found that there was 

no correlation between children’s benefit finding and ethnicity. However, Bender (2010) 

found that fathers who were a part of a minority group had higher benefit finding scores 

than those who were not part of a minority group. Phipps and colleagues (2007) 

suggested a possible explanation for the ethnic difference among children. They 

acknowledged that for children who are of a minority status the treatment setting may 

provide a break from their natural setting, which may feature its own set of challenges 

(e.g., poverty); thereby, the treatment setting may be perceived as safer, since it is 

marked by the support of various individuals/healthcare providers. Several other 

researchers found that there was no correlation between pediatric or parental benefit 

finding and ethnicity (Currier et al., 2009; Gardner et al., 2017; Maurice-Stam et al., 

2011; Willard et al., 2016).  

 There were variable findings in regard to the association between children and 

adolescent’s benefit finding and medical variables, such as: the amount of time elapsed 

since the identification of an illness (Bender, 2010; Chaves et al., 2013; Currier et al., 

2009; Helgeson et al., 2009; Maurice-Stam et al., 2011; Michel et al., 2010; Phipps et 

al., 2007) and pain (Chaves et al., 2013; Soltani et al., 2018). Chaves and colleagues 
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(2013) found a curvilinear association between benefit finding and the seriousness of 

the diagnosis whereas Bender (2010) found no association between benefit finding and 

the seriousness of the health complication. It was suggested that there may be an 

interaction between the seriousness of the medical condition and its duration, whereby 

serious, chronic conditions (e.g., cancer) may elicit the most benefits (Helgeson et al., 

2009).     

 In regard to individual and social factors that play a role in determining who is 

able to find benefits, it was found that benefit finding scores among pediatric patients 

were positively associated with: optimism (Chaves et al., 2013; Currier et al., 2009; 

Michel et al., 2010; Phipps et al., 2007), positive affect (Chaves et al., 2013; Currier et 

al., 2009), confidence in oneself (Helgeson et al., 2009; Phipps et al., 2007), whether 

the health complication has a heavy impact on one’s daily life (Michel et al., 2010), as 

well as an overall satisfaction with one’s life and certain “personal strengths” (e.g., 

gratitude, love) (Chaves et al., 2013). There were also inconclusive findings in regard to 

the relationship between benefit finding and psychological variables that entail distress, 

such as: anxiety (Chaves et al., 2013; Currier et al., 2009; Helgeson et al., 2009; 

Maurice-Stam et al., 2011; Phipps et al., 2007; Soltani et al., 2018), depression (Chaves 

et al., 2013; Helgeson et al., 2009; Soltani et al., 2018), PTSD symptomatology 

(Maurice-Stam et al., 2011; Michel et al., 2010; Phipps et al., 2007; Soltani et al., 2018), 

pessimism (Chaves et al., 2013; Currier et al., 2009; Michel et al., 2010; Phipps et al., 

2007), and hostility (Chaves et al., 2013; Helgeson et al., 2009). There was no 

association between parental benefit finding (Helgeson et al., 2009) or posttraumatic 

growth (Michel et al., 2010) and benefit finding in their children.  

 Among primary caregivers it was found that an increase in the number of benefits 

mothers identified was associated with an increase in “emotional resources” (Willard et 

al., 2016). Contrastingly, the number of benefits the mothers perceived were negatively 

associated with: levels of sadness and fury that remained unaddressed, levels of 

concern/self-blame, and levels of persistent uneasiness. Zogran (2008) interviewed 

primary caregivers of children who had cancer and proposed a theoretical model that 
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characterized the process of benefit finding, whereby an intense feeling of parental 

panic and uneasiness commenced this process. Moreover, taking accountability was 

negatively related to the number of benefits identified (Willard et al., 2016), whereas 

other coping mechanisms were positively related to benefit finding, such as: using 

spirituality, coping that is concerned with reducing one’s negative affect, and coping that 

is active (Gardner et al., 2017). The presence of supportive individuals in one’s life and 

one’s child being the recipient of only one form of treatment were associated with higher 

benefit finding scores. There was an increase in the mothers’ probability of identifying 

benefits when their child’s diagnosis had taken place recently and when they responded 

to the inquiry “Why me?” (Affleck et al., 1985). Moreover, Gardner and colleagues 

(2017) found that using spirituality as a form of coping, being optimistic, and the 

decreased extent to which a child’s illness influences one’s day-to-day life all 

significantly predicted benefit finding when all other variables were held constant. 

1.2.6 Social Interactions as Facilitators of Benefit Finding  

 Primarily benefit finding has been assessed on a personal level (i.e., concerning 

only those with an illness or their caregivers) (Pakenham, 2010); however, since 

humans are social animals it is important to explore how their interpersonal 

relationships impact their benefit finding process. It was proposed that maintaining a 

sense of normalcy, through having communication that does not revolve around one’s ill 

health and partaking in ordinary events, may contribute to benefit finding in those with 

an illness (Lepore & Kernan, 2009). Moreover, interpersonal relationships in medical-

related circumstances may lead to an enhancement in benefits through means such as: 

distracting individuals from their concerns, emphasizing their value and importance in 

the lives of others, and reducing the impact of stress on their lives. Thus, having the 

support of at least one person appears to be helpful for benefit finding, and important 

factors such as who offers the support and the form of support being provided may 

determine how much one’s community can help to elicit benefit finding (Pakenham, 

2010). In alignment with other theories, it was suggested that individuals who are 

understanding may help those with illnesses adapt to the situation and engage in 
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benefit finding through the process of assimilation or accommodation (Lepore & Kernan, 

2009). Health information may be assimilated into the lives of those who receive 

medical care through: assisting them with reconstructing the medical events in a 

positive manner, acknowledging progress that has been made, or offering downward 

social comparisons (i.e., comparisons to others who are not doing as well and are in a 

similar predicament). Health information may be accommodated into their lives through 

helping to alter their views (e.g., realizing what is in their control) and develop other 

assumptions (e.g., a higher power controls one’s wellness). 

 Youth who receive medical care may benefit from particular rearing 

environments, including parent-child relationships and interactions that are 

characterized by warmth (Browne & Jenkins, 2012) and responsiveness (Alisic et al, 

2012). Helgeson and colleagues (2009) noted that benefit finding may be facilitated by 

certain individuals (e.g., parents) through explicit remarks being made about benefits 

that have arisen in the life of the child/adolescent from the traumatic event. These 

comments may be made with the intention to help adolescents cope with the event and 

realize, through the internalization of their parents’ comments, that some positive 

outcomes have resulted from the trauma. It was found that higher scores on a scale that 

assessed youths’ perceptions of parental facilitation of benefit finding were associated 

with higher scores on the benefit finding scale completed by adolescents, which takes 

into consideration the extent to which one endorses the benefits. Age of the adolescent 

and length of time elapsed since diagnosis were moderators, since this positive 

association was stronger among older adolescents and those who had diabetes for 

longer (Helgeson et al., 2009). In alignment with this finding, it was noted that the entire 

family will be impacted by events that transpire in the life of one member (i.e., the child) 

and the child in turn will be impacted by the family’s reactions (Zogran, 2008). 

Moreover, it was found that adolescents raised in an atmosphere characterized by 

global support from their parents had higher scores on the benefit finding scale than 

those who did not inhabit this environment (Helgeson et al., 2009). A critique of the 

literature is required to understand the gaps that this study addressed.  
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1.2.7 Critique of the Research 

 The proposed study addressed several gaps in the literature. First, various 

reasons for receiving medical care during childhood/adolescence were taken into 

account, as the perspectives of youth with a variety of illnesses seems to be missing. 

Second, the perspectives of youth who received medical care during their childhood 

and/or adolescence and their primary caregivers were explored, since Helgeson and 

colleagues (2009) found that adolescents reported fewer positive outcomes, and 

experienced different benefits, in the aftermath of trauma than their primary caregivers. 

To date only one study was located by the student researcher where other researchers 

examined how parents facilitated benefit finding in their children who received medical 

care, which was assessed through the use of a five-point scale they created (Helgeson 

et al., 2009), and no studies were located where researchers explored the ways in 

which youth facilitate benefit finding in their primary caregivers. Therefore, 

understanding the perspectives of both groups may provide insight about the 

transactional influences that these individuals may have on one another’s ability to 

engage in benefit finding - a novel component of this study. Third, no studies were 

located by the student researcher where researchers explored the perceived 

contributing factors of benefit finding as articulated by youth. Moreover, while Zogran 

(2008) had a research question that pertained to the factors that facilitate or impede the 

benefit finding process among primary caregivers, the proposed theoretical model only 

suggested one contributing factor: high levels of distress. Thus, exploring youth and 

primary caregivers’ perceptions of contributing factors of benefit finding may provide 

new insights about facilitators of and barriers to benefit finding.  

1.2.8 Rationale for Age Group 

 The age range of 17-24 years for youth participants was selected for this study 

since the researchers wanted to understand the perceptions of individuals who were at 

a stage of cognitive development that was marked by being capable of engaging in an 

intensive, introspective, and reflective exercise. Moreover, it was reported that both 

children/adolescents (Phipps et al., 2012) and their parents (Lindwall et al., 2014) 
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endorsed a greater number of benefits 24 weeks after the youth’s transplant in contrast 

to at the time of admission. Thus, it can be inferred that studying benefit finding among 

individuals aged 17-24 years who had a major and/or ongoing medical illness or injury 

during childhood/adolescence may help provide a fuller understanding about the 

benefits one identifies, as well as the contributing factors of benefit finding and how it 

may be facilitated by others. An examination of several theories that formed the basis of 

this study will be addressed next. 

1.2.9 Theoretical Framework for the Current Study  

 A developmental perspective is important as the active participation of parents in 

the lives of their children with medical complexities will differ as a function of the 

developmental stage of the child and youth will foster different ways of thinking about, 

and perceiving, medical experiences as time passes (Price, et al., 2016). Benefit finding 

could be viewed as a construct that reflects a strengths-based approach since one of 

the characterizing features of this approach is that the trauma that certain individuals 

endure is not ignored; however, not everyone will become debilitated by these events 

(Saleebey, 1996). Furthermore, Taylor (1983) posited in her cognitive adaptation theory 

that individuals may be able to adapt to traumatic experiences through three processes, 

one of which entails the possible identification of benefits as a means of improving one’s 

sense of self-worth. Janoff-Bulman and her colleague (1997) argued that meaning-

making transpires through finding personal value in the face of trauma. Thus, it can be 

inferred that this cognitive reappraisal of one’s life is instrumental in benefit finding, as 

individuals may perceive gains from the traumatic event (e.g., changed priorities). Berlin 

(1996) posited in her cognitive-integrative theory that while one’s cognitions are 

important when it comes to making meaning from the traumatic event, one’s 

interpersonal interactions are also essential, since the meanings that one develops are 

influenced by his/her social environment. These theoretical frameworks permit an 

increased understanding of benefit finding among youth and their primary caregivers 

through developmental, strengths-based, cognitive, and social perspectives. 
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1.2.10 Purpose of Current Study  

 Despite the notion put forward in the trajectory model of PMTS (Price et al., 

2016) that most children/adolescents and their families are able to display resilience 

after an initial period of distress, benefit finding may have been overlooked in the 

literature on pediatric medical care. There were three purposes for this study: 1) to 

explore the thoroughness of a benefit finding scale with the goal being to develop  as 

complete of a list of benefits as is possible among youth and their primary caregivers, 2) 

to explore youth perceptions of factors that may have contributed to benefit finding as 

well as primary caregivers’ perceptions of factors that may have contributed to benefit 

finding and, 3) to explore youth perceptions of the ways in which their primary caregiver 

may have facilitated their benefit finding process as well as the primary caregivers’ 

perceptions of the ways in which their child may have facilitated their benefit finding 

process (i.e., transactional influences).  

 The primary investigator explored the perceptions of youth and their primary 

caregivers in two ways: through responses on a standardized measure and open-ended 

responses. The perspectives of individuals from rural and urban communities were 

obtained in order to compare study variables between these two groups and to explore 

whether participants attributed any experiences to living in a particular community. Rural 

communities were of interest given the difficulties some individuals may encounter when 

trying to access medical care. The findings from this research may further 

understanding and may help to inform interventions that promote benefit finding among 

youth who have received medical care and help parents facilitate this process among 

their children.  

 The objective was to first ascertain what benefits individuals endorse and then to 

explore youth and primary caregivers’ perceptions of factors that contribute to their own 

benefit finding (i.e., facilitators and barriers) and perceptions of how the other person 

assists with their progress in benefit finding (i.e., transactional influences). The research 

questions were: 1) Do youth and their primary caregivers engage in benefit finding, and 
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if so, what are the benefits they have identified? 2) What things do youth perceive as 

being helpful when it comes to their ability to engage in benefit finding and what things 

do youth think make it harder for them to notice benefits? 3) What things do primary 

caregivers perceive as being helpful when it comes to their ability to engage in benefit 

finding and what things do primary caregivers think make it harder for them to notice 

benefits? 4) Are there any specific ways in which the primary caregivers facilitate the 

process of benefit finding in youth as seen through the perspective of youth? 5) Are 

there any specific ways in which youth facilitate the process of benefit finding in the 

primary caregivers as seen through the perspective of the primary caregivers? It is 

important to note that this research was exploratory; thus, no hypotheses were made. 

 

2 Methods, Recruitment, and Eligibility Criteria 

 Institutional approval was provided by the University of Guelph Research Ethics 

Board (see Appendix A). Participants were recruited between January-March 2020. The 

inclusion criteria for youth consisted of: 1) youth between the ages of 17-24 years who 

were currently studying at the University of Guelph, 2) youth who had a major and/or 

ongoing medical illness or injury at some point in time between the ages of 6-18 years, 

and 3) youth who speak English. The inclusion criteria for the primary caregivers 

consisted of: 1) being a primary caregiver (e.g., biological parent or foster parent) to the 

youth when the youth had a major and/or ongoing medical illness or injury, and 2) being 

capable of speaking the English language. Youth who participated in this study were 

recruited in one of several ways: posters distributed around the University of Guelph 

(see Appendix B), snowball sampling, posts on University of Guelph Facebook groups 

and pages, posts on Office of Research Participant Recruitment site, posts on 

CourseLink for Distance Education courses, and in-class announcements. Youth who 

were interested in participating in the study were asked to inform their primary 

caregivers about the study so that information could be completed by both groups of 

individuals. For those who agreed to partake in the study, youth and primary caregivers 
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were required to provide informed consent (see Appendix C). For those who consented 

to participate, the primary caregivers were given the option of completing an interview 

face-to-face or via telephone whereas the youth were originally asked to complete a 

face-to-face interview that took place in a private location at the University of Guelph. 

However, when this process posed some challenges (i.e., some youth were unable to 

attend campus or did not live in Guelph) they were able to complete the interview via 

telephone. Participants (i.e., both youth and their primary caregivers) were given a $10 

Tim Hortons gift card after completion of the study.  

2.1 Interview 

 This survey included demographic questions, rating scales, and open-ended 

questions in this order as well as prompts (see Appendices D and E). In regard to the 

construct of benefit finding, a rating scale designed to assess what is known to date to 

be common, highly scored benefits was used. An open-ended question at the end of the 

rating scale was used to explore any additional benefits that participants may have 

experienced. The primary caregivers also completed an open-ended question at the 

end of the rating scale that was used to explore any benefits that they may have 

perceived in the youth due to the illness and/or injury. There were also open-ended 

questions at the end of the rating scale that pertained to when the benefits were first 

realized, since youth and their primary caregivers were asked to reflect back on the 

illness/injury experience and some benefits may have been recognized in close 

proximity to the time of the stressor while others may have been realized a few years 

later. Rating scales were also used to assess: 1) PTSD symptoms among youth and 

their primary caregivers as this scale was designed in alignment with the DSM-5 criteria, 

and 2) the impacts of illness (i.e., ability to engage in activities and pain intensity). While 

this interview did contain several rating scales, a qualitative methods approach was 

taken as opposed to a traditional psychometric exercise and all of the rating scales were 

administered solely to describe the sample. The questions were placed in this specific 

order to ensure that all basic information (e.g., the reason for hospitalization, the youth’s 

diagnosis) and information pertaining to the presence of benefit finding (i.e., the extent 



 

 

24 

 

to which one engages in benefit finding and the benefits one identifies) were 

ascertained beforehand, since this information was essential to know before 

commencing the interviews and asking in-depth questions pertaining to benefit finding. 

The youth and parent interviews were linked. 

 A standard demographic questionnaire was completed by the youth and his/her 

primary caregiver and included questions about one’s age, gender, and whether one 

resides in a rural community. The questionnaire also contained some general questions 

related to the medical health of the youth (e.g., reason for hospitalization). Upon 

completion of the study the participants were provided with a resource sheet that 

outlined a list of supports they could access if they were experiencing any distress (see 

Appendix F).  

2.1.1 Measures 

2.1.1.1 Benefit Finding 

 Participants were administered the Benefit Finding Scale (BFS; Antoni et al., 

2001) that was originally developed for women who had breast cancer. This scale 

contains various items that were originally developed by Behr and colleagues (1992) 

while also containing some new items. For the proposed study the items were taken 

directly from the BFS (Antoni et al., 2001) and the introduction was re-worded to 

“Having had my illness/injury…” for youth and “Being the primary caregiver of a youth 

who had an illness/injury…” for primary caregivers. This scale has been adapted in 

similar ways by other researchers to assess the viewpoint of primary caregivers of youth 

who received stem cell transplantations (Lindwall et al., 2014) or had cancer (Bender, 

2010; Gardner et al., 2017). This scale consists of 17 items that directly assess one’s 

ability to engage in benefit finding (e.g., “Has brought my family closer together”) and 

has strong internal consistency (α = .95) (Antoni et al., 2001). In this study, Cronbach’s 

alpha for the BFS was α = .93. Each item was assessed on a 5-point Likert scale 

whereby the values ranged from 1 (not at all) to 5 (extremely). The items were averaged 

together whereby a higher score indicated higher levels of benefit finding. At the end of 
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the scale, participants were asked if there were any other benefits they experienced that 

were not included on the scale and when they first realized the benefits they identified. 

Primary caregivers were also asked if they identified any benefits among their children.  

2.1.1.2 Posttraumatic Stress Disorder Symptoms 

 Participants were administered the PTSD Checklist for DSM-5 (PCL-5) 

(Weathers et al., 2013), a revised version of the PCL that takes into account the 

symptoms that were noted in the DSM-5 but does not evaluate Criterion A - a section 

that entails asking participants to identify the stressful event and respond to certain 

questions (e.g., approximately when the event took place). For the proposed study the 

instructions were slightly adapted to “At the height of your/the youth’s illness/injury, how 

much were you bothered by …”. This scale consists of 20 items (e.g., “Repeated, 

disturbing, and unwanted memories of the stressful experience?”), which were 

assessed on a 5-point Likert scale whereby the values ranged from 0 (not at all) to 4 

(extremely). Blevins and colleagues (2015) conducted two separate studies with the 

measure and found that in both Study 1 and Study 2 the scale had strong internal 

consistency (α = .94 and α = .95, respectively). In this study, the Cronbach’s alpha for 

the PTSD scale was α = .93, whereby only 30 participants were included in the 

calculation even though there were 31 participants. The 20 items were summed 

together to produce a total score and scores were also summed across clusters to 

produce cluster scores, whereby in both cases higher scores indicated higher levels of 

PTSD symptoms (U.S. Department of Veterans Affairs, 2019).  In this scale cluster B is 

the sum of the first five items and represents symptoms of intrusion, cluster C is the 

sum of the sixth and seventh items and represents symptoms of avoidance, cluster D is 

the sum of items eight-14 and represents negative changes in one’s feelings and 

thoughts, and cluster E is the sum of the last five items and represents changes in one’s 

arousal/reactivity (U.S. Department of Veterans Affairs, 2020). According to preliminary 

research the cutoff score for the scale is between 31-33 for potential PTSD. 
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2.1.1.3 Ability to Participate in Social Roles and Activities 

 Participants were administered the “Patient Reported Outcomes Measurement 

Information System (PROMIS®)” Ability to Participate in Social Roles and Activities v2.0 

– Short Form 8a (Hahn et al., 2014) a revised, shortened version of the scale that was 

developed to assess the social health of individuals aged 18 years or older. For this 

study the instructions were slightly adapted to “Please respond to each item by circling 

a number based on how you felt at the height of your/the youth’s illness/injury”. 

Participants were asked to reflect on the height of the illness/injury experience; thus, all 

scale items were slightly modified as they were written in past tense. This scale consists 

of eight items (e.g., “I had trouble doing all of my regular leisure activities with others 

…”), which were assessed on a 5-point Likert scale whereby the values ranged from 1 

(always) to 5 (never). The scale in its entirety (i.e., the full item bank, including all 

relevant items used to measure the construct) was tested among several large 

participant groups that varied in age and disorder(s) (Hahn et al., 2014). When 

employed among this sample the full item bank demonstrated strong criterion and 

construct validity as well as strong reliability, since SEM ≤ 3.0 for approximately 92% of 

the participants. Furthermore, the shortened version of the scale that has only eight 

items demonstrated strong reliability when administered to a Dutch sample that 

represented the general population, as 85% of participants had a reliability score 

greater than .90 (Terwee et al., 2019). In this study, the Cronbach’s alpha for the scale 

that assessed one’s ability to participate in social roles/activities was α = .97. The items 

were summed together and then converted to T-scores through the use of SPSS. In this 

scale higher scores reflected less impairment caused by the medical condition. 

2.1.1.4 Pain Intensity 

 Youth were administered the PROMIS Scale v.1.0 - Pain Intensity 3a (Cella et 

al., 2010) that was developed to assess one’s levels of pain within the past week and 

one’s current levels of pain. For this study the instructions for the first two items were 

slightly adapted to “In the worst 7 days of my illness/injury experience …”, as youth 

were reflecting on their prior illness/injury experience. This scale consists of three items 
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(e.g., “How intense was your pain at its worst?”), which were assessed on a 5-point 

Likert scale whereby the values ranged from 1 (had no pain) to 5 (very severe). Talaei-

Khoei and colleagues (2018) examined pain intensity among adults with upper extremity 

musculoskeletal illness and found that this scale demonstrated strong internal 

consistency (α = .82). In this study, the Cronbach’s alpha for the pain intensity scale 

was α = .85. The items were summed together and then converted to T-scores through 

the use of SPSS. In this scale higher scores reflected greater levels of pain. 

2.1.2 Contributors of Benefit Finding and Transactional Influences 

 Semi-structured interviews were completed to explore both youth and primary 

caregivers’ perceptions of 1) contributing factors of benefit finding (e.g., What helped 

you notice the benefits related to your illness/injury?) and 2) the ways in which they 

believe the other individual helped to facilitate their benefit finding process (e.g., How 

does/did Mom/Dad (or other name of caregiver) help you engage in benefit finding 

related to your illness/injury?) In order to eliminate bias, most youth participants partook 

in a face-to-face interview and for parents/primary caregivers the interviews occurred 

via telephone. Two interview guides were created to ensure that the questions reflected 

the appropriate perspective taken (i.e., youth and primary caregivers’ perceptions).  

2.2 Data Analysis and Sample Size  

 The data from the demographic questionnaire and standardized measures were 

analyzed with descriptive statistics using SPSS. Content analysis was used to analyze 

the qualitative perspectives and to link youth and primary caregivers responses that 

pertained directly to youth benefits (i.e., Are there any other benefits that may have 

arisen from this experience that you want to mention? and Did you notice any benefits 

in your child due to the illness/injury experience? If so, what are these benefits?)  

Analyzing these open-ended responses through content analysis allowed the 

researcher to notice any congruencies and discrepancies that existed between the 

responses that the youth and her primary caregiver provided. Additionally, the 

researcher observed whether the open-ended responses provided by the primary 
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caregiver mapped onto any of the benefits that the youth identified on the rating scale 

(e.g., an enhancement in patience).  

 Content analysis has been described as a form of analysis that cuts down the 

amount of data while using a flexible, methodical approach (Schreier, 2014). This form 

of analysis entails generating a clear, concise and general report of the variables under 

evaluation with the end result being multiple categories that characterize the variables 

(Elo & Kyngäs, 2008) and answer the research question. It is an ideal form of analysis 

to use when the literature on, and theoretical underpinnings of, the topic is scarce 

(Hsieh & Shannon, 2005). For this thesis an inductive approach was used, whereby the 

categories were data-driven (i.e., developed from the data) as opposed to 

predetermined (Elo & Kyngäs, 2008; Hsieh & Shannon, 2005). There were three steps 

to this analysis: 1) preparing, which entailed immersing oneself in the data through 

frequent readings of transcripts or listening to the recordings, 2) organizing, which 

entailed taking notes in a separate word document, developing categories, grouping 

similar categories together, and continuing to reduce the number of categories, and 3) 

reporting, which entailed describing the process through which the data were analyzed 

as well as the findings (Elo & Kyngäs, 2008). Frequency distributions (i.e., the number 

of participants who endorsed a particular idea) were calculated to reduce bias 

(Krippendorff, 1989) and to gain a better comprehension as to the commonality of 

certain aspects. In order to ensure trustworthiness and credibility of the research two 

strategies were implemented (Creswell, 2007): the advisor of the Master’s student 

fulfilled the role of peer debriefing and the student conducted a negative case analysis. 

Malterud and colleagues (2016) argued that with qualitative research fewer participants 

are needed when there is larger “information power”, which is determined by: the 

specificity of what one is trying to achieve, the distinct experiences of participants, the 

extent to which one utilizes theory, the strength of the interview content/interviewee 

responses, and the way in which the data are analyzed. Moreover, for a medium-sized 

research project where interviews are analyzed through the use of thematic analysis it 

was recommended that 10-20 interviews take place (Braun & Clarke, 2013, p. 48). 
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Additionally, saturation, the point in time in which the researcher no longer obtains novel 

information that contributes to his/her understanding of a topic (Creswell, 2007), was 

also taken into consideration when estimating sample sizes. Guest and colleagues 

(2006) conducted semi-structured interviews that they analyzed through thematic 

analysis and found that after 12 of the 60 interviews majority of the codes (88%) had 

been identified. Thus, due to the nature of this study, which involved interviewing youth 

and primary caregivers, a relatively narrow study aim, and theoretical grounding it was 

presumed that 10-15 interviews among each group would be sufficient.  

 

3 Results 

3.1 Participant Demographic Characteristics, Clinical Characteristics, 

and Benefit Finding Results 

 All participants completed the survey between January-March 2020. There were 

21 youth who completed the rating scales and 20 youth provided responses to open-

ended questions. Ten primary caregivers participated by telephone. Of the 21 youth four 

completed the survey via telephone while the rest completed the survey in a research 

office at the University of Guelph. Most youth (n = 19) were students at the University of 

Guelph. One youth was older than the age of 24 but only barely. Nine other youth 

expressed interest, one of whom indicated her primary caregiver might also be 

interested, but chose not to participate. Three other primary caregivers were contacted 

by the researcher but did not complete the survey due to the time commitment, 

scheduling conflicts, or not responding to the email.  

 Of the 21 youth participants, nine (42.9%) were from rural communities and 11 

(52.4%) were from urban communities (see Table 1). The mean age of youth was 20.95 

years (SD = 2.22) and most were female (18; 85.7%). The mean total benefit finding 

score was 3.26 (SD = 0.90), which represents a moderate amount of benefit finding. 

There were no statistically significant differences between youth from rural and urban 

communities on any of the characteristics or mean total scores. However, there was a 
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statistically significant difference in one item of the BFS “has helped me become more 

focused on priorities, with a deeper sense of purpose in life” with youth from rural 

communities (M = 3.89, SD = 1.17) scoring higher than those from urban communities 

(M = 2.64, SD = 1.43); t(18) = 2.11, p = .049 (see Appendix G).  There was also a 

statistically significant difference in one item of the PTSD scale “having strong physical 

reactions when something reminded you of the stressful experience?” with youth from 

urban communities (M = 2.45, SD = 1.37) scoring higher than those from rural 

communities (M = .89, SD = 1.17); t(18) = -2.72, p = .014. Moreover, there were 12 

youth who had a PTSD sum score that was 31 or higher, which was the lower end of 

the cutoff for probable PTSD (U.S. Department of Veterans Affairs, 2020). Youth 

typically had a little to moderate PTSD symptoms (see Appendix G). Overall, based on 

mean scores for each item (see Appendix G) it appears as though the social roles of 

youth were usually affected and their worst pain during the worst seven days of their 

illness was severe while their average pain during the worst seven days was moderate. 

Table 1  

Youth Characteristics 

 Rural 
n=9 

Urban 
n=11 

Total 
n=21 

Test 
Statistic 

P-value 

Age in years, mean 
(SD) 

21.11 
(2.80) 

21.09 
(1.64) 

20.95 
(2.22) 

- - 

Gender, n (%)    X=.19 .66 
     Female 8 (88.9%) 9 (81.8%) 18 

(85.7%) 
  

     Male 1 (11.1%) 2 (18.2%) 3 (14.3%)   
Language(s) spoken 
at home, n (%) 

   - - 

     English 9 
(100.0%) 

11 
(100.0%) 

20 
(95.2%) 

  

     English and  
     French  

- - 1 (4.8%)   

Ethnicity, n (%)    X=1.82 .40 
     White/European 9 

(100.0%) 
9 (81.8%) 19 

(90.5%) 
  

     White/European  - 1 (9.1%) 1 (4.8%)   
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     and Latin    
     American       
     White/European  
     and Southeast  
     Asian 

- 1 (9.1%) 1 (4.8%)   

Current relationship 
status, n (%) 

   X=.74 .39 

     Partnered 5 (55.6%) 4 (36.4%) 9 (42.9%)   
     Single 4 (44.4%) 7 (63.6%) 12 

(57.1%) 
  

Parents born in 
Canada, n (%) 

n = 8 n = 11 n = 20 X=.13 .72 

     Two or more  
     parents 

6 (75.0%) 9 (81.8%) 16 
(80.0%) 

  

     One parent  2 (25.0%) 2 (18.2%) 4 (20.0%)   
Hospitalizations as 
a child, n (%) 

n = 8 n = 11 n = 20 X=1.63 .80 

     Overnight(s) 4 (50.0%) 6 (54.5%) 10 
(50.0%) 

  

     Day surgeries - 1 (9.1%) 1 (5.0%)   
     ER 1 (12.5%) 2 (18.2%) 4 (20.0%)   
     Overnight(s) and  
     ER 

1 (12.5%) 1 (9.1%) 2 (10.0%)   

     None 2 (25.0%) 1 (9.1%) 3 (15.0%)   
Other diagnoses, n 
(%) 

n = 7 n = 9 n = 16 X=.00 .95 

     Yes 3 (42.9%) 4 (44.4%) 7 (43.8%)   
     No 4 (57.1%) 5 (55.6%) 9 (56.3%)   
Other life stressors 
at the time, n (%) 

n = 7 n = 11 n = 18 X=.08 .78 

     Yes 4 (57.1%) 7 (63.6%) 11 
(61.1%) 

  

     No 3 (42.9%) 4 (36.4%) 7 (38.9%)   
Additional benefits,  
n (%) 

n = 8 n = 10 n = 18 X=.03 .87 

     Yes 7 (87.5%) 9 (90.0%) 16 
(88.9%) 

  

     No 1 (12.5%) 1 (10.0%) 2 (11.1%)   
Mean (SD) n = 9 n = 11 n = 21   
     Benefit finding  
     score 

3.53 
(1.01) 

3.17 
(0.74) 

3.26 
(0.90) 

t=.92 .37 

     PTSD total score 27.00 
(17.07) 

41.36 
(19.72) 

34.90 
(19.03) 

t=-1.72 .10 
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     PTSD cluster B  
     score 

7.11 
(5.56) 

11.36 
(6.04) 

9.19 
(6.04) 

t=-1.62 .12 

     PTSD cluster C  
     score 

2.78 
(2.54) 

4.36 
(2.38) 

3.62 
(2.46) 

t=-1.44 .17 

     PTSD cluster D  
     score 

8.67 
(4.80) 

14.09 
(7.30) 

11.52 
(6.59) 

t=-1.91 .07 

     PTSD cluster E  
     score 

8.44 
(6.39) 

11.55 
(6.98) 

10.57 
(6.84) 

t=-1.03 .32 

     Social roles and  
     activities score 

49.02 
(10.35) 

46.80 
(7.47) 

48.37 
(8.87) 

t=.56 .59 

     Pain score 47.90 
(10.22) 

50.68 
(9.94) 

50.00 
(10.00) 

t=-.62 .55 

Note. At times there were more participants in the total column than the rural and urban 

columns combined, as one youth did not state if she was from a rural or urban 

community but was included in the total calculations when possible.  

 Youth had various illnesses/injuries (see Appendix H) diagnosed between 1999-

2019. Of the 16 youth who provided a yes or no response to whether they had more 

than one diagnosis, seven youth (43.8%) noted that they had more than one notable 

medical condition (see Table 1) and some listed multiple diagnoses. Moreover, half of 

the youth (10; 50.0%) had been hospitalized overnight during their 

childhood/adolescence, several others (4; 20.0%) had been to the emergency room, 

while very few (2; 10.0%) experienced both situations. Of youth who stayed in the 

hospital overnight 10 clearly answered the item about how many times they were 

hospitalized. The approximate mean number of times these 10 youth stayed overnight 

was 4.85 (SD = 6.93). Additionally, only six youth clearly reported their length of 

hospitalization, whereby the average length was 4.83 days (SD = 5.71). Youth accessed 

various health care services besides the hospital, including outpatient clinics (e.g., 

disease-specific clinics and family doctors), mental health services, 

massage/physiotherapy, and Ronald McDonald House.  

 There were 10 primary caregiver participants; three (30.0%) were from rural 

communities and seven (70.0%) were from urban communities (see Table 2). The mean 

age of primary caregivers was 55.20 years (SD = 4.44) and all were female and 
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identified as the mother of the youth. The mean total benefit finding score was 3.92 (SD 

= 0.74), which represents a moderate to quite a bit in regard to one’s ability to perceive 

benefits. There were no statistically significant differences between primary caregivers 

from rural and urban communities along any of the characteristics. There were seven 

primary caregivers who had a PTSD sum score that was greater than 31, which was the 

lower end of the cutoff for probable PTSD (U.S. Department of Veterans Affairs, 2020). 

There was great variability with respect to the prevalence of PTSD symptoms among 

primary caregivers while the social roles of primary caregivers were affected either 

sometimes or usually depending on the specific role/activity (see Appendix I). It is 

important to interpret the findings in Table 2 with caution due to the small sample sizes.  

Table 2 

Primary Caregiver Characteristics  

 Rural 
n=3 

Urban 
n=7 

Total 
n=10 

Test Statistic 

Age in years, mean   
(SD) 

56.33 (5.77) 54.71 (4.19) 55.20 (4.44) - 

Gender, n (%)    - 
     Female 3 (100.0%) 7 (100.0%) 10 (100.0%)  
Language(s) 
spoken at home,  
n (%) 

   X=.48 

     English 3 (100.0%) 6 (85.7%) 9 (90.0%)  
     English and  
     French  

- 1 (14.3%) 1 (10.0%)  

Ethnicity, n (%)    - 
     White/European 3 (100.0%) 7 (100.0%) 10 (100.0%)  
Parents born in 
Canada, n (%) 

   X=1.91 

     Two or more  
     parents 

2 (66.7%) 3 (42.9%) 5 (50.0%)  

     One parent  - 3 (42.9%) 3 (30.0%)  
     No parents  1 (33.3%) 1 (14.3%) 2 (20.0%)  
Relationship status 
at time of youth 
illness/injury, n (%) 

   X=1.07 

     Common-law/ 3 (100.0%) 5 (71.4%) 8 (80.0%)  
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     married 
     Separated - 1 (14.3%) 1 (10.0%)  
     Widowed - 1 (14.3%) 1 (10.0%)  
Highest level of 
completed 
education, n (%) 

   X=1.11 

     High school 1 (33.3%) 2 (28.6%) 3 (30.0%)  
     College/ 
     undergraduate 
     degree 

2 (66.7%) 3 (42.9%) 5 (50.0%)  

     Graduate school/ 
     postgraduate 

- 2 (28.6%) 2 (20.0%)  

Received 
counselling, n (%) 

   X=.48 

     Yes 1 (33.3%) 1 (14.3%) 2 (20.0%)  
     No 2 (66.7%) 6 (85.7%) 8 (80.0%)  
Other life stressors 
at the time, n (%) 

   X=.02 

     Yes 2 (66.7%) 5 (71.4%) 7 (70.0%)  
     No 1 (33.3%) 2 (28.6%) 3 (30.0%)  
Additional benefits, 
n (%) 

   X=.02 

     Yes 2 (66.7%) 5 (71.4%) 7 (70.0%)  
     No 1 (33.3%) 2 (28.6%) 3 (30.0%)  
Benefits in youth,  
n (%) 

   - 

     Yes 3 (100.0%) 7 (100.0%) 10 (100.0%)  
Mean (SD)     
     Benefit finding  
     Score  

4.31 (0.24) 3.75 (0.83) 3.92 (0.74) t=1.12 

     PTSD total score 28.33 (17.62) 41.14 (22.48) 37.30 (21.08) t=-.87 
     PTSD cluster B  
     score 

11.67 (6.66) 11.00 (6.43) 11.20 (6.12) t=.15 

     PTSD cluster C  
     score 

2.33 (2.52) 3.86 (2.79) 3.40 (2.67) t=-.81 

     PTSD cluster D  
     score 

7.33 (6.43) 14.71 (7.91) 12.50 (7.98) t=-1.41 

     PTSD cluster E  
     score 

7.00 (3.00) 11.57 (6.00) 10.20 (5.55) t=-1.23 

     Social roles and  
     activities score 

51.13 (13.62) 54.42 (11.97) 53.43 (11.80) t=-.39 



 

 

35 

 

3.2 Additional Benefits 

3.2.1 Youth and Primary Caregiver Identified Additional Benefits 

 All primary caregivers and 18 youth (86%) mentioned at least one additional 

benefit (i.e., either when completing the BFS or during the interview) that was coded in 

this study. Youth endorsed several benefits which were tangible benefits (n = 14), 

positive character development (n = 16), health-related benefits (n = 9), and 

interpersonal benefits (n = 5). Similarly, primary caregivers endorsed tangible benefits 

(n = 9), positive character development (n = 5), health-related benefits (n = 5), and 

interpersonal benefits (n = 7). A complete list of categories and the associated benefits 

are illustrated in Table 3.  

Table 3 

Benefit Finding Categories and Associated Benefits 

Tangible Benefits Positive Character 
Development 

Health-Related 
Benefits 

Interpersonal 
Benefits 

Learned from the 
experiencea,d 

Augmented positive 
character traitsb,d 

Engaged in healthy 
behavioursb 

Strengthened 
relationshipsa 

Increased ability to 
help othersa 

Increased 
appreciationa 

Increased health 
awarenessa,d 

Increased support 
networkc 

Missed school for a 
whileb 

Increased 
interpersonal skillsb 

Prioritized healthb 

 
Increased pride in 
childc 

Discovered new 
hobbiesb 

Improved 
perspectiveb,d 

  

Increased amount 
of time spent with 
childc 

Realized inner 
strength/resiliencyb 

 
  

Increased 
advocacy rolec,d 

 

Increased 
understanding as to 
prioritiesb 

  

aBenefits in youth and primary caregivers  

bBenefits in youth 
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cBenefits in primary caregivers 

dBenefits primary caregivers noticed in youth 

3.2.1.1 Tangible Benefits 

 Learned from the experience was the tangible benefit most commonly endorsed 

by youth. One youth said, “… I have learned more lessons from being medically ill than I 

have from anything else…” (6A). This benefit was reported by youth and primary 

caregivers across various domains such as acquired life lessons, developed advocacy 

skills/helped others do so, and learned about themselves/their families. Primary 

caregivers endorsed the benefit of an increased ability to help others. One stated, 

 “…just just in conversation that that sadness turns into a smile and hope and 
 you know what that goes a million miles like it’s like wow I’m so glad that I 
 could help you you know no matter what the outcome.” (8B) 

 
 Youth also reported an increased ability to help others and stated the experience 

encouraged them to enter a helping profession (n = 4) or enabled them to educate 

others about the condition (n = 2). One youth stated, “…because I have learned so 

much, it makes me want to pursue a career in that area and help others gain control 

and live their best lives.” (9A). A few youth mentioned “perks”, such as missing school, 

whereby one had a leave of absence that gave her the time to change her career path 

(5A), and discovered new hobbies (21A). Two primary caregivers identified increased 

time spent with their child and two others an increased advocacy role. 

3.2.1.2 Positive Character Development  

 Positive character development concerned a positive change in, or recognition 

of, one’s personal qualities/outlooks. Youth reported most often augmented positive 

character traits (n = 10). One youth said, “I think it’s definitely strengthened a lot of traits 

that I had but they weren’t, like they weren’t uhm (…) presented in my everyday life 

whereas now they kind of are” (19A). More than one youth mentioned that they 

developed a non-judgmental attitude, matured quicker, or developed self-pride. 

Additionally, several youth reported increased appreciation while others mentioned 
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increased interpersonal skills, which included that they related better to, and connected 

with, others (n = 3) or had increased empathy (n = 2). Youth also reported an improved 

perspective and some realized their inner strength and resilience. Moreover, two youth 

reported an increased understanding as to priorities, since one stated, “So it made it so 

I had to kinda step back from school a little bit and question okay like what else is 

important to me besides just school so” (1A). Similar to youth, primary caregivers highly 

endorsed the idea that the illness/injury increased their appreciation for various things, 

such as support from their community (2B), good health (2B) (18B), and other health-

related aspects (n = 3). 

3.2.1.3 Health-Related Benefits 

 These benefits entailed how youth engaged in healthy behaviours and how youth 

and primary caregivers had increased health awareness. Interestingly, the two youth 

with diabetes reported a similar benefit and another youth prioritized her health (16A). 

Furthermore, one youth stated how the benefit he perceived was that he was alive and 

had no negative health implications from a necessary medical procedure.  

 “Well it was a life or death situation so at the cost of a (organ), I think it's pretty 
 clear I made the right decision. My diet isn't limited, no immense medications, 
 no hospital visits, in the best shape of my life, etc.” (3A) 

3.2.1.4 Interpersonal Benefits 

 Most youth (n = 4) spoke about strengthened relationships with family members 

or friends. However, for one youth the positive outcome was quite different: being able 

to anger teachers, which was described as an “… added benefit for the one’s I didn’t 

like” (1A). Most primary caregivers mentioned the strengthened relationships were 

between the youth and themselves (n = 4), the youth’s siblings and the youth (18B), or 

the entire family (17B). One primary caregiver mentioned how this experience increased 

her support network as she met a “… community of um people like-minded people…” 

(2B). Moreover, three caregivers stated how they had increased pride in their child.  
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3.2.2 Primary Caregiver Perceptions of Benefits in Youth  

 Primary caregivers were asked to report benefits they noticed in youth, three 

were identified: positive character development (n = 7), tangible benefits (n = 3), and 

health-related benefits (n = 1) (see Table 3). Augmented positive character traits were 

one aspect of positive character development. The traits most frequently mentioned 

were increased: responsibility/independence (n = 5), resiliency/strength (n = 4), and 

maturity/understanding (i.e., growth; n = 2). Moreover, one primary caregiver said her 

child had an improved perspective, “… it’s given her a different strength and a different I 

think appreciation for things in life” (7B). The youth articulated similar benefits, since she 

commented on her strength and also said, “Happiness is both little and big things” (7A). 

For tangible benefits one participant stated how the experience increased her 

daughter’s advocacy role (13B). Three primary caregivers spoke about how the youth 

learned from the experience with respect to: how to self-advocate (13B) which the youth 

also perceived in herself (13A) and ability to cope with future life stressors (7B) which 

was echoed in a comment made by the youth, “After getting through that time of my life, 

I know I can get through anything and that I’m prepared (…) I am capable and resilient” 

(7A). This youth also highly endorsed the item on the BFS about one’s ability to “… 

cope effectively with future life challenges”. Thus, there was some overlap between the 

youth and caregivers’ perceptions. One primary caregiver (2B) noticed a health-related 

benefit in the youth, increased health awareness, which was not endorsed by the youth.  

3.3 Facilitators  

 There were five main facilitators identified by 20 youth and 10 primary caregivers: 

social support, positive and resilient outlook, positive health-related experiences and 

behaviours, passage of time, and youth maturity and ability to cope.  

3.3.1 Social Support 

 All youth (n = 20) and most primary caregivers (n = 9) identified perceived social 

support as a facilitator. Participants accessed emotional support from family, friends, 
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teachers, colleagues, romantic partners, medical personnel, and various others. Youth 

found it helpful when individuals were: understanding/accepting of the illness/injury or 

tried to act this way (n = 7) and validating/empathetic (n = 5). It was important when 

medical staff allowed youth to play an active role in their own healthcare (n = 2) and 

when youth perceived that the staff genuinely cared for them (n = 2). Primary caregivers 

found it most helpful when medical staff were available (n = 3) and one stated that they 

were, “… a major source of hope and options…” (2B).  

 The most common way emotional support was accessed by youth (n = 15) and 

primary caregivers (n = 8) was when others promoted open communication and were 

available to talk. One youth stated, “…it just felt kind of good to talk about it…” (5A). 

This communication helped one youth realize that she overcame a difficult situation and 

allowed her to reflect on the experience (17A) while it helped another perceive things in 

a positive manner as she recounted the benefits,  

 “…I guess it’s like a way for like me to hear it myself too but like verbalize the 
 positive or like beneficial parts of it - to sort of  like outweigh to myself the sort 
 of negative ones so then I guess I wouldn’t really talk to my friends about the 
 negative parts of it” (12A). 

At times a lack of open communication with parents was a facilitator, since one youth 

stated, “…like I said they they kind of hid me from reality and I know some will argue 

that you know you don’t do that but for me I can’t thank them enough…” (8A). Two 

others said they appreciated the opportunity to speak about their illness but did not want 

to constantly discuss the issue. Primary caregivers mainly discussed how youth 

promoted open communication and had a willingness to share the experience and their 

feelings with them, which was one of the main ways that they reported how their youth 

facilitated benefit finding among them. As one stated, “…so as much as I think I’m 

helping her she’s also helping me to process it and the fact she’s talking to me about it 

and telling me how she feels well she’s helping me process it” (7B). 

 Some youth (n = 11) mentioned the support they received when others were 

physically present such as visits while in hospital or spending time with them in general. 
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One youth spoke about all of the visitors to the hospital and how it “…help you feel you 

know a certain level of love I guess…” (3A). Youth and primary caregivers also 

accessed emotional support when others articulated/reinforced positive aspects, which 

at times were benefits, and provided reassurance. Youth (n = 7) and primary caregivers 

(n = 4) further accessed emotional support when they felt understood and supported by 

others who had experienced a similar situation. As one youth said, “it was nice to hear 

what they had to say and it helped me (…) realize that like my story was going to go 

okay and it was just like a good support and like love from them” (2A). Thus, this sense 

of relatedness facilitated benefit finding, since another youth who attended a disease-

specific camp and felt a deep sense of community stated, “So I found that that was kind 

of that was the gateway to all these like benefits.” (8A) Similarly, for primary caregivers 

the realization that they were not alone and had an understanding support group 

facilitated benefit finding and for one it also helped her find resources (20B).   

 Participants also accessed tangible support. For youth this support included 

others: helping with certain tasks, helping them develop transferrable skills (13A), 

bringing items to the hospital (5A), providing medication reminders (15A), providing 

distractions, maintaining a sense of normalcy, providing advice (20A), taking them to the 

hospital/appointments/office at school, helping them find support/resources, acting as 

their advocate, putting preventive measures in place (19A), and assisting with medical 

care. One youth stated,  

 “My mom helped me bathe, helped me get dressed, um she would check on 
 me throughout the night cuz I had to sit – uhh I had to sleep at an angle so she 
 would make sure like the pillows were still situated so I was sleeping at the 
 angle still so it would set straight” (1A).  

For primary caregivers the tangible support accessed was different as individuals 

helped with decision-making (2B), demonstrated flexibility with work/school schedules, 

and changed certain classes to accommodate the youth (2B).  

 It is important to note that one of the main ways primary caregivers facilitated 

benefit finding among youth was when they provided emotional support, specifically 
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when they promoted open communication, visited/spent time with youth, and 

articulated/reinforced benefits, as well as when they provided tangible support. 

3.3.2 Positive, Resilient Outlook  

 Most youth (n = 17) and primary caregivers (n = 9) reported that a positive, 

resilient outlook was a facilitator, whether it was their own outlook or that of those 

around them. The importance of this outlook was articulated, “…if you keep a positive 

attitude it doesn’t matter what the situation may be, the outcome will always be 

positive.” (8B) Another primary caregiver stated,  

 “…so somebody had to be calm and the voice of reason and I could be angry 
 and upset with her but I also needed to be hopeful and positive and we’ll get 
 there I had to be the cheering squad as well without without minimizing what 
 her experience of it is” (13B). 

Participants spoke about how they did not give up nor complain but instead kept 

pushing through obstacles. One participant said she focused on all the little wins along 

the way (7B) and another actively tried to turn negative thoughts into positive ones 

(20A). Some youth realized the situation was only temporary and some youth and 

primary caregivers realized that the situation could have been worse. As one youth 

stated, “…there’s nothing really wrong I just have to take one extra step in my routine 

every day” (9A). Youth and primary caregivers also accepted the illness/injury, whereby 

one youth perceived the benefits developed patience and increased strength (19A). 

Resilience as a trait was acknowledged, whereby one participant said,  

 “…I think as humans we are resilient and we start searching for the benefits 
 because we can’t live in that darkness of where we are all the time or we’d just 
 keep getting worst and worst but I I think that that’s a big part of it that 
 resilience that comes with it you…” (7B) 

Some youth perceived this outlook to be innate, since it was either part of their 

personality or something that they realized quickly, “it was like very quick - to realize 

that this was going to be something that I was going to make a strength” (2A).  
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 Youth voiced the importance of others, particularly their caregivers, maintaining a 

positive outlook, which at times simply entailed the absence of a negative attitude. One 

youth said, “- I definitely think that their attitudes helped me see the positives and if they 

were more negative I think I would have a harder time because it’s easier to like stay 

negative about it” (13A). Primary caregivers said that when youth maintained this 

outlook it helped them notice benefits. As one stated, “My daughter’s 

determination/positivity was inspiring and kept me going…” (16B). For some this outlook 

was expressed when the youth had courage (7B), embraced the situation (2B), or was 

grateful for their support; however, mostly it was expressed when youth were optimistic.  

3.3.3 Positive Health-Related Experiences and Behaviours  

 Youth (n = 7) and primary caregivers (n = 9) noted that another facilitator was 

positive health-related experiences and behaviours. With respect to positive-health 

related experiences, one youth spoke of medical advancements in the field and how 

they had been life changing,  

 “…so another I think another reason why I always why I was like accepting of 
 this is because since it’s like this time in life like years ago this technology 
 wasn’t around - there’s there’s so many medical advances right now - that it’ll 
 even probably get better…” (9A). 

Other youth discussed how treatment proceeded well, whether it was therapeutic 

modalities (20A) or required medical procedures (3A). Similarly, two primary caregivers 

mentioned positive child outcomes facilitated benefit finding. Satisfaction with health 

care choices (2A) and discovering the root of the problem (13B) were also facilitators.  

 One youth (19A) and several primary caregivers stated that they engaged in 

certain behaviours to develop knowledge about the condition. One primary caregiver 

stated, “… that’s what helped me find the benefits was like my my search” (2B). Another 

said that speaking to the doctor led to a developed knowledge, which increased her 

acceptance (19B). Interestingly, one linked this facilitator to residing in a rural 

community (2B). This participant did not know anyone else in this situation; thus, this 

sense of isolation prompted her to seek information and educate herself. Additionally, 
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one youth engaged in proactive measures to prevent her condition from being triggered 

(19A) while another established a routine and set smaller, attainable goals (7A). 

Similarly, one primary caregiver mentioned that the family established a routine (8B). 

Moreover, one youth mentioned how he tried different types of therapy (20A) and 

another took charge of her own healthcare, “…I guess taking charge of like my own 

healthcare - I guess helped me find benefits too” (2A).  

3.3.4 Passage of Time  

 Another facilitator among youth (n = 13) and primary caregivers (n = 3) was the 

mere passage of time such as time for recovery or maturity of the youth. For some 

youth it was related to the recovery process as “you can see the finish line” (1A) while 

for others it was related to no longer being in the heat of the moment, since one youth 

said, “It’s easier when you’re out of that to be like oh that probably helped me grow but 

not when you’re in it” (13A). Some youth related it to having time to reflect on the 

situation afterwards or overtime, whereby one youth stated, 

 “…probably around the time when I was starting to feel better like kind of 
 realizing that  um just I don’t know when there’s enough time I guess to kind of 
 look back on it and as you’re kind of coming out of it then you can kind of look 
 at it a different way – and um yeah realize that I realized that like it impacted 
 me in a good way as well” (7A). 

3.3.5 Youth Maturity and Coping 

 Primary caregivers (n = 6) noted a unique way in which youth facilitated benefit 

finding: when youth were mature and able to cope. One primary caregiver stated how 

these characteristics indirectly facilitated benefit finding as they alleviated her stress, 

“…she had like she she was a trooper right from the start so she alleviated my stress by 

assuming like a proactive and mature role in living with her condition.” (2B) Others 

discussed how proactive measures enacted by youth and the ways in which they 

advocated for themselves were facilitators, as well as their overall acceptance and 

understanding of their condition (19B). 
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3.4 Barriers  

 Four main barriers were identified by 20 youth and 9 primary caregivers: negative 

reactions to illness/injury, clinical challenges and outcomes, changes one’s life, and 

environmental factors.   

3.4.1 Negative Reactions to Illness/Injury 

 Youth (n = 16) and primary caregivers (n = 8) experienced negative reactions, 

some of which entailed an affective component (i.e., attitudes). Youth frequently 

mentioned emotions such as frustration (n = 5) and isolation (n = 4). One youth said she 

was “Really frustrated and angry at the time” (1A) and another stated,  

 “…I think that made it hard cuz it was like it’s also hard to realize the benefits 
 when  it’s like okay not only now do I have physical pain but I’m also like so out 
 of the loop from like everybody I’m connected to in this town where none of my 
 family lives” (13A). 

Primary caregivers felt annoyed/frustrated (n = 3) and worried/stressed (n = 6). Some 

felt helpless (n = 5), which made it hard to find internal strength (16B). Another 

described her initial feelings, “getting the diagnosis it was like somebody just threw a 

huge brick wall in my right a- all over me and I’m underneath this big pile of giant bricks 

that’s how I felt initially.” (8B) While several stated that parental stress and guilt were 

barriers, one stated that these emotions indirectly facilitated benefit finding through 

acting as motivators and encouraging her to try to find the best possible solutions (2B). 

 Participants also mentioned negative reactions that entailed a cognitive 

component, whereby one youth questioned “why me?” (8A) and another was unable to 

minimize negative thoughts (20A). Youth discussed stressful thoughts: worrying about 

future fertility, perceiving oneself as different, failing to see an end in sight (7A), and 

perceiving a lack of control (9A). One youth clearly articulated this idea, 

 “…definitely diabetes comes with a lot of stress and like it can affect mental 
 health a lot because you’re like never not thinking about oh like is my blood 
 sugar too high right now is like, like am I eating enough, like did I give enough 
 for this meal like there’s so many thoughts going through your mind.” (9A) 
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Similarly, primary caregivers discussed stressful thoughts, which entailed 

concerns/worries related to the future and fears about worst-case scenarios (e.g., 

child’s death). There were many concerns/worries related to the future about: injury 

recurrence (7B), child’s fertility (13B), medical finances (16B), complications from 

medications/procedures (2B) (13B), and youth’s ability to cope (2B). One caregiver 

stated, “…you’re worried for her ability to to you know be able to do the things you know 

what if what if you’re not around, how is she going to manage” (2B). Another perceived 

the injury as too large of an issue to actively examine, which was an indirect barrier, 

 “I was thinking to myself it’s kind of like when you look towards the sun it’s just 
 too bright and you can’t deal with it so you look away and I think this particular 
 situation was so big that I didn’t even want to examine it.” (17B) 

3.4.2 Clinical Challenges and Outcomes  

 Youth (n = 10) and primary caregivers (n = 6) experienced challenges with: the 

healthcare system and its related components, the medical condition of the youth, and 

the level of awareness about the medical context. 

 Two youth and two caregivers had negative interactions with doctors, whereby 

one youth lost trust in the medical system and staff (6A). Moreover, medications were 

described as a “double-edged sword” (3A), since a few youth and one primary caregiver 

(16B) said they were occasionally ineffective and had side-effects. One youth said,  

 “…everything would kind of work out for you know a couple months, a couple 
 weeks and then it would start going downhill again and then we’d have to try 
 try and find another treatment or try and boost it a little bit more uh and just 
 kind of the toll it takes on my my own body” (3A).  

False hope about medical developments and being the only outlier in medical trials 

were also barriers (3A).  

 Maintenance of the condition, whether it was monthly medications (16A) or finger 

pricks and counts prior to eating (9A), was a barrier. Symptoms and side-effects were 

also barriers, whereby youth most frequently mentioned pain (n = 4). As one youth said, 
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 “I feel like I had like a decent outlook like even when I was in pain but (…) 
 yeah I don’t know, I don’t know what made it difficult, I think just mostly the 
 pain because that was my main problem was the pain so yeah.” (11A) 

For one participant pain was all-consuming, since she ruminated about, and was hyper-

focused on, her physical pain (13A). This issue made it harder for the youth to 

communicate other ways she was influenced by her illness and find solutions (13A). 

Primary caregivers discussed disease complications/stressors that were a result of the 

illness/injury. These complications/stressors entailed: the fluctuations in blood sugar 

(18B), the illness needing to be managed (16B), the absence of a cure (16B), the 

emotional/physical highs and lows (16B), the challenges with schoolwork (7B), and the 

immediacy of the situation (2B). One primary caregiver said the timing of the injury was 

a barrier, “…because of the timing of the injury it was harder to see those benefits 

because we were at such a time with her getting ready for University” (7B).  

 Three youth discussed a lack of knowledge about the condition and how this 

aspect coupled with uncertainty was a barrier. As one youth stated, “…like wasn’t very 

educated on it and I just thought it was like this really awful thing that was happening to 

me…”  (14A). Four primary caregivers discussed a lack of knowledge about: the 

navigation of the health care system (2B), the situation (7B) (13B), or the available 

resources (21B), all of which were barriers.  

3.4.3 Changes one’s Life 

 Youth (n = 10) and primary caregivers (n = 4) reported that the experience 

changed their lives. Some youth experienced physical setbacks/limitations, whereby 

one who aspired to be a professional athlete stated,  

 “when we went from winter to spring which would have been peak for training 
 for soccer or golf I’d always have a flare up and end up in the hospital and I’d 
 you know set myself back so much further than everyone else on my team” 
 (3A).  

Youth missed out on school, a social life, and extracurricular activities/pastimes, 

whereby more than one said it was harder being a normal youth. One youth attributed 
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time missed from school and social activities to living in a rural community and issues 

with transportation and accessibility, since she stated,  “…I think there was like a month 

and a half or something where I was just out of school cuz they didn’t know how to get 

me and my wheelchair to school” (12A). One youth said the injury took away the main 

aspects of her identity (7A) while another stated there was a large adjustment, “Um at 

the beginning it was hard to deal with cuz it was a whole different way of living.” (9A) 

 For primary caregivers two said their lives became a juggling act, since they 

needed to balance many aspects. Two said the experience changed their family life, 

whether it was the entire dynamics (18B) or the other child was pushed to the side (2B). 

Missed time from work (2B) and increased stress/problems (7B) were also mentioned. 

3.4.4 Environmental Factors  

 Some primary caregivers (n = 4) and one youth experienced barriers related to 

their environment (i.e., the medical system/hospital or a rural community). The youth 

stated the hospital was boring and her roommate was annoying (5A). Primary 

caregivers said the medical system had long wait times (21B) and was slow and 

discouraging, “(…) uh (…) I guess when you’re in the thick of it and you’re going in 

circles the medical the medical model around a lot of some of women’s health issues 

feels like um like that part’s discouraging” (13B). One primary caregiver stated, “the 

finding benefits in the uh government and the medical system can be difficult” (2B).  

 Some barriers arose due to residing in a rural community, since one primary 

caregiver lacked access to appropriate medical care and diagnostic equipment, 

 “because we’re up in a rural area as well it uh they took the x-rays that went to 
 the specialist and the first thing the specialist did was throw out the x-rays from 
 the machine at the hospital because they were too old and not you know in 
 enough detail so she’s had like the x-rays from the old machine and then she 
 had to go to the city and get x-rays again from the new machine” (2B).  

This lack of resources resulted in long travelling distances to receive healthcare (2B) or 

access a local disease-specific association (18B). However, one of these participants 
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reported that living in a rural community led to some benefits, since her daughter 

received an immediate referral to a specialist and accessed this care quickly (2B). 

 

4 Discussion 

 The purposes for this study were to explore: 1) benefits identified by youth and 

their primary caregivers that were additional to those captured in a rating scale, 2) youth 

and primary caregivers’ perceptions of contributing factors of benefit finding, and 3) the 

ways in which youth and primary caregivers’ facilitated benefit finding within one 

another. In this study participants identified additional benefits along four benefit finding 

categories: tangible benefits, positive character development, health-related benefits, 

and interpersonal benefits. Moreover, five facilitators of benefit finding were identified: 

social support, positive and resilient outlook, positive health-related experiences and 

behaviours, passage of time, and youth maturity and ability to cope. There were also 

four barriers to benefit finding: negative reactions to illness/injury, clinical challenges 

and outcomes, changes one’s life, and environmental factors. Some of the additional 

benefits identified in this study were not surprising based on prior research; however, 

others were novel to this field.  

 Previously primary caregivers identified: learned from the experience (Fletcher, 

2011; Morrison et al., 2017; Willard et al., 2016), increased appreciation (Fletcher, 2011; 

Morrison et al., 2017; Willard et al., 2016; Zogran, 2008), improved perspective (Affleck 

et al., 1985; Fletcher, 2011; Zogran, 2008), strengthened family relationships (Affleck et 

al., 1985; Fletcher, 2011; Morrison et al., 2017; Willard et al., 2016; Zogran, 2008), 

increased support network (Fletcher, 2011; Morrison et al., 2017; Willard et al., 2016), 

increased awareness about the condition (Morrison et al., 2017), and augmented 

positive traits in youth (Morrison et al., 2017; Willard et al., 2016; Zogran, 2008). Some 

spoke about helping others through “giving back to society” (Fletcher, 2011) or 

partaking in associations and informing individuals about the condition (Morrison et al., 

2017). These ideas are related to two benefits in this study: 1) increased advocacy role, 
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and 2) increased ability to help others, whereby the latter also entailed being able to 

better aid others based on lived experiences. Increased amount of time spent with the 

youth and increased pride in the youth appear to be benefits that were unique to this 

thesis.   

 Previously youth identified: missed time from school (Helgeson et al., 2009), 

increased maturity (Helgeson et al., 2009; Tran et al., 2011; Wicks & Mitchell, 2010), 

increased appreciation (Straehla et al., 2017), strengthened relationships (Straehla et 

al., 2017; Tran et al., 2011; Wicks & Mitchell, 2010), engaged in healthy behaviours 

(Helgeson et al., 2009), and increased health awareness (Straehla et al., 2017). Two 

youth aspired to become healthcare providers (McGarry et al., 2014), which is in 

alignment with a tangible benefit in this thesis: increased ability to help others. Helgeson 

and colleagues (2009) developed a benefit finding scale for youth with diabetes, 

whereby four subscales emerged: “personal strength”, “health”, “relationships”, and 

“perks”. The “personal strength” subscale captured some augmented positive character 

traits and was endorsed the most, as was positive character development in this thesis 

among youth. However, the “perks” subscale was endorsed the least, whereby some 

items reflected tangible benefits which were highly endorsed in this thesis. The tangible 

benefits category for this thesis captured a wide range of benefits; thus, perhaps the 

“perks” subscale (Helgeson et al., 2009) was too narrow and did not capture all the 

concrete benefits youth derived from the illness experience, which may have resulted in 

this category being minimally endorsed. Similarly, in a study by Straehla and colleagues 

(2017) there were no tangible benefits noted. Wicks and Mitchell (2010) found that 

adolescents identified “material gains”, which was not found in this study but represents 

tangible benefits. Thus, while there are a few similarities between youth identified 

benefits in this study and others this thesis made some novel contributions. One 

additional health-related benefit (i.e., prioritized health) and several tangible benefits as 

well as aspects of positive character development were unique to this study. Benefits 

related to learned from the experience, increased ability to help others, increased 

interpersonal skills, and improved perspective should be added to rating scales for 
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youth. Next, it is essential to have an increased understanding as to facilitators of 

benefit finding. 

 One facilitator, social support, is consistent with the idea that the social 

environment plays an important role in the illness context (e.g., Lepore & Kernan, 2009). 

A conceptual framework proposed by Prime and colleagues (2020) may apply to the 

field of childhood illness/injury. According to this framework a distressing event – in this 

context a medical encounter - may interfere with the lives of individuals; thereby, 

impacting the wellness of primary caregivers and by extension relationships within the 

family, which have a tendency to impact the adjustment of the youth. Thus, based on 

this information the importance of social support, particularly within families, remains 

quite clear with respect to youth coping with the medical event and possibly perceiving 

positive outcomes. The second facilitator was a positive, resilient outlook, which has 

some empirical support as researchers found a positive association between optimism 

and benefit finding among youth with medical conditions (Chaves et al., 2013; Currier et 

al., 2009; Michel et al., 2010; Phipps et al., 2007) and found that an optimistic attitude 

was a significant predictor of benefit finding among caregivers (Gardner et al., 2017; 

Rini et al., 2004). The idea that participants perceived benefits when others maintained 

a positive outlook is consistent with the phenomenon emotional contagion (i.e., the idea 

that one individual “catches” the feelings expressed by another; Hatfield et al., 1992). 

Both of these two aforementioned facilitators are in alignment with some of the tenets of 

family resilience theory, since a sense of connectedness and an optimistic perspective 

were noted to be two of the contributing factors of family resilience (Walsh, 2003).   

 Positive health-related experiences and behaviours, the third facilitator, was 

acknowledged briefly in this field, as Zogran (2008) found that positive child health 

outcomes eased parental worries and contributed to the benefit finding process. 

Moreover, positive health-related behaviours may have been a way for participants to 

exercise some control over the situation. Taylor (1983) noted that mastery, which entails 

deriving a perceived sense of control with respect to the adverse experience, may help 
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individuals adjust in the illness context. Thus, this link may be the indirect way through 

which one’s health behaviours are related to benefit finding.  

 Passage of time was another facilitator. Some researchers reported a negative 

correlation (Michel et al., 2010; Phipps et al., 2007) or no correlation (Bender, 2010; 

Chaves et al., 2013; Currier et al., 2009; Helgeson et al., 2009; Maurice-Stam et al., 

2011) between benefit finding among children and amount of time elapsed since 

diagnosis. Phipps and colleagues (2012) reported a positive correlation between time 

elapsed since a transplantation and benefit finding while Rassart and colleagues (2017) 

conducted a longitudinal study and found that benefit finding scores among youth with 

diabetes decreased. Moreover, some primary caregivers had increased benefit finding 

when: the child’s diagnosis was recent (Affleck et al., 1985) or time had passed since 

the transplantation (Lindwall et al., 2014). Pierce and colleagues (2019) found no 

association between benefit finding and time elapsed since diagnosis. Most of these 

findings are in stark contrast to passage of time as a facilitator. However, in this thesis 

participants identified passage of time as a facilitator, which is consistent with other 

research that explored the benefit finding process among primary caregivers (Zogran, 

2008). Thus, the perception of the passage of time might be quite different than the 

amount of time passed since diagnosis or rating scales being administered across 

different time points and reflects the popularized idea of healing over time.  

 The final facilitator was youth maturity and ability to cope. No studies were 

located by the Master’s student where primary caregivers explained how their children 

facilitated benefit finding. However, it is reasonable to assume that when youth 

demonstrate maturity and are able to cope they can facilitate benefit finding among their 

caregivers, since they may help reduce parental worries and concerns which were 

negatively correlated with benefit finding in another study (Willard et al., 2016). Going 

forward, it is equally as important to understand the barriers to benefit finding.  

 One barrier was negative reactions to the illness/injury. Christofferson and 

colleagues (2020) also found that these responses occurred when individuals were 



 

 

52 

 

confronted with medical experiences that had the potential to be distressing. Sensky 

(1990) proposed that there is an association between negative affective reactions and 

flawed thoughts that pertain to the illness. While there are variable findings as to how 

negative emotionality has been related to benefit finding among youth (Chaves et al., 

2013; Currier et al., 2009; Helgeson et al., 2009; Maurice-Stam et al., 2011; Michel et 

al., 2010; Phipps et al., 2007; Soltani et al., 2018) it logically fits that these emotions 

hinder benefit finding. Willard and colleagues (2016) found that negative emotions (e.g., 

sadness) and thoughts (e.g., concerns) were negatively associated with parental benefit 

finding while Zogran (2008) found parental concerns commenced the benefit finding 

process. Both these ideas were supported in this thesis; however, the overarching idea 

remains that negative reactions to the illness/injury mainly hinder benefit finding.  

 Clinical challenges and outcomes and environmental factors were other barriers. 

Some of these aspects (i.e., pain, communication with medical personnel, lack of 

knowledge about diagnosis, climate of hospital) were classified as medical experiences 

that might be perceived as traumatic among youth and caregivers in another study 

(Christofferson et al., 2020). Previously some researchers found that living in a rural 

community had no association with benefit finding among primary caregivers (Gardner 

et al., 2017; Morrison et al., 2017). However, Skinner and Slifkin (2007) analyzed data 

collected from American residents and found that transportation and necessary 

healthcare not being accessible in one’s community were two main issues that 

contributed to unfulfilled health care demands among rural youth. Thus, it is reasonable 

that these were the two barriers in this thesis related to living in a rural community.  

 The final barrier, changes one’s life, has been noted in another study 

(Christofferson et al., 2020), whereby participants mentioned how the experience 

changed family dynamics and the work lives of caregivers. Moreover, adolescence is 

marked by identity formation and increased independence (Christie & Viner, 2005). 

Thus, experiencing physical setbacks, missing out, and feeling a loss of identity are 

logical barriers to benefit finding among youth, since these circumstances may make it 

harder for them to accomplish developmental tasks and fit in with their peers.  
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4.1 Developmental Framework 

 Price and colleagues (2016) claimed that a developmental framework is 

imperative when examining PMTS, as youth perceptions of the medical circumstance 

will be dependent on their stage of development. Perhaps it is important to consider not 

only the chronological age of these youth but also their cognitive development (e.g., 

ability to engage in abstract thinking) and social emotional development. This study 

adds to the developmental framework, since youth with a previous illness/injury and 

their primary caregivers provided responses that indicated how their stages of 

development influenced certain benefits they perceived as well as their perceptions of 

facilitators of, and barriers to, benefit finding. Thus, when examining the additional 

benefits, facilitators, and barriers in this thesis through a developmental lens certain 

aspects seemed to fit with this framework. 

 In regard to additional benefits youth reported many aspects of positive character 

development while primary caregivers only reported increased appreciation. A 

perceived increased ability to help others through planning on entering a helping 

profession was another youth specific benefit. All of these benefits fit with the idea that 

youth are undergoing a time of identity formation (Christie & Viner, 2005) and may be at 

a point in their lives where they are more likely to experience changes in their character 

development and career aspirations than their parents.  

 Social support was a facilitator for all youth and majority of primary caregivers; 

however, social support was provided by different individuals overtime. While family 

members and friends seemed to be consistent across developmental stages some 

participants accessed this support from partners and colleagues when they were older 

and at a point in their lives where they were involved in these relationships. Passage of 

time was another facilitator that can be viewed from a developmental lens, since some 

youth stated that it was their age/maturity that helped them to notice benefits overtime 

and a couple primary caregivers mentioned that their child’s developmental stage 

helped them to perceive positive outcomes. With respect to barriers youth and their 
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caregivers reported how the illness/injury changed their lives. Youth missed out on 

certain aspects of their lives, which may be particularly challenging during adolescence 

due to the developmental tasks during this time. Primary caregivers reported how the 

experience changed the lives of their families and their own lives as they had to balance 

many different things. Thus, the difference in developmental stages between youth and 

caregivers influenced their perceptions as to how the experience changed their lives.   

4.2 Implications for Practice  

 The participants in this study highlighted the importance of social supports and 

positive emotionality/thinking. Participants discussed the importance of having 

individuals in their lives who encouraged open, honest conversations and who were 

there for them. Furthermore, based on the identified facilitators and barriers it is clear 

that there is power in positivity and that positive feelings/thoughts create positive 

experiences. Thus, individuals (e.g., family members, friends, medical staff) who are 

involved in the lives of youth who are ill/injured and their families should provide them 

with an outlet to discuss their feelings and should maintain a positive attitude. 

Individuals who experience a traumatic event may not be able to identify benefits right 

away; thus, having those around them who are able to note positive aspects can be 

beneficial. While active efforts should be made to help youth and their caregivers 

engage in benefit finding, it may provide those around them with some comfort knowing 

that most individuals are able to engage in benefit finding with the passage of time.  

 It is also important to ensure that the medical experience of the youth proceeds 

relatively smoothly, since health-related experiences and the climate of the hospital 

have an impact on benefit finding. Christofferson and colleagues (2020) spoke about 

the importance of making trauma-informed care available for youth who experience the 

medical encounter and their families. In the medical system staff are asked to attend to 

the “DEF’S”, which concerns minimizing distress, encouraging emotional support, and 

taking the family into consideration (NCTSN, 2014). Thus, this thesis supports the 

notion that all of these components should be incorporated into care for youth and their 
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families, since they may promote optimal outcomes. According to the framework 

proposed by Prime and colleagues (2020) a child’s adjustment to an adverse event may 

be dependent on the family’s well-being; thus, it is important for whole families and 

relationships within the family to be taken into consideration during these times. It has 

been further suggested by Christofferson and colleagues (2020) that incorporating 

benefit finding into trauma-informed care may further help families, as conversations 

about benefits may allow service providers to discover how to augment the strengths of 

the family unit and in turn enhance their resiliency.  

 One caution about incorporating benefit finding into practice, particularly a 

therapeutic context, concerns an individual’s readiness to perceive traumatic events 

from this perspective, since the practitioner may be perceived as insensitive if the 

individual is unable to contemplate any benefits (McMillen, 1999). In the current study 

one primary caregiver said that the benefits were actually “qualified benefits” and that 

the use of the term benefit seemed funny/interesting based on the circumstances (16B). 

Thus, this mindset may be encountered in practice and should be considered before 

this lens is blindly adopted.  

4.3 Future Research   

 This study was exploratory and provided preliminary insight about the facilitators 

of, and barriers to, benefit finding. Going forward, researchers should further explore 

what facilitators/barriers are linked to specific benefits, since some of these connections 

were found in this study but many contributing factors were not linked to a particular 

benefit. Moreover, the participants from this study were all Canadian; thus, they have 

universal health care. Going forward, it may be important to conduct this study in 

countries where universal health care does not exist, since the contributing factors of 

benefit finding (i.e., the barriers) might be different based on this contextual component. 

 As Canada is a multicultural nation, and pediatric illnesses/injuries do not 

discriminate, it is important to have a culturally diverse sample in future studies. A 

diverse sample with larger scale quantitative applications may provide insight about the 
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ways in which one’s cultural identity influences the benefits one perceives and the 

unique contributing factors of benefit finding. Moreover, acquiring a larger sample size 

and being able to do comparative analyses among youth who experienced chronic 

versus acute medical trauma may elicit novel findings.  

 One final direction for future research would be to apply a family systems lens. 

As previously mentioned, this lens demonstrates a cyclic effect, whereby the event that 

transpires in the life of one child influences other members of the family and their 

reactions influence the child (Zogran, 2008). While the perceptions of youth and 

individuals who identified as their mothers were acquired in this study it would also be 

beneficial to understand the perceptions of other family members (e.g., paternal figures, 

siblings). Bender (2010) acquired the perceptions of both parents of the youth; however, 

it was a quantitative study and the perspectives of other family members were not 

explored. In this thesis, several youth made reference to their siblings and/or fathers 

and how they influenced their benefit finding perceptions, which further supports the 

need to adopt a family systems lens. Moreover, Berger and Weiss (2009) examined 

how a related construct, PTG, can be viewed from a family systems lens and discussed 

making meaning. Thus, it is only reasonable to assume that this lens can also be 

applied to benefit finding and may provide some unique findings.  

4.4 Strengths 

 One strength of this study was the large variation in medical encounters 

experienced by youth. Previously researchers have typically focused on youth with life-

threatening illnesses, so they may not have discovered perceptions of youth with 

medical illnesses that were not life threatening (Chaves et al., 2013; Currier et al., 

2009). Thus, the inclusion of participants with a wide range of illnesses/injuries (e.g., 

mental health disorders, broken bones, chronic illnesses) provided perceptions about 

commonalities among individuals related to benefit finding, regardless of the medical 

contexts. The study also included individuals from both rural and urban communities; 

thus, there was some representation of a rural context.  
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 Another strength was that both youth and primary caregivers’ perspectives were 

taken into consideration, which may have yielded broader findings than relying on one 

perspective. Participants also reported additional benefits, whereby a significant list 

emerged. These findings offered some preliminary insight as to what these additional 

benefits entailed and highlighted the importance of expanding this scale in the future. 

4.5 Limitations  

 It is important to view the study in light of its limitations. One limitation was that 

self-report data were collected thus participants may have provided socially desirable 

responses. In addition, some youth did not respond to all of the questions on the survey 

(i.e., missing data). The study was a retrospective account; thus, recall bias (i.e., having 

imprecise or fragmented recollections of a prior experience; International 

Epidemiological Association, 2001) was likely enhanced due to the study design 

(Raphael, 1987). Moreover, one core symptom of PTSD is avoiding, or seeking to 

avoid, cognitions or emotions related to the trauma (APA, 2013). Thus, the notion that 

certain individuals “block out” traumatic memories is a limitation, since it may have 

prevented some participants from fully recounting their experiences. One participant 

(17A) noted that she blocked out the memory, which made it difficult for her to notice 

benefits and recall details of the event. Others may have experienced something similar 

but did not mention it or were unaware they reacted in this manner.  

 Some limitations were due to the sample and recruitment strategy. Participants 

had to email the researcher to complete the survey; therefore, there may be self-

selection bias. All participants engaged in benefit finding. Thus, perhaps those who 

were unable to perceive benefits chose to not participate. The main results are not 

generalizable, due to small sample size and lack of cultural diversity. Perhaps due to 

the small sample size there were no main statistically significant results and the total 

scores on rating scales and other study variables were used only to describe the 

sample. There were twice as many youth participants (n = 21) as primary caregivers (n 

= 10), which was also a limitation in another study (Preyde et al., 2014), and reveals the 
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difficulties that arise when primary caregivers are included in the research process with 

their adolescent children serving as the main point of contact. In this study youth 

provided informed consent; thus, they did not need to tell their parent(s) about their 

participation in this study. Perhaps it is a reflection of autonomy on the part of youth 

which makes them not wish to include their primary caregivers or perhaps it is due to 

youth not wanting their caregivers to speak about an event that they found distressing.  

 Another limitation concerned the phrasing of some questions. The questions 

about hospitalizations were misinterpreted by some participants. Thus, some individuals 

did not respond appropriately and their responses were not included in all analyses. 

Another limitation was the lack of interviewer follow-up, since the answers to some 

questions could have been checked and clarified during the interview. A final unrelated 

limitation was that a global pandemic took place during study completion. This 

pandemic resulted in 10 interviews not being transcribed verbatim, as well as no second 

coder. The interviews that were not transcribed were listened to in their entirety and 

detailed notes were taken to conduct analyses. However, the pandemic did cause 

changes to the method of analysis and potentially impacted the credibility of the study. 

5 Conclusion 

 In the context of pediatric illnesses/injuries youth and their primary caregivers 

engaged in benefit finding and identified four additional benefit finding categories: 

tangible benefits, positive character development, health-related benefits, and 

interpersonal benefits. Participants identified five facilitators of benefit finding: social 

support, positive and resilient outlook, positive health-related experiences and 

behaviours, passage of time, and youth maturity and ability to cope. They also identified 

four barriers to benefit finding: negative reactions to illness/injury, clinical challenges 

and outcomes, changes one’s life, and environmental factors. While the situations that 

youth and their families encountered were adverse this study contributes to knowledge 

in the field and demonstrates how individuals are able to perceive positive outcomes 

from a traumatic event.    
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Appendix B: Recruitment Poster 

PARTICIPANTS NEEDED FOR STUDY 
ON BENEFITS ASSOCIATED WITH 
PEDIATRIC ILLNESS/INJURY! 
 

Are you a University of Guelph student between 17-24 years of age 
who had a major and/or ongoing medical illness or injury during 
childhood or adolescence (i.e., between 6-18 years of age)? 

 

If yes, both you and your primary caregiver are invited to partake in this research study 
that will explore:  

1) what benefits you identified from the illness/injury experience,  

2) what helped you find these benefits,  

3) what made it hard to find benefits, and  

4) how the two of you helped each other find benefits.  

The study consists of a demographic survey, rating scales, and a semi-structured 
interview and will take approximately 1 – 1.5 hours. Both you and your primary 
caregiver will receive a “thank you” in the form of a $10 gift card to Tim Hortons.  

For more information and/or to arrange a time to complete the survey, please contact 
the graduate student researcher, Hannah O’Reilly, at horeilly@uoguelph.ca  

This project has been reviewed and approved by the University of Guelph Research 
Ethics Board [REB # 19-09-020].  

mailto:horeilly@uoguelph.ca
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Appendix C: Consent Form 

 
Information Letter and Consent Form 
                                                          
An Exploration of Benefit Finding Among Youth with a Previous Injury 
or Onset of a Medical Illness and Their Primary Caregivers 
 
 
 
 
 
Thank you for your interest in partaking in this research study. Please 
read the following information to decide whether or not you are 
interested in being a participant within this current study.  
                                                                                                     
You are invited to be a participant in this research because the researcher is interested 
in exploring benefit finding, that is one’s ability to perceive positive outcomes from a 
traumatic situation, among both youth who have faced an illness or injury and their 
primary caregivers (e.g., a biological parent, a foster parent, a grandparent). 
 
Who is conducting this research study?  

• This research is being conducted by Hannah O’Reilly, a graduate student at the 
University of Guelph in the Department of Family Relations and Human 
Development (FRHD), under the direct supervision of Dr. Michèle Preyde of the 
Department of Family Relations and Human Development of the University of 
Guelph in Guelph, Ontario.  

 
Who do I contact if I have concerns or need more information? 

• If you have any questions about this research study please feel free to contact 
the graduate student who is undertaking this study, Hannah O’Reilly, who can be 
reached by email at horeilly@uoguelph.ca. You may also contact the faculty 
supervisor, Dr. Michèle Preyde who can be reached by email at 
mpreyde@uoguelph.ca.  

 
What is this research study about? 

• We are interested in understanding the perspectives of both youth and their 
primary caregivers. 

• Specifically, the purpose of this research study is to explore: 1) what benefits you 
identified from the illness/injury experience, 2) what helped you find these 
benefits, 3) what made it hard to find benefits, and 4) how the individual who is 
participating in this study with you (i.e., your child or your caregiver) helped you 
to find these benefits. 

 

mailto:horeilly@uoguelph.ca
mailto:mpreyde@uoguelph.ca
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Why am I being invited to participate in this research study? 

• As a participant in this study you are either 1) a youth, aged 17-24 years, who 
had a major and/or ongoing medical illness or injury during childhood and/or 
adolescence (i.e., sometime between the ages of 6-18 years), or 2) a primary 
caregiver of said youth (i.e., you were involved in the life of the youth during the 
medical encounter). 

• You must be capable of expressing your opinions in writing and/or verbally in the 
English language. 

• If you are a youth participant, you must be a student at the University of Guelph.  
 
What will I be asked to do? 

• If you are a youth participating in this study, you will be asked to either meet the 
student researcher (Hannah O’Reilly) at a private location on the University of 
Guelph campus or to complete the survey via telephone. Either way you will 
complete a one-session survey that will take approximately 1 – 1.5 hours.  

• If you are a primary caregiver participating in this study, you will be given the 
option of completing the survey in person at the University of Guelph or 
completing the survey via telephone. Either way, it is a one-session survey that 
will take approximately 1 – 1.5 hours. 

• This survey will consist of: 1) a demographic questionnaire that will also include 
questions for youth about their physical health, 2) several rating scales to assess 
one’s ability to engage in benefit finding, PTSD symptomatology, and the severity 
of the illness/injury, and 3) a semi-structured interview that will include questions 
about the illness/injury experience and questions that pertain to benefit finding. 

• The student researcher would like to audio record the conversation and as a 
participant you will be asked to provide permission to be audio recorded. 
However, if you would prefer to not be audio recorded, hand-written notes can be 
taken instead.   

 
How long will it take? 

• The demographic questionnaire/rating scales will take approximately 20 – 30 
minutes to complete. The semi-structured interview will take approximately 30 –  
 45 minutes to complete. Thus, the whole study should take anywhere between 1 
– 1.5 hours, which also includes the time needed to obtain consent. 

 
What are my responsibilities? 

• As a participant in this research project your responsibilities are to answer the 
questions as honestly as possible to ensure accurate and valid findings. 
However, please remember that your participation is voluntary and at any point if 
you are uncomfortable with answering a specific question you may refuse to 
answer that question and continue to partake in the study.  
 

Are there any risks or possible negative outcomes for me if I participate? 
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• Potential risks from participating in this study include experiencing emotional 
discomfort and distress due to: completing the demographic questionnaire as you 
will be asked to disclose personal medical information if you are a youth 
participant, completing rating scales as you will be reflecting on the height of 
your/your child’s illness/injury experience and your benefit finding scores may be 
incongruent with what you would like, and partaking in the interview and being 
asked to describe to the student researcher (Hannah O’Reilly) the illness/injury 
experience, since you will be reflecting on a personal, potentially traumatic event. 
There may also be the risk of other individuals on the University of Guelph 
campus discovering that you are partaking in a research study if they see you 
talking to a student researcher for an extended period of time.  

• Several strategies will be put into place to try and minimize these risks from 
occurring. First, a list of resources will be made available to you at the end of the 
session so that you can reach out for support if you are feeling distressed. 
Second, you have the right to withdraw from the survey or remain in the survey 
and skip whichever questions you are not comfortable answering. Third, if you do 
complete the survey on the University of Guelph campus you will meet the 
student researcher in a private location to reduce the chances of being seen. 

• The research team completing this study would like to collect a diverse sample; 
therefore, we will be inclusive throughout the entire process. This project includes 
completing a demographic questionnaire, several rating scales, and a semi-
structured interview. If you feel discomfort at any point in time with the survey, 
please notify the student research (Hannah O’Reilly) or the primary investigator 
(Dr. Preyde) and the researchers will try to accommodate your needs and will do 
their best to ensure you are safe and comfortable.  

 
What are the benefits of the research project? 

• Potential benefits from participating in this study include realizing that you have 
more psychological strength than you may have thought, which may lead to 
increased positive emotions and higher self-confidence. You may also feel high 
levels of gratitude and be very appreciative if you realize that you were able to 
cope with an adverse experience with the help/support of others. The findings 
from this survey will contribute to growing literature in the field and have the 
potential to help inform interventions that will promote benefit finding among 
youth with medical illnesses and/or injuries. As a result of these implications to 
society you may feel satisfied with yourself knowing that you helped contribute to 
research that will help other youth similar to yourself/your child.  

 
After I agree to participate in this survey and sign this information letter/consent form, 
can I change my mind? 

• Participation in this study is voluntary and you may withdraw from this study at 
any time without any negative consequences.  

• After completion of the study, you will not be able to withdraw from the study 
because there will be no way to identify your survey.  
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• It is also important to know that as a participant you have the right to skip any 
questions that you do not want to answer and still remain in the study. 
Participants will be reminded of this right when transitioning from the 
questionnaire portion of the survey to the semi-structured interview.  

• If you choose to withdraw from the study your data will be destroyed. The 
destroying of the data entails shredding any paper copies of demographic 
questionnaires/rating scales that were either completed by yourself or the student 
researcher (i.e., if you completed the survey via telephone the student researcher 
will fill out the demographic questionnaire and rating scales on your behalf by 
selecting the responses you had indicated on the phone). Any audio recordings 
will be deleted from the recorder.  

• You will still receive the incentive given for participation in this study, which is a 
$10 gift card to Tim Hortons.  

 
Who will know what I said or did in the survey? 

• In any written papers if we choose to quote something that you said directly in 
the interview, we will use an assigned participant ID number to identify you. Once 
the interviews are transcribed any other potentially identifying information (e.g., 
names of family members/friends) will be removed. Thus, no one will know that 
you participated in the study nor how you responded.  

 
How will you protect the information I provide?  

• Any paper copies of data (i.e., demographic questionnaires, rating scales, hand-
written interview notes) will be kept in a locked filing cabinet in Dr. Preyde’s 
research laboratory, which is a secure, locked laboratory. 

• Interviews that are audio-recorded will be immediately deleted from the recorder 
and saved on a password protected computer in Dr. Preyde’s research 
laboratory as well as on a USB stick that will be kept in a locked filing cabinet in 
this laboratory. All interviews will be transcribed within a week or two and the 
transcriptions will be kept on a password protected computer in the research 
office. Once the interviews have been transcribed the audio recordings will be 
permanently deleted from the password protected computer and USB stick. 

• All anonymized paper data (i.e., data that does not have your name, email 
address or phone number associated with your responses) will be kept for a 
period of seven years and will then be securely destroyed. 

• All anonymized electronic data, which includes the transcriptions of interviews, 
will be kept for a period of seven years and will then be securely destroyed. 

 
What will you use the information you collect for? 

• The data collected in this survey will be reported in Hannah O’Reilly’s Master’s 
thesis and will likely be reported in peer-reviewed journal articles and 
conferences. This information may be used in workshops to inform families and 
health care providers how to help youth engage in benefit finding.  
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• The anonymized data collected in this survey may also be used in future 
research. 

 
Will I receive any incentives for my participation? 

• You will receive a $10 gift card to Tim Hortons as a “thank you” for taking the 
time to participate in this research study. If you complete the study at the 
University of Guelph you will receive the gift card directly from the student 
researcher. If you complete the study via telephone and are unable to come to 
the University of Guelph campus to retrieve your gift card, the youth partaking in 
this study with you may do so if they are a student at the University of Guelph or 
you can provide your mailing address and have the gift card mailed to you.  

 
Can the researcher remove me from the study? 

• The student researcher (Hannah O’Reilly) has the right to remove the participant 
from the research at any time if circumstances arise that warrant said action. 

 
Will the study be published or otherwise disseminated? 

• The findings from this study will be published in Hannah O’Reilly’s Master’s 
thesis and may be published in a peer-reviewed journal. The findings may also 
be presented at conferences and in community-based workshops.  

 
Will I receive information about the results of this research? 

• If you would like to receive a summary of results, please email Hannah O’Reilly 
at horeilly@uoguelph.ca.  

 
Legally required disclosure. 

• While the researchers will do their best to maintain your confidentiality there are 
certain circumstances that may arise where your identity may have to be 
revealed to the appropriate authorities (i.e., if you report a case of child abuse, if 
you report suicidal intent).  

• Additionally, if any legal authority or auditor requests information that was 
provided, the researcher may be under obligation to do so. 

 
What are my rights as a research participant?  

• You do not waive any legal rights by agreeing to take part in this study. 

• This project has been reviewed by the Research Ethics Board for compliance 
with federal guidelines for research involving human participants. If you have 
questions regarding your rights and welfare as a research participant in this study 
(REB#19-09-020), please contact: Director, Research Ethics; University of 
Guelph; reb@uoguelph.ca; (519) 824-4120 (ext. 56606). 

• If you are completing this study in person, please provide verbal consent if you 
wish to participate in the study and keep a copy of this consent form for your own 
records. 

 

mailto:horeilly@uoguelph.ca
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Documenting consent for participants completing survey in person  

• I have read this information letter and the researcher provided me with an 
opportunity to ask any related questions about this project and answered said 
questions to my satisfaction. I consent to partake in this research project. Your 
willingness to complete the questionnaire indicates your consent to participate in 
this study. 

 
Document consent for participants completing the survey via telephone 

• For participants who have decided to participate in this study via telephone, do 
you acknowledge that the student researcher has read and reviewed the 
information letter for this study with you?  

• Do you have any questions pertaining to this research project? 

• Do you consent to participate in this study? Your willingness to complete the 
questionnaire indicates your consent to participate in this study. 
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Appendix D: Primary Caregiver Survey 

Participant ID:       

Date: _________________ 

Age: ________ Gender: ___________ 

Relationship to student participating in this study (e.g., biological parent, grandparent): 

____________ 

What language(s) do you speak at home? ____________________ 

Were your parents born in Canada? Circle a response.  

Two or more parents born in Canada      One parent born in Canada     No parent born in Canada  

Which of the following best describes your ethnic background? Please CHECK ALL THAT 

APPLY. 

____  Indigenous (Inuit/First Nations/Metis) 

____  White/European 

____  Black/African/Caribbean 

____  Southeast Asian (e.g., Chinese, Japanese, Korean, Vietnamese, Cambodian, Filipino) 

____  Arab (e.g., Saudi Arabian, Palestinian, Iraqi) 

____  South Asian (e.g., East Indian, Sri Lankan) 

____  Latin American (e.g., Costa Rican, Guatemalan, Brazilian, Columbian) 

____  West Asian (e.g., Iranian, Afghani) 

Other (please specify) __________________________ 

____  Not sure 

Relationship status when youth had a major illness or was injured: _______________________ 

Highest level of completed education: ___________________ 

Occupation: __________________________ 

What health services did the student participating in this study access due to the illness or injury 

(e.g., outpatient clinic for illness, rehabilitation center, mental health services?)  

______________________________________________________________________________

______________________________________________________________________________ 

How far were you from the centre(s) where this youth received/accessed the health services you 

just described? (in km) 

__________ 

Did you ever receive any counselling due to the hospitalization/health condition of the youth? 

___________ 

Did you experience any other stressful situations when the youth had an illness/was injured that 

were unrelated to the youth’s physical health? If so, what were they? 

___________________________ 

Do you live in a rural community? If so, what is the name of your community? 

_______________ 
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 Below is a list of problems that people sometimes have in response to a very stressful 

experience. Please read each problem carefully and then circle the number to the right to indicate 

how much you were bothered by that problem at the height of the youth’s illness/injury. 

 

At the height of the youth’s 

illness/injury, how much 

were you bothered by: 

Not at 

all 

A little 

bit 

Moderately Quite a 

bit 

Extremely 

Repeated, disturbing, and 

unwanted memories of the 

stressful experience? 

0 1 2 3 4 

Repeated, disturbing dreams 

of the stressful experience? 

0 1 2 3 4 

Suddenly feeling or acting as 

if the stressful experience 

were actually happening 

again (as if you were 

actually back there reliving 

it)? 

0 1 2 3 4 

Feeling very upset when 

something reminded you of 

the stressful experience? 

0 1 2 3 4 

Having strong physical 

reactions when something 

reminded you of the stressful 

experience (for example, 

heart pounding, trouble 

breathing, sweating)? 

0 1 2 3 4 

Avoiding memories, 

thoughts, or feelings related 

to the stressful experience? 

0 1 2 3 4 

Avoiding external reminders 

of the stressful experience 

(for example, people, places, 

conversations, activities, 

objects, or situations)? 

0 1 2 3 4 

Trouble remembering 

important parts of the 

stressful experience? 

0 1 2 3 4 

Having strong negative 

beliefs about yourself, other 

people, or the world (for 

example, having thoughts 

such as: I am bad, there is 

something seriously wrong 

0 1 2 3 4 
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with me, no one can be 

trusted, the world is 

completely dangerous)? 

Blaming yourself or 

someone else for the 

stressful experience or what 

happened after it? 

0 1 2 3 4 

Having strong negative 

feelings such as fear, horror, 

anger, guilt, or shame? 

0 1 2 3 4 

Loss of interest in activities 

that you used to enjoy? 

0 1 2 3 4 

Feeling distant or cut off 

from other people? 

0 1 2 3 4 

Trouble experiencing 

positive feelings (for 

example, being unable to 

feel happiness or have 

loving feelings for people 

close to you)? 

0 1 2 3 4 

Irritable behavior, angry 

outbursts, or acting 

aggressively? 

0 1 2 3 4 

Taking too many risks or 

doing things that could cause 

you harm? 

0 1 2 3 4 

Being “superalert” or 

watchful or on guard? 

0 1 2 3 4 

Feeling jumpy or easily 

startled? 

0 1 2 3 4 

Having difficulty 

concentrating? 

0 1 2 3 4 

Trouble falling or staying 

asleep? 

0 1 2 3 4 
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PROMIS Item Bank v2.0 – Ability to Participate in Social Roles and Activities – Short Form 8a 

 

Ability to Participate in Social Roles and Activities – Short Form 8a 

 

Please respond to each item by circling a number based on how you felt at the height of the 

youth’s illness/injury.  

 

 Never Rarely 

 

Sometimes 

 

Usually 

 

Always 

 

I had trouble doing all of my regular 

leisure activities with others … 

5 4 3 2 1 

I had trouble doing all of the family 

activities that I wanted to do … 

5 4 3 2 1 

I had trouble doing all of my usual work 

(include work at home) …  

5 4 3 2 1 

I had trouble doing all of the activities 

with friends that I wanted to do … 

5 4 3 2 1 

I had to limit the things I do for fun with 

others … 

5 4 3 2 1 

I had to limit my regular activities with 

friends … 

5 4 3 2 1 

I had to limit my regular family 

activities … 

5 4 3 2 1 

I had trouble doing all of the work that 

was really important to me (include 

work at home) … 

5 4 3 2 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

23 June 2016 

© 2008-2016 PROMIS Health Organization and PROMIS Cooperative Group  
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Interview Guide for Primary Caregivers 

 

1. Can you please tell me about illness or injury of the student participating in this study? 

What type of medical care did the youth receive (e.g., chemotherapy, follow-up 

consultations, surgeries?) 

2. Have you heard of the word “benefit finding” before? 

a. If not, benefit finding is a way for people to perceive positive outcomes from a 

traumatic situation – does that make sense? The first scale that you just completed 

assessed benefit finding and your ability to notice positives that arose due to the 

youth’s illness/injury.  

3. What helped you find benefits related to the youth’s illness/injury? 

4. What made it difficult for you to find benefits related to the youth’s illness/injury? 

5. Are there any ways in which the youth contributed to your own process of benefit finding 

related to the illness/injury experience? 

6. Who else besides the youth contributed to this process of benefit finding? How so? 

7. When I talk about the word trauma, I am referring to an event that was distressing and/or 

disturbing. Thinking about trauma in that way, did you find the hospitalization traumatic 

in anyways? If so, how? 

8. Is there anything else you would like to share about your experiences? 
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Prompts for Interviews with Primary Caregivers 

 

• Contributing factors: 

o Looking back at your benefit finding scale you identified the following benefits (list 

some highly scored benefits) – what helped you to develop these ideas/recognize 

these benefits? 

o What things made it harder to stay positive and develop any positive perceptions 

related to the situation? Who/what was not helpful in regard to your ability to find 

benefits? 

o There have been many suggestions made about different forms of coping that 

may/may not help people find benefits when confronted with an adverse experience. 

Did you engage in any forms of coping that were particularly helpful/harmful? If so, 

what were they? Why or why weren’t they useful for identifying benefits? 

o Were there things you did/did not think about to notice benefits?  

• Youth as a facilitator: 

o Did the youth help you cope with the situation? How so? Did these things help you 

notice benefits? 

o Were there things that you and the youth did/did not talk about that contributed to 

your ability to notice benefits? 

• Other individuals who contribute to benefit finding: 

o Family members, friends, community members, colleagues, medical staff, etc.? 

o What forms of support did they provide? 

• General Prompt: 

o Can you tell me more about …?   
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Appendix E: Youth Survey 

Participant ID:       

Date: _________________ 

Age: ________ Gender: ___________ 

What language(s) do you speak at home? ____________________ 

Were your parents born in Canada? Circle a response.  

Two or more parents born in Canada      One parent born in Canada     No parent born in Canada  

Which of the following best describes your ethnic background? Please CHECK ALL THAT 

APPLY. 

____  Indigenous (Inuit/First Nations/Metis) 

____  White/European 

____  Black/African/Caribbean 

____  Southeast Asian (e.g., Chinese, Japanese, Korean, Vietnamese, Cambodian, Filipino) 

____  Arab (e.g., Saudi Arabian, Palestinian, Iraqi) 

____  South Asian (e.g., East Indian, Sri Lankan) 

____  Latin American (e.g., Costa Rican, Guatemalan, Brazilian, Columbian) 

____  West Asian (e.g., Iranian, Afghani) 

Other (please specify) __________________________ 

____  Not sure 

What is your current relationship status? _______________________ 

Who resided in the same household as you when you were growing up? 

_________________________ 

Were you ever hospitalized as a child (i.e., between the ages of 6-18)?  _____   

If so, how many times? ______  

How long were you hospitalized each time? _________________________ 
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When were you last admitted to the hospital? _________ 

Reason for previous hospitalization(s) in childhood/adolescence: 

__________________________________________________ 

What was/were the main physical illness(es) you had?  

___________________________________ 

Date of diagnosis (if applicable): ______________________  

Were you diagnosed with any other notable medical conditions? If so, what are they? 

______________________ 

Date of diagnosis (if applicable): ______________________  

How old were you when you started receiving medical care for the main medical condition you 

had? ______ 

What health services did you access due to your main illness or injury (e.g., outpatient clinic for 

illness, rehabilitation center, mental health services?)  

______________________________________________________________________________

______________________________________________________________________________ 

Did you experience any other stressful situations when you had an illness/were injured that were 

unrelated to your physical health? If so, what were they? ___________________________ 

Do you live in a rural community? If so, what is the name of this community? _______________ 
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 Below is a list of problems that people sometimes have in response to a very stressful 

experience. Please read each problem carefully and then circle the number to the right to indicate 

how much you were bothered by that problem at the height of your illness/injury. 

At the height of your 

illness/injury, how much 

were you bothered by: 

Not at 

all 

A little 

bit 

Moderately Quite a 

bit 

Extremely 

Repeated, disturbing, and 

unwanted memories of the 

stressful experience? 

0 1 2 3 4 

Repeated, disturbing dreams 

of the stressful experience? 

0 1 2 3 4 

Suddenly feeling or acting as 

if the stressful experience 

were actually happening 

again (as if you were 

actually back there reliving 

it)? 

0 1 2 3 4 

Feeling very upset when 

something reminded you of 

the stressful experience? 

0 1 2 3 4 

Having strong physical 

reactions when something 

reminded you of the stressful 

experience (for example, 

heart pounding, trouble 

breathing, sweating)? 

0 1 2 3 4 

Avoiding memories, 

thoughts, or feelings related 

to the stressful experience? 

0 1 2 3 4 

Avoiding external reminders 

of the stressful experience 

(for example, people, places, 

conversations, activities, 

objects, or situations)? 

0 1 2 3 4 

Trouble remembering 

important parts of the 

stressful experience? 

0 1 2 3 4 

Having strong negative 

beliefs about yourself, other 

people, or the world (for 

example, having thoughts 

such as: I am bad, there is 

something seriously wrong 

0 1 2 3 4 
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with me, no one can be 

trusted, the world is 

completely dangerous)? 

Blaming yourself or 

someone else for the 

stressful experience or what 

happened after it? 

0 1 2 3 4 

Having strong negative 

feelings such as fear, horror, 

anger, guilt, or shame? 

0 1 2 3 4 

Loss of interest in activities 

that you used to enjoy? 

0 1 2 3 4 

Feeling distant or cut off 

from other people? 

0 1 2 3 4 

Trouble experiencing 

positive feelings (for 

example, being unable to 

feel happiness or have 

loving feelings for people 

close to you)? 

0 1 2 3 4 

Irritable behavior, angry 

outbursts, or acting 

aggressively? 

0 1 2 3 4 

Taking too many risks or 

doing things that could cause 

you harm? 

0 1 2 3 4 

Being “superalert” or 

watchful or on guard? 

0 1 2 3 4 

Feeling jumpy or easily 

startled? 

0 1 2 3 4 

Having difficulty 

concentrating? 

0 1 2 3 4 

Trouble falling or staying 

asleep? 

0 1 2 3 4 
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PROMIS Item Bank v2.0 – Ability to Participate in Social Roles and Activities – Short Form 8a 

 

Ability to Participate in Social Roles and Activities – Short Form 8a 

Please respond to each item by circling a number based on how you felt at the height of your 

illness/injury.  

 Never 

 

Rarely 

 

Sometimes 

 

Usually 

 

Always 

 

I had trouble doing all of my regular 

leisure activities with others … 

5 4 3 2 1 

I had trouble doing all of the family 

activities that I wanted to do … 

5 4 3 2 1 

I had trouble doing all of my usual work 

(include work at home) …  

5 4 3 2 1 

I had trouble doing all of the activities 

with friends that I wanted to do … 

5 4 3 2 1 

I had to limit the things I do for fun with 

others … 

5 4 3 2 1 

I had to limit my regular activities with 

friends … 

5 4 3 2 1 

I had to limit my regular family 

activities … 

5 4 3 2 1 

I had trouble doing all of the work that 

was really important to me (include 

work at home) … 

5 4 3 2 1 

 

 

 

 

 

 

 

 

 

23 June 2016 

© 2008-2016 PROMIS Health Organization and PROMIS Cooperative Group  
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PROMIS Scale v.1.0 – Pain Intensity 3a 

Pain Intensity 

Please respond to each item by circling a number from 1-5. 

In the worst 7 days of my illness/injury experience … 

 Had no pain Mild 

 

Moderate 

 

Severe 

 

Very severe 

 

How intense was your pain at its 

worst? …  

1 2 3 4 5 

How intense was your average 

pain? …  

1 2 3 4 5 

 No pain 

 

Mild 

 

Moderate 

 

Severe 

 

Very severe 

 

What is your level of pain right 

now? … 

1 2 3 4 5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6 March 2017 

© 2008-2017 PROMIS Health Organization (PHO) 
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Interview Guide for Youth 

 

1. Can you please tell me about your illness or injury? What type of medical care did you 

receive (e.g., chemotherapy, follow-up consultations, surgeries?) 

2. Have you heard of the word “benefit finding” before?  

a. If not, benefit finding is a way for people to perceive positive outcomes from a 

traumatic situation – does that make sense? The first scale that you just completed 

assessed benefit finding and your ability to notice positives that arose due to your 

illness/injury.  

3. What helped you notice the benefits related to your illness/injury? 

4. What made it difficult for you to notice the benefits related to your illness/injury? 

5. How does/did Mom/Dad (or other name of caregiver) help you engage in benefit finding 

related to your illness/injury? Were their attempts successful/helpful? Why or why not? 

6. Did anyone besides your parents help you engage in benefit finding related to your 

illness/injury? How did they help you?  

7. When I talk about the word trauma, I am referring to an event that was distressing and/or 

disturbing. Thinking about trauma in that way, do you think your time in the hospital was 

traumatic in anyways? If so, how? 

8. Is there anything else you would like to share about your experiences? 
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Prompts for Interviews with Youth 

• Contributing Factors: 

o Looking back at your benefit finding scale you identified the following benefits (list 

some highly scored benefits) – what helped you to develop these ideas/recognize 

these benefits? 

o Were there things you did/did not think about to notice benefits?  

o Were there things you did/did not do to notice benefits?  

o What helped you the most when times were traumatic?  

o What things made it harder to stay positive and notice any benefits? Who/what was 

not helpful in regard to your ability to find benefits? 

o Did your ideas about the world around you change? … How safe you felt? Your place 

in the world? Your ideas about the future? Did these things make it easier/harder to 

notice positives? 

• Parents as Facilitators of Benefit Finding: 

o Do you think that your Mom/Dad (or other name of caregiver) helped you cope/feel 

better? How? What did they do? 

o How did Mom/Dad (or other name of caregiver) help you find benefits when times 

were particularly hard? Were these things helpful? Why/why not? 
o Were there things that you and your Mom/Dad did/did not talk about that helped you 

notice benefits? 

• Other Individuals who contribute to Benefit Finding: 

o Family members, friends, medical staff, etc.? What support did they provide?  

• General Prompt: 

o Can you tell me more about …?  
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Appendix F: Resource Sheet 

Below is a list of resources that you may find helpful if you are experiencing any distress 
due to participating in this study or in general due to the medical predicament that 
qualified you for inclusion in this study.  
 
https://wellness.uoguelph.ca/   
 

• University of Guelph Counselling Services 
o Available to University of Guelph students 
o These services provide students with individual or group counselling and 

they also have a series of self-help/counselling books that can be 
borrowed 

o Hours: 8:15 AM – 4:15 PM 
o Website: https://wellness.uoguelph.ca/counselling/ 
o Phone: (519)-820-4450 x53244 

 

• Good2Talk 
o Available for University students in Ontario with a main focus on students 

between the ages of 17-25 years 
o Free, confidential helpline that offers counselling and referrals for a wide-

range of concerns that individuals may face  
o Hours: 24 hours 
o Website: https://good2talk.ca 
o Phone: 1-866-925-5454 

 

• Here 24/7 
o Available to all individuals in the Waterloo-Wellington region 
o Provides mental health and crisis services and conducts intakes and 

makes referrals  
o Hours: 24 hours 
o Website: http://here247.ca 
o Phone: 1-844-437-3247  

 

• Family Counselling and Support Services for Guelph-Wellington 
o Offers a variety of different counselling services to individuals in the region 
o Quick access, walk-in counselling is offered every Wednesday from 1pm-

7pm at 109 Surrey Street East Guelph  
o Hours  

 Monday – Thursday: 9:00am – 9:00pm 
 Friday: 9:00am – 5:00pm 
 Every other Saturday: 9:00am – 2:00pm 

o Website: https://familyserviceguelph.on.ca/family-counselling-services-
guelph/guelph-counselling-services/ 

https://wellness.uoguelph.ca/counselling/
https://good2talk.ca/
http://here247.ca/
https://familyserviceguelph.on.ca/family-counselling-services-guelph/guelph-counselling-services/
https://familyserviceguelph.on.ca/family-counselling-services-guelph/guelph-counselling-services/
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o Phone: (519)-824-2431 
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Appendix G: Youth Rating Scale Scores 

Rating Scale Items  Rural 
n=9 

Urban 
n=11 

Total Mean 
n=21 

T-test P-value 

Benefits (M, SD)      
     … has led me to be   
     more accepting of  
     things 

3.78 (1.20) 4.09 (1.04) 3.90 (1.09) -.62 .54 

     … has taught me how         
     to adjust to things I  
     cannot change 

4.00 (1.23) 3.82 (.98) 3.90 (1.04) .37 .72 

     … has helped me take 
     things as they come 

3.78 (1.30) 3.82 (.87) 3.86 (1.06) -.08 .94 

     … has brought my  
     family closer together 

3.00 (1.12) 2.55 (1.29) 2.71 (1.19) .83 .42 

     … has made me more 
     sensitive to family  
     issues 

2.78 (1.39) 3.18 (1.33) 2.90 (1.38) -.66 .52 

     … has taught me that 
     everyone has a 
     purpose in life 

3.67 (1.41) 2.45 (1.29) 2.90 (1.48) 2.00 .06 

     … has shown me that 
     all people need to be  
     loved 

3.56 (1.67) 2.82 (1.40) 3.05 (1.56) 1.08 .30 

     … has made me 
     realize the importance 
     of planning for my 
     family’s future 

3.44 (1.24) 2.55 (1.13) 2.86 (1.28) 1.70 .11 

     … has made me more 
     aware and concerned 
     for the future of all  
     human beings 

3.22 (1.72) 2.55 (1.37) 2.76 (1.55) .98 .34 

     … has taught me to  
     be patient 

3.89 (.78) 3.36 (.81) 3.57 (.81) 1.47 .16 

     … has led me to deal 
     better with stress and 
     problems 

3.33 (1.32) 3.27 (1.35) 3.24 (1.30) .10 .92 

     … has led me to meet 
     people who have 
     become some of my  
     best friendsa 

2.78 (1.86) 1.73 (1.01) 2.14 (1.49) 1.52 .15 

     … has contributed to 
     my overall emotional 
     and spiritual growth 

3.56 (1.42) 3.73 (1.49) 3.52 (1.50) -.26 .80 
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     … has helped me  
     become more aware  
     of the love and 
     support available from  
     other people 

4.11 (.93) 4.00 (1.00) 3.90 (1.14) .26 .80 

     … has helped me  
     realize who my real 
     friends are 

3.22 (1.48) 3.00 (1.55) 3.00 (1.52) .33 .75 

     … has helped me  
     become more focused 
     on priorities, with a  
     deeper sense of 
     purpose in life 

3.89 (1.17) 2.64 (1.43) 3.10 (1.48) 2.11 .05 

     … has helped me  
     become a stronger 
     person, more able to 
     cope effectively with 
     future life challenges 

4.00 (.87) 4.36 (1.03) 4.14 (.96) -.84 .41 

PTSD Symptoms (M, SD)      
     Repeated, disturbing, 
     and unwanted  
     memories of the 
     stressful experience? 

2.00 (1.32) 2.73 (1.42) 2.33 (1.39) -1.17 .26 

     Repeated, disturbing  
     dreams of the  
     stressful experience? 

1.11 (1.54) 1.64 (1.75) 1.33 (1.62) -.71 .49 

     Suddenly feeling or 
     acting as if the  
     stressful experience 
     were actually 
     happening again (as if 
     you were actually  
     were actually 
     back there reliving it)? 

1.22 (1.56) 1.82 (1.47) 1.57 (1.47) -.88 .39 

     Feeling very upset  
     when something  
     reminded you of the  
     stressful experience? 

1.89 (1.36) 2.73 (1.42) 2.24 (1.48) -1.34 .20 

     Having strong physical 
     reactions when  
     something reminded  
     you of the stressful 
     experience (for  
     example, heart  

.89 (1.17) 2.45 (1.37) 1.71 (1.45) -2.72 .01 
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     pounding, trouble  
     breathing, sweating)? 
     Avoiding memories, 
     thoughts, or feelings 
     related to the stressful 
     experience? 

1.22 (1.30) 2.27 (1.42) 1.71 (1.45) -1.71 .11 

     Avoiding external 
     reminders of the 
     stressful experience 
     (for example, people, 
     places, conversations 
     activities, objects, or  
     situations)? 

1.56 (1.33) 2.09 (1.30) 1.90 (1.30) -.91 .38 

     Trouble remembering  
     important parts of the  
     stressful experience?a 

1.22 (.97) 2.00 (1.67) 1.57 (1.43) -1.30 .21 

     Having strong 
     negative beliefs about 
     yourself, other people, 
     or the world (for 
     example, having  
     thoughts such as: I am 
     bad, there is 
     something seriously 
     wrong with me, no one 
     can be trusted, the 
     world is completely  
     dangerous)? 

.89 (1.27) 1.82 (1.83) 1.38 (1.60) -1.29 .22 

     Blaming yourself or  
     someone else for the  
     stressful experience or  
     what happened after  
     it? 

1.11 (1.27) 1.82 (1.72) 1.43 (1.54) -1.02 .32 

     Having strong 
     negative feelings such  
     as fear, horror, anger, 
     guilt, or shame? 

1.67 (1.12) 2.45 (1.37) 2.05 (1.28) -1.39 .18 

     Loss of interest in  
     activities that you  
     used to enjoy?a 

1.22 (.97) 1.91 (1.81) 1.57 (1.47) -1.08 .30 

     Feeling distant or cut 
     off from other  
     people?a 

1.67 (1.00) 2.27 (1.85) 2.05 (1.50) -.93 .37 

     Trouble experiencing .89 (1.27) 1.82 (1.54) 1.48 (1.47) -1.45 .16 
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     positive feelings (for 
     example, being unable 
     to feel happiness or 
     have loving feelings 
     for people close to  
     you)? 
     Irritable behavior, 
     angry outbursts, or  
     acting aggressively?  

1.56 (1.59) 1.91 (1.14) 1.86 (1.39) -.58 .57 

     Taking too many risks 
     or doing things that 
     could cause you 
     harm? 

1.11 (1.17) 1.27 (1.49) 1.24 (1.30) -.27 .79 

     Being “superalert” or 
     watchful or on guard? 

1.67 (1.50) 2.27 (1.56) 2.00 (1.48) -.88 .39 

     Feeling jumpy or 
     easily startled? 

1.11 (1.27) 1.18 (1.60) 1.24 (1.45) -.11 .92 

     Having difficulty  
     concentrating? 

1.33 (1.41) 2.36 (1.69) 2.00 (1.64) -1.46 .16 

     Trouble falling or  
     staying asleep? 

1.67 (1.50) 2.55 (1.44) 2.24 (1.51) -1.33 .20 

Ability to Participate in  
Social Roles and 
Activities (M, SD) 

     

     I had trouble doing all  
     of my regular leisure  
     activities with others 

2.44 (1.33) 1.91 (1.04) 2.19 (1.17) 1.01  .33 

     I had trouble doing all  
     of the family activities  
     that I wanted to do 

2.56 (1.24) 2.14 (.84) 2.36 (1.01) .90 .38 

     I had trouble doing all  
     of my usual work    
     (include work at  
     home) 

2.44 (1.33) 2.18 (1.25) 2.38 (1.28) .45 .66 

     I had trouble doing all  
     of the activities with  
     friends that I wanted  
     to do  

2.11 (1.17) 1.91 (.94) 2.05 (1.02) .43 .67 

     I had to limit the  
     things I do for fun with 
     others  

2.22 (1.09) 2.00 (1.00) 2.19 (1.08) .47 .64 

     I had to limit my  
     regular activities with  
     friends  

2.33 (1.32) 2.36 (1.03) 2.43 (1.17) -.06 .96 
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     I had to limit my  
     regular family  
     activities 

2.89 (1.45) 2.73 (1.10) 2.86 (1.24) .28 .78 

     I had trouble doing all  
     of the work that was 
     really important to me 

2.44 (1.13) 2.23 (1.03) 2.41 (1.09) .45 .66 

Pain Intensity (M, SD)      
     How intense was your  
     pain at its worse? 

3.94 (.95) 4.18 (1.17) 4.12 (1.05) -.49  .63 

     How intense was your 
     average pain? 

2.67 (1.22) 3.23 (1.08) 3.02 (1.15) -1.09 .29 

     What is your level of  
     pain right now? 

1.56 (1.01) 1.55 (1.04) 1.62 (1.02) .02 .98 

 

Note. There were 21 youth in the total mean column as one youth did not report whether 

she was from a rural or urban community but was included in the total mean.  

a The assumption of the equality of variance was not met. 
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Appendix H: Youth Illness/Injury Experience 

 n 

Mental health disorders 5 
Broken/fractured bone 2 
Diabetes 2 
Inflammatory bowel disease 2 
Burn (second degree) 1 
Cancer 1 
Chronic ear infection 1 
Concussion 1 
Ehlers-Danlos syndrome 1 
Gynecological disorder 1 
Heart attack 1 
Injury to leg 1 
Pleurisy 1 
Raynaud phenomenon 1 
Scoliosis  1 

Note. One participant noted both a primary mental health disorder and a physical health 

condition.  
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Appendix I: Primary Caregiver Rating Scale Scores 

Rating Scale Items Rural 
n=3 

Urban 
n=7 

Total Mean 
n=10 

T-test P-value 

Benefits (M, SD)      
     … has led me to be  
     more accepting of  
     things 

4.67 (.58) 3.86 (1.46) 4.10 (1.29) .90 .39 

     … has taught me how  
     to adjust to things I  
     cannot change 

4.33 (.58) 4.14 (.69) 4.20 (.63) .42 .69 

     … has helped me take  
     things as they come 

3.67 (.58) 3.71 (.95) 3.70 (.82) -.08 .94 

     … has brought my  
     family closer together 

4.33 (.58) 3.43 (1.27) 3.70 (1.16) 1.15 .28 

     … has made me more  
     sensitive to family  
     issues 

4.67 (.58) 4.00 (1.00) 4.20 (.92) 1.06 .32 

     … has taught me that  
     everyone has a  
     purpose in life 

4.67 (.58) 3.29 (1.50) 3.70 (1.42) 1.51 .17 

     … has shown me that  
     all people need to be  
     loved 

4.67 (.58) 4.43 (1.51) 4.50 (1.27) .26 .80 

     … has made me  
     realize the importance  
     of planning for my  
     family’s future 

4.67 (.58) 4.00 (1.16) 4.20 (1.03) .93 .38 

    … has made me more  
     aware and concerned  
     for the future of all  
     human beings 

4.33 (.58) 4.43 (1.13) 4.40 (.97) -.14 .90 

    … has taught me to be  
    patient 

4.67 (.58) 3.86 (.69) 4.10 (.74) 1.77 .12 

     … has led me to deal  
     better with stress and  
     problemsa 

4.00 (.00) 3.29 (1.38) 3.50 (1.18) 1.37 .22 

     … has led me to meet  
     people who have  
     become some of my  
     best friends 

2.67 (1.53) 2.29 (1.38) 2.40 (1.35) .39 .71 

     … has contributed to  
     my overall emotional  
     and spiritual growth 

4.67 (.58) 3.43 (1.13) 3.80 (1.14) 1.75 .12 
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     … has helped me  
     become more aware  
     of the love and  
     support available from  
     other people 

4.00 (1.00) 4.00 (1.16) 4.00 (1.05) .00 1.00 

     … has helped me  
     realize who my real  
     friends are 

4.67 (.58) 3.86 (1.35) 4.10 (1.20) .98 .36 

     … has helped me  
     become more focused  
     on priorities, with a  
     deeper sense of  
     purpose in life 

4.00 (1.00) 3.86 (1.35) 3.90 (1.20) .16 .87 

     … has helped me  
     become a stronger  
     person, more able to  
     cope effectively with  
     future life challenges 

4.67 (.58) 3.86 (1.07) 4.10 (.99) 1.21 .26 

PTSD Symptoms (M, SD)      
     Repeated, disturbing, 
     and unwanted  
     memories of the 
     stressful experience? 

2.33 (2.08) 2.71 (1.50) 2.60 (1.58) -.33 .75 

     Repeated, disturbing  
     dreams of the  
     stressful experience? 

1.67 (2.08) 1.57 (1.40) 1.60 (1.51) .09 .93 

 n=3 n=6 n=9 T-test P-value 
     Suddenly feeling or 
     acting as if the  
     stressful experience 
     were actually 
     happening again (as if 
     you were actually  
     were actually 
     back there reliving it)? 

2.33 (2.08) 2.83 (.98) 2.67 (1.32) -.51 .63 

 n=3 n=7 n=10 T-test P-value 
     Feeling very upset  
     when something  
     reminded you of the  
     stressful experience? 

3.67 (.58) 2.71 (1.38) 3.00 (1.25) 1.12 .29 

     Having strong physical 
     reactions when  
     something reminded  
     you of the stressful 

1.67 (1.53) 1.57 (1.13) 1.60 (1.17) .11 .91 
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     experience (for  
     example, heart  
     pounding, trouble  
     breathing, sweating)? 
     Avoiding memories, 
     thoughts, or feelings 
     related to the stressful 
     experience? 

1.33 (1.53) 2.29 (1.38) 2.00 (1.41) -.97 .36 

     Avoiding external 
     reminders of the 
     stressful experience 
     (for example, people, 
     places, conversations 
     activities, objects, or  
     situations)? 

1.00 (1.00) 1.57 (1.51) 1.40 (1.35) -.59 .57 

     Trouble remembering  
     important parts of the  
     stressful experience? 

1.33 (2.31) 2.00 (1.63) 1.80 (1.75) -.53 .61 

     Having strong 
     negative beliefs about 
     yourself, other people, 
     or the world (for 
     example, having  
     thoughts such as: I am 
     bad, there is 
     something seriously 
     wrong with me, no one 
     can be trusted, the 
     world is completely  
     dangerous)? 

1.00 (1.00) 1.86 (1.46) 1.60 (1.35) -.91 .39 

     Blaming yourself or  
     someone else for the  
     stressful experience or  
     what happened after  
     it? 

1.67 (1.53) 2.00 (1.63) 1.90 (1.52) -.30 .77 

     Having strong 
     negative feelings such  
     as fear, horror, anger, 
     guilt, or shame? 

1.67 (1.53) 2.86 (1.35) 2.50 (1.43) -1.24 .25 

     Loss of interest in  
     activities that you  
     used to enjoy? 

1.00 (1.00) 2.43 (1.40) 2.00 (1.41) -1.58 .15 

     Feeling distant or cut 
     off from other  

.33 (.58) 2.00 (1.41) 1.50 (1.43) -1.92 .09 
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     people? 

     Trouble experiencing 
     positive feelings (for 
     example, being unable 
     to feel happiness or 
     have loving feelings 
     for people close to  
     you)? 

.33 (.58) 1.57 (.98) 1.20 (1.03) -2.01 .08 

     Irritable behavior, 
     angry outbursts, or  
     acting aggressively?  

1.00 (1.00) 1.71 (1.25) 1.50 (1.18) -.87 .41 

     Taking too many risks 
     or doing things that 
     could cause you 
     harm? 

.33 (.58) .57 (.79) .50 (.71) -.47 .65 

     Being “superalert” or 
     watchful or on guard? 

2.67 (1.53) 3.00 (1.29) 2.90 (1.29) -.36 .73 

     Feeling jumpy or 
     easily startled? 

.67 (1.16) 1.57 (1.13) 1.30 (1.16) -1.15 .28 

     Having difficulty  
     concentrating? 

1.00 (1.00) 2.29 (1.11) 1.90 (1.20) -1.72 .12 

     Trouble falling or  
     staying asleep? 

1.33 (1.53) 2.43 (1.51) 2.10 (1.52) -1.05 .33 

Ability to Participate in  
Social Roles and 
Activities (M, SD) 

     

     I had trouble doing all  
     of my regular leisure  
     activities with others 

2.67 (1.53) 2.71 (1.38) 2.70 (1.34) -.05 .96 

     I had trouble doing all  
     of the family activities  
     that I wanted to do 

3.00 (1.73) 3.14 (1.07) 3.10 (1.20) -.16 .87 

     I had trouble doing all  
     of my usual work    
     (include work at  
     home) 

2.33 (1.15) 3.14 (.90) 2.90 (.99) -1.21 .26 

     I had trouble doing all  
     of the activities with  
     friends that I wanted  
     to do  

2.67 (1.53) 2.86 (1.57) 2.80 (1.48) -.18 .86 

     I had to limit the  
     things I do for fun with 
     others  

2.67 (1.53) 2.86 (1.86) 2.80 (1.69) -.16 .88 

     I had to limit my  3.00 (2.00) 3.00 (1.91) 3.00 (1.83) .00 1.00 
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     regular activities with  
     friends  
     I had to limit my  
     regular family  
     activities 

2.67 (1.53) 3.43 (1.27) 3.20 (1.32) -.82 .43 

     I had trouble doing all  
     of the work that was 
     really important to me 

2.33 (1.53) 3.14 (1.35) 2.90 (1.37) -.84 .42 

 

aThe assumption of the equality of variance was not met. 
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