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ABSTRACT 

NICOLE R. SCHWAB.  Assessing The Impact Of Cancer-Related Goal Interference On Well-
Being Among People With Different Socioeconomic Levels.   

(Under the direction of DR. AMY PETERMAN) 

Socioeconomic status (SES) is directly related to health, such that people with lower SES 

experience significantly worse mental and physical health functioning and overall well-being 

than people with higher SES.  The ability to pursue personal goals is associated with well-being 

and functioning for individuals with and without cancer.  Existing research has established 

relationships between SES and health/well-being, SES and cancer, cancer and health/well-being, 

and goal pursuit and health/well-being for people living with and without serious illness. 

However, there is a dearth of research surrounding how SES and goal pursuit may be related for 

people living with cancer.  This study explored whether cancer-related goal interference varied 

with SES level and whether this goal pursuit interference had differential effects on the well-

being of people beginning treatment for a new cancer diagnosis.  A secondary analysis was 

conducted using data collected from 180 individuals (M age = 55 years) who participated in a 

broader, NIH-funded study focused on goal interference as a clinical outcome measure for 

people with cancer.  Socioeconomic status (SES) was measured using annual household income 

range and highest level of education.  Participants completed baseline and two-month post-

treatment assessments, which included self-reported measures of cancer-related goal interference 

(i.e., Goal Interference Scale; GIS), health-related quality of life (HRQL; i.e., Functional 

Assessment of Cancer Therapy-General), and life satisfaction (i.e., Satisfaction with Life Scale).  

A series of linear regression analyses were conducted to explore the relationship between these 

variables.  Income and education level did not significantly predict change in HRQL or life 

satisfaction, nor did they predict GIS at Time 2.  GIS at Time 2 significantly predicted greater 

declines in HRQL (β = –.43, p < .001) and life satisfaction (β = –.37, p < .001).  Income and 
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education level were not found to moderate these relationships.  Cancer-related goal interference 

has significant negative effects on dimensions of well-being for people with cancer across SES 

levels, suggesting structured values and goals interventions could be a beneficial component of 

complementary cancer care.       
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CHAPTER 1: INTRODUCTION 

According to the most recent data from the American Cancer Society, there will be an 

estimated 2,041,910 new cancer cases in 2025, the equivalent of approximately 5,600 diagnoses 

a day (Siegel et al., 2025), with over 18 million Americans living with cancer as of 2022 

(National Cancer Institute, 2024).  Empirical studies and literature reviews indicate that a cancer 

diagnosis, symptoms, and treatment side-effects negatively impact individuals’ quality of life, 

including physical, psychological, social, and emotional well-being  (Alcalá, 2014; Mokhtari-

Hessari & Montazeri, 2020; Nayak et al., 2019; Polanski et al., 2016; Wu & Harden, 2015).  As 

suggested by the Reserve Capacity Model (Gallo, 2009) and reflected through research, less 

income, lower education levels, or more broadly, low socioeconomic status (SES) is associated 

with high levels of stress, as well as poor health, quality of life, and well-being for the general 

population and individuals living with cancer (Berwick, 2019; Evans et al., 2012; Tan et al., 

2020).  Accordingly, it follows that the adverse effects of a cancer diagnosis and treatment are 

more pronounced among individuals with low SES (Chidobem et al., 2022; Dee et al., 2021; 

Hoffman et al., 2009; Kelly-Brown et al., 2022; Lane et al., 2021; Lui et al., 2022; Penson et al., 

2001; Wu & Harden, 2015).  Extant theoretical and empirical literature explores the complex 

nature of goals—how goal processes can positively or negatively impact individual well-being—

in the context of individuals’ self-regulation, with a smaller body of research examining the 

relationship between goal pursuit and well-being for those living with cancer (Hullmann et al., 

2016; Huppert, 2009; Klug & Maier, 2015; Mann et al., 2013; Rasmussen et al., 2006; Stanton et 

al., 2007; Wrosch & Scheier, 2020).  However, there appears to be no research on the connection 

between goal pursuit and SES, especially regarding how goal pursuit relates to well-being in 

cancer patients from marginalized groups, particularly those with lower SES.  
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Exploring the avenues through which cancer impacts the pursuit of goals and well-being 

for populations disadvantaged by sociopolitical systems and underrepresented in research is 

essential for a comprehensive understanding of patient experiences, for identifying potential 

protective factors, and for developing programs to improve adjustment and well-being for all 

people living with cancer.  Accordingly, the purpose of this study was to examine 1) if there is a 

relationship between SES and cancer-related goal interference and 2) whether this relationship 

impacts well-being.  

1.1 Theoretical Background 

Two theoretical models are integrated to guide the present study: a) Control Theory, b) 

The Reserve Capacity Model.  Control Theory describes how mental representations of desired 

outcomes (also known as goals), shape self-regulation and, thus, well-being through goal 

processes such as goal setting, pursuit, and interference (Carver & Scheier, 1982, 1998).  

However, it is limited by a focus on individual-level factors, neglecting environmental 

influences.  The Reserve Capacity Model describes how broader social and environmental 

factors (i.e., SES) interact with and impact individuals’ resources, behaviors, and well-being, 

providing a comprehensive and necessary foundation to contextualize intrapersonal factors.  

Together, these theoretical models provide a well-rounded framework for exploring the ways 

that SES may affect how individuals navigate goal-setting, striving, and interference in the 

context of health and well-being.   

Control Theory suggests that individuals continuously strive and act to reduce differences 

between their present state and their “reference values” (Carver & Scheier, 1982).  These 

“reference values” represent desired states comprised of specific standards, also known as goals 

(Brunstein et al., 1999; Mann et al., 2013; Mora & Ozakinci, 2013).  According to the control 
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theory, actions, emotions, and motivations are guided by feedback loops in which individuals 

consistently evaluate their current state and outcomes, compare these to their desired state and 

outcomes (i.e., goals), and develop and implement plans to address discrepancies accordingly 

(Carver & Scheier, 1982, 1998, 2000).  The focus and efficacy of these processes vary based on 

individual factors such as affect, attention, confidence, expectations, goal importance, and 

perceived feedback (Brunstein et al., 1999; Scheier & Carver, 2003).  When goal progress is 

disturbed, there are two primary reactions according to the Control Theory’s model of self-

regulation: goal tenacity or goal disengagement.  Individuals evaluate their expectations and goal 

attainability to determine whether to persist and continue their efforts or to stop and potentially 

disengage from the goal in question entirely; while these strategies are recognized as essential for 

adaptive self-regulation, goal interference and subsequent misalignment between expectations 

and goal progress can contribute to negative psychological outcomes (Carver & Scheier, 1982; 

Scheier & Carver, 2003; Wrosch et al., 2003).  Research utilizing this model recognizes the 

disruptive impact of illness, showing that cancer-related interference in goal pursuit, progress, 

and perceived attainability is related to greater psychological distress (Haydon et al., 2019; Janse 

et al., 2016; Pinquart et al., 2008; Stefanic et al., 2014, 2017).  However, this body of research 

seems to focus primarily on individual-level factors (Scheier et al., 2012; Wrosch & Scheier, 

2020).  This framework illustrates the continuous and dynamic processes of goals and self-

regulation; however, it neglects the influence of broader, external, or contextual variables. 

The Reserve Capacity Model offers a framework for understanding how SES impacts 

health and contributes to health disparities across the lifespan through psychosocial factors and 

processes (Gallo, 2009; Gallo & Matthews, 2003; Matthews et al., 2010).  Based on existing 

literature showing that individuals with lower SES disproportionately encounter more frequent 
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and intense daily and major life event stressors, experience greater stress reactivity than people 

with higher SES, and more exposure to conflict, risk, and threat, this model posits that 

individuals with lower SES have a lower “reserve capacity”—a supply of tangible, interpersonal, 

and intrapersonal resources—to cope and respond to stressful events and environments.  These 

reserves are lower primarily because “(a) low-SES individuals are exposed to more situations in 

which they must use their resources and (b) their environments prevent the development and 

replenishment of resources to be kept in reserve” (Gallo & Matthews, 2003, p. 34).  Accordingly, 

a perpetuating and intensifying cycle develops where, with fewer stress-buffering resources and 

fewer opportunities to refresh and increase these resources, individuals with lower SES are more 

vulnerable to stressors and experience greater stress reactivity and negative outcomes, further 

degrading their reserve capacity.  The development of the Reserve Capacity Model focused on 

how negative emotions and cognitions link SES and health.  Considering the well-established 

relationship between goal pursuit and well-being across clinical and non-clinical samples, the 

pursuit and progress of personally meaningful goals could offer another potential psychosocial 

pathway connecting SES and well-being (Chidobem et al., 2022; Evans et al., 2012; Hullmann et 

al., 2016; Klug & Maier, 2015; Lui et al., 2022; Wrosch & Scheier, 2020).   

Integrating Control Theory and the Reserve Capacity Model provides a foundation for 

examining individual experiences and outcomes within their broader context.  Goals processes 

and well-being are intertwined (as outlined by Control Theory), with these individual elements 

and interactions shaping and being shaped by contextual factors (based on the Reserve Capacity 

model).  This study focused on individuals’ experiences of goal pursuit and interference in the 

context of cancer diagnosis and treatment embedded in the broader SES system, which has a 

well-established direct relationship with well-being (Reserve Capacity Model).  These 
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frameworks are connected to guide the investigation of whether SES is related to cancer-related 

interference with goal pursuit and whether SES moderates the relationship between cancer-

related goal pursuit interference and on well-being.  Figure 1 demonstrates this model.   

 
Figure 1 
Conceptual of Model of SES, Cancer-Related Goal Interference, and Well-being Relationships 

Note: The model was tested individually with each SES and well-being indicator.  

 
Next, relevant literature is reviewed to provide an empirical foundation for the current 

study.  First, subjective well-being is defined and the link between health and subjective well-

being is established.  Then, research on the impact of cancer on individuals’ well-being is 

examined and triangulated using a variety of well-being measures.  Triangulation—referencing 

studies that use different methods and sources of data—enhances the robustness of findings and 

allows for a more comprehensive understanding of complex constructs, such as well-being and 

goal pursuit.  Aligned with the Reserve Capacity Model, literature that demonstrates the 

relationships among physical health, perceived well-being, and SES for people living with and 

without cancer is explored.  Having established the connections between SES, health, and well-

being, and the connection between cancer and well-being, the relationships among elements of 

goal pursuit and well-being are described per the Control Theory.  Finally, evidence of how 
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cancer impacts aspects of goal striving is reviewed.  This overview illustrates the relationships 

among SES and well-being, goal processes and well-being, and serious illness and goal pursuit; 

it also highlights the gap in existing work—how elements of patients’ context, namely SES, 

relate to elements of patients’ goals and overall personal well-being. 

1.2 Health and Subjective Well-being 

Traditional biomedical models define health as the presence or absence of disease and 

focus on individual deficits with little regard for the context within which people develop and 

live (Kagawa Singer et al., 2016; Svalastog et al., 2017).  Moving beyond traditional models, 

health is now recognized as a dynamic state “in which one is able to function well physically, 

mentally, socially, and spiritually to express the full range of one’s unique potentialities within 

[their] environment” (Svalastog et al., 2017, p. 432).  This multidimensional conceptualization of 

health emphasizes both the importance of individual and contextual factors and the 

multidirectional interactions among these factors.   

This understanding of health also reflects the relationship between health and overall 

subjective well-being. Subjective well-being is typically defined as “the combination of feeling 

good and functioning effectively” (Huppert, 2009, p. 137), encompassing medical and non-

medical health-related factors.  This conceptualization is a combination of quality of life, life 

satisfaction, and a sense of purpose or meaning in life—comprised of distinct and highly 

correlated constructs such as competence, emotional stability, engagement, meaning, optimism, 

positive emotions, positive relationships, self-worth, and vitality (Huppert, 2009; Ruggeri et al., 

2020).  Accordingly, the combination of subjective experiences and more objective functioning 

is reflected in research showing that health and well-being are significantly intertwined (Howell 

et al., 2007).   
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This connection is illustrated by a study examining the well-being, longevity, and 

mortality of the general adult population of a California county over the course of 28 years (Xu 

& Roberts, 2010).  Results show that while there was no relationship between negative affect and 

longevity, greater subjective well-being, particularly positive feelings and life satisfaction, 

predicted greater longevity.  A national, 10-year longitudinal study of aging, conducted with 

older adults in England, suggests that greater subjective well-being was associated with a lower 

risk for adverse health outcomes over time and greater longevity (Zaninotto & Steptoe, 2019).  

Findings from a 23-year longitudinal study, following adults from the general populations of the 

US and Japan, indicate that greater life satisfaction, higher positive affect, and lower negative 

affect were related to better self-reported health, fewer chronic health conditions, and reduced 

mortality risk (Willroth et al., 2020).  These results align with a recent meta-analysis of 62 

longitudinal studies from a variety of countries, exploring subjective well-being and mortality in 

general populations (Martín-María et al., 2017).  Positive subjective well-being was found to be 

a protective factor for mortality, associated with increased survival in general populations.  

Similarly, a systematic review and meta-analysis of 29 international studies, examining the 

association between health status and well-being, demonstrated that better health was associated 

with greater well-being for people with chronic conditions and the general population (Ngamaba 

et al., 2017).  This research indicates that there is a significant, bidirectional positive relationship 

between well-being and health for general populations across the United States (US) and the 

world.  Given this well-established link, we turn our attention to an examination of additional 

factors that may influence this relationship. 
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1.3 Cancer and Correlates of Well-being 

Considering subjective well-being is intertwined with health, it follows that cancer affects 

well-being.  Cancer symptoms have been shown to negatively impact mental and emotional well-

being, physical and social functioning, and overall quality of life (Mokhtari-Hessari & 

Montazeri, 2020; Nayak et al., 2019; Polanski et al., 2016).  A cross-sectional study conducted 

with young, middle-aged, and older adults living with cancer in Denmark found that middle-aged 

and older adults had worse physical functioning, while young adults had worse cognitive and 

role functioning (Andersen et al., 2022).  These functional limitations negatively affect well-

being as illustrated in a 12-year longitudinal study examining differences between older English 

adults with cancer and those without cancer in activities of daily living, self-reported health, and 

quality of life two years before diagnosis and two and four years after diagnosis (Williams et al., 

2016).  Results indicate that adults diagnosed with cancer experienced significantly more 

depressive symptoms as well as larger declines in self-reported health, quality of life, and life 

satisfaction over time relative to cancer-free adults.  These findings are paralleled by research 

from Wisconsin comparing older adult women diagnosed with breast cancer and those without 

cancer over the course of five years (Trentham-Dietz et al., 2008).  Cross-sectional and 

longitudinal analyses indicate that relative to women without breast cancer, women with breast 

cancer reported worse physical functioning, lower vitality, more emotional problems and social 

limitations, and greater declines across all measures of physical and mental well-being.  Similar 

patterns have been found among men in the Southeastern US recently diagnosed with head and 

neck cancer, showing that more severe cancer-related symptoms were associated with worse 

emotional, mental, and physical well-being (Sterba et al., 2017).  These findings illustrate some 

of the diverse ways cancer-related factors—such as poorer functioning across multiple domains, 
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psychological distress, and physical symptoms and side effects—impact various domains of 

individuals’ health-related quality of life and overall well-being throughout adulthood.  

However, these individual-level factors provide an incomplete understanding of well-being; it is 

essential to include the influence of context as well.  

1.4 Socioeconomic Status and Well-being for Individuals with and without Cancer 

Socioeconomic status (SES) is determined by dynamic interactions among various 

dimensions, including class, status, and power (WHO, 2010).  Class refers to individuals’ access 

to and control of resources relative to others, such as ownership of financial and organizational 

assets.  Status refers to prestige or “access to life chances” (WHO, 2010, p. 29) and is partly 

based on sociocultural factors such as social networks.  Power is based on political context and 

refers to individuals’  ability to effect change and influence others in the sociopolitical 

hierarchies.  According to existing literature, the strongest indicators of SES are educational 

attainment, occupation status, and income (Galobardes et al., 2006; WHO, 2010).  Research 

consistently shows the SES gradient of health, where higher SES is associated with better health 

across different geographic areas, ages, and identities (American Psychological Association, 

2017; Berwick, 2019; Bor et al., 2017; Braveman et al., 2010; Evans et al., 2012; Forde et al., 

2019; Hood et al., 2016; Huppert, 2009; Liu et al., 2017; Matthews et al., 2010; National 

Academies of Sciences, Engineering, and Medicine, 2019; Steptoe & Zaninotto, 2020).  

Considering the intertwined nature of health and well-being as discussed above, it follows that 

SES has a similar relationship with overall well-being.   

This is illustrated in existing literature examining the association between indicators of 

SES and health and well-being.  For example, research conducted with primarily 

socioeconomically disadvantaged Black adults in New York found that lower SES was directly 
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related to both poorer perceived health and greater stress and indirectly related to health-

compromising behaviors through greater stress (Senn et al., 2014).  Similarly, results from cross-

sectional surveys conducted in 1983, 2006, and 2009 with adults from the general US population 

show that unemployment and lower levels of education and income were associated with higher 

levels of psychological stress (Cohen & Janicki-Deverts, 2012).  Results from a cross-sectional 

study conducted with individuals, between the ages of 16 and 96, from a general Dutch 

population sample suggest that higher levels of perceived stress and lower levels of hope, 

optimism, resilience, self-efficacy, and financial self-reliance partly explained the relationship 

between lower educational attainment and poorer perceptions of health (Schelleman-Offermans 

& Massar, 2020).  These findings are paralleled by a meta-analysis of 357 studies exploring SES 

and subjective well-being (i.e., life satisfaction and happiness) associations (Tan et al., 2020).  

Results indicate that income and education were significant predictors of life satisfaction and 

happiness; additionally, the strength of the income-well-being relationship increased in countries 

with lower social mobility and greater population density.  Overall, this body of research 

illustrates the number of ways SES can adversely affect individual health and well-being. 

The relationship between SES and well-being is also found among people living with 

cancer. Findings from a US population-based survey indicate that adults living with cancer 

experienced significantly more serious psychological distress compared to adults without cancer; 

further, adults living with cancer who had less than a high school education and no insurance 

were even more likely to experience serious distress (Hoffman et al., 2009).  A longitudinal 

study conducted with men recently diagnosed with prostate cancer shows that income was 

positively related to health-related quality of life (HRQL) at baseline and this relationships 

persisted over time for reports of energy and fatigue; interestingly, while health insurance status 
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was not associated with HRQL at baseline, having no health insurance was related to worse 

HRQL over time (Penson et al., 2001).  These studies align with a literature review of 37 studies 

showing that lower SES was frequently linked to worse quality of life and greater cancer-related 

symptom burden and distress (Wu & Harden, 2015).  Research conducted in Texas with 

advanced cancer patients found that a majority of patients reported high frequency and levels of 

financial distress, which was associated with greater rates of anxiety and depression symptoms 

and lower quality of life levels (Delgado-Guay et al., 2015).  A survey of adults living with 

cancer in the US found that lower SES and no health insurance coverage were significantly 

associated with greater financial worry, which was associated with an increased likelihood of 

significant psychological distress (Dee et al., 2021).  Research conducted with young adults 

living with cancer in Canada shows that higher levels of education were linked to a decreased 

likelihood of significant psychological distress (Lane et al., 2021).  Results from a population-

based survey of adults living with cancer in the US indicate that various measures of SES (e.g., 

education level, employment status, and insurance coverage) were negatively associated with 

greater psychological distress (Chidobem et al., 2022).  A cross-sectional study performed with a 

diverse group of underserved adult cancer patients in New York suggests that unemployed 

patients were more likely to report worse HRQL and functional well-being compared to 

employed or retired cancer patients (Lui et al., 2022).  These studies parallel a recent systematic 

review of cancer care research, which found that disparities in cancer-related distress, 

prevention, treatment, and mortality were exacerbated when including SES, particularly among 

non-White women with low SES (Kelly-Brown et al., 2022).  These findings illustrate that the 

connection between SES status and well-being is present for people with cancer, as well as those 

in the general population.     
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The research reviewed illustrates the multifaceted interactions between SES and various 

measures of health/well-being for people with and without cancer.  Different measures of SES 

consistently show that individuals with lower SES report worse mental and physical health and 

well-being compared to individuals with higher SES.  These findings underscore the necessity of 

including SES in the understanding, evaluation, and care of individuals’ health and well-being, 

particularly in the context of cancer.  

1.5 Goals and Correlates of Well-being 

Goals, or mental representations of desired outcomes, act as a form of self-regulation by 

providing motivation, direction, and meaning (Elliot & Thrash, 2001; Emmons, 2003; Mann et 

al., 2013).  Extant research has conceptualized and assessed goals using various constructs, 

including current concerns (Klinger, 1977), personal projects (Little, 1983), personal strivings 

(Emmons, 1986), and life tasks (Cantor et al., 1987).  According to these constructs, individuals 

are intrinsically motivated through developing, setting, and actively pursuing personally 

meaningful objectives.  While people may value or desire certain objectives, this is not sufficient 

to constitute a goal.  Goals necessitate two elements: goal setting and goal striving (Mann et al., 

2013).  Goal setting involves deciding which goals to pursue and establishing the criteria for 

successful attainment.  Goal striving involves planning goal-directed behaviors and taking action 

to support and achieve goal attainment.  Other important elements and processes of goals include 

attainability, adjustment, disturbance, loss, and self- efficacy (Hullmann et al., 2016; Mann et al., 

2013). 

Existing literature has demonstrated that goal setting, striving, and perceived attainability 

provide structure and a sense of purpose; additionally, these elements of goals are essential in 

fostering subjective well-being through various dimensions, including life satisfaction, positive 
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affect, and a sense of purpose (Brunstein, 1993; Brunstein et al., 1998; Emmons, 1986; Klug & 

Maier, 2015; McGregor & Little, 1998).  This is illustrated in longitudinal research performed 

with a range of young, middle-aged, and older adults in Italy, suggesting that greater perceived 

progress towards short-term, personal goals was associated with higher ratings of positive affect 

and life satisfaction across time (Steca et al., 2016).  Results from an 18-year longitudinal study 

conducted with a nationally representative sample of older Australian adults indicate that at each 

time point, individuals who endorsed a greater sense of purpose (characterized by goal setting 

and striving) experienced better aging-related outcomes compared to those with lower ratings; 

these individuals performed better on cognitive measures, reported better health, and exhibited 

lower levels of functional disabilities and depressive symptoms (Windsor et al., 2015).  

Similarly, a six-year longitudinal study performed with older US adults suggests that higher 

ratings of meaning in life and defined goals were related to decreased depressive symptoms and 

greater life satisfaction (Lee et al., 2020).  Furthermore, a meta-analysis of 85 studies exploring 

the connection between goal progress and subjective well-being found that goal setting, striving, 

and progress were positively related to subjective well-being; additionally, goal striving was one 

of the most significant correlates of subjective well-being, followed by health and SES (Klug & 

Maier, 2015).  This research demonstrates some of the ways goal setting, striving, and progress 

can enhance individual well-being throughout life and is consistent with the Control Theory’s 

emphasis on the importance of goal pursuit for well-being.  

The strong relationship between goal pursuit and well-being is further illustrated by 

literature surrounding the negative effects of goal interference or disturbances, defined as a 

disruptive influence on current goal pursuit conditions that can increase or decrease alignment 

with a goal (Carver & Scheier, 1982, 1998).  A four to six-week study performed with university 
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students in the US found that individuals who experienced greater goal conflict—when the 

pursuit and striving of different valued goals disrupt each other—reported increased negative 

affect, symptoms of depression and anxiety, and psychosomatization (Boudreaux & Ozer, 2013).  

These findings are paralleled by a meta-analysis of 50 papers exploring the relationship between 

goal conflict and psychological well-being; the results suggest that greater goal conflict was 

more strongly associated with indicators of psychological distress than with indicators of positive 

outcomes (Gray et al., 2017).  Results from longitudinal research conducted with university 

students and middle-aged adults in Switzerland indicate action crises—a form of goal 

disturbance where individuals struggle to decide between further goal pursuit or goal 

disengagement following persistent challenges and/or a significant loss in goal desirability—

undermined life satisfaction, emotional well-being, and perceived goal attainability over time; 

furthermore, action crises were associated with an increased sleep problems and illness 

symptoms, as well as elevated cortisol levels (Brandstätter et al., 2013).  Similarly, a longitudinal 

study following university students in Canada shows that action crises were related to increased 

cortisol levels, perceptions of stress, and illness symptoms (Holding et al., 2021).  A recent study 

of US adults suggests that individuals who had more goals that were disturbed by the COVID-19 

pandemic and who were more preoccupied with these unattainable goals experienced more 

symptoms of depression and anxiety, greater stress, and lower recent life satisfaction (Hubley & 

Scholer, 2022).  Multiple theoretical and empirical literature reviews indicate that when goal 

pursuit is disrupted by individuals’ limited resources or when goals become unattainable, 

persistent striving for these unattainable goals, otherwise known as goal tenacity, can contribute 

to feelings of dissatisfaction and depression (Brandtstädter & Rothermund, 2002; Heckhausen et 
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al., 2010; Wrosch & Scheier, 2020).  These findings demonstrate how challenges related to goal 

setting and striving can detrimentally impact individuals’ physical and mental well-being. 

1.6 Cancer, Goals, and Correlates of Well-Being 

Research shows that cancer diagnoses, treatments, and side effects adversely impact 

patients’ functioning and their goal pursuit and striving (Gagliese et al., 2009; Hullmann et al., 

2016).  This is demonstrated by a cross-sectional, mixed-methods study conducted in the 

Netherlands with male head and neck cancer patients, which found that patients experienced 

cancer-related goal disturbance and that more disturbance was significantly and positively 

related to symptoms of anxiety and depression (Offerman et al., 2010).  Similarly, a 6-month 

longitudinal study following early-stage breast cancer patients in Australia indicates that greater 

physical symptom burden was related to increased goal interference, stress, and symptoms of 

anxiety and depression following surgery (Stefanic et al., 2014).  Further research by Stefanic et 

al. (2017) suggests that greater cancer-related interference was associated with lower perceived 

goal attainability, which, in turn, was associated with increased levels of stress and symptoms of 

anxiety and depression in women with non-metastatic breast cancer six months post-surgery.  

These findings align with a longitudinal study of colorectal cancer patients in the Netherlands 

that indicates higher levels of goal disturbance were associated with lower quality of life and 

emotional functioning during and 18 months after treatment (Janse et al., 2016).  A US 

longitudinal study conducted with breast cancer patients during their first year after treatment 

shows that undergoing chemotherapy and higher levels of pain, fatigue, symptoms of depression 

and anxiety, and cognitive complaints predicted greater goal disturbance (Haydon et al., 2019).  

Similarly, an 18-month longitudinal study examining differences in perceived goal attainment 

and health status between adult cancer inpatients undergoing treatment and adults without a 
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cancer diagnosis found that, following diagnosis, but preceding chemotherapy, adults with 

cancer reported significantly more health-related barriers to goal pursuit and attainment 

compared to the control group; furthermore, these differences remained significant over the 

following 18 months, with cancer patients reporting a significant decline in perceived goal 

attainment over time relative to those without cancer (Pinquart et al., 2008).  This research 

reflects some of the ways that cancer-related factors can interfere with  the pursuit, striving,  and 

attainment of personal goals, and also highlights some of the negative consequences of these 

disturbances.   

1.7 Summary and Research Aims 

This research highlights the well-established connection between SES, health, and well-

being.  Lower SES has been connected to worse mental and physical health functioning and 

outcomes, as well as overall well-being.  Per the Reserve Capacity Model, this generates and 

perpetuates a cycle that erodes the resources of individuals with lower SES, putting them at a 

disadvantage in handling stressors, such as cancer.  Elements of personal goal pursuit are shown 

to be crucial to well-being, theoretically (e.g., Control Theory) and empirically.  Goal pursuit and 

progress have significant implications for individuals’ well-being and functioning for both those 

with and without cancer, such that different forms of goal striving, disturbance, and adjustment 

can enhance or hurt well-being in different contexts.  While there is ample research 

demonstrating the relationships between SES and health/well-being, SES and cancer, cancer and 

well-being, and goal pursuit and health/well-being for people living with and without cancer, 

there remains a notable gap in research regarding how SES may impact goal striving and goal 

interference generally and for people living with cancer. 
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As shown in Figure 1, this study examined the relationship among SES, cancer-related 

goal interference (CGI), and well-being among people beginning treatment for a recent diagnosis 

of cancer.  Specifically, this study explored whether CGI varies across different SES levels 

among people living with cancer and whether these experiences have divergent effects on their 

well-being.  The research questions are:  

1. To what extent does SES relate to change in well-being? 

2. Is SES associated with CGI? 

3. To what degree is CGI associated with change in well-being from baseline to two 

months after the start of treatment?  

4. Does the relationship between CGI and change in well-being vary by SES? 

In this study, SES is operationalized by self-reported educational level and annual 

household income range.  CGI is operationalized as individuals’ evaluation of personal goal 

interference due to cancer and its treatment.  Well-being is operationalized by self-rated HRQL 

and overall life satisfaction.  Based on the theoretical and empirical research reviewed, higher 

ratings of CGI are expected to predict larger declines in well-being.  Lower SES is expected to 

predict greater changes in well-being and higher ratings of CGI.  Lastly, SES is expected to 

moderate the relationship between CGI and well-being, such that the relationship is stronger for 

participants with lower SES.   
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CHAPTER 2: METHOD 

This project is a secondary analysis of data collected as part of a broader, NIH-funded 

study (Peterman, PI), investigating goal interference as a clinical outcome measure for people 

with cancer.  This was a collaborative effort between several medical centers in the Chicago area 

and was approved by the Institutional Review Board (IRB) at the principal investigator’s site in 

September 2002.  Although the oncology treatment landscape has changed substantially in the 

last 20 years, recent data confirm the ongoing significance of goal interference in the lives of 

people with cancer (McLouth et al., 2021, 2024). 

2.1 Participants 

Between January 2003 and May 2005, oncologists and/or oncology nurses identified 300 

patients undergoing their first chemotherapy treatment within two months of receiving their first 

diagnosis of a solid tumor or lymphoma for recruitment.  Of this population, 220 patients living 

with cancer provided consent and were enrolled.  To be eligible for this study, patients had to be 

over 18 years old, able to read and understand English, have a life expectancy of at least four 

months (per their oncologist), and have an Eastern Cooperative Oncology Group Performance 

Status (ECOG; ECOG-ACRIN, 2022), a measure of patients’ functional ability to care for 

themselves, rating of 0-3.  Patients were ineligible if they were bedridden (i.e., had an ECOG 

performance status of less than 3), received radiation therapy before chemotherapy, or had brain 

metastases at baseline.   

For the present study, data from 180 (M age = 55 years) participants who completed both 

baseline and two-month post-treatment assessments were used; participants completed 

questionnaires independently or with assistance from researchers.  Sample size varied across 

analyses due to missing responses on individual items.  Table 1 presents the demographic 
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characteristics of the sample.  Sixty-six percent of the sample were women; 66.5% identified as 

White; 33.8% reported an annual income range of 80,000USD or more; 49.5% had at least a 

bachelor’s degree; the average participant age was 55.  Breast cancer was the most common 

diagnosis (39%).  In terms of cancer staging, 12.6%, 23.4%, 33.5%, and 21% were in Stages I, 

II, III, and IV, respectively.   

2.2 Measures 

Demographic and Clinical Data  

Participants’ age, gender, and race/ethnicity, were obtained during the baseline 

assessment.  Participants’ cancer type and stage were similarly collected at baseline and also 

verified with the review of participants’ medical records.   

SES 

Participants’ self-reported level of education and annual household income were recorded 

during baseline and used to measure an individual’s SES.  Both were dummy-coded, with an 

annual household income over 80,000 USD as the reference group for income range and having 

a bachelor’s degree as the reference group for education level.   

Cancer-Related Goal Interference (CGI) 

The Goal Interference Scale (GIS; Peterman et al., 2001) is a twenty-item measure of the 

impact of cancer on personal projects or goals, rated on a six-point Likert scale (e.g., 0 = not at 

all to 5 = completely).  Participants identified the four most important personal goals they have 

been working on in the past two months; then they answered five questions regarding the degree 

of cancer-related interference for each goal (e.g., “To what extent did the effects of your disease 

and/or treatment interfere with your progress on this project?”; “How quickly have you made 

progress on this project?”).  The GIS is a dynamic measure of CGI as it captures perceived 
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interference over a specific time frame; accordingly, Time 2 GIS was used in analyses since this 

captures interference perceived between the baseline assessment and Time 2.  Responses were 

averaged to produce a total interference score for their most important goals (range 0-5), where 

higher scores represent greater interference.  The GIS has been found to have strong construct 

validity and strong reliability (McLouth et al., 2021; Peterman & Cella, 2001) and was similarly 

shown to have strong reliability in the present sample (α = .88-89).   

Well-Being 

Multidimensional Health-related Quality of Life (HRQL).  The Functional 

Assessment of Cancer Therapy-General (FACT-G), version four, was used to assess HRQL 

(Cella et al., 1993).  The FACT-G consists of 27 questions with a five-point response scale (e.g., 

0 = not at all to 4 = very much) that measure emotional, functional, physical, and social well-

being.  The responses to each item are summed to produce their respective subscale scores, 

which are then combined into a total score representative of general HRQL.  Higher scores 

indicate greater HRQL.  The total and individual subscale scores have demonstrated good 

reliability (α = .69–.89) and are well-validated .  Cronbach’s alphas for this study are .90  for 

Time 1 and .92 for Time 2. 

Perceived Overall Well-Being.  The Satisfaction with Life Scale (SWLS; Diener et al., 

1985) is a five-item measure (e.g., “In most ways, my life is ideal”; “So far, I have gotten the 

important things I want in life”) with a seven-point response scale (e.g., 1 = strongly disagree to 

7 = strongly agree).  Responses are summed to generate a total score for participants’ evaluation 

of their general life satisfaction.  Scores between 20 to 24 reflect average life satisfaction; scores 

25 and over indicate greater life satisfaction, 15 to 19 is considered slightly below average life 

satisfaction, scores 14 and under suggest dissatisfaction.  The SWLS has been shown to have 
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good reliability (α = .85; Steger et al., 2006) and validity (Kobau et al., 2010; Pavot & Diener, 

1993, 2008).  Similarly, internal consistency reliability was good for this study (α = .85–.86).  

2.3 Procedures 

The study was a four-month longitudinal, non-experimental, mixed-methods design, 

utilizing questionnaires and semi-structured interviews.  Three assessments were conducted over 

four months.  For the purpose of this study, only quantitative data from the baseline and second 

assessment will be used.  

The baseline assessment was conducted within two weeks of the participants’ first 

chemotherapy session.  Demographic and disease information were collected.  Participants 

identified the four most important personal projects they planned to pursue in the next two 

months.  The second assessment was conducted two months later.  During this assessment, 

participants responded to five goal interference questions about each of the four projects they had 

planned to pursue from the baseline (e.g., “how much progress have you made on this project” 

and “how difficult is it to carry out this project”).  Researchers then asked participants if there 

was another important goal they had been working on in the past two months that was not one of 

the four goals they originally planned to pursue.  If so, participants answered the same goal 

interference questions about this new goal.  Participants also completed the FACT-G and the 

SWLS at baseline and second assessment.  

2.4 Analytic Approach 

All data were analyzed with SPSS Version 28.   

Descriptive Analysis 

Descriptive analyses were used to check that the data were normally distributed and had 

acceptable variance.  Annual household income ranges and education level are presented as 
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frequencies and percentages in Table 1 and were dummy-coded for subsequent analyses.  

Participants making over $80,000 were the reference group for income.  Those with a bachelor’s 

degree were the reference group for education.  GIS scores were averaged to account for 

variability in the number of items reported.  FACT-G, SWLS, and averaged GIS are presented as 

means and standard deviations.   

Primary Analysis 

To examine associations between CGI, socioeconomic status (SES), and well-being, I 

conducted a series of linear regression analyses.  Residualized FACT-G and SWLS scores were 

used in subsequent analyses to reflect change from baseline to the second assessment.  

To address Research Question 1—to what extent does SES relate to change in well-

being—linear regression analyses were conducted, with each SES indicator (i.e., income and 

education) as a predictor of change in each well-being (i.e., residualized FACT-G and SWLS) 

from baseline to two-month follow-up. 

For Research Question 2—is SES associated with CGI—separate linear regression 

analyses were conducted using income and education to examine the association between SES 

indicators and GIS scores reported two months after treatment initiation.   

To address Research Question 3—to what degree is CGI associated with change in well-

being from baseline to two months after treatment initiation—linear regression analyses were 

conducted using mean-centered GIS scores to predict change in HRQL and life satisfaction.  

For Research Question 4—does the relationship between CGI and change in well-being 

vary by SES—moderated multiple regression analyses were conducted by entering interaction 

terms between dummy-coded SES variables and the second assessment GIS to assess whether 

the effect of CGI on well-being indicators varied by SES. 
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CHAPTER 3: RESULTS 

Descriptive Results  

Descriptives and correlations of study variables are provided in Table 2.  Overall, 

participants reported a moderate degree of cancer-related goal interference, represented by GIS 

score, at baseline (M = 2.46, SD = .92) and two months after starting treatment (M = 2.44, SD = 

.89).  At baseline, participants reported relatively high health-related quality of life (M = 82.06, 

SD = 16.08) and slightly above-average life satisfaction (M = 24.98, SD = 6.85).  At follow-up, 

both HRQL and life satisfaction decreased (M = 77.91, SD = 17.11; M = 23.22, SD = 7.05).  

Paired-samples t-tests indicated that the decreases in HRQL and life satisfaction were 

statistically significant, t(166) = 4.55, p < .001, d = .35, and t(168) = 4.25, p < .001, d = .33.   

 Linear regression analyses were conducted to examine whether dummy-coded SES 

indicators independently predicted well-being variables at baseline and two months after starting 

treatment, as shown in Tables 3-6.  Annual household income explained approximately 10% of 

the variance in FACT-G at baseline, R² = .10, F(4, 145) = 3.83, p = .005.  Only the lowest 

income group (i.e., annual household income of less than 20,000 USD) reported significantly 

lower FACT-G than those with incomes of 80,000 USD and more (β = -9.55, t = -3.10, p = .002).  

At Time 2, income explained 13% of the variance in FACT- G (R² = .13, F(4, 139) = 5.16, p < 

.001).  Similar to baseline, only the lowest income group reported significantly lower FACT-G 

than those with incomes of 80,000 and more USD (β = -12.71, t = -3.11, p < .001).  The overall 

model testing education level as a predictor of FACT-G at baseline was marginally significant 

(R² = .06, F(4, 169) = 2.44, p = .05), but the individual education levels  were not significantly 

different from the reference group.  However, education level predicted FACT-G at Time 2, R² = 

.08, F(4, 166) = 3.73, p = .006.  Relative to participants who had a bachelor’s degree, 
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participants who did not complete high school reported lower FACT-G (β = -.19, t = -2.19, p = 

.03).  

Income explained 23% of the variance in SWLS reported at baseline, R² = .23, F(4, 146) 

= 10.85, p < .001.  Compared to participants with an annual household income of 80,000 USD 

and more, those with an income of 20,000 USD and less (β = -7.57, t = -6.24, p < .001), 20–

40,000 USD (β = -6, t = -3.53, p < .001), or 40–60,000 USD (β = -4.82, t = -2.84, p = .005) 

reported significantly lower life satisfaction.  Income similarly predicted SWLS at Time 2, R² = 

.15, F(4, 141) = 6, p < .001.  Participants with an income of 20,000 USD or less (β = -6.44, t = -

4.81, p < .001), 20–40,000 USD (β = -4.01, t = -2.21, p = .03), and 40–60,000 USD (β = -4.25, t 

= -2.30, p = .02) reported significantly lower life satisfaction relative to those with an annual 

income of 80,000 USD and more.  Level of education predicted life satisfaction at baseline, R² = 

.19, F(4, 170) = 10.25, p < .001.  Participants who did not complete high school (β = -8.47, t = -

4.86, p < .001), completed high school or a GED (β = -4.19, t = -3, p = .003), or completed some 

college or a technical/associate degree (β = -3.14, t = -2.21, p = .03) reported lower SWLS 

compared to those with a bachelor’s degree.  Education level similarly predicted life satisfaction 

at Time 2, R² = .09, F(4, 168) = 4.17, p = .003.  Participants who did not complete high school (β 

= -4.06, t = -2.09, p = .04), completed high school or a GED (β = -4.26, t = -2.76, p = .006), or 

completed some college or a technical/associate degree (β = -3.28, t = -2.14, p = .03) reported 

lower SWLS compared to those with a bachelor’s degree.  

Primary Results 

Regression assumptions were evaluated to determine the appropriateness of linear 

regression analyses.  P-P plots indicated linear relationships between predictors and outcomes for 

all regression models.  Visual inspection of histograms suggested normal distribution of GIS 
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scores and residualized FACT-G and SWLS.  Multicollinearity was assessed using variance 

inflation factor statistics and these fell within acceptable ranges.  Standardized residual 

scatterplots showed no heteroscedasticity.  Durbin-Watson test results indicated no 

autocorrelation of residuals for all regression models.  

Research Question 1: Does SES Predict Change in Well-Being? 

Simple linear regression analyses were conducted separately to assess whether SES (i.e., 

dummy-coded income ranges and education levels) significantly predicted changes in well-being 

(i.e., residualized FACT-G and SWLS;), as provided in Tables 7–10.     

The overall model testing income as a predictor of FACT-G was not significant, R² = .04, 

F(4, 139) = 1.61, p = .18, indicating that income range did not significantly predict HRQL 

change from baseline to two months after the start of treatment.  Within the model, participants 

with an annual household income of less than 20,000 USD reported greater declines in FACT-G 

than the reference group (i.e., those with incomes of 80,000 and more USD) (β = -.22, t = -2.27, 

p = .03).  

The model for education level and FACT-G was similarly not significant, R² = .05, F(4, 

162) = 1.96, p = .10, meaning education level was not predictive of HRQL change.  Results 

showed that, compared to those who had a bachelor’s degree, participants who did not complete 

high school reported greater change in FACT-G (β = -.19, t = -2.19, p = .03).   

For SWLS, neither income (R² = .02, F(4, 141) = .54, p = .71) nor education level (R² = 

.02, F(4, 164) = 1.02, p = .40) significantly predicted change in life satisfaction from baseline to 

two months after starting treatment.  The individual comparisons to the reference groups were 

not significant either.  

RQ2: Does SES Predict Cancer-Related Goal Interference?  
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Using the same dummy-coded SES variables, linear regression analyses show that neither 

income (R² = .03, F(4, 145) = .13, p = .97) nor education level (R² = .04, F(4, 174) = 1.69, p = 

.16) significantly predicted GIS scores at baseline.  Income (R² = .02, F(4, 143) = .86, p = .49) 

and education level (R² = .03, F(4, 171) = 1.39, p = .24) did not significantly predict GIS scores 

two months post-baseline either.  None of the individual dummy education or income variables 

were significant for any of the models, as shown in Tables 11 and 12.        

RQ3: Does Cancer-Related Goal Interference Predict Change in Well-Being?  

Simple linear regression was used to assess whether GIS scores reported two months 

after the start of treatment significantly predicted reported well-being changes (i.e., residualized 

FACT-G and SWLS) from baseline to two months after the start of treatment.  Results provided 

in Table 13.    

For FACT-G, results were significant, indicating that GIS scores explained 19% of the 

variance in HRQL change (R² = .19, F(1, 165) = 37.95, p < .001).  GIS significantly predicted 

FACT-G change (β = –.43, t = –6.16, p < .001), such that higher GIS scores were associated with 

greater declines in HRQL. 

Results were similarly significant for SWLS.  GIS scores explained 13% of the variance 

in change in life satisfaction (R² = .13, F(1, 167) = 25.60, p < .001).  GIS significantly predicted   

SWLS change (β = –.37, t = –5.06, p < .001), indicating that higher GIS scores predicted greater 

declines in life satisfaction. 

RQ4: Does the Relationship Between Cancer-Related Goal Interference and Changes in Well-

Being Vary by SES?  

Change in Health-Related Quality of Life.  A moderated multiple linear regression was 

conducted to assess whether annual household income moderated the relationship between GIS 
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scores and change in FACT-G from baseline to the second assessment, shown in Table 14.  GIS 

scores were entered first and accounted for a significant amount of variance in FACT-G change, 

R2 = .21, F(1, 142) = 36.78, p <.001.  Next, dummy-coded income variables were added, with an 

annual household income over 80,000 USD as the reference group.  While income ranges did not 

significantly predict FACT-G change, the overall model remained significant, R² = .23, F(5, 138) 

= 8.24, p < .001.  Finally, interaction terms between GIS score and each dummy-coded income 

group were entered.  The model remained significant, R² = .23, F(9, 134) = 4.50, p < .001; 

however, the interaction terms did not significantly predict FACT-G change, indicating that 

annual household income did not moderate the relationship between GIS and FACT-G. 

A moderated multiple linear regression was conducted to assess whether education level 

moderated the relationship between GIS score and change in FACT-G, displayed in Table 15.  

First, GIS explained a significant amount of variance in FACT-G change, R2 = .19, F(1, 165) = 

37.95, p <.001.  Next, dummy-coded education variables were added, with having obtained a 

bachelor’s degree as the reference group.  This overall model was significant, R² = .22, F(5, 161) 

= 8.89, p < .001, with GIS (β = -.42, t = -5.91, p < .001) predicting FACT-G change.  Compared 

to participants who had a bachelor’s degree, participants who did not experienced greater change 

in FACT-G (β = -.17, t = -2.21, p = .03).  Last, interaction terms between GIS scores and each 

dummy-coded education variable were entered.  The model remained significant, R² = .22, F(9, 

157) = 5.03, p < .001.  Again, participants who did not complete high school experienced greater 

FACT-G change than those who had a bachelor’s degree (β = -.17, t = -2.14, p = .03) and GIS (β 

= -.53, t = -3.35, p = .001) was predictive of FACT-G change.  However, the interaction terms 

did not significantly predict FACT-G change, indicating that education level did not moderate 

the relationship between GIS and FACT-G. 
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Change in Satisfaction with Life.  A moderated multiple linear regression was 

conducted to assess whether annual household income moderated the relationship between GIS 

and change in SWLS from baseline to the second assessment, as provided in Table 16.  First, 

GIS was entered and accounted for a significant amount of variance in SWLS change, R2 = .13, 

F(1, 144) = 21.38, p <.001.  Then dummy-coded income variables were added, with an annual 

household income over 80,000 USD as the reference group.  The model remained significant, R² 

= .14, F(5, 140) = 4.48, p < .001, but the association between income range and SWLS change 

was not significant.  Finally, interaction terms between GIS and each dummy-coded income 

group were entered.  This model was significant, R² = .15, F(9, 136) = 2.67, p = .007.  GIS 

predicted SWLS change (β = -.44, t = -2.93, p = .004); differences among income ranges were 

not significant and the interaction terms had no effects.  Annual household income range did not 

moderate the relationship between GIS and SWLS. 

A moderated multiple linear regression was conducted to assess whether education level 

moderated the relationship between GIS and change in SWLS, shown in Table 17.  First, GIS 

explained a significant amount of variance in SWLS change, R2 = .13, F(1, 167) = 25.60, p 

<.001.  Next, dummy-coded education variables were added, with having a bachelor’s degree as 

the reference group.  This model was significant, R² = .15, F(5, 163) = 5.87, p < .001.  Although 

differences among education levels were not significant, GIS predicted SWLS change (β = -.37, t 

= -4.97, p < .001).  Last, interaction terms between GIS and each dummy-coded education 

variable were entered.  This model remained significant, R² = .16, F(9, 159) = 3.24, p = .001.  

GIS predicted SWLS change (β = -.43, t = -2.58, p = .01), while the interaction terms had no 

effect.  This suggests that education level did not moderate the relationship between GIS and 

SWLS.  
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CHAPTER 4: DISCUSSION  

4.1 Findings 

The link between SES and health and well-being has been well documented in extant 

literature.  This pattern is reflected in the current study; results show that annual household 

income and level of education independently predicted both HRQL and life satisfaction reported 

at both baseline and two months later, suggesting our findings are not anomalous (Tables 3-6).  

Expanding on extant literature, this study focused on the extent to which SES variables (i.e., 

income and education levels) predicted changes in well-being (i.e., HRQL and life satisfaction) 

and cancer-related goal interference (CGI; i.e., GIS scores) for cancer patients beginning 

chemotherapy.   

Results indicated that SES did not significantly predict change in well-being, nor did SES 

moderate the relationship between goal interference and well-being change.  These outcomes are 

inconsistent with the large body of research suggesting that income and education are valid 

indicators of SES and that lower SES is associated with greater distress as well as lower well-

being and HRQL across general and cancer populations (American Psychological Association, 

2017; Chidobem et al., 2022; Cohen & Janicki-Deverts, 2012; Galobardes et al., 2006; Lui et al., 

2022; Schelleman-Offermans & Massar, 2020; Steptoe & Zaninotto, 2020; Tan et al., 2020; Wu 

& Harden, 2015).  Some possible explanations include the uneven sample distribution across the 

income ranges or the use of categorical rather than continuous measures of income and 

education, which may have weakened predictive power.  Additionally, while a majority of 

existing research indicates SES is positively related to indicators of health and well-being, some 

recent studies offer conflicting findings.  One recent meta-analysis of 60 data sets suggests that 

individuals with high and low SES similarly experience high rates of psychological distress 
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(Korous et al., 2023).  Another study suggests that individuals in the US with higher education 

reported larger decreases in life satisfaction and larger increases in psychological distress during 

the COVID-19 pandemic relative to individuals with lower education (Wanberg et al., 2020).  

Perhaps individuals with lower SES are more resistant to the effects of some personal barriers, 

given their higher exposure to stressors; however, this research is limited and should be 

interpreted with caution, as more investigation is needed.   

 Additionally, SES was similarly not predictive of CGI.  This was unexpected as the 

Reserve Capacity Model suggests that individuals with lower SES have less access to resources 

and face more adverse experiences, which depletes stress-buffering resources and perpetuates a 

compounding cycle that prevents the replenishment of intrapersonal capacities foundational to 

well-being and health; these capacities include—per the Control Theory—goal processes 

including pursuit and responding to goal interference (Brandtstädter & Rothermund, 2002; 

Carver & Scheier, 1998; Gallo, 2009).  These theories, in conjunction with research showing the 

deleterious effects of goal disturbance across populations, would suggest that individuals with 

more challenging circumstances (i.e., lower SES and cancer) would have a lower reserve 

capacity and experience greater goal interference (Gray et al., 2017; Haydon et al., 2019; 

Hullmann et al., 2016; Offerman et al., 2010; Riediger & Freund, 2004; Sellers & Neighbors, 

2008).  Nevertheless, the present study’s results provide valuable information regarding the 

relationship between SES and goal interference, where there is no research; however, it is 

possible that these findings are not novel and that this gap reflects publishing biases regarding 

non-significant results.     

The results of this study found that cancer-related goal interference was predictive of 

well-being, such that greater cancer-related goal interference was associated with greater 
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declines in well-being two months after treatment began.  These findings are consistent with 

theoretical and empirical literature.  The Control Theory suggests that disturbances in goal 

pursuit and discrepancies between expectations and goal progress negatively affect well-being 

(Carver & Scheier, 1982; Scheier & Carver, 2003; Wrosch et al., 2003); a large body of research 

demonstrates the negative effects of cancer-related factors on individuals, where goal 

interference contributes to distress and reduced quality of life or well-being across a range of 

cancer types (Haydon et al., 2019; Hullmann et al., 2016; Janse et al., 2016; Offerman et al., 

2010; Stefanic et al., 2017).  The present study underscores the importance of assessing and 

addressing goal interference in clinical care regardless of the patient’s SES.  

4.2 Strengths and Limitations  

One notable strength of the present study was the relatively large sample size of high- 

and low-income ranges, as well as the array of cancer stages and diagnoses.  This assortment 

bolstered the representation of various patient populations and experiences.  Additionally, the 

longitudinal design provided insight into patient experiences shortly after receiving their cancer 

diagnosis and the early stages of treatment.  This allowed for the exploration of patient changes 

over time, offering a more nuanced perspective of how different facets of the cancer care process 

may influence individuals’ adjustment. 

Another important strength is its focus on the relationship between SES and CGI.  There 

is a plethora of research surrounding SES and health/well-being; however, the potential influence 

of SES on goal-related processes, let alone in the context of cancer, has seemingly received no 

attention.  Exploring this underexamined intersection offers novel insights into how dimensions 

of SES may or may not influence the extent to which patients experience goal disruptions and the 
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impact of these disruptions on their well-being.  This emphasis broadens the scope of research on 

SES and goals in the context of cancer. 

Several limitations warrant consideration.  First, the data is potentially outdated, having 

been collected approximately 20 years ago.  The landscape of cancer prevention, detection, 

diagnosis, treatment, and care has changed considerably with more advanced technology, more 

holistic standards of patient care, and more younger adults being diagnosed.  Consequently, 

experiences of CGI and its impact on well-being may differ today, limiting the generalizability 

of findings to current cancer populations.  Additionally, the value of incomes reported in the 

early 2000s does not align with the current cost of living and healthcare.  While financial 

toxicity—the economic burden of cancer care—has been recognized and included in more recent 

cancer research (Khan et al., 2023), this concept was not well established at the time of data 

collection; accordingly, no information directly regarding financial toxicity was gathered.  

Furthermore, the sample was predominantly White and female.  As a result, the present findings 

may only offer a partial representation of how SES, cancer-related factors, goal processes, and 

well-being intersect for current patients. 

As previously mentioned, continuous variables (i.e., income and education) were 

categorized at the time of data collection.  While this strategy was less invasive for participants 

and allowed for group comparisons, it reduced variability, restricting statistical power and the 

potential to detect smaller, but significant differences.  Additionally, the uneven distribution of 

participants across income and education may have biased analyses.  These factors should be 

considered when interpreting the study’s findings.  
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4.3 Future Directions 

Future research would benefit from samples with more balanced representation across 

cancer types, years of education, income, and race/ethnicity to improve the generalizability of 

findings; it would also be important to investigate the effects of potential covariates (e.g., age, 

cancer stage, ECOG performance status) to enhance the strength of analyses.  Longitudinal 

studies with extended follow-up periods are also important, as they may capture the sustained or 

fleeting negative effects of CGI on well-being and functioning over time.  Future work could 

also expand on the observed relationship between CGI, HRQL, and life satisfaction by exploring 

potential mediators, such as social and instrumental support or perceived control, to identify 

mechanisms through which goal disturbances influence well-being.   

Additionally, while nomothetic elements of the GIS can clarify the prevalence and 

severity of CGI, integrating the idiographic elements of the GIS would provide greater depth; for 

instance, exploring whether differences in goal content account for variation in GIS ratings and 

the magnitude of CGI’s impact on well-being change.  Large-scale, individual-level analyses of 

qualitative information could ultimately inform the development or refinement of interventions 

to support patients navigating cancer care and contemporary healthcare systems.   

4.4 Implications and Conclusions  

Findings suggest that cancer-related goal interference, not dimensions of SES, predicted 

changes in well-being two months after starting cancer treatment.  The results underscore the 

importance of attending to goal interference as part of comprehensive cancer care.  Future 

research would benefit from more balanced group distributions, treating education and income as 

continuous, extended follow-up periods, and incorporating idiographic methods to explore 

potential mechanisms mediating the well-established relationship between goal interference and 
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well-being among individuals with cancer.  The findings indicate that structured values and goals 

interventions could be helpful for patients across the SES spectrum (McLouth et al., 2021, 2024)  

Behavioral health providers in cancer treatment teams or working with individuals with cancer 

could consider psychosocial interventions that target goal-related processes and solution-focused 

therapies to support patients in mitigating goal disturbances, managing related distress, and 

maintaining overall quality of and satisfaction with life.   
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Table 1 
Sample Demographic Information 

 M SD 

Age (n = 180) 55 12.43 

 N % 

Annual Income Ranges (n = 151)*   

     Less than 20,000 USD 49 32.5 

     20–40,000 USD 17 11.3 

     40–60,000 USD 17 11.3 

     60–80,000 USD 17 11.3 

     80,000 USD and more 51 33.8 

Education Level (n =180)   

     High school incomplete 18 10.9 

     High school or GED completed 37 20.6 

     Some college or technical or    
     associate degree                    

36 20.0 

     Bachelor’s degree 46 25.6 

     Advanced degree 43 23.9 

Occupation Status (n = 175)   

     Unemployed 21 12 

     Employed 66 37.7 

     On Disability/Leave                     25 14.3 

     Other (Retired, Homemaker, etc.) 63 36 

Insurance Status (n = 178)   

     Private 88 49.4 

     Medicaid  6 3.4 
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Table 1, Sample Demographic Information, (continued)  

 N % 

     Medicare                    38 21.3 

     None 46 25.8 

Gender (n = 180)   

     Male 60 33.3 

     Female 120 66.7 

Race/Ethnicity (n = 179)*   

     White 119 66.5 

     White Latinx 4 2.2 

     White Indigenous 2 1.1 

     Black  40 22.3 

     Black Latinx 2 1.1 

     Black Indigenous  2 1.1 

     Latinx 4 2.2 

     East or South Asian 6 3.4 

Cancer Diagnosis (n = 180)     

     Breast 71 39.4 

     Colo-rectal 28 15.6 

     Non-Hodgkin Lymphoma 13 7.2 

     Head & Neck 10 5.6 

     Other 58 32.2 

Cancer Stage (n = 167)*   

     Stage I 21 12.6 

     Stage II 39 23.4 
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Table 1, Sample Demographic Information, (continued) 

 N % 

     Stage III 56 33.5 

     Stage IV 35 21.0 

     Other 16 9.6 

* Adds up to lower n because of missing data. 
 
 
Table 2 
Descriptives and Correlations for Study Variables 

Variable n M  
(SD) 

Min-
Max 1 2 3 4 5 

1. GIS, Time 1 179 2.46  
(.92) .35–5 --     

2. GIS, Time 2 176 2.44  
(.89) .15–5 .58** --    

3. SWLS, Time 1 175 24.98 
(6.85) 5–35 -.28** -.23* --   

4. SWLS, Time 2 173 23.22 
(7.05) 5–35 -.35** -.42** .65** --  

5. FACT-G, Time 1 174 82.06 
(16.08) 37–107 -.49** -.43** .58** .56** -- 

6. FACT-G, Time 2 171 77.91 
(17.11) 27–106 -.36** -.61** .53** .63** .70** 

Note. GIS = Goal Interference Scale; SWLS = Satisfaction with Life Scale; FACT-G = 
Functional Assessment of Cancer Therapy–General. *p < .05. **p < .001. 
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Table 3 
Multiple Regression Predicting Health-Related Quality of Life from Income 

 FACT-G Score, Time 1 (n = 150)  FACT-G Score, Time 2 (n = 144) 

Variable B SE β  B SE β 

Constant 84.91** 2.17 -  81.83** 2.29 - 

Less than 20,000 
USD -9.55* 3.08 -.28  -12.71** 3.25 -.36 

20–40,000 USD -4.21 4.31 -.08  -4.07 4.48 -.08 

Table 3, Multiple Regression Predicting Health-Related Quality of Life from Income, 
(continued) 

40–60,000 USD 2.17 4.31 .04  .34 4.69 .01 

60–80,000 USD 2.83 4.31 .06  1.91 4.48 .04 

R2 .10  .13 

 
 
Table 4 
Multiple Regression Predicting Health-Related Quality of Life from Education 

 FACT-G Score, Time 1 (n = 174)  FACT-G Score, Time 2 (n = 171) 

Variable B SE β  B SE β 

Constant 81.70** 2.41 -  78.83** 2.50 - 

High school  
incomplete -5.03 4.44 -.10  -10.21* 4.74 -.18 

High school or  
GED completed -3.83 3.57 -.10  -4.27 3.79 -.10 

Some college or  
technical or  
associate degree                    

1.30 3.63 .03  -2.59 3.73 -.06 

F                    3.83*  5.16** 

Note. FACT-G = Functional Assessment of Cancer Therapy–General. *p < .05, **p < .001.   
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Table 4, Multiple Regression Predicting Health-Related Quality of Life from Education, 
(continued) 

  FACT-G Score, Time 1 (n = 174)  FACT-G Score, Time 2 (n = 171) 

Variable B SE β  B SE β 

Advanced degree 5.75 3.41 .16  6.36 3.62 .16 

R2 .06  .08 

F                    2.44*  3.73* 

Note. FACT-G = Functional Assessment of Cancer Therapy–General. *p < .05, **p < .001.   

 
 
Table 5 
Multiple Regression Predicting Life Satisfaction from Income 

 SWLS Score, Time 1 (n = 151)  SWLS Score, Time 2 (n = 146) 

Variable B SE β  B SE β 

Constant 28.59** .85 -  26.19** .94 - 

Less than 20,000  
USD -7.57** 1.21 -.52  -6.44** 1.34 -.43 

20–40,000 USD -6.00** 1.70 -.28  -4.07* 1.84 -.19 

40–60,000 USD -4.82* 1.70 -.22  -4.25* 1.84 -.20 

60–80,000 USD -1.82 1.70 -.09  -2.48 1.84 -.12 

R2 .23  .15 

F                    10.85**  6.00** 

Note. SWLS = Satisfaction with Life Scale. *p < .05, **p < .001.   
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Table 6 
Multiple Regression Predicting Life Satisfaction from Education 

 SWLS Score, Time 1 (n = 151)  SWLS Score, Time 2 (n = 146) 

Variable B SE β  B SE β 

Constant 27.02** .94 -  25** 1.03 - 

High school  
incomplete 

-8.47** 1.74 -.38  -4.06* 1.94 -.17 

High school or  
GED completed 

-4.19* 1.40 -.25  -4.26* 1.54 -.24 

Some college or  
technical or  
associate degree                    

-3.14* 1.42 -.18 
 

-3.28 1.53 -.19 

Advanced degree 1.21 1.34 .08  .68 1.48 .04 

R2 .19  .09 

F                    10.25**  4.17* 

Note. SWLS = Satisfaction with Life Scale. *p < .05, **p < .001.   
 
 
Table 7 
Multiple Regression Predicting Change in FACT-G Scores from Income (n = 144) 

Variable B SE β 

Constant 1.63 1.78 - 

Less than 20,000 USD -5.74* 2.54 -.22 

20–40,000 USD -.50 3.49 -.01 

40–60,000 USD -1.02 3.65 -.03 

60–80,000 USD .16 3.49 0 

Note. FACT-G = Functional Assessment of Cancer Therapy–General. R2 = .04, F(4, 139) = 
1.61, p = .18.  *p < .05.  
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Table 8 
Multiple Regression Predicting Change in FACT-G Scores from Education (n = 167) 

Variable B SE β 

Constant 1.57 1.87 - 

High school incomplete -7.63* 3.49 -.19 

High school or GED 
completed -1.45 2.80 -.05 

Some college or technical 
or associate degree                    -3.69 2.80 -.12 

Advanced degree 1.04 2.68 .04 

Note. FACT-G = Functional Assessment of Cancer Therapy–General. R2 = .05, F(4, 162) = 
1.96, p = .10.  *p < .05.   

 
 
Table 9 
Multiple Regression Predicting Change in SWLS Scores from Income (n = 146) 

Variable B SE β 

Constant .61 .80 - 

Less than 20,000 USD -1.47 1.14 -.13 

20–40,000 USD .03 1.57 0 

40–60,000 USD -.95 1.57 -.06 

60–80,000 USD -1.23 1.57 -.07 

Note. SWLS = Satisfaction with Life Scale. R2 = .02, F(4, 141) = .54, p = .71.  
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Table 10 
Multiple Regression Predicting Change in SWLS Scores from Education (n = 169) 

Variable B SE β 

Constant .42 .83 - 

High school incomplete 1.33 1.55 .08 

High school or GED 
completed -1.36 1.23 -.10 

Some college or technical 
or associate degree                    -1.25 1.24 -.09 

Advanced degree -.09 1.18 -.07 

Note. SWLS = Satisfaction with Life Scale. R2 = .02, F(4, 164) = 1.02, p = .40. 
 
 

Table 11 
Multiple Regression Predicting Averaged GIS at Two Months from Income (n = 148) 

Variable B SE β 

Constant 2.35** .13 - 

Less than 20,000 USD .26 .18 .14 

20–40,000 USD .02 .25 .01 

40–60,000 USD .23 .25 .08 

60–80,000 USD -.10 .25 -.03 

Note. GISS = Goal Interference Scale Score. R2 = .02, F(4, 143) = .86, p = .49. **p < .001.   
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Table 12 
Multiple Regression Predicting Averaged GIS at Two Months from Education (n = 169) 

Variable B SE β 

Constant 2.36** .13 - 

High school incomplete .11 .25 .04 

High school or GED 
completed .02 .20 .01 

Some college or technical 
or associate degree                    .38 .20 .17 

Advanced degree -.05 .19 -.02 

Note. GISS = Goal Interference Scale. R2 = .03, F(4, 171) = 1.39, p = .24. **p < .001.   
 

Table 13 
Simple Linear Regression Predicting Change in Well-Being From GIS  

 Change in FACT-G Score (n = 167)  Change in SWLS Score (n = 169) 

Variable B SE β  B SE β 

GIS, Time 2 -6.01 .98 -.43  -2.23 .44 -.37 

R2 .19  .13 

F                    37.95**  25.60** 

Note. GIS = Goal Interference Scale; FACT-G = Functional Assessment of Cancer Therapy–
General; SWLS = Satisfaction with Life Scale. GIS mean centered.  
**p < .001.   

 
Table 14 
Overall Moderated Multiple Regression Model Predicting Change in FACT-G (n = 144) 

Variable B SE β 

Constant .85 1.65 - 

GIS, Time 2 -6.32* 2.06 -.45 
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Table 14, Overall Moderated Multiple Regression Model Predicting Change in FACT-G (n 
= 144), (continued) 

Variable B SE β 

Less than 20,000 USD -4.10 2.34 -.16 

20–40,000 USD -.03 3.21 0 

40–60,000 USD .77 3.38 .02 

60–80,000 USD -.18 3.27 -.01 

GIS, Time 2*Less than 20,000 USD .30 2.55 .01 

GIS, Time 2*20–40,000 USD 2.09 4.67 .04 

GIS, Time 2*40–60,000 USD -1.19 4 -.03 

GIS, Time 2*60–80,000 USD .29 4.35 .01 

Note. GIS = Goal Interference Scale; FACT-G = Functional Assessment of Cancer Therapy–
General. GIS mean centered. R² = .23, F(9, 134) = 4.50, p < .001.  
*p < .05.  

 
Table 15 
Overall Moderated Multiple Regression Model Predicting Change in FACT-G (n = 167) 

Variable B SE β 

Constant .96 1.72 - 

GIS, Time 2 -7.42* 2.22 -.53 

High school incomplete -6.86* 3.20 -.17 

High school or GED completed -.98 2.57 -.03 

Some college or technical or  
associate degree                    -1.25 2.67 -.04 

Advanced degree .96 2.50 .03 

GISS, Time 2*High school incomplete 1.10 3.60 .03 
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Table 15, Overall Moderated Multiple Regression Model Predicting Change in FACT-G (n 
= 167), (continued) 

Variable B SE β 

GISS, Time 2*High school or GED 
completed 1.55 2.85 .06 

GISS, Time 2*Some college or technical 
or associate degree                    1.32 3.26 .04 

GISS, Time 2*Advanced degree 3.83 3.17 .12 

Note. GIS = Goal Interference Scale; FACT-G = Functional Assessment of Cancer Therapy–
General. GIS mean centered. R² = .22, F(9, 157) = 5.03, p < .001.  
*p < .05. 

 
 

Table 16 
Overall Moderated Multiple Regression Model Predicting Change in SWLS (n = 146) 

Variable B SE β 

Constant .27 .77 - 

GIS, Time 2 -2.74* .94 -.44 

Less than 20,000 USD -.83 1.09 -.07 

20–40,000 USD .25 1.50 .01 

40–60,000 USD -.52 1.51 -.03 

60–80,000 USD -1.54 1.53 -.09 

GIS, Time 2*Less than 20,000 USD .63 1.19 .07 

GIS, Time 2*20–40,000 USD 1.03 2.18 .04 

GIS, Time 2*40–60,000 USD 2.08 1.81 .11 

GIS, Time 2*60–80,000 USD -.76 2.03 -.03 

Note. GIS = Goal Interference Scale; SWLS = Satisfaction with Life Scale. GIS mean 
centered. R² = .15, F(9, 136) = 2.67, p = .007.   
*p < .05. 
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Table 17 
Overall Moderated Multiple Regression Model Predicting Change in SWLS (n = 169) 

 

 

  

Variable B SE Β 

Constant .20 .79 - 

GIS, Time 2 -2.61* 1.01 -.43 

High school incomplete 1.60 1.46 .09 

High school or GED completed -1.24 1.17 -.09 

Some college or technical or  
associate degree                    -.50 1.22 -.04 

Advanced degree -.21 1.13 -.02 

GIS, Time 2*High school incomplete .57 1.64 .03 

GIS, Time 2*High school or GED 
completed .18 1.30 .02 

GIS, Time 2*Some college or technical 
or associate degree                    .82 1.49 .06 

GIS, Time 2*Advanced degree .62 1.43 .05 

Note. GIS =  Goal Interference Scale; SWLS = Satisfaction with Life Scale. GIS mean 
centered. R² = .16, F(9, 159) = 3.24, p = .001.   
*p < .05. 
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APPENDIX A: SOCIOECONOMIC STATUS  

1. Family household income (from all sources)  
• 1 = Less than $20,000  
• 2 = Between $20,000 and $40,000 
• 3 = Between $40,000 and $60,000 
• 4 = Between $60,000 and $80,000 
• 5 = More than $80,000 

 
2. Highest grade in school completed  

• 0 = None  
• 1 = 1st grade 
• 2 = 2nd grade 
• 3 = 3rd grade 
• 4 = 4th grade 
• 5 = 5th grade 
• 6 = 6th grade 
• 7 = 7th grade 
• 8 = 8th grade 
• 9 = 9th grade 
• 10 = 10th grade 
• 11 = 11th grade 
• 12 = High school grad/GED (Preparatoria, Matura, Abitur,  
• Gimnazium Ogolnoksztaleace) 
• 13 = Some college / technical degree / AA 
• 14 = College degree (BA/BS) 
• 15 = Advance degree (MA, JD, Ph.D., MD) 
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APPENDIX B: CANCER-RELATED GOAL INTERFERENCE  

b. To what extent did the effects of your disease and/or treatment interfere with your 
progress on this project?  

• 0 = Not at all 
• 1 = A little bit 
• 2 = Somewhat 

3 = A moderate amount 
• 4 = Quite a bit 
• 5 = Completely 
 

c. How much progress have you made on this project in the past two months?   
• 0 = No progress at all 
• 1 = A slight amount 
• 2 = Some progress 
• 3 = A moderate amount 
• 4 = A lot of progress 
• 5 = Quite a lot of progress 
 

d. How quickly have you made progress on this project?  
• 0 = No progress at all  
• 1 = Very slowly 
• 2 = Slowly 
• 3 = Moderately 
• 4 = Quickly 
• 5 = Very quickly 
 

e. How satisfied are you with the rate of your progress on this project?  
• 0 = Not satisfied at all   
• 1 = Slightly satisfied 
• 2 = Somewhat satisfied 
• 3 = Moderately satisfied 
• 4 = Very satisfied 
• 5 = Extremely satisfied 
 

f. To what extent did the effects of your disease and/or treatment make it difficult to 
carry out this project?  

• 0 = Not at all 
• 1 = A little bit 
• 2 = Somewhat 
• 3 = A moderate amount 
• 4 = Quite a bit 
• 5 = Completely 
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APPENDIX C: HEALTH-RELATED QUALITY OF LIFE 
 

Functional Assessment Of Cancer Therapy-General (FACT-G) 

Below is a list of statements that other people with your illness have said are important. 
Please circle or mark one number per line to indicate your response as it applies to 
the past 7 days. 
 

 
PHYSICAL WELL-BEING 
 

Not at 
all 

A little 
bit 

Somewhat Quite a 
bit 

Very 
much 

 
GP1 I have a lack of energy 0 1 2 3 4 

GP2 I have nausea 0 1 2 3 4 

GP3 Because of my physical condition, I have 
trouble meeting the needs of my family 0 1 2 3 4 

GP4 I have pain 0 1 2 3 4 

GP5 I am bothered by side effects of treatment 0 1 2 3 4 

GP6 I feel ill 0 1 2 3 4 

GP7 I am forced to spend time in bed
 ...........................................................................................  

0 1 2 3 4 
 
 SOCIAL/FAMILY WELL-BEING 

 
Not at 

all 
A little 

bit 
Somewhat Quite a 

bit 
Very 
much 

 
GS1 I feel close to my friends 0 1 2 3 4 

GS2 I get emotional support from my family 0 1 2 3 4 

GS3 I get support from my friends 0 1 2 3 4 

GS4 My family has accepted my illness 0 1 2 3 4 

GS5 I am satisfied with family communication 
about my illness 0 1 2 3 4 

GS6 I feel close to my partner (or the person 
who is my main support) 0 1 2 3 4 

Q1 Regardless of your current level of sexual 
activity, please answer the following question. 
If you prefer not to answer it, please mark this 
box and go to the next section. 
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GS7 I am satisfied with my sex life
 ...........................................................................................  

0 1 2 3 4 
 
Please circle or mark one number per line to indicate your response as it applies to 
the past 7 days. 
 

 EMOTIONAL WELL-BEING Not 
at all 

A little 
bit 

Somewhat Quite 
a bit 

Very 
much 

 
GE1 I feel sad 0 1 2 3 4 

GE2 I am satisfied with how I am coping with my 
illness 0 1 2 3 4 

GE3 I am losing hope in the fight against my illness 0 1 2 3 4 

GE4 I feel nervous 0 1 2 3 4 

GE5 I worry about dying 0 1 2 3 4 

GE6 I worry that my condition will get worse 0 1 2 3 4 
 

 FUNCTIONAL WELL-BEING Not 
at all 

A little 
bit 

Somewhat Quite 
a bit 

Very 
much 

 

GF1 I am able to work (include work at home) 0 1 2 3 4 

GF2 My work (include work at home) is fulfilling 0 1 2 3 4 

GF3 I am able to enjoy life 0 1 2 3 4 

GF4 I have accepted my illness 0 1 2 3 4 

GF5 I am sleeping well 0 1 2 3 4 

GF6 I am enjoying the things I usually do for fun 0 1 2 3 4 

GF7 I am content with the quality of my life right now 0 1 2 3 4 
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APPENDIX D: LIFE SATISFACTION  

Satisfaction With Life Scale (SWLS) 

DIRECTIONS: Below are five statements that you may agree or disagree with. Using the 1 - 7 
scale below, indicate your agreement with each item by placing the appropriate number on the 
line preceding that item. Please be open and honest in your responding. 

• 7 - Strongly agree  
• 6 - Agree  
• 5 - Slightly agree  
• 4 - Neither agree nor disagree  
• 3 - Slightly disagree  
• 2 - Disagree  
• 1 - Strongly disagree 

 

____ 1. In most ways my life is close to my ideal.  

____ 2. The conditions of my life are excellent. 

____ 3. I am satisfied with my life. 

____ 4. So far I have gotten the important things I want in life. 

____ 5. If I could live my life over, I would change almost nothing. 

 
 


