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Abstract

The mediating roles of stress, social support, and health risk behaviours in the

relationships between dispositional forgiveness and mental and physical health were

examined. Participants were 748 undergraduate students (554 women, 194 men) entering

their first year of studies at Brock University. Participants, ranging in age from 17 to 25

years, completed the Brock University First Year Health Study and were provided

monetary compensation. Dispositional forgiveness, stress, social support, health risk

behaviours, mental health, and physical health were measured using self-report methods.

The data were analyzed separately for women and men because there were significant

mean differences on many of the study's variables. Analyses revealed that the mediated

relationships between dispositional forgiveness and health were generally stronger for

women than men. Stress was the most robust mediator of the forgiveness-health relation

for both women and men. The only health risk behaviour that mediated the forgiveness-

health relation was physical fitness and this result was found for women only. Social

support mediated several of the relationships between forgiveness and health but not

others. Results were discussed with reference to the literature on forgiveness and health.

Several directions for future research were offered, such as conducting longitudinal

research designs to assess the direction of causality better, investigating moderator

variables of the forgiveness-health relation, and building models, which incorporate

multiple mediators using structural equation modelling techniques.





Acknowledgements

I would like to extend my genuine gratitude and appreciation to all of the people

who have helped me in completing my M.A. First, I thank my supervisor, Dr. Nancy

DeCourville, for her support, wisdom, sincerity, understanding, and encouragement. I

feel very fortunate to have had the opportunity to work with Dr. DeCourville and look

forward to my future research endeavours under her supervision. In addition, I would

like to take this opportunity to thank the members ofmy committee, Drs. Kathy Belicki

and Stan Sadava, for their wonderful feedback and guidance throughout all stages of this

research process.

I would also like to thank the undergraduate students, Becky Boucher, Tara Kelly,

and Stephanie Meaney, who helped in data collection and input. I truly appreciate their

assistance and dedication to completing this study. Moreover, I extend thanks to the

undergraduate students who completed the Brock University First Year Health Study as

their participation made this research possible.

Finally, I would like to thank the family and friends who have supported me

throughout my education. I truly value their patience, understanding, and faith in my

abilities and I am blessed to be surrounded by such a supportive group of individuals. In

particular, I have to extend sincere gratitude to my parents for their support and

imconditional love.





TABLE OF CONTENTS

Abstract 2

Acknowledgements 3

Table of Contents 4

List of Tables 8

Introduction 11

Defining Forgiveness 12

Forgiveness and Mental Health 13

Forgiveness and Physical Health 28

Mediators of the Forgiveness-Health Relation 32

Stress as a Mediator 33

Social Support as a Mediator 38

Health Risk Behaviour as a Mediator 39

Overview of the Present Study 42

Method 44

Procedure 44

Recruitment 44

Participants 45

Measures 47

Dispositional forgiveness measures 47

Stress measure 48

Social support measures 49

Health risk behaviours measures 50

Mental and physical health measures 5

1

Results 57





Preliminary Analyses 57

Data Verification 57

Missing Data 57

Normality 58

Linearity 59

Outliers 59

Sex Differences 60

Descriptive Statistics 60

Mediation Analyses 62

Analyses with the TNTF for Women 63

Condition 1 : Relationship Between Dispositional Forgiveness (TNTF)

and Health 63

Condition 2: Relationship Between Dispositional Forgiveness (TNTF)

and Mediators 64

Condition 3: Relationship Between Mediators and Health 65

Condition 4: Relationship Between Dispositional Forgiveness (TNTF)

and Health, Controlling for Mediators 67

Analyses with the TTF Scale for Women 69

Condition 1 : Relationship Between Dispositional Forgiveness (TTF)

and Health 69

Condition 2: Relationship Between Dispositional Forgiveness (TTF)

and Mediators 70

Condition 3: Relationship Between Mediators and Health 71

Condition 4: Relationship Between Dispositional Forgiveness (TTF)





and Health, Controlling for Mediators 74

Analyses with the TNTF for Men 81

Condition 1 : Relationship Between Dispositional Forgiveness (TNTF)

and Health 81

Condition 2: Relationship Between Dispositional Forgiveness (TNTF)

and Mediators 81

Condition 3: Relationship Between Mediators and Health 82

Condition 4: Relationship Between Dispositional Forgiveness (TNTF)

and Health, Controlling for Mediator 82

Analyses with the TTF Scale for Men 83

Condition 1 : Relationship Between Dispositional Forgiveness (TTF)

and Health 83

Condition 2: Relationship Between Dispositional Forgiveness (TTF)

and Mediators 84

Condition 3: Relationship Between Mediators and Health 85

Condition 4: Relationship Between Dispositional Forgiveness (TTF)

and Health, Controlling for Mediators 86

Summary of Mediation Analyses 88

Discussion 94

Dispositional Forgiveness and Mental and Physical Health 95

Stress as a Mediator 98

Social Support as a Mediator 99

Health Risk Behaviour as a Mediator 101

Limitations 104





Size of Male Sample 104

Building a Comprehensive Model of Forgiveness and Health 105

Type I Error 106

Third Variables 107

Direction of Causality 108

Magnitude of Correlations Between Dispositional Forgiveness

and Health 108

Future Research Ill

Forgiveness May Not Be the Best Option 1 1

1

Defining and Measuring Forgiveness 1 12

Other Possible Mediators of the Forgiveness-Health Relation 1 13

Summary of Findings 1 14

General Conclusions 1 14

References 116

List of Appendices 125

Appendices 126





8

LIST OF TABLES

TABLE PAGE

1 Demographic Characteristics of First-Year Students 45

2 Means and Internal Consistency Coefficients of Scales by Sex 61

3 Analyses Predicting Health from Dispositional Forgiveness (TNTF)

for Women 64

4 Analyses Predicting Mediators from Dispositional Forgiveness (TNTF)

for Women 65

5 Analyses Predicting Health from Stress for Women 65

6 Analyses Predicting Health from Network Size for Women 66

7 Analyses Predicting Health from Alcohol Use for Women 66

8 Analyses Predicting Health from Physical Fitness for Women 66

9 Results of the Tests for Mediation (Condition 4) for Women Using the

Transgression Narrative Test of Forgivingness (TNTF) as Predictor

and Stress as Mediator 67

10 Results of the Tests for Mediation (Condition 4) for Women Using the

Transgression Narrative Test of Forgivingness (TNTF) as Predictor

and Network Size as Mediator 68

1

1

Results of the Tests for Mediation (Condition 4) for Women Using the

Transgression Narrative Test of Forgivingness (TNTF) as Predictor

and Physical Fitness as Mediator 69

12 Analyses Predicting Health from Dispositional Forgiveness (TTF) for

Women 70

13 Analyses Predicting Mediators from Dispositional Forgiveness (TTF) for

Women 71





14 Analyses Predicting Health from Stress for Women 71

15 Predicting Health from Network Size for Women 72

16 Analyses Predicting Health from Support Satisfaction for Women 73

17 Analyses Predicting Health from Physical Fitness for Women 73

1

8

Results of the Tests for Mediation (Condition 4) for Women Using the

Tendency to Forgive Scale (TTF) as Predictor and Stress as Mediator 75

1

9

Results of the Tests for Mediation (Condition 4) for Women Using the

Tendency to Forgive Scale (TTF) as Predictor and Network Size as

Mediator 77

20 Results of the Tests for Mediation (Condition 4) for Women Using the

Tendency to Forgive Scale (TTF) as Predictor and Support Satisfaction

as Mediator 78

2

1

Results of the Tests for Mediation (Condition 4) for Women Using the

Tendency to Forgive Scale (TTF) as Predictor and Physical Fitness as

Mediator 80

22 Analyses Predicting Health from Dispositional Forgiveness (TNTF) for

Men 81

23 Analyses Predicting Mediators from Dispositional Forgiveness (TNTF)

for Men 82

24 Analysis Predicting Mental Health from Stress for Men 82

25 Results of the Tests for Mediation (Condition 4) for Men Using the

Transgression Narrative Test of Forgivingness (TNTF) as Predictor and

Sfress as Mediator 83

26 Analyses Predicting Health from Dispositional Forgiveness (TTF) for

Men 84





10

27 Analyses Predicting Mediators from Dispositional Forgiveness (TTF) for

Men 85

28 Analyses Predicting Health from Stress for Men 85

29 Analyses Predicting Health from Support Satisfaction for Men 86

30 Results of the Tests for Mediation (Condition 4) for Men Using the

Tendency to Forgive Scale as Predictor and Stress as Mediator 87

3

1

Results of the Tests for Mediation (Condition 4) for Men Using the

Tendency to Forgive Scale (TTF) as Predictor and Support Satisfaction

as Mediator 88

32 Summary of Mediation Results for Women 90

33 Summary of Mediation Results for Men 92





Introduction

Research examining the determinants of health has expanded beyond the

traditional risk factors for developing adverse health outcomes, such as smoking, diet,

and disease (Smith, Orleans, & Jenkins, 2004), to include psychosocial factors that may

affect health, such as negative emotions and personality characteristics (Smith et al.,

2004). A recent report commissioned by the Canadian Psychological Association

concluded that there was persuasive evidence that, not only are interventions that focus

on these psychosocial factors effective in treating a wide array of health disorders, but

enhanced access to proper psychological services could result in financial savings to the

Canadian health-care system (Hunsley, 2002) . The report also noted that not only are

psychological services cost-effective, but also that some psychological treatments may be

more effective in treating illness than traditional pharmacological treatments.

One psychosocial factor that researchers have advocated studying in relation to

mental and physical health is forgiveness (McCuUough, 2000; Thoreson, Harris, &

Luskin, 2000). Forgiveness may offer to people who have been hurt closure to painful

relationship transgressions, which may have implications for mental and physical

health (Fincham & Beach, 2002). Research has demonstrated positive relationships

between forgiveness and mental health (Baskin & Enright, 2004) as well as physical

health (Worthington & Scherer, 2004); however, current knowledge regarding how

forgiveness affects various health outcomes is scarce. The present study explored some

of the mechanisms hypothesized to explain this association. Specifically, the role of

stress, social support, and health risk behaviours as mediators ofthe relationship between

forgiveness and mental and physical health was explored. In the following sections, the

available literature on the relationship between forgiveness and mental and physical

health as well as research supporting the hypothesis that stress, social support, and health

11
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risk behaviours may mediate this relationship are summarized. However, before

describing this body of literature, it is necessary to address several conceptual issues

related to the definition of forgiveness.

Defining Forgiveness

Although the empirical study of forgiveness has increased over the past 10 to 15

years (McCullough, Pargament, & Thoresen, 2000), unresolved issues remain concerning

arriving at a consensual definition of the construct (Brown, 2003; Brown & Phillips,

2005; Rye et al., 2001). A fiill discussion of the differing perspectives on the operational

definition of forgiveness is beyond the scope of this paper (see Kaminer, Stein, Mbanga,

& Zungu-Dirwayi, 2000 for a review); however, the reader is advised that, as with many

new research phenomena, a universally accepted definition of forgiveness does not exist

(Brown, 2003).

Moreover, as will become evident through this review of the literature on

forgiveness and mental and physical health, researchers have studied forgiveness at both

the situation-specific and the dispositional level. Situation-specific forgiveness refers to

forgiving a specific offender for "a single, circumscribed interpersonal offense", whereas

dispositional forgiveness refers to the tendency to forgive "across a variety of

interpersonal offenses occurring in a variety of relationships" (McCullough, Hoyt, &

Rachal, 2000, p. 66). Several researchers (Brown, 2003; McCullough, 2000; Witvliet,

2001; Worthington & Scherer, 2004) have argued that a major limitation of research

assessing the association between forgiveness and health is that many research designs

include measures of forgiveness that focus on a single transgression, yet, they employ

measures of health that focus on a comprehensive evaluation of mental and physical

functioning. Although studies have found a significant, positive relationship between
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situation-specific forgiveness and mental and physical health, it may be more appropriate

to assess forgiveness at the trait level when predicting overall health. Given the use of

global measures of mental and physical health in the present study, this study focused on

dispositional forgiveness, operationally defined as the "cross-situational and enduring

tendency" (Berry & Worthington, 2001, p. 448) to relinquish negative emotions, such as

resentment, bitterness (Worthington &Wade, 1999), and hostility (Brown, 2003), in

response to interpersonal transgressions.

Forgiveness and Mental Health

Hebl and Enright (1993) were the first researchers to use experimental methods to

investigate whether the effects of forgiveness interventions extended beyond promoting

forgiveness of specific offenders to enhancing mental health. Hebl and Enright studied

the relationship between forgiveness and psychological health by implementing a clinical

forgiveness intervention among elderly Christian women who had felt emotionally hurt

by an interpersonal offense. Participants were randomly assigned to either an

experimental or a control group. Both the experimental and control group attended

weekly group sessions: the experimental group followed a process model designed to

promote forgiveness of the offender whereas the control group discussed issues that were

hurtful and relevant to this elderly female sample, such as attitudes toward aging and

nursing home care. Prior to and following the intervention, both groups completed self-

report measures of self-esteem, depression, and state and trait anxiety. Following the

intervention, participants were administered measures assessing how much they had

forgiven their offenders. As expected, participants in the experimental group reported

higher levels of forgiveness; however, both the experimental and the control group
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reported lower post-test levels of trait anxiety and depression. Neither group improved

from pre-test to post-test on state anxiety. Given the exploratory nature of this

investigation, a second objective of the study was to address the general validity of the

scale used to assess whether participants had forgiven their offenders. Self-reported,

situation-specific forgiveness (collapsed across the experimental and control group) was

positively associated with self-esteem and negatively associated with depression and state

and trait anxiety, indicating that individuals high in situation-specific forgiveness

reported more positive mental health than individuals low in situation-specific

forgiveness.

In another early study exploring the effects of forgiveness on psychological

health, Freedman and Enright (1996) recruited women, who had been sexually abused by

a male relative, to participate in a clinical intervention designed to promote interpersonal

forgiveness. Participants were matched on a number of variables (e.g., nature of the

abuse, education, etc.) and randomly assigned either to the experimental condition or to a

waiting list condition, which served as a control group. Psychological health was

assessed at baseline and at two points following the intervention using self-report

measures of state and trait anxiety, depression, self-esteem, and optimism towards the

fiiture. The experimenter administered interventions individually rather than in group

format and the intervention was terminated when the participant indicated that she had

forgiven the perpetrator of the abuse; the interventions lasted approximately 1 year. After

the participant in the experimental group finished the intervention, the matched waiting

list control began the intervention.
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Freedman and Enright (1996) found that change scores from baseline to post-

intervention were significantly lower for the experimental group on state and trait anxiety

and depression, and significantly higher on optimism than for the control group; there

was no significant difference between the two groups on the self-esteem measure.

Similar results were found when comparing the change scores for the waiting list control

group after it had completed the intervention with itself as the control group, except that

the waiting list-tumed-experimental group also scored significantly higher on the self-

esteem measure than the control group. Comparing the change scores for the original

experimental group with the waiting list-tumed-experimental group yielded no significant

differences, suggesting that the interventions were equivalent even though they were

administered at different time points. Moreover, that the effects of the forgiveness

intervention appeared to last was reflected in the fact that 1 year following intervention,

change scores from baseline to 1 year post-intervention for the experimental group did

not differ significantly from the change scores from baseline to immediately post-

intervention for the waiting list-tumed-experimental group. Taken together, these results

suggest that undergoing the forgiveness intervention was associated with better

psychological well-being than serving as a control, and that the effects of the forgiveness

intervention were stable over a 1-year period.

Coyle and Enright (1997) reported similar results from a forgiveness intervention

study among men who had been hurt by a partner's decision to abort their unbom child.

Participants in this study were randomly assigned to either a 12-week forgiveness

intervention implemented individually (the experimental group) or a 12-week waiting list

(the confrol group). Psychological health was assessed using self-report measures of





16

state anxiety, anger, and grief with reference to "personal abortion experience" (Coyle &

Enright, 1997, p. 1043). A self-report measure assessing forgiveness of the person most

blamed for the abortion was also administered. All self-report measures were

administered at three points during the study (1 week prior to the intervention and at two

points post-intervention). Upon the experimental group's completion of the forgiveness

intervention, both the control and experimental groups completed the self-report

measures of psychological health and forgiveness. In addition, a second intervention was

undertaken in which the waiting list control group participated in the forgiveness

intervention. Post-intervention, self-report measures were again administered to the

waiting list-tumed-experimental group as well as the original experimental group.

Following the first intervention, the experimental group reported significantly less

anxiety, grief, and anger than the control group, as well as higher levels of forgiveness.

Similar results were found following the second intervention, when comparing the

waiting list-tumed-experimental group's scores to their pre-intervention scores.

Moreover, the fact that the original experimental group's reports of psychological health

and forgiveness did not differ from the first to the second post-test indicates that the

effects of the intervention were maintained over a 12-week period.

In two studies, Al-Mabuk, Enright, and Cardis (1995) tested the effectiveness of

forgiveness education with male and female college students who had been parentally

love-deprived. In the first study, Al-Mabuk et al. were interested in whether an

intervention that employed a condensed forgiveness intervention would yield similar

results to the fiiU forgiveness interventions used in previous research. Participants were

randomly assigned to a forgiveness education workshop or to a control group workshop.
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The experimental group participated in a workshop designed to teach participants how to

make the commitment to forgive, whereas the control group participated in a human

relations workshop that focused on leadership skills, two-way communication, person

perception, and self-discovery. The workshop material was administered in group

format; four workshops were held, and the groups participated in these workshops twice a

week. At baseline and following the workshops, participants completed self-report

measures of willingness to forgive across sittiations, attitudes toward mother/father,

optimism, and state and trait anxiety. Self-report measures of situation-specific

forgiveness, self-esteem, and depression were administered only following the workshops

and not at baseline. Moreover, participants were given the opportunity to sign a contract

stating that they had made the commitment to forgive the love-depriving parent.

For measures administered at both baseline and following the workshops,

statistical analyses were performed comparing the two groups on the change scores on

the dependent measures. For measures that were administered only following the

workshops and not at baseline, statistical analyses compared the mean scores of the two

groups. Change scores for the experimental group were significantly different from the

control group on willingness to forgive across situations and optimism; however, there

were no differences between the two groups on attitudes toward mother/father, state

anxiety, or trait anxiety. As expected, following the workshop, the experimental group

was more willing to forgive across situations than the control group and the experimental

group had higher levels of optimism than the control group. When comparing the

experimental group and control group on measures administered only following the

intervention, none of the differences was statistically different. That is, the experimental
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group did not differ from the control group on mean scores of depression, situation-

specific forgiveness, or self-esteem. Collapsing post-workshop scores for the entire

sample, forgiveness toward the love-depriving parent was negatively associated with

depression and state and trait anxiety; forgiveness was positively associated with self-

esteem and attitudes toward father/mother. These results suggest that forgiveness is

associated with positive mental health. Also of interest, almost all of the participants

(23/24) in the forgiveness workshop signed the contract indicating that they were

committed to forgive their parent.

Although reaching the commitment to forgive was a significant achievement, in a

second study, Al-Mabuk et al. (1995) were interested in the effectiveness of an

intervention that went beyond this preliminary step and continued until the participants

reported actually forgiving the love-depriving parent. The same experimental design as

used in study 1 was implemented with a few exceptions, the most notable being the

duration and content of material presented in the workshops. Two additional workshops

were added to accommodate the additional units in the forgiveness intervention. As well,

only one workshop a week was held (rather than two workshops per week as in study 1)

to allow more time to reflect upon the material covered in the workshops. Change scores

were significant for all of the measures except state anxiety, with the forgiveness

education group reporting lower trait anxiety, greater forgiveness of the love-depriving

parent, greater willingness to forgive, better attitudes towards father/mother, and greater

optimism than the control group. For the two post-workshop only measures (depression

and self-esteem), there was a significant difference between the two groups for self-

esteem, with the forgiveness group reporting higher levels of self-esteem than the control
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group. Collapsing across both groups, forgiveness of the love-depriving parent was

positively associated with optimism, self-esteem, and attitudes toward father/mother;

forgiveness was negatively associated with depression, state anxiety, and trait anxiety,

such that higher levels of forgiveness were associated with more optimism, higher self-

esteem, better attitudes toward father/mother, less depression, and less anxiety than lower

levels. Unlike in study 1 , in which only the participants in the forgiveness workshop

received a forgiveness contract, in study 2, both groups received the contract. As

expected, more participants in the forgiveness group signed the contract than in the

control group. The results of study 2 suggest that an intervention concentrating on

educating participants how to forgive yields more psychological benefits than the

intervention that ended after educating participants up to the point of making the

commitment to forgive.

To ascertain whether religious components of forgiveness interventions increased

their effectiveness. Rye and Pargament (2002) compared the effects of a religiously

integrated forgiveness intervention and a secular forgiveness intervention on mental

health among female college students who had been hurt by a romantic relationship

partner. Participants were randomly assigned to the religiously integrated intervention,

the secular intervention, or a control group. The content ofthe two interventions was

similar, with the exception that group leaders in the religiously integrated intervention

emphasized drawing upon religious beliefs in order to forgive their offenders, whereas

group leaders in the secular forgiveness intervention did not refer to religious/spiritual

beliefs. It was predicted that both the religiously integrated intervention and the secular

forgiveness intervention would report better mental health than the control group.
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Moreover, the authors predicted that participants in the religiously integrated forgiveness

intervention would report better psychological health than participants in the secular

forgiveness intervention. At baseline and following the intervention, participants

completed self-report measures of forgiveness of their offenders, forgiveness across

situations, forgiveness knowledge (knowledge ofwhat forgiveness involves according to

theoretical conceptualizations), depression, anxiety, hope, hostility, existential well-

being, and spiritual well-being. In addition, participants in the interventions provided

open-ended responses to questions assessing the effect of the interventions on

participants' lives.

Unlike the previous research described thus far, before proceeding with statistical

analyses, Rye and Pargament (2002) compared pre-test scores on the dependent variables

of the secular, religiously integrated, and control groups. The authors found no

significant differences between the three groups' pre-test scores, indicating that the

groups were equivalent on the dependent variables before the interventions were

introduced. Rye and Pargament found that, for the three forgiveness measures,

participants in both interventions reported higher levels of forgiveness of their offenders

and forgiveness knowledge than the control group; however, participants in the two

interventions did not differ from participants in the control group on the measure of

forgiveness across situations. With respect to the mental health measures, participants in

both interventions reported more existential well-being than participants in the

comparison group; however, there were no significant differences on any of the other

measures of mental health. Contrary to hypotheses, there were no significant differences

between the religiously integrated forgiveness intervention and secular forgiveness
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intervention on either the forgiveness or mental health measures. Qualitative analyses of

the open-ended responses revealed that participants in both groups reported not only that

they were more forgiving of, and less angry with, their romantic partners but that they

also felt happier, at greater peace, and more confident because of the intervention. The

qualitative and quantitative results of this study suggest that both of the forgiveness

interventions enhanced participants' sense of well-being and forgiveness among female

students hurt by their romantic partners.

Unlike the studies described thus far, which implemented forgiveness

interventions, Karremans, Van Lange, Ouwerkerk, and Kluwer (2003) designed a series

of studies that manipulated the forgiveness variable to explore both the conditions under

which the relationship between situation-specific forgiveness and mental health is

strongest and the mechanisms linking forgiveness and mental health. Specifically, the

authors predicted that the relationship between forgiveness and mental health would be

moderated by relationship commitment and that this relationship would be mediated by

psychological tension (defined in terms of psychological distress). The first study

explored whether or not relationship commitment moderated the relationship between

situation-specific forgiveness and psychological health. Mental heath was assessed using

self-report measures of positive and negative affect, state self-esteem, and life

satisfaction. College students were randomly assigned to either a forgiving or an

unforgiving condition. Participants in the forgiving group were instructed to recall a

conflict that they had forgiven as they completed self-report measures of psychological

health and relationship commitment to the offender, whereas participants in the

unforgiving condition reflected upon a conflict that they had not forgiven as they
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completed these measures. As predicted, relationship commitment moderated the

relationship between forgiveness and psychological health for all of the dependent

measures (state self-esteem, life satisfaction, positive affect) except negative affect, with

the relationship between forgiveness and psychological health being significant when

relationship commitment was strong but not when the level of relationship commitment

was weak. These results indicate that forgiveness of a specific offense is associated with

positive psychological outcomes when relationship commitment is strong but not when it

is weak.

In the second study, students were randomly assigned to reflect upon either a

person with whom they felt a strong commitment or a person with whom they felt a weak

commitment. Following this manipulation, participants were instructed to imagine

themselves either forgiving or not forgiving a conflict in which the person who was the

focus of the previous reflection was to blame. As they imagined this situation,

participants completed self-report measures of psychological tension and psychological

health. Similar to study 1, the relationship between forgiveness and psychological health

was moderated by relationship commitment. When relationship commitment was strong,

forgiving an offender was associated with higher levels of positive affect and life

satisfaction, and lower levels of negative affect than when participants imagined not

forgiving an offender; for state self-esteem, when relationship commitment was weak,

not forgiving an offender was associated with higher levels of self-esteem than when

participants forgave the offender. Study 2 also tested the hypothesis that this moderated

relationship was mediated by psychological tension. This hypothesis of moderated

mediation was supported for the measures of state self-esteem, life satisfaction, and
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negative affect. Specifically, in the strong relationship commitment condition, when

controlling for psychological tension, the relationship between forgiveness and

psychological health was significantly diminished, whereas in the weak relationship

commitment condition, the direct effect of forgiveness on psychological health was

unaffected by psychological tension.

Karremans et al. (2003) noted that limitations of the previous studies included the

possibility of demand characteristics when participants were instructed to imagine

forgiving an offender in a hypothetical situation as well as the possibility that the process

of imaging forgiving an offender might be different fi-om actually forgiving the offender.

Therefore, in the third study, the authors adopted a more active approach to manipulating

forgiveness. Participants imagined a conflict that was forgiven and were told that they

were going to complete a 'forgiveness test' (in reality, this test was an implicit

association test that did not really assess whether or not participants had forgiven their

offenders). The forgiveness manipulation was implemented after both groups had

completed the implicit association task. Participants were randomly assigned to either

the forgiveness group, in which they were given the false information that their

performance on the task was indicative of forgiving their offenders, or the no-forgiveness

condition, in which participants received the false information that their performance was

indicative of unforgiveness. Participants completed self-report measures of

psychological health, forgiveness, and psychological tension. Similar to the previous

studies, relationship commitment moderated the relationship between forgiveness and

psychological health. Specifically, when relationship quality was high, the forgiving

group reported higher levels of psychological health than the no-forgiving group, whereas





24

this relationship was not significant when relationship commitment was weak. For state

self-esteem and negative affect, the hypothesis of moderated mediation was supported;

when relationship commitment to the offender was high, psychological tension was a

significant mediator in the relationship between forgiveness and psychological health;

however, when relationship commitment was weak, the relationship was unaffected by

psychological tension. A similar pattern of effects was shown for positive affect;

however, this relationship was not significant.

The fourth, and final, study in this series compared the effects of general

forgiveness (general forgiveness of others) with partner-specific forgiveness (forgiving a

relationship partner across multiple offenses) on psychological health. It was

hypothesized that because one is normally strongly committed to one's partner, whereas

general forgiveness does not depend on level of commitment to the offender, partner-

specific forgiveness would yield greater psychological benefits than general forgiveness.

Participants were couples already engaged in a large research program. Participants

completed self-report measures of level ofcommitment, typical forgiveness of partner,

typical forgiveness of people other than partner, and life satisfaction. As predicted, the

association between partner-specific forgiveness and life satisfaction was stronger than

the association between general forgiveness and life satisfaction.

The results of correlational studies generally mirror the results of research using

experimental methods to study the relationship between forgiveness and mental health.

Subkoviak et al. (1995) developed one of the first self-repwrt measures of situation-

specific forgiveness. They validated this scale among college students and their same-

sex parents by exploring the associations between the forgiveness scale and self-reported
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state anxiety and depression. Scores from participants who reported developmentally

appropriate offenses (e.g., hurts suffered in male-female relationships among the college

students and hurts suffered in conflicts with spouse or other family members among the

parents) were included in the statistical analyses. As predicted, across both college

students and their parents, there was a negative association between forgiveness and state

anxiety, with participants reporting higher levels of forgiveness tending to report higher

levels of state anxiety. Due to the homogeneity of scores on the depression measure,

there was no relationship between situation-specific forgiveness and depression.

Rye et al. (2001) developed a scale to measure situation-specific forgiveness as

well as a scale to measure forgiveness across situations. In validating the two scales. Rye

et al. found that the scale measuring situation-specific forgiveness was positively

associated with self-reported hope, religious well-being, and existential well-being,

whereas the forgiveness across situations scale was positively correlated with self-

reported hope and existential well-being. These results indicate that people who report

higher levels of forgiveness report higher levels ofhope and spiritual well-being than

individuals reporting lower levels of forgiveness.

In developing a brief self-report measure of dispositional forgiveness. Brown

(2003) found that dispositional forgiveness was negatively related to self-reported

depression among college students. Moreover, Brown reported that self-reported

vengeance and attitudes toward forgiveness moderated this relationship such that when

participants reported high levels of dispositional forgiveness, they reported low levels of

depression; however, when individuals reported low levels of dispositional forgiveness.
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they reported less depression only if they had either less positive attitudes about the

virtues of forgiveness or high levels of vengeance.

Witvliet, Phipps, Feldman, and Beckham (2004) studied the relationship between

dispositional forgiveness of self and others and mental and physical health among

American male war veterans who were diagnosed with post-traumatic stress disorder

(PTSD) and were actively seeking clinical assistance. Witvliet et al. assessed mental and

physical health using self-report measures of PTSD, depression, state and trait anxiety,

current and lifetime physical health conditions, and physical health complaints.

Controlling for socioeconomic status, hostility, age, ethnicity, and combat exposure, self-

reported difficulty forgiving oneself was positively associated with PTSD symptoms,

depression, and state and trait anxiety whereas self-reported difficulty forgiving other

people was positively associated with only PTSD symptoms and depression.

Kaminer, Stein, Mbanga, and Zingu-Dirwayi (2001) moved the research on

forgiveness and mental health beyond the typical Western participants to include a cross-

cultural sample. Specifically, Kaminer et al. were interested in what, if any, effects

providing testimony for the Truth and Reconciliation Commission of South Africa would

have on both psychological health and forgiveness of their transgressors among Black

African survivors who had suffered human rights abuses during apartheid. Participants

had given statements regarding the abuses suffered via a public hearing or a closed,

private format, or had not given a statement in either format (public or closed).

Researchers interviewed participants regarding the nature of their human rights

violations, psychiatric diagnoses, situation-specific forgiveness, and PTSD symptoms due

to exposure to traumatic events other than the human rights violations. There were no
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differences between any of the groups on psychiatric diagnoses or PTSD symptoms.

Although there were no significant differences between the exposure groups on situation-

specific forgiveness, participants in the public hearing group showed patterns of

forgiveness that were unlike those of the other two groups. Participants in the closed

statement and no statement groups demonstrated a spread of scores that ranged fi-om low,

to medium to high whereas the distribution of the scores was bimodal for participants

providing private statements. That is, participants in the private statement group were

either extremely unforgiving or extremely forgiving. Also of interest, forgiveness was

negatively associated with psychiatric diagnoses of depression and anxiety disorders,

indicating that more psychiatric diagnoses of depression and anxiety disorders were made

for participants wdth low levels of forgiveness than for participants with high levels of

forgiveness. Although it has been suggested that the process of giving public statements

served a "therapeutic fimction" (Kaminer et al., 2001, p. 373), the results of the Kaminer

et al. study suggest that whether or not an individual testified for the Truth and

Reconciliation Commission did not predict psychological health outcomes. However,

level of forgiveness was predictive of psychological health outcomes among this sample.

Not all research has reported a positive relationship between forgiveness and

mental health; some studies have failed to detect an association. As part of a larger study

investigating the relationships between vengefiilness, forgiveness, rumination, and well-

being among college students, McCullough, Bellah, Kilpatrick, and Johnson (2001)

found that self-reported, situation-specific, interpersonal forgiveness was not related to

self-reported well-being cross-sectionally or at an 8-week follow-up assessment.
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Similarly, Connor, Davidson, and Lee (2003) used an online survey format to

investigate the relationship between situation-specific forgiveness and mental and

physical health as well as PTSD symptom severity among survivors of violent trauma,

defined as "those who had been injured by a deliberate violent act or a destructive act

caused by negligence or disregard of the law" (p. 492). Connor et al. did not find a

significant relationship between self-reported forgiveness, measured using a single item

assessing whether the respondent had forgiven the perpetrator of the most current

disturbing offense, and either mental or physical health, assessed using single item

measures of current mental and physical health status. Also, the relationship between

forgiveness and self-reports ofPTSD symptoms was not significant.

Taken together this summary suggests that, although some research has failed to

detect a relationship between forgiveness and mental health, the majority of studies

support the notion that forgiveness, whether measured at the dispositional or at the

situation-specific level, is positively associated with a variety of mental health outcomes.

Forgiveness and Physical Health

Kaplan (1992) was one of the first behavioural scientists to advocate that

forgiveness could have beneficial effects on physical health and should be examined

empirically. Working as a consultant to the Recurrent Coronary Prevention Project, a

clinical trial focused on altering the behaviours of hostility and time urgency designed to

reduce recurrence of coronary heart attacks among post-infarction patients, Kaplan

noticed a number of salient themes endorsed by participants in this intervention. Among

these commentaries, the majority of participants recalled "lessons learned about how to

cultivate the forgiving heart" (p. 6). According to Kaplan, although this was an
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unexpected study outcome, this result necessitated the empirical assessment of

forgiveness in general as well as its specific relationship with mental and physical health,

A decade after Kaplan's (1992) mandate to assess this "fimdamental coping

issue" (p.8) empirically, research demonstrating an association between forgiveness and

physical health is beginning to accumulate. The majority of studies support a moderate,

positive relationship between forgiveness and physical health despite differing

conceptualizations of forgiveness and diverse measures of health (Witvliet, 2001). In the

following section, an overview of the limited research assessing the relationship between

forgiveness and physical health is provided, including doctoral dissertations in addition to

published research.

The first studies to examine the relationship between forgiveness and physical

health were reported in two significant doctoral dissertations. Coates (1996) assessed the

relationship between self-reported dispositional forgiveness of self and others and mental

and physical health among female victims of domestic violence. Physical health was

assessed using a self-report measure of physical symptoms, whereas mental health was

assessed using self-report measures of depression, anxiety, self-esteem, and well-being.

Coates found that forgiveness of others and forgiveness of self were associated with

positive physical health outcomes, such that women who reported higher levels of

forgiveness also reported lower physical symptoms of illness. Forgiveness of self and

forgiveness of others were also associated with all of the mental health variables included

in that study, such that women who reported higher levels of forgiveness also scored

lower level of depression and anxiety and higher levels of self-esteem and well-being.
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In another dissertation, Sarinopolous (1999) used self-report measures to study

the relationship between self-reported situation-specific forgiveness and physical health

among college students and their middle-aged parents. Sarinopolous defined physical

health in terms of self-reported common physical symptoms (e.g., headache, sore throat,

fever, skin rash, ear infection, lower back pain, and other symptoms), diagnoses of major

health problems (e.g., diabetes, colitis, and other chronic conditions), diagnoses of heart-

related problems (e.g., hypertension and heart disease), and heart disease-related

symptoms (e.g., shortness of breath and chest pains). After controlling for health risk

factors, such as age, smoking status, body mass index, and alcohol use, as well as

psychological factors, such as anger and hostility, forgiveness predicted common

physical symptoms, diagnoses of major health problems, diagnoses of heart-related

problems, and heart disease-related symptoms among the middle-aged cohort. For the

student sample, forgiveness predicted the number and fi-equency of recent physical

symptoms. Forgiveness did not predict diagnoses of major health problems, diagnoses of

heart-related problems, or heart disease-related symptoms among this age group;

however, such conditions are not expected to be prevalent among college students.

Published research assessing the relationship between forgiveness and physical

health parallels the results of the doctoral dissertations just described. As part of a larger

study, which will be discussed further in a later section. Berry and Worthington (2001)

investigated the relationship between self-reported forgiving personality, a composite

variable characterized by high levels of dispositional forgiveness and low levels of

dispositional anger, and self-reported mental and physical health among college students.

Mental health and physical health were defined by summary scores on various self-report
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measures of physical health (e.g., physical functioning, role limitations due to physical

problems, bodily pain, and general health) and mental health (e.g., social functioning,

role limitations due to emotional problems, vitality, and mental health). The authors

reported a positive relationship between forgiving personality and mental health and

physical health.

In a study assessing the associations of religiosity, spirituality, dispositional

forgiveness, and general health, Toussaint, Williams, Musick, and Everson (2001)

reported a significant positive relationship between forgiveness of others and health

(assessed using a single item rating of overall health status) among elderly participants.

For younger participants, a set of variables assessing forgiveness of self, forgiveness of

others, feeling forgiven by God, and seeking forgiveness explained a greater portion of

variance in self-reported health than did the other predictor variables assessed in this

study (e.g., religiosity and spirituality). The specific relationship between forgiveness of

others and health did not reach significance among the younger participants in this study.

Similarly, in a study of undergraduate students, Maltby, Macaskill, and Day (2001) found

that dispositional forgiveness of others and forgiveness of self were not associated with

self-reported somatic symptoms.

In the Witvliet et al. (2004) study described earlier, the authors found that ,

dispositional forgiveness of self and dispositional forgiveness of others were positively

associated with mental health among American male war veterans; however, neither

difficulty self-forgiving nor difficulty forgiving other people was associated with the

physical health variables in this study.
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Mediators ofthe Forgiveness-Health Relationship

The existing literature supports a moderate, beneficial association between

forgiveness and mental and physical health, with the relationship being somewhat

stronger for mental health outcomes than for their physical health counterparts.

Identifying the mechanisms underlying this relationship is one way to advance current

theory and research in this area (Fra2der, Tix, & Barron, 2004). Although a number of

researchers have theorized mediating mechanisms underlying the relationship between

forgiveness and health (McCuUough, 2000; McCullough & Witvliet, 2002; McCullough

& Worthington, 1994; Sarinopoulos, 1999; Seybold, Hill, Neumann, & Chi, 2001;

Thoreson et al., 2000), very little research has tested these mediating mechanisms

empirically. A criticism common to research in the health psychology literature is that

although researchers often hypothesize mediators in the relationships they examine, they

fail to assess these mediating mechanisms (Smith & Suls, 2004). It is important to assess

hypothesized mediators because, as Hafer and Olson (2003) argue, knowledge of

underlying psychological mechanisms can aid in prediction of behaviour, improve efforts

to change behaviour, and inform researchers of an intervention's possible "side effects".

The present study tested three mechanisms that were expected to mediate the

association between forgiveness and mental and physical health: (a) stress, (b) social

support, and (c) health risk behaviours. Given the paucity of research in this area, in

making arguments for the role of these variables as mediators in the forgiveness-health

relationship, relevant dissertations as well as articles published in peer-reviewed journals

are discussed.
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Stress as a Mediator

Researchers, such as Lawler et al. (2003) and Worthington and Scherer (2004),

have theorized that forgiveness may affect health through its abiUty to reduce stress,

which, in turn, has beneficial effects on health. Specifically, it has been suggested that

people who use forgiveness as a coping mechanism may experience less stress in their

daily lives than people who do not use forgiveness to cope (Lawler et al., 2003).

Conversely, Berry and Worthington (2001) have argued that difficulty forgiving in the

context of interpersonal stressors, such as "transgressions, betrayals, offenses, and

wrongs" (p. 387) can lead to physiological stress reactions. Although several studies

have examined the relationship between forgiveness and various physiological indices of

stress, only one study tested the hypothesis that the relationship between forgiveness and

health was mediated by stress. These studies are summarized in the following pages.

In a study assessing the relationship between self-reported dispositional

forgiveness and various physiological stress responses, Seybold et al. (2001) detected a

negative relationship between forgiveness and physiological indices of blood viscosity

(high blood viscosity is a potential cardiovascular risk factor). In addition, Seybold et al.

reported a positive relationship between dispositional forgiveness and TxPA levels, a

physiological index that correlates positively with cardiovascular health and negatively

with psychological distress. The results of this study suggested that individuals reporting

higher levels of dispositional forgiveness also tended to exhibit lower levels of

physiological stress.

Witvliet et al. (2001) used an experimental design to demonstrate the effects of

forgiveness imagery on various physiological stress indices among undergraduate
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students. During the first part of this study, participants were directed to identify a

person who had hurt them in a prior offense and to complete a questionnaire regarding

the offense. During the second part of the study, a within-subjects design was adopted in

which participants were instructed to adopt unforgiving (rehearsing the hurt, harbouring a

grudge) and forgiving (empathizing with the offender, granting forgiveness) responses

towards their offenders while their physiological responses were recorded. Unforgiving

responses were associated with higher skin conductance levels, facial tension, heart rate,

and blood pressure than forgiving responses, indicating that forgiveness was related to

uncontrollable physiological stress responses.

Lawler et al. (2003) assessed the physiological stress responses associated with

self-reports of situation-specific forgiveness and dispositional forgiveness. Physiological

responses were recorded at three points (baseline, recall, and recovery) as undergraduate

students recalled a prior transgression by a parent and a prior transgression by a friend.

After averaging physiological responses across the three time points and two

transgressions, situation-specific forgiveness was related to all of the cardiovascular

measures (diastolic blood pressure, systolic blood pressure, mean arterial pressure, heart

rate, and rate pressure product) included in this study. Of these correlations, the strongest

association was between situation-specific forgiveness and rate pressure product (a

measure derived by multiplying systolic blood pressure and heart rate that reflects

sympathetic nervous system input to the heart), with higher levels of forgiveness

associated with lower rate pressure product. Dispositional forgiveness was negatively

associated with systolic blood pressure, mean arterial pressure, and diastolic blood

pressure, such that individuals reporting higher levels of forgiveness had lower systolic
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blood pressure, lower mean arterial pressure, and lower diastolic blood pressure than

individuals reporting lower levels of dispositional forgiveness. Of these correlations, the

strongest correlation was between dispositional forgiveness and diastolic blood pressure.

Lawler et al. note the congruence of the strong correlation between dispositional

forgiveness and diastolic blood pressure, which is a measure that represents "background

levels of blood pressure" and the strong correlation between situation-specific

forgiveness and rate pressure product, which is a measure that represents "sympathetic

drive to the heart" (p. 383).

Moreover, during recall of the parent's transgression, Lawler et al. (2003) found

that situation-specific forgiveness was negatively associated with diastolic blood

pressure, mean arterial pressure, and rate pressure product. That is, individuals reporting

higher levels of situation-specific forgiveness had lower diastolic blood pressure, lower

mean arterial pressure, as well as lower rate pressure product than participants reporting

lower levels of situation-specific forgiveness. During recall of the parent's transgression,

dispositional forgiveness was negatively associated with baseline blood pressure and

positively associated with systolic reactivity (recovery to baseline blood pressure) among

female participants only, such that women reporting high levels of dispositional

forgiveness had lower baseline blood pressure and faster systolic reactivity. For both

female and male participants, dispositional forgiveness was negatively related to mean

arterial pressure during recall of the parent's transgression, such that participants

reporting higher levels of dispositional forgiveness had lower mean arterial pressure.

In an effort to extend the research assessing forgiveness and physiological stress

responses beyond polygraphic measures of physical functioning, Berry and Worthington
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(2001) studied endocrine responses to forgiveness and unforgiveness among college

students involved in romantic relationships. Prior to participating in this study, potential

participants completed a screening form assessing demographic variables, relationship

status, and happiness/satisfaction with relationship. The authors classified participants as

either extremely happy or unhappy with their romantic relationships and excluded

participants between these two extremes. Participants provided samples of salivary

Cortisol, a hormone produced in response to psychological and physiological stress, prior

to engaging in a visual imagery task as well as during the last minute of the imagery task.

For the imagery task, participants were instructed to imagine a scenario typical ofa

current romantic relationship. Following the task, participants completed self-report

measures of trait anger, dispositional forgiveness, relationship happiness, relationship

imagery, and mental and physical health.

Due to substantial correlations among the personality variables as well as the

relationship variables, Berry and Worthington (2001) factor analyzed the data. The factor

analysis yielded two factors; the first factor, which encompassed items from the

personality measures was labelled forgiving personality, a composite variable

characterized by high levels of dispositional forgiveness and low levels of dispositional

anger; the second factor, labelled loving relationship, was extracted from the relationship

variables and reflected happiness with the relationship as well as love and liking for the

relationship partner (the relationships between forgiveness, health, and this factor will be

discussed in the section on social support). Berry and Worthington found that, although

the forgiving personality composite variable did not predict baseline levels of Cortisol, the

forgiving personality composite directly predicted decreased Cortisol reactivity
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(residualized gain in Cortisol adjusting for baseline Cortisol levels) and, as noted earlier,

positive, self-reported mental and physical health outcomes. The finding that forgiving

personality was negatively related to Cortisol reactivity is of interest because, as noted by

Berry and Worthington, although Cortisol production in response to stress serves an

adaptive function, hyperproduction of Cortisol is likely associated with adverse health

outcomes. Thus, if individuals are chronically unforgiving, they may overproduce

Cortisol, which could have damaging effects on health.

To summarize the studies presented in this section thus far, forgiveness was

negatively related to a number of physiological stress responses, such as heightened skin

conductance levels, facial tension, cardiovascular reactivity, and Cortisol reactivity.

Although these studies did not include measures of health as an outcome variable, it is

possible that these physiological stress responses affect health through contributions to

allostatic load (Berry & Worthington, 2001; Lawler et al., 2003; Witvliet et al., 2001), a

physiological process that can eventually result in physical disease (McEwen, 1998),

As noted at the beginning of this section, one study has examined the mediating

role of stress in the relationship between forgiveness and health. A second purpose of the

Lawler et al. (2003) study described earlier in this section was to test stress as a mediator.

Using path analytic techniques, Lawler et al. found that self-reported situation-specific

forgiveness was negatively associated with college students' stressftiJ life events.

Stressful life events were, in turn, positively associated with symptoms of physical

illness, suggesting that situation-specific forgiveness may exert its effect on health by

reducing levels of stress.
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Social Support as a Mediator

Reconciling with transgressors is not necessary for forgiveness to occur (Fincham,

2000); however, forgiveness can "set the stage" for reconciliation with offenders

(Fincham & Beach, 2002, p. 278). Fincham and Beach (2002) have argued that, because

forgiveness can aid in maintaining and even enhancing significant relationships,

forgiveness may be associated with mental and physical health due to the documented

relationships between social support and mental and physical health. Given that the lack

of social support has been compared to smoking, in terms of the magnitude of its negative

health consequences (House, Landis, & Umberson, 1988; Vandervoort, 1999), if

forgiveness is effective in enhancing, or at least, maintaining social support (Fincham &

Beach, 2002; Hope, 1987), social support may mediate the forgiveness-health

relationship (Worthington && Scherer, 2004).

Although researchers have theorized that forgiveness may exert its impact upon

health primarily through its effect in maintaining socially supportive networks, no

published research to date has examined whether social support mediates the relationship

between forgiveness and mental and physical health. Research examining the association

between forgiveness and social support is also limited, although a few studies in the

forgiveness literature have included measures assessing relationship quality, number of

friends, and the ability to maintain close relationships.

The Berry and Worthington (2001) study described earlier, while not focusing

specifically on social support, found that relationship quality was positively associated

with the forgiving personality composite variable. Specifically, individuals with higher

scores on the measure of forgiving personality reported more love and liking of their
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relationship partners as well as greater relationship happiness than did participants

reporting lower scores on the forgiving personality composite measure. As noted by

Berry and Worthington, these results are consistent with current theorizing that acting in

habitually unforgiving and angry ways across situations likely affects the quality of

interpersonal relationships.

In the study by Coates (1996) described earlier, the author reported a positive

relationship between a close relationships variable, which assessed a person's ability to

work through relationship issues with others, and dispositional forgiveness of others

among female victims of domestic violence. In contrast, Seybold et al. (2001) did not

find a significant relationship between dispositional forgiveness and a single item

measure assessing number of fiiends among a community sample of volunteer

participants.

Collectively, these results suggest that a forgiving disposition affects not only the

maintenance of close interpersonal relationships but the quality ofthese relationships as

well. Relationship quality, in turn, may be associated with health. Further, this research

lends some weight to the notion that perceived social support and forgiveness are related.

Yet, research is needed that explicitly assesses perceived social support to determine the

nature of the relationship between social support and forgiveness as well as how these

variables relate to mental and physical health.

Health Risk Behaviours as Mediators

Another pathway linking forgiveness with health may be through health risk

behaviours. Forgiving individuals may be more likely to avoid health-damaging

behaviours than their non-forgiving counterparts, which, in turn, may result in positive
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health outcomes. Researchers (Worthington, Mazzeo, 8c KHewer, 2002; Wuthrow, 2000)

have theorized that forgiving transgressors helps to free people from guilt and resentment

towards their offenders. Specifically, the feelings of resentment that may result when one

is unforgiving may result in employing health risk behaviours, such as smoking, alcohol

abuse, and other addictive behaviours, as maladaptive coping mechanisms. By not

engaging in health risk behaviours, the mental and physical health of forgiving

individuals may be enhanced or, at least, protected from the adverse consequences of

such behaviours.

Several researchers have assessed health risk behaviours as they relate to

forgiveness and this research suggests that forgiveness may be associated with positive

health behaviours. In the dissertation described above, Sarinopoulos (1999) reported that

self-reported situation-specific forgiveness was negatively related to alcohol intake

among middle-aged participants but not college participants. However, Sarinopoulos

also assessed smoking status, defined in terms of currently being a smoker or not, and did

not find a significant relationship between situation-specific forgiveness and smoking

status for either the college-aged or the middle-aged sample. Similar to Sarinopolous'

results with respect to alcohol use, Seybold et al. (2001) found a negative correlation

between self-reported dispositional forgiveness and alcohol consumption among a

community sample of middle-aged volunteers, such that individuals reporting higher

levels of dispositional forgiveness tended to report less alcohol consumption. Seybold et

al. also found that dispositional forgiveness was negatively associated with cigarette use,

such that individuals reporting lower levels of dispositional forgiveness were more likely

to report higher levels of cigarette use.
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In developing a survey that measured a diversity of religious constructs, Kendler

et al. (2003) were interested in identifying the underlying dimensions of religiosity and

examining how these dimensions were associated with lifetime history of psychiatric and

substance use disorders among a sample of male and female twin pairs. Kendler et al.

identified seven factors (termed general religiosity, social religiosity, involved God,

forgiveness, God as judge, unvengefulness, and thankfulness) and found that these

dimensions were differentially related to various psychiatric and substance use disorders.

Of interest to the present study, Kendler et al. found that the forgiveness dimension was

negatively related to two substance abuse disorders. Specifically, high levels of

forgiveness were associated wdth low risk for nicotine dependence and drug abuse;

however, levels of forgiveness were not associated with lifetime history of depression,

phobias, generalized anxiety disorder, panic disorder, bulimia nervosa, alcohol

dependence, or adult antisocial behaviour.

Research assessing the relationship between forgiveness and health risk

behaviours is still in its infancy and research exploring health risk behaviours as

mediators in the forgiveness-health relationship is non-existent; however, recent

theorizing (Worthington et al., 2002; Wuthrow, 2000) would suggest that health risk

behaviours are potential mediating mechanisms. Thus, in the present study, it was

hypothesized that dispositional forgiveness would be negatively related to health risk

behaviours (cigarette use, marijuana use, alcohol use, and lack of physical fitness) which

in turn, would be negatively related to mental and physical health. In the Method section,

the variables that defined health risk behaviours are further explained.
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Overview ofthe Present Study

Given the scarcity of research assessing stress, social support, and health risk

behaviours as mediators in the forgiveness-health relation, the present study was

exploratory in nature. However, based on the available research, as well as theoretical

notions as to how forgiveness may affect health, the following predictions were made:

Dispositional forgiveness would be positively related to mental and physical health.

However, this relationship would be mediated by stress, such that dispositional

forgiveness would be negatively related to stress which, in turn, would be negatively

related to mental and physical health. It was also predicted that the forgiveness-health

relationship would be mediated by social support, such that dispositional forgiveness

would be positively related to social support which, in turn, would be positively related to

mental and physical health. The final prediction was that the forgiveness-health

relationship would be mediated by health risk behaviours, such that dispositional

forgiveness would be negatively related to health risk behaviours which, in turn, would

be negatively related to mental and physical health.

Stress, social support, and health risk behaviours were selected as mediators in the

forgiveness-health relationship based upon two reasons. The primary reason behind the

decision to explore these variables as mediators was that these variables made intuitive

sense and had received the most, if not empirical, theoretical attention from forgiveness

researchers. The second reason these mediating variables were selected was that the data

analyzed in this study were collected as part of a larger study. The Brock University First

Year Health Study (Sadava & DeCourville, 2003). Thus, although it was possible to

provide some input into the variables that would be included in this study, many of the
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variables that were included in the Brock University First Year Health Study were

predetermined by other researchers. Among the variables that were already included in

the Brock University First-Year Health Study were stress, social support, and health risk

behaviours.

Before describing the methods used in the present study, a final note with respect

to the Brock University First Year Health Study is in order. Participants for the Brock

University First Year Health Study were part of Ontario's double cohort. The double

cohort refers to the first group of secondary school students who graduated under

Ontario's secondary education reform (Ontario English Catholic Teachers Association,

2002). The reform in secondary education entailed condensing the 5-year high school

program into a 4-year program, which contained the same content but required a shorter

period to complete (Ontario English Catholic Teachers Association, 2002). Thus,

participants in this study were oftwo cohorts: those entering university with 5 years of

secondary education and those entering university with 4 years of secondary education.





Method

Procedure

Recruitment

The sample included undergraduate students from all disciplines entering the

double cohort at Brock University. Participants were recruited during the first 2 weeks of

the fall semester. Recruitment occurred during the first year orientation week via

classroom announcements and actively approaching students to request their

participation. The procedure to recruit participants via classroom armouncements

entailed contacting professors of first year courses at Brock University and asking

permission to present a brief (5-minute) advertisement soliciting participation in the

Brock University First Year Health study following lecture. Participants were also

recruited via the active technique of approaching students as they entered the residence-

dining hall, sat in the imiversity courtyard, and waited for their campus bus passes.

During both the classroom armouncements and the active approach to recruitment,

researchers informed potential participants that they were collecting data as part of a

study on the health, relationships, and behaviour of students who belonged to the double

cohort (and participation was restricted to students who belonged to the double cohort),

that participants would be paid 10 dollars for their participation, that their responses were

confidential, and that the research team would be contacting participants in the fiiture to

complete subsequent waves of the study.

Those who agreed to participate in the study provided written informed consent

(see Appendix A). The researchers assigned code numbers to completed informed

consent forms to ensure confidentiality and to permit matching participants'

44
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questionnaires during the subsequent phases of data collection. Participants recruited via

the classroom announcements completed the questionnaires following the lecture, in

groups of 50-60 in the classroom, whereas participants actively recruited generally

completed the questionnaires in groups of 3-5 at tables or using clipboards. Completion

of the battery of measures took approximately 45 minutes and upon completion of the

survey, participants were provided compensation (10 dollars) and a flyer with the

researchers' contact information.

Participants

Participants were 785 students (577 women, 207 men, and 1 person who did not

answer this question) in their first year of undergraduate studies at Brock University.

Participants ranged in age fi-om 17 to 25 years (M= 18.6, SD = .85). Table 1 presents the

demographic characteristics of the first year students participating in the Brock

University First Year Health Study.





46

Table 1

Demographic Characteristics ofFirst-Year Students (N= 748)

Variable
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Measures

In this section, the measures of dispositional forgiveness, stress, social support,

health risk behavioiirs, and mental and physical health are described.

Dispositionalforgiveness measures. In the present study, dispositional

forgiveness was assessed using The Tendency to Forgive scale (TTF; Brovra, 2003) and

the Transgression Narrative Test of Forgivingness (TNTF; Berry, Worthington, Parrot,

O'Connor, & Wade, 2001). The TTF is a four-item self-report measure designed to

assess dispositional forgiveness. Participants respond to each item on a 7-point Likert-

type scale anchored at 1 {strongly disagree) and 7 {strongly agree). Two items ("I tend

to get over it quickly when someone hurts my feelings." and "When people wrong me,

my approach is just to forgive and forget.") are positively phrased. Two items ("If

someone wrongs me, I often think about it a lot afterward." and "I have a tendency to

harbour grudges.") are negatively phrased. After reverse scoring the two negatively

phrased items, a mean score for the TTF is calculated across the four items. Higher

scores on the TTF correspond to a greater tendency to forgive across people and

situations. Brown reports adequate test-retest reliability for the TTF over an 8-week

period (r = .71) as well as acceptable internal consistency, with coefficients for the TTF

ranging from Cronbach's a = .72 to .82.

Brown (2003) reports adequate convergent validity for the TTF, as reflected in the

similarity between self- and partner-ratings on the TTF (r = .46 for female targets and r =

.38 for male targets) and its moderate, positive correlation with the TNTF (r = .39).

However, the moderate relationship between the TTF and the TNTF suggests that the two

measures are not entirely equivalent and may be tapping different aspects of dispositional
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forgiveness. Given the moderate correlation between these two measures of dispositional

forgiveness. Brown suggests that research assessing this construct should incorporate

both measures in the research design.

Another measure of dispositional forgiveness, the TNTF, is a five-item self-report

measure intended to assess forgiveness over time and across situations. Participants are

directed to imagine themselves experiencing five interpersonal transgressions and to

indicate their likelihood of forgiving each offender using a 5-point Likert-type scale

anchored at 1 (definitely notforgive) and 5 (definitelyforgive). The five transgressions

include a classmate plagiarizing a term paper, a friend baby-sitting inadvertently harming

the child, a friend dropping off a job application late, a former high school classmate

telling current work colleagues a secret, and a distant cousin drinking to the point of

intoxication. A mean score on the TNTF is calculated across the five scenarios. Higher

scores on the TNTF reflect a greater tendency to forgive across people and situations.

Appendix B contains a copy of the TTF and the TNTF.

Berry et al.(2001) report adequate test-retest reliability for the TNTF over an 8-

week period (r = .69) as well as acceptable internal consistency, with Cronbach's a for

the TNTF ranging from .78 to .83. Berry et al. report that the TNTF appears to possess

adequate convergent validity, as reflected in the similarity between self- and partner-

ratings on the TNTF (r = .60).

Stress measure. Two items were used to assess stress. The first item ("On

average, how often do you become stressed and tense in a one-week period?") assesses

weekly stress. Participants rated this item along a 5-point Likert-type scale anchored at

(never) and 4 (every day). The second item ("Would you describe your life in general as:
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3 = very stressful, 2 =fairly stressful or 1 = not at all stressful.^') assesses general life

stress. It was planned that if the correlation between the two measures of stress was

strong, a composite variable including both items would be created. The correlation

between the two items was strong (r = .50) and a composite variable was created by

calculating an average score for each individual across the two items. Higher scores on

this measure indicate higher levels of self-reported stress.

Social support measures. Social support was assessed using an adapted version

of the Social Support Questionnaire (SSQ; Sarason, Levine, Basham, & Sarason, 1983).

The SSQ is a 27-item self-report measure designed to assess the size of an individual's

social support network as well as the individual's satisfaction with the social support

network. The adapted version of the SSQ contained six items ("Who can you count on to

care about you, regardless of what is happening to you?", "Who accepts you totally,

including both your worst and best points?", "Who can you count on to help you feel

more relaxed when you are under pressure or tense?", "Who can you count on to distract

you from your worries when you feel under stress?", "Who can you really count on to

help you feel better when you are generally down in the dumps?", and "Who can you

count on to console you when you are very upset?"). Each item requires a two-part

response in that participants respond to each item by (a) listing the initials of people who

fulfill the criterion specified by the item and their relationship to the respondent and (b)

indicate their satisfaction with their social support network along a 6-point Likert-type

scale anchored at 1 (very dissatisfied) and 6 (very satisfied). Appendix C contains a copy

of the SSQ.
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The SSQ yields a score for the size of the social support network as well as a

score for satisfaction with social support. The satisfaction score for each item ranges

between 1 and 6, whereas the size of the social support network score ranges between

and 9, Mean scores for the size of the social network and satisfaction with social network

were calculated across the six items,

Sarason et al. (1983) report internal consistency coefficients of Cronbach's a =

.97 for the social support network scores and Cronbach's a = .94 for the social support

satisfaction scores. Sarason et al. also report adequate test-retest reliability over a 4-week

period for the social support network and satisfaction scores (r = .90 and r = .83

respectively).

Health risk behaviours measures. Alcohol use was assessed using a product term,

which incorporated the quantity of alcohol consumed and the frequency of alcohol use.

Quantity of alcohol consumption was assessed using the item, "On average, when you are

drinking, about how much do you drink on one occasion?", rated using a 10-point Likert-

type scale anchored at (nothing) and 9 {more than 7 drinks). The fi-equency of alcohol

use was assessed using the item, "How often do you go drinking or have a drink?", rated

along a 10-point Likert-type scale anchored at (never) and 9 (more than once a day).

To arrive at the product term, scores on the quantity of alcohol consimiption item were

multiplied by scores on the frequency of alcohol use item for each participant. Higher

scores on this measure indicate greater health risk.

Cigarette smoking was assessed using a single item ("Think of the past month,

how often did you smoke a cigarette, even a puff?") assessing frequency of cigarette

smoking. Participants respond to this item using four response options: 4 (every day), 3
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(on some days each week), 2 (once or twice altogether), and 1 (/ did not smoke at all).

Higher scores on this item indicate greater health risk.

Marijuana use was assessed using a single item ("Think of the past year. How

often have you used marijuana, hash, grass?"). Participants respond to this item using a

6-point Likert-typc scale anchored at (never in the past year) and 5 (about once a day

or more). Higher scores on this item indicate greater health risk.

Level of physical fitness was assessed using a single item, "How would you rate

your level of physical fitness?", rated using four response options (1 = Poor, 2 = Fair, 3

= Good, and 4 = Excellent). Lower scores on this item indicate greater health risk.

Mental andphysical health measures. Multiple measures were used to assess

mental and physical health

The Short Form-36 Health Survey (SF-36; Ware, Snow, Kosinski, & Gandek,

2000) is a 36-item self-report measure designed to assess general mental and physical

health. The SF-36 assesses eight health concepts: (1) physical fimctioning, (2) role-

physical, (3) bodily pain, (4) general health, (5) social fimctioning, (6) role-emotional, (7)

vitality , and (8) mental health. Raw scores on the SF-36 scales are transformed, as

directed by Ware et al., to yield scores on a to 100 scale.

The physical fimctioning scale consists of 10 items. Each item is headed with

"The following items are activities you might do during a typical day. Does your health

now limit you in these activities? Ifso, how much?" Items include "Vigorous

activities, such as running, lifting heavy objects, participating in strenuous sports",

"Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or

playing golf, "Lifting or carrying groceries", "Climbing several flights of stairs".
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"Climbing one flight of stairs", "Bending, kneeling, or stooping", "Walking more than

a mile", "Walking several blocks", "Walking one block", and "Bathing or dressing

yourself. Participants rate each item by selecting among three response options: 1 (Yes,

limited a lot), 2 (Yes, limited a little), or 3 (No, not limited at all). A mean score for the

physical functioning scale is calculated across the 10 items. Higher scores on this scale

reflect better physical functioning than lower scores.

The role-physical scale consists of four items. Each item is headed with "During

the past 4 weeks, have you had any of the following problems with your work or other

regular daily activities as a result of your physical health?". Items include "Cut down on

the amount of time you spent on work or other activities", "Accomplished less than you

would like", "Were limited in the kind of work or other activities you could do", and

"Had difficulty performing work or other activities (for example, it took extra effort)".

Participants answer each item with ""yes" (coded 1) or "wo" (coded 2). A mean score for

the role-physical scale is calculated across the four items. Higher scores on this scale

reflect better role-physical fiinctioning than lower scores.

The bodily pain scale consists oftwo items. The first item ("How much bodily

pain have you had during Xhspast 4 weeksT is rated along a 6-point scale anchored at 1

(None) and 6 (Very severe). The second item ["During Xhepast 4 weeks, how much did

pain interfere with your normal work (including both work outside the home and

housework)?"] is rated along a 5 -point scale anchored at 1 (Not at all) and 5 (Extremely).

Each item is recoded as directed by Ware et al. (2000). A mean score for the bodily pain

scale is calculated across the two items. High scores on this scale reflect lack of bodily

pain. i>!
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The general health scale consists of five items. Participants rate the first item ("In

general, would you say your health is :") along a 5-point Likert-type scale anchored at 1

{Excellent) and 5 (Poor). Responses to this item are recoded as directed by Ware et al.

(2000). The remaining four items are headed with "How TRUE or FALSE is each of the

following statements for you?" Half of these items are phrased negatively ("I expect my

health to get worse" and "I seem to get sick a little easier than other people") and half of

the items are phrased positively ("My health is excellent" and "I am as healthy as

anybody I know"). Items are rated along a 5-point Likert-type scale anchored at 1

(Definitely true) and 5 (Definitelyfalse). Negatively phrased items are recoded as

directed by Ware et al. (2000). Higher scores on the general health scale reflect better

general health than low scores.

The social functioning scale consists of two items. The first item ("During the

past 4 weeks, to what extent has your physical health or emotional problems interfered

with your normal social activities with family, fiiends, neighbours, or groups?") is rated

along a 5-point scale anchored at 1 (Not at all) and 5 (Extremely). This item is recoded

as directed by Ware et al. (2000). The second item ["During the past 4 weeks, how much

of the time have youi physical health or emotionalproblems interfered with your social

activities (like visiting with friends, relatives, etc.)?"] is rated along a 5-point scale

anchored at 5 (All ofthe time) and 1 (None ofthe time). A mean score for the social

functioning scale is calculated across the two items. Higher scores on the social

functioning scale reflect better social functioning than lower scores.

The role-emotional scale consists of three items. Each item is headed with

"During the past 4 weeks, have you had any of the following problems with your work or
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other regular daily activities as a result ofany emotionalproblems (such as feeling

depressed or anxious)?". Items include "Cut down on the amount of time you spent on

work or other activities", "Accomplished less than you would like", and "Didn't do work

or other activities as carefully as usual". Each item is answered yes (coded 1) or wo

(coded 2). A mean score on the role-emotional scale is calculated across the three items.

Higher scores on the role-emotional scale reflect better role-emotional functioning than

lower scores.

The vitality scale contains four items. Each item is headed with "These questions

are about how you feel and how things have been with you during the past 4 weeks. For

each question, please give the one answer that comes closest to the way you have been

feeling. How much of the time during ihtpast 4 weeks.

.

." Half of the items are phrased

negatively ("Did you feel tired?" and "Did you feel worn out?") and half of the items are

phrased positively ("Did you feel full of pep?" and "Did you have a lot of energy?").

Participants rate this scale along a 6-point Likert-type scale anchored at 1 (All ofthe time)

and 6 (None oftime). Negatively phrased items are recoded as directed by Ware et al.

(2000). Higher scores on the vitality scale reflect more vitality than lower scores.

The mental health scale contains five items. Each item is headed with "These

questions are about how you feel and how things have been with you during the past 4

weeks. For each question, please give the one answer that comes closest to the way you

have been feeling. How much of the time during ihtpast 4 weeks..." Three of the items

are phrased negatively ("Have you been a very nervous person?", "Have you felt so down

in the dumps that nothing could cheer you up?", and "Have you felt down hearted and

blue?") and two of the items are phrased positively ("Have you been a happy person?"
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and "Have you felt calm and peaceful?"). Participants rate these items along a 6-point

Likert-type scale anchored at 1 (All ofthe time) and 6 (None ofthe time). Positively

phrased items are recoded as directed by Ware et al., 2000. Higher scores on the mental

health scale reflect better mental health than lower scores

The SF-36 includes one additional item assessing reported health transition. The

item ("Compared to one year ago, how would you report your health in general nowl") is

rated along a 5-point scale anchored at 5 (Much better now than one year ago) and 1

(Much worse now than one year ago). However, this item was excluded from data

analyses due to the large number of variables already available in the present dataset to

assess mental and physical health.

Ware et al. (2000) summarize numerous studies suggesting adequate test-retest

reliabilities as well as internal consistency coefficients for the SF-36 scales. Test-retest

reliabilities range from /• = .81 to .90 for the physical functioning scale and internal

consistency ranges from Cronbach's a = .88 to .94. Test-retest reliabilities range from r

=.60 to .69 for the role-physical scale and internal consistency ranges from Cronbach's a

= .76 to .96. Test-retest reliabilities range from r = .43 to .78 for the bodily pain scale

and internal consistency ranges from Cronbach's a = .78 to .88. Test-retest reliabilities

range from r =.80 to .83 for the general health scale and internal consistency ranges from

Cronbach's a = 80 to .95. Ware reports test-retest reliability of r = .60 for the social

fimctioning scale and internal consistency ranges from Cronbach's a = .63 to .85. Test-

retest reliabilities range from r =.60 to .63 for the role-emotional scale and internal

consistency ranges from Cronbach's a = .80 to .96. Test-retest reliabilities for the vitality

scale is somewhat weaker ranging from r = .68 to .80 and internal consistency ranges
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from Cronbach's a = .62 to .96. Test-retest reliabilities range from r = .75 to .80 for the

mental health scale and internal consistency ranges from Cronbach's a = 67 to .95.

A self-report scale consisting of 20 common complaints adapted from the work of

Mendes de Leon and Markides (1986) was used to assess physical symptoms.

Participants rated each item of this scale along a 4-point scale anchored at 1 (never) and 4

(most ofthe time). Factor analysis of the total symptom scale yields two factors. The

first factor, labelled the psychosomatic symptom subscale, includes the following

symptoms: headaches, stomach problems, muscle aches, backaches, shaky or trembly

feelings, chest pains, poor circulation, and fatigue. The second factor, labelled the

infectious ailment subscale, includes the following symptoms: colds, flu, sore throat,

infection, and cough. Other items that do not fit either subscale include: difficulty

breathing, diarrhoea, asthma, allergic reactions, skin rashes, difficulty with eyesight not

corrected by glasses, and difficulty hearing. Appendix D contains a copy of the Physical

Symptoms scale.

Mendes de Leon and Markides (1986) reported the following internal consistency

coefficients: for the psychosomatic symptom subscale, Cronbach's a = .72, for the

infectious aliment subscale, Cronbach's a = .76, and for the total symptom scale,

Cronbach's a = .77.

Two items were also included in this study to assess the frequency of doctor's

visits and number of days sick. Participants rate the two items, "About how many visits

to a doctor have you made in the last two years (excluding routine check-ups)?" and

"About how many days were you sick in bed in the past two years?", along a 7-point

Likert-type scale anchored at 1 (0) and 7 (more than 15).





Results

Preliminary Analyses

Data Verification

Prior to running the main data analyses, the SPSS dataset was cleaned using the

procedures outlined by Tabachnick and Fidell (2001). First, the data were verified by

comparing the original questionnaire data against the SPSS data file in the data window.

The SPSS FREQUENCIES procedure was also used to check that none of the values

entered was outside of the possible range of values and the SPSS DESCRIPTIVES

procedure was used to check that the means and standard deviations of the variables were

plausible.

Missing Data

If a case was missing less than 50 % of its data on a single scale, the missing data

were replaced by substituting the mean, calculated from the available data for that

individual. If a case was missing more than 50 % of its data on a single scale, this case

was deleted. Thirty-seven cases (4.7 %) were missing more than 50 % of their data on a

single scale and were deleted, leaving 748 participants for subsequent analyses. Missing

data ranged across variables from 0. 1 % (sex) to 1 .4 % (social fimctioning scale of SF-

36). Because the percentage of cases deleted due to missing data was below 5 %, the

problems associated with missing data were not considered serious (Tabachnick & Fidell,

2001).

Data were also screened for normality, linearity, and outliers. These screening

procedures are outlined in the following pages.
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Normality

Traditionally, to determine whether variables follow a normal distribution, indices

of kurtosis and skewness are examined. However, given the large sample size in this

study, rather than relying on statistical tests of kurtosis and skewness exclusively, which

are sensitive to large sample sizes (Tabachnick & Fidell, 2001), normality was also

assessed using the method of examining the expected normal probability plots and the

frequency histograms with the normal distribution overlay for the variables included in

this study.

According to this procedure, scores on the TNTF, the TTF, stress, network size,

alcohol use, physical fitness, the general health, vitality, and mental health scales of the

SF-36, number of doctor's visits, and number of days sick appeared to follow a normal

distribution. In contrast, scores on support satisfaction appeared negatively skewed and

could not be normalized using transformations. Given that the assumption of normality

was not met for scores on support satisfaction, statistical analyses, which include this

variable should be interpreted with caution. Scores on the measures of cigarette and

marijuana use appeared positively skewed, such that the majority of respondents (78.4 %)

indicated that they did not smoke at all in the past month and the majority of participants

(59.7 %) indicated that they had not smoked marijuana in the past year. To retain the

variable assessing cigarette smoking for data analysis, this variable was dichotomized by

coding the response "/ did not smoke at air and creating a new response option (coded

1), which represented any smoking within the past month by collapsing across the other

response options. To retain the variable assessing marijuana use for data analysis, this

variable was dichotomized by recoding the response "never in the past year" and
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creating a new response option (coded 1), which represented any marijuana smoking

within the past year by collapsing across the other response options.

Scores on the psychosomatic symptoms, infectious ailments, other symptoms, and

total symptoms scales appeared to be positively skewed. After a natural logarithmic

transformation was applied, scores on the psychosomatic symptoms, infectious ailments,

and total symptoms scales appeared to follow a normal distribution. Scores on the other

symptoms scale could not be normalized with any transformation and, thus, statistical

analyses, which include the other symptoms scale, should be interpreted with caution.

Five of the eight scales of the SF-36 (physical fiinctioning, role-physical, bodily

pain, social functioning, and role-emotional) appeared negatively skewed. Because

transformations could not normalize scores on these scales, statistical analyses, which

include these scales, should be interpreted with caution.

Linearity

To assess whether the assumption of linearity was satisfied, the bivariate plots

between forgiveness and the mediator variables, between forgiveness and the health

measures, and the bivariate plots between the mediator variables and the health measures

were inspected. For all of the bivariate plots, the scatter was oval, suggesting the

variables were linearly related (Tabachnick & Fidell, 2001).

Outliers

Standardized scores on the variables with values greater than +/- 3.29 were

initially classified as potential univariate outliers (Tabachnick & Fidell, 2001). Although,

based on this criterion, 3 outliers were identified on the TNTF, 17 on stress, 12 on





60

support satisfaction, 23 on doctor's visits, 1 on the log of the infectious ailments measure,

17 on role-physical, 23 on physical functioning, 1 on general health, 1 on social

functioning, 3 on vitality, and 3 on bodily pain, inspection of the histograms revealed that

these cases were not disconnected from the rest of the distribution. Given that, in large

samples, a few outliers are expected and that the apparent outliers identified appeared

connected to the distribution (Tabachnick & Fidell, 2001), these cases were retained for

subsequent data analyses.

Sex Differences

Before proceeding with the mediational analyses, / tests were performed to check

for sex differences on all variables included in this study. Women and men differed

significantly (15 of the 23 / tests had/»s < .05) and the data were thus, analyzed separately

for female and male participants. The results are also presented separately for analyses in

which the two measures of dispositional forgiveness, the TNTF and the TTF, were used

as the predictors.

Descriptive Statistics

Means, standard deviations, and internal consistency coefficients (Cronbach's a)

for all variables in this study (calculated separately for women and men) appear in Table

2. An asterisk is used in Table 2 to denote variables for which there were sex-related

differences at/? < .05. Intercorrelations between the study variables (calculated

separately for women and men) appear in Appendix E.
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Table 2

Means and Internal Consistency Coefficients ofScales by Sex (N = 748)
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Mediation Analyses

To test the hypotheses that stress, social support, and heahh behaviours mediated

the forgiveness-health relation, a series of multiple regression analyses were conducted

following the procedures outlined by Frazier et al. (2004). According to Frazier et al., to

establish that a variable is mediating a specified relationship requires satisfying four

conditions. The first condition is that there should be a significant relationship between

the predictor and the outcome variable, tested by regressing the outcome variable on the

predictor. The second condition is that there should be a significant relationship between

the predictor and the mediator, tested by regressing the mediator on the predictor. The

third condition is that there should be a significant relationship between the mediator and

the outcome, tested by regressing the outcome variable on the mediator. The fourth

condition is that the relationship between the predictor and the outcome variable should

be significantly reduced when the mediator is controlled, tested by regressing the

outcome variable on the predictor and the mediator. Full mediation occurs if the

relationship between the predictor and outcome variable does not differ significantly

from zero when the mediator is controlled, whereas partial mediation occurs when the

relationship between the predictor and outcome variable is significantly less than when

the mediator is not included in the equation, but the predictor-outcome relation is still

significant. The procedures outlined by Frazier et al. provide an informal test of the

hypothesis that the mediator carries the influence of the predictor to the outcome

(Preacher & Leonardelli, 2005). The Sobel test statistic provides a formal test of whether

or not a specified variable is a mediator of the forgiveness-health relationship. The Sobel

test involves calculating a z score to assess whether the indirect effect of the predictor
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variable on the outcome variable through the mediator is significantly different from

zero' (Baron and Kenny, 1986).

Analyses with the TNTFfor Women

Condition 1: Relationship Between Dispositional Forgiveness (TNTF) and Health

The first condition of the mediation analyses required demonstrating significant

relationships between forgiveness, assessed using the TNTF, and mental and physical

health outcomes. The results of these analyses, presented in Table 3, indicate that the

TNTF was significantly related to general health, mental health, and vitality. Because the

TNTF was not significantly related to the other health variables, these variables were

excluded fi-om subsequent analysis assessing the TNTF-health relationship.

' The equation for the Sobel test is z score = a * b / V (b^ s,^ + a^ * Sb^), where a is the B coefficient for

step 2 (e.g., the association between forgiveness and the mediator), s, is the standard error of a, b is the B
coefficient for the association between the mediator and the health outcome when the predictor (e.g.,

forgiveness) is also included in the regression and St is the standard error of b.
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Table 3

Analyses Predicting Healthfrom Dispositional Forgiveness (TNTFJfor Women (N =

554)

Variable
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Table 4

Analyses Predicting Mediatorsfrom Dispositional Forgiveness (TNTF)for Women (N-

554)

Variable
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1.05
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Condition 4: Relationship Between Dispositional Forgiveness (TNTF) and Health,

Controllingfor Mediators

The final condition for mediation is that the relationship between the predictor

and the outcome should be reduced or eliminated when the mediator is controlled. Table

9 presents the results of the tests of the final condition for assessing the mediating effect

of the TNTF on health via stress. Examination of Table 9 reveals that stress fiilly

mediated the relationship between the TNTF and both general health and vitality, as

indicated by the non-significant Bs and significant Sobel tests. In contrast, stress only

partially mediated the TNTF-mental health relation; the B for the TNTF was significant,

but smaller than its counterpart in Condition 1 (see Table 3), and the Sobel test was

significant.

Table 9

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Transgression

Narrative Test ofForgivingness (TNTF) as Predictor and Stress as Mediator (N = 554)

Variable
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indicated by the non-significant B and significant Sobel test. In contrast, network size

only partially mediated the relationship between the TNTF and both general health and

mental health; the Bs for the TNTF were significant, but smaller than their counterparts in

Condition 1 (see Table 3), and the Sobel tests were significant.

Table 10

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Transgression

Narrative Test ofForgivingness (TNTF) as Predictor and Network Size as Mediator (N =

554)

Variable
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Table 1

1

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Transgression

Narrative Test ofForgivingness (TNTF) as Predictor and Physical Fitness as Mediator

(N=554)

Variable B SE B p p R^ F p" z^ p

.017

.020

General health
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Table 12

Analyses Predicting Healthfrom Dispositional Forgiveness (TTF)for Women (A^= 554)

Variable
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pain, general health, social functioning, role-emotional, vitality, and mental health.

Because network size was not related to the other health measures, these variables were

excluded from the final condition for the analyses in which network size served as the

mediator.

Table 15

Analyses Predicting Healthfrom Network Sizefor Women (N =554)

Variable
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Table 16

Analyses Predicting Healthfrom Support Satisfactionfor Women (N = 554).

Variable
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Condition 4: Relationship Between Dispositional Forgiveness (TTF) and Health,

Controllingfor Mediators

Table 18 presents the results of the tests of the final condition for assessing the

mediating effect of the TTF on health via stress. Examination of Table 1 8 reveals that

stress fully mediated the relationship between the TTF and role-physical, bodily pain, and

doctor's visits, as indicated by the non-significant Bs and significant Sobel tests. In

contrast, stress only partially mediated the relationship between the TTF and general

health, social fimctioning, role-emotional, vitality, mental health, log somatic symptoms,

other symptoms, log total symptoms, and days sick; the Bs for the TTF were significant,

but smaller than their counterparts in Condition 1 (see Table 12), and the Sobel tests were

significant.
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Table 18

Results ofthe Testsfor Mediation (Condition 4) for Women Using the Tendency to

Forgive scale (TTF) as Predictor and Stress as Mediator (N=554

Variable
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Table 19 presents the results of the tests of the final condition for assessing the

mediating effect of the TTF on health via network size. Examination of Table 19 reveals

that network size fiilly mediated the TTF-bodily pain relation, as indicated by the non-

significant B and significant Sobel test. In contrast, network size only partially mediated

the relationship between the TTF and social functioning, role-emotional, vitality, and

mental health; the Bs for the TTF were significant, but smaller than their counterparts in

Condition 1 (see Table 12), and the Sobel tests were significant. Network size mediated

neither the relationship between the TTF and role-physical nor the TTF-general health

relation, as indicated by the non-significant Sobel tests.
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Table 19

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Tendency to

Forgive scale as Predictor and Network Size as mediator (TTF) (N= 554)

Variable B SE B p p R^ F p"" z^ p

.069

.050

Role-physical
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relationship between the TTF and role-physical, role-emotional nor log total symptoms,

as indicated by the non-significant Sobel tests.

Table 20

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Tendency to

Forgive scale (TTF) as Predictor and Support Satisfaction as Mediator (N= 554)

Variable B SEB P p R^ F p" z^ p

.136

.008

Role-physical
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reveals that physical fitness fully mediated the TTF-bodily pain relation, as indicated by

the non-significant B and significant Sobel test. In contrast, physical fitness only

partially mediated the relationship between the TTF and role-physical, general health,

social functioning, vitality, mental health, log somatic symptoms, other symptoms, and

days sick; the Bs for the TTF were significant, but smaller than their counterparts in

Condition 1 (see Table 12), and the Sobel tests were significant. Physical fitness did not

mediate the relationship between the TTF and role-emotional, log total symptoms, nor

doctor's visits, as indicated by the non-significant Sobel tests.
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Table 21

Results ofthe Testsfor Mediation (Condition 4)for Women Using the Tendency to

Forgive scale (TTF) as Predictor and Physical Fitness as Mediator (N= 554)

Variable
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Analyses with the TNTFfor Men

Condition 1: Relationship Between Dispositional Forgiveness (TNTF) and Health

The results of the analyses assessing the relationship between the TNTF and

health, as presented in Table 22, indicate that the TNTF was significantly related to

mental health. Because the TNTF was not significantly related to the other health

variables, these variables were excluded from subsequent analyses assessing the TNTF-

health relationship among men.

Table 22

Analyses Predicting Healthfrom Dispositional Forgiveness (TNTF)for Men (N = 1 94)

Variable
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Table 23

Analyses Predicting Mediatorsfrom Dispositional Forgiveness (TNTF)for Men (N =

194)

Variable
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Table 25

Results ofthe Testsfor Mediation (Condition 4)for Men Using the Transgression

Narrative Test ofForgivingness (TNTF) as Predictor and Stress as Mediator (N= 194)

Variable





84

Table 26

Analyses Predicting Healthfrom Dispositional Forgiveness (TTF)for Men (N= 194)

Variable
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.13
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the other health variables, these variables were excluded from the final condition for the

analyses in which support satisfaction served as the mediator

Table 29

Analyses Predicting Healthfrom Support Satisfactionfi)r Men (N = 194)

Variable
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Table 30

Results ofthe Testsfor Mediation (Condition 4)for Men Using the Tendency to Forgive

Scale (TTF) as Predictor and Stress as Mediator {N = 1 94)

Variable B SE B P p R^ F p" z^ p

.004

.002

General health
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Table 31

Results ofthe Testsfor Mediation (Condition 4) for Men Using the Tendency to Forgive

Scale (TTF) as Predictor and Support Satisfaction as Mediator (N= 194)

Variable B SE B p p R' F p' z"

Social ftinctioning .08 8.03 .001 1.64 .101

Support satisfaction 2.92 1 .49

TTF 2.89 .97

Vitality .16 18.36 .001 2.19 .028

Support satisfaction 3.88 1.21

TTF 3.39 .78

Mental health .20 23.99 .001 2.24 .025

Support satisfaction 4.44 .85

TTF 4.44 1.32
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Among women, the TTF was related to almost all of the health measures. The

TTF was also related to stress, both measures of social support, and physical fitness.

Tests of mediation indicated that all of the TTF-health relations were mediated by stress,

and that a number of the TTF-health relations were mediated by social support and

physical fitness.

As summarized in Table 33, for men, when forgiveness was assessed with the

TNTF, the TNTF was only related to the mental health scale of the SF-36. The TNTF

was also related to stress. The test of mediation indicated that stress mediated the

relationship between the TNTF and mental health.

For men, the TTF was related to a number of the health measures. The TTF was

also related to stress and support satisfaction. Tests of mediation indicated that all of the

TTF-health relations were mediated by stress and a number of the TTF-health relations

were mediated by support satisfaction.





Table 32

Summary ofMediation Resultsfor Women

90
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Table 32 (continued)

Summary ofMediation Resultsfor Women
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Table 33

Summary ofMediation Resultsfor Men
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Table 33 (continued)

Summary ofMediation Resultsfor Men

Mediator

Smoking Marijuana Physical

status use fitness

Dependent variable

TNTF

Physical functioning

Role-physical

Bodily pain

General health

Social fiinctioning

Role-emotional

Vitality

Mental health*

Log somatic symptoms

Log infectious ailments

Other symptoms

Log total symptoms

Doctor's visits

Days sick

TTF

Physical functioning

Role-physical

Bodily pain

General health*

Social fimctioning*

Role-emotional

Vitality*

Mental health*

Log somatic symptoms*

Log infectious ailments

Other symptoms*

Log total symptoms*

Doctor's visits

Days sick

Note. P refers to partial mediation, F refers to fiill mediation, and blank cells represent

non-significant tests of mediation. * refers to dependent variables that were related to

dispositional forgiveness,/? < .05.





Discussion

Recent research and theorizing have focused on dispositional forgiveness as a

psychosocial factor that may be associated with positive mental and physical health

outcomes. Advancing research on how dispositional forgiveness may affect health via

mediating variables is important as this helps to enhance researchers' understanding of

dispositional forgiveness and could be useful in improving applied efforts to implement

forgiveness interventions. However, empirical research exploring the mediating

variables involved in the forgiveness-health relationship is scarce. Therefore, the primary

goal of the present investigation was to assess theoretically relevant mediators of the

dispositional forgiveness-health relation. Based upon previous research, it was

hypothesized that stress, social support (network size and support satisfaction), and health

risk behaviours (cigarette use, marijuana use, alcohol use, and physical fitness) would

mediate the relationship between forgiveness and health. A secondary goal of this study

was to compare the forgiveness-health associations by sex because research examining

sex-related differences in forgiveness often yields mixed results. Given the lack of

consistent findings from the forgiveness literature with respect to sex differences, no a

priori hypotheses were offered and the decision to explore these associations by sex was

based on the finding that men and women differed on 1 5 of the 23 variables included in

this study. The next section provides a review and discussion of the associations between

dispositional forgiveness and the health outcomes to determine whether the first

condition for mediation had been met. Following this review, synopses of the analyses

for each hypothesized mediator are presented and discussed with reference to the relevant

forgiveness literature.

94
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Dispositional Forgiveness and Mental and Physical Health

It was hypothesized that dispositional forgiveness would be positively associated

with positive physical and mental health outcomes. This hypothesis was partially

supported for women when forgiveness was assessed with the TNTF in that women

reporting higher scores on the TNTF had higher scores on the general health, vitality, and

mental health scales of the SF-36. In contrast, the TNTF was not associated with the

other scales of the SF-36, any of the symptoms scales, number of doctor's visits, nor

number of days sick. The hypothesis that dispositional forgiveness would be positively

associated with health outcomes was not supported for male participants when

forgiveness was assessed with the TNTF. Indeed, the TNTF was only significantly and

positively associated with one health outcome, the mental health scale of the SF-36.

There was more support for the hypothesis that dispositional forgiveness was

related to mental and physical health for women when forgiveness was assessed wdth the

TTF. Women reporting higher scores on the TTF reported higher levels on the role-

physical, bodily pain, general health, social functioning, vitality, and mental health scales

of the SF-36 and lower levels on the log somatic symptoms scale, other symptoms scale,

log total symptoms scale, doctor's visits, and days sick. The TTF, however, was not

associated with the physical functioning scale of the SF-36 or the log infectious ailments

scale.

Similarly, for men, the hypothesis was partially supported when dispositional

forgiveness was assessed with the TTF. Men reporting higher scores on the TTF also

reported higher scores on the general health, vitality, social functioning, and mental

health scales of the SF-36 and lower scores on the log somatic symptoms scale, the other
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symptoms scale, and the log total symptoms scale. The TTF, however, was not related to

the physical functioning, role-physical, bodily pain, or role-emotional scales of the SF-

36, number of doctor's visits, nor number of days sick.

This summary of the forgiveness-health associations observed in the present study

highlights several important themes in the data. Specifically, for both female and male

participants, the forgiveness-health relationship appeared more robust when forgiveness

was assessed with the TTF than when the TNTF was used. Although both measures are

designed to measure dispositional forgiveness, the correlation between the TNTF and the

TTF in the present study was only r = .34, suggesting that the two measures may be

tapping different aspects of dispositional forgiveness. According to Brown (2003), the

TNTF appears to rely heavily upon the respondents' ability to put themselves in

hypothetical situations in which transgressions have occurred and to predict their possible

responses to these transgressions whereas the TTF appears to assess the respondents'

"ability to put offense experiences out of their minds, avoiding hostile rumination and

grudge holding" (Brown, 2003, p. 763). The experience of imagining forgiving offenders

may be very different from that of actually forgiving transgressors (Karremans et al.,

2003) and these distinct experiences may differentially predict health and well-being.

The results of the present study suggest that the internal states, such as rumination

and grudge-holding, associated with unforgiveness that are assessed by the TTF are more

robustly associated with health outcomes than the responses to hypothetical

transgressions that are assessed by the TNTF. In fact, Brown (2003) speculated that the

TNTF and the TTF might differentially predict mental and physical health and the results

of the present study support this notion. This speculation also received support in a
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recent study in which Brown and Phillips (2005) examined the discriminant validity of

the TTF in predicting self-reported mental health (depression and life satisfaction) among

undergraduate students. Brown and Phillips regressed depression scores on the TTF, the

TNTF, attitudes toward forgiveness, and trait rumination and found that the only unique

predictors of depression were the TTF and the trait rumination scales. Similarly, when

scores on life satisfaction were regressed on the aforementioned predictors, the only

unique predictors of life satisfaction were the TTF and the trait rumination scales.

Nevertheless, fiiture research should include both the TNTF and the TTF to assess their

effectiveness as predictors of mental and physical health.

Another important finding was that of sex differences in the pattern of the

dispositional forgiveness-health relationships. The most striking difference was that

many of the forgiveness-health associations that were significant for women were not

significant for men. Previous research has not focused much attention on sex differences

in the relationship between dispositional forgiveness and health. However, one of the

popular conceptualizations in the forgiveness health literature is that forgiveness is an

emotion-focused coping strategy that affects health (Worthington & Scherer, 2004) and

previous research (Matud, 2004) examining sex differences in the utilization of coping

strategies has shown that women tend to use more emotion-focused coping strategies than

men. This may partly explain why the relationship between dispositional forgiveness and

health was more robust for women than for men. Given that research on forgiveness and

health is still in its infancy, fiiture research should investigate sex differences, especially

if the goal of the research is to apply its findings to counselling situations, in which

forgiveness interventions aimed at improving mental and physical health may be
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ineffective for men. Yet, alternative explanations of the data are possible in that these

sex differences could be the result of methodological considerations, which will be

discussed further in a later section.

Stress as a Mediator

It was hypothesized that dispositional forgiveness would be negatively related to

stress which, in turn, would be negatively related to mental and physical health. Among

female participants, this prediction was generally supported. Stress was negatively

related to dispositional forgiveness assessed with the TNTF and the TTF and mediated all

of the forgiveness-health relationships.

Similarly, for male participants, the hypothesis that the dispositional forgiveness-

health relation was mediated by stress was generally supported. Stress was negatively

related to dispositional forgiveness assessed with both the TNTF and the TTF. As well,

stress mediated all of the forgiveness-health relationships for men.

This summary highlights that people who were higher in dispositional forgiveness

tended to report better mental and physical health, in part because they also reported less

stress. This pattern of results was identical for both women and men, suggesting that this

mechanism operates similarly for both men and women. Moreover, these results are

consistent with previous research assessing the relationship between forgiveness and

stress (Berry & Worthington, 2001; Lawler et al., 2003; Seybold et al., 2001; Witvliet et

al., 2001), as well as the one study conducted by Lawler et al. (2003) that has assessed

stress as mediator of the relationship between forgiveness and physical health.
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Social Support as a Mediator

It was hypothesized that dispositional forgiveness would be positively related to

social support which, in turn, would be positively related to mental and physical health.

Recall that social support was defined in terms of network size and support satisfaction.

Among female participants, this hypothesis was partially supported. On average, women

who were higher on dispositional forgiveness (using both the TNTF and the TTF)

reported better mental and physical health, in part because they also reported larger

support networks as indicated by significant TNTF-health mediations for general health,

vitality, and mental health and significant TTF-health mediations for the bodily pain,

social flmctioning, role-emotional, vitality, and mental health scales of the SF-36. In

contrast, network size was not related to the physical symptoms scales, number of

doctor's visits, nor days sick and could, therefore, not be considered as a mediator of the

relationships between the TTF and these outcome measures. Satisfaction with social

support mediated the relationship between dispositional forgiveness and the bodily pain,

general health, social functioning, vitality, and mental health scales of the SF-36 as well

as the log somatic symptoms scale, but only when forgiveness was measured using the

TTF. In contrast, support satisfaction was not related to the other symptoms scale,

doctor's visits, nor days sick, and could therefore not be considered as a mediator of the

relationships between the TTF and these outcome variables. As well, formal tests of

mediation indicated that support satisfaction was not a significant mediator for the role-

physical and role-emotional scales of the SF-36 nor the log total symptoms scale.

Support for the hypothesis that social support mediated the forgiveness-health

relationship was weak among men. For two of the mental heath measures (the vitality
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and mental health scales of the SF-36), support satisfaction was a significant mediator.

On average, men reporting more dispositional forgiveness tended to report more support

satisfaction, which, in turn, was associated with better mental health, but only when

forgiveness was assessed with the TTF. In contrast, support satisfaction was not related

to the general health scale of the SF-36 nor any of the physical symptoms scales, and

could, therefore, not be considered as a mediator of any of the relationships between the

TTF and these outcome measures. The formal test of mediation also indicated that

support satisfaction did not mediate the TTF-social functioning relation. Network size

was not related to dispositional forgiveness assessed with either the TNTF or the TTF

among men.

The present study investigated a relatively unexplored area of research concerning

the relations between dispositional forgiveness, social support, and health. Among

women, dispositional forgiveness was related to both components of social support;

however, for men, dispositional forgiveness was related only to support satisfaction. This

finding suggests that being able to forgive people across time and situations may be

differentially effective in predicting social support among men and women. If one is

interested in predicting network size, dispositional forgiveness may be usefial for women

but not men. Although this study did not investigate why dispositional forgiveness was

related to social support, it was hypothesized that a relationship would exist between

these constructs based on the rationale that people that are more forgiving would be better

at maintaining close relationships than their less forgiving counterparts. This rationale

appears to underlie the relationship between forgiveness and social support observed for

women; however, for men tangible markers of the ability to maintain close relationships.
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such as the number of individuals one perceives as available sources of support, were not

related to forgiveness. Although it was not hypothesized that forgiveness as a predictor

of the quality and quantity of social support would differ by sex, previous research has

also found that personality differentially predicts the quality and quantity of social

support for men and women (Kitamura, Watanabe, Takara, Yasumiya, & Fuiihara, 2003).

However, it should be noted that methodological considerations may have played a role

in the non-significant relationships among men and this alternative explanation of the

results is discussed further in the Limitations section.

Although there were some differences in the forgiveness-social support relation as

a function of sex, overall, the results indicate that people who reported more forgiveness

also reported more social support. This finding is important because, although this

relationship has been hypothesized (Fincham & Beach, 2002; Hope, 1987), this is the

first study to consider dispositional forgiveness and social support as focal variables. In

addition, this study found some support for the hypothesis that people reporting more

forgiveness tended to report better health, in part because they also reported more social

support. As this was the first study to focus on the relationships between dispositional

forgiveness, social support, and health, more research is needed that replicates the results

of the present study, not only with samples of undergraduate students, but among

different cohorts of the population as well.

Health Risk Behaviours as Mediators

It was hypothesized that individuals reporting higher levels of dispositional

forgiveness would be less likely to engage in health risk behaviours and subsequently

experience better mental and physical health. Recall that health risk behaviours were





102

defined in terms of cigarette use, marijuana use, alcoliol use, and physical fitness.

Among female participants, this hypothesis received partial support. Women reporting

higher levels of dispositional forgiveness tended to report less alcohol use when

forgiveness was measured with the TNTF but not the TTF. However, alcohol use was

not related to any of the health measures. Women reporting higher dispositional

forgiveness measured by the TNTF and the TTF tended to report greater physical fitness

which in turn, was related to better physical and mental health, with the exception of the

TTF-role-emotional, TTF-log total symptoms, and TTF-doctor's visits relations.

Cigarette use and marijuana use were not related to dispositional forgiveness.

Among male participants, the hypothesis that health risk behaviours mediated the

dispositional forgiveness-health relation was rejected. Dispositional forgiveness was not

related to cigarette use, marijuana use, alcohol use, or physical fitness, indicating that the

second condition for mediation had not been met for any of the hypothesized health risk

behaviours for men.

Although previous research has reported a negative association between

forgiveness and alcohol use among older participants (Sarinopolous, 1999; Seybold et al.,

2001), research with college students (Sarinopolous, 1999) has not found a significant

relationship between forgiveness and alcohol use. In the present study, support for the

forgiveness-alcohol use relation was weak; however, the lack of a robust relationship

may not be because the relationship does not exist in the general population but could be

due to the age ofthe participants in the research. Many of the participants in this study

were not of legal drinking age and this may restrict the range on measures of alcohol use.

Restricting the range on a variable can attenuate the correlation between two variables
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(Murphy & Davidshofer, 2005), such as between forgiveness and alcohol use. It is also

interesting to note that alcohol use was not related to any of the health measures. This

finding is again most likely due to the age of the sample. Not only would the age of the

sample restrict the range of scores on the alcohol measure, but, it is also likely that the

detrimental effects of alcohol use on mental and physical health take many years to

develop and accumulate and may not be present in such a young sample of participants.

It was hypothesized that dispositional forgiveness would be related to health risk

behaviours, such as smoking and alcohol use, based upon the rationale that people who

had difficulty forgiving would feel more guilt and resentment regarding these

transgressions and would use maladaptive coping mechanisms to deal with this

resentment (Worthington et al., 2002; Wuthrow, 2000). Although this hypothesis was not

supported for the alcohol, cigarette, and marijuana variables, the hypothesis was

supported for level of physical fitness among women. It could be that among this young

sample of students the effects of not forgiving may not have resulted in such overt self-

destructive behaviours; however, with an older sample, the effects of not forgiving could

accumulate and, at this point, individuals reporting difficulty forgiving may use these

behaviours as maladaptive coping mechanisms. It is interesting to note that the

relationship between forgiveness and health was robustly mediated by physical fitness

among women, arguably the most subtle of the health behaviours explored in this study.

It could be that, even in early adulthood, being able to forgive and get over offenses has

beneficial effects on levels of physical fitness which, in turn, leads to positive health

outcomes. This was the first study to explore such an association and should be

replicated to ascertain whether this effect is present in other groups of individuals. In
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addition, research should further examine the direction of causality in this relationship, as

it is equally probable that greater physical activity could increase the ability to forgive or

that better health could lead to greater levels of physical fitness.

It is also possible that, although the relationship between forgiveness of other

people and health was mediated by physical fitness, more self-destructive behaviours,

such as smoking and alcohol use, may not be related to dispositional forgiveness at all but

may be better accounted for by other similar but distinct constructs. As an example,

although not being able to forgive other people may not be a predictor of self-destructive

behaviours, difficulty forgiving oneself for offenses against other people may lead to self-

destructive behaviours to cope with the shame and pain of having hurt other individuals.

This is an unexplored area of inquiry that necessitates fiirther research.

Limitations

Size ofMale Sample

As noted earlier when discussing the differential associations of dispositional

forgiveness with health as a function of sex, although there may be real differences

between men and women in the relationship between dispositional forgiveness and

health, it is also possible that the sex differences are partly due to methodological

considerations. In the present study, there were more than twice as many female

participants as male participants with the result that there was considerably more power

to detect relationships in the sample of women. Moreover, when using multiple

regression techniques to assess mediation, the power of these tests is adequate with

samples of more than 500 participants (Frazier et al., 2004). This criterion was met for

female participants (A^= 554), but was not met for men (A^= 194), lending further support
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to the notion that the analyses involving male participants may have been lacking power.

Although the research team in the present study tried to collect approximately equal

numbers of male and female participants, due to time constraints and the small number of

male students willing to participate, this objective was not achieved. However, it should

be noted that the proportion of male-to-female students in this study was very similar to

the ratio found at the university where the data were collected. Nevertheless, it is

important to rule out low power (associated with the relatively small number of men) as

an explanation for sex differences in the forgiveness-health relation by collecting data

from larger samples of men.

Building a Comprehensive Model ofForgiveness and Health

Because of the exploratory nature of this study, the multiple regression techniques

outlined by Frazier et al. (2004) were used to assess mediation. Although this is the most

commonly used technique to assess mediation in psychological research (Frazier et al.,

2004), other techniques are available to assess mediation and may be utile in enhancing

understanding ofhow forgiveness affects health. Structural equation modelling could be

particularly useful in that this technique allows researchers to include multiple predictors,

mediators, and outcome variables in a single model (Frazier et al., 2004)

All of the variables in the present study could be combined into a single model in

numerous ways. For example, individuals who forgive may benefit from more social

support than individuals who do not forgive their transgressors. The greater support

network of individuals who forgive transgressions might, in turn, decrease health risk

behaviours. The implications of reducing health risk behaviours for physical health are

obvious. Conversely, individuals who are less likely to forgive transgressions may erode
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their social networks. Without a supportive social network, individuals who do not

forgive may turn to health risk behaviours, such as substance abuse, to deal with their

unforgiveness. Previous research has also shown that physical fitness mediates the

relationship between stress and health (Roth, Wiebe, Fillingim, & Shay, 1989). Perhaps,

forgiving individuals will report reduced stress which, in turn, is associated with more

physical activity and better mental and physical health. Another model could incorporate

dispositional forgiveness, stress, social support, and health, such that dispositional

forgiveness may increase social support, which could buffer the effects of stress on

health. Future research using structural equation modelling techniques to test

comprehensive models, such as those just described, could greatly improve knowledge of

how dispositional forgiveness affects health.

The use of structural equation modelling could have improved the data analysis in

the present study in other ways as well. In particular, the reliability estimates for both of

the forgiveness measures used in the present study were low and use of structural

equation modelling allows for modelling measurement error when measures are not

highly reliable (Frazier et al., 2004).

Type I Error

Given the exploratory nature of the present study, corrections were not made for

the number of statistical tests that were performed. However, because the alpha level was

not adjusted as a function of the number of statistical comparisons that were made, the

probability of incorrectly declaring a significant effect when, in reality, the relationship

was not significant was increased. Thus, the findings from the present study should be

interpreted with caution. Future research replicating the results of the present study will
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increase confidence that the relationships observed in this study actually exist and were

not detected primarily because of capitalization on chance factors. In addition, re-

analyzing this study's dataset using structural equation modelling techniques, as

mentioned earlier, allows for multiple predictors, mediators, and outcome variables.

Combining all of the measures used in this study into a single model would significantly

reduce the number of statistical tests performed and the probability of making a Type I

error.

Before leaving the issue of Type 1 error, a final note is in order. Although many

statistical tests were performed, it should be noted that all of the significant associations

found were in the predicted direction. These consistent results suggest that more than

chance factors were operating in determining significance.

Third Variables

Another limitation of the present research was the failure to control for third

variables that may be causing both the mediators and the dependent variables (Frazier et

al., 2004). As an example, negative affect may be causing both stress and physical and

mental health and the results of the mediation analyses may have differed substantially if

the effects of negative affect were controlled. Along similar lines, all ofthe variables in

this study were assessed using the same method of measurement (self-report) and as

noted by Frazier et al., using different methods to measure mediators and outcome

variables reduces the extent to which the variables are associated because ofcommon

method variance. Future research could utilize peer ratings or physiological indices in

order to reduce common method variance in studies that also rely on self-report

measures.
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Direction ofCausality

The design of the present study was cross-sectional and correlational and can,

therefore, not speak to the direction of any of the observed relationships (Frazier et al.,

2004). That is, although it was hypothesized that more dispositional forgiveness would

lead to improved social support through its utility in maintaining relationships, it is

equally plausible that with more social support, individuals are more likely to forgive

their offenders (Worthington & Scherer, 2004). It is also possible that forgiveness may

lead to better mental and physical health, but it is the improved mental and physical well-

being that leads to improved social support (Fincham & Beach, 2002). Alternatively,

healthier people may be more likely to forgive or to engage in physical activity than less

healthy people. Obviously, numerous variations are possible in a causal chain relating

dispositional forgiveness, stress, social support, health risk behaviours, and health.

Correlational studies can only establish that these variables are associated. Longitudinal

and experimental studies are necessary in order to clarify the direction of these

associations (Frazier et al., 2004). Although research has experimentally demonstrated

that forgiveness affects health (Brown, 2003), longitudinal analyses assessing the

temporal relationship between dispositional forgiveness, hypothesized mediators, and

mental and physical health (Fincham & Beach, 2002) are missing from the forgiveness

literature. Future research should be consucted to assess individuals longitudinally in

order to clarify the direction of causality.

Magnitude ofCorrelations Between Dispositional Forgiveness and Health

In the present study, although a number of the forgiveness-health correlations

were statistically significant, the magnitudes of these correlations were not particularly





109

large, ranging from r = .00 to .39. These moderate correlations may be due to the age of

the sample involved in the present research. Other research that has examined the

relationship between positive psychological traits and health has foimd that these effects

may take years to accumulate (Worthington & Scherer, 2004). Longitudinal research

examining whether dispositional forgiveness predicts later mental and physical health as

well as more research with different age cohorts could help explain whether the

forgiveness-health relation becomes stronger as individuals age and the effects of

forgiving or not forgiving accumulate.

Alternatively, Frazier et al. (2004) have argued that when outcome-predictor

relations are weaker than expected, moderator variables could be introduced to explain

why the relationship may be strong for some individuals but not others. This is an

interesting possibility and many variables that could function as possible moderators

(Worthington & Scherer, 2004) have remained unexplored.

Foremost among the factors that likely moderate the relationship between

forgiveness and health is the rationale underlying the decision to forgive. From a

cognitive developmental viewpoint, individual conceptualizations of forgiveness can vary

in both their complexity and maturity (Huang & Enright, 1998). Enright and his

colleagues (Enright & Gassin, 1992; Enright, Santos, & Al-Mabuk, 1989) have

formulated six cognitive developmental styles of forgiveness progressing from

revengefiil or conditional forgiveness through expectational forgiveness to unconditional

forgiveness. Individual differences in understanding of what it means to forgive as well

as the related motivation to forgive may have different implications for the role that
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forgiveness plays in mental and physical well-being, with those adopting an

unconditional forgiveness style having the best overall outcomes.

Several studies support the suggestion that forgiveness rationale differentially

affects physical health outcomes. Using blood pressure levels as a physiological index of

anger, Huang and Enright (2000) compared participants who had forgiven a specific

offender because of social or religious obligation with participants who had forgiven

unconditionally out of love during recall of the transgression. Although all blood

pressure ratings were within the normal range, participants who forgave because they felt

obligated to do so had higher blood pressure ratings than participants who forgave due to

unconditional love, suggesting that forgiveness may have a different effect on

physiological responding depending upon the rationale underlying the decision to

forgive.

Brenneis (2001) examined the relationship between forgiveness and various

physiological indices among clergy members, predicting a negative relationship between

self-reported forgiveness and concurrently measured physiological indices. Brenneis

found relationships between forgiveness and systolic blood pressure as well as

forgiveness and diastolic blood pressure, but the direction of these relationship was

opposite to that predicted based upon the forgiveness literature. However, these results

become meaningful as more than an anomaly in the literature if one considers the nature

of the sample assessed in this study, namely, members of the clergy, who are likely to

profess forgiveness based upon religious obligations and to do so regardless of whether

or not they have actually forgiven the offender.
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Unfortunately, Brenneis (2001) did not assess participants' motivations for or

"understandings of forgiveness. Due to the limitations of this study, results do not lend

definitive support to the contention that forgiveness based upon religious expectation will

adversely affect physiological outcome variables; however, they do attest to the necessity

of including measures assessing forgiveness rationale to determine whether the rationale

underlying the decision to forgive differentially affects physical health. Future research

should further explore the variables that moderate the forgiveness-health relationship

(Worthington & Scherer, 2004). Identifying moderator variables that affect the

relationship between dispositional forgiveness and health will not only aid researchers

who wish to understand this association better but will also help determine which

individuals will benefit from forgiveness interventions and which individuals would be

better served using alternative strategies to deal with their unforgiveness.

Future Research

Forgiveness May Not Be the Best Option

The present study has focused on the beneficial effects of forgiveness on mental

and physical health; however, forgiveness might not always be the best option for every

individual in every situation. Research has shown, for example, that among female

survivors of childhood sexual abuse, certain aspects of forgiveness, such as not

harbouring anger and a desire for revenge, were positively associated with mental health

and maternal relations. In contrast, reconciling with their fathers was negatively

associated with mental health and maternal relations (Goodman, 2004). Moreover, if

forgiving a transgressor places an individual in danger, forgiveness might not be an

appropriate response to this transgressor (Worthington & Scherer, 2004). Worthington
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and Scherer have noted that there may be cases in which not forgiving transgressors may

have beneficial health effects, such as when not forgiving allows the victim to mobilize

and take action against the transgressor or unforgiveness results in an acute elevation in

immune system functioning. Worthington and Scherer suggest that forgiveness may have

beneficial effects on health only if it is an enduring disposition. This distinction between

state and trait forgiveness is interesting, yet, awaits empirical attention. As noted earlier

when discussing moderators of the forgiveness-health relationship, future research should

be conducted to examine under which circumstances forgiveness is appropriate and when

forgiveness may not be the best option (Worthington & Scherer, 2004).

Defining and Measuring Forgiveness

As mentioned earlier, one limitation of research in the area of forgiveness is that

the lack of agreement regarding the definition of forgiveness among researchers has

manifested itself in the current measures used to assess forgiveness (Brown, 2003),

resulting in almost as many different measures of forgiveness as there are definitions of

the construct. Although research based upon theoretical considerations is a necessity in

this budding research area, Berry et al. (2001) advocate the development and use of

forgiveness measures that can be used by researchers from various perspectives, such as

the TNTF. A major strength of this measure is that it does not depend upon a particular

definition of forgiveness (Berry et al., 2001); however, this is also a weakness of the scale

in that respondents may have different conceptualizations of what forgiveness is or may

confuse forgiveness with other related but distinct constructs, such as reconciling with the

offender (Brown, 2003). If research on forgiveness is to progress, especially when

respondents may have difficulty self-reporting their ability to forgive, an accepted
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definition is needed to operationally define the construct accurately. An accepted

definition of forgiveness is not only necessary to develop self-report measures but is also

needed if the goal is to implement experimental manipulations of forgiveness. It should

be noted that with respect to its prediction of health, in the present study and in other

research (Brown & Phillips, 2005), conceptualizing forgiveness as a phenomenon that

entails letting go of offense experiences and not harbouring grudges appears promising.

Future research should further explore and, if necessary, expand upon the importance of

"letting bygones be bygones" in defining dispositional forgiveness (Brown, 2003, p.

759).

Other Possible Mediators ofthe Forgiveness-Health Relation

In the present study, three mediators were explored as potential mechanisms

linking dispositional forgiveness and health; however, there are other variables that are

feasible mediators that were not included because of the need to maintain parsimony. As

an example. Green, DeCourville, Sadava, and Belicki (2005) found that students

reporting more dispositional forgiveness also tended to report better mental and physical

health, in part because these individuals also tended to report less negative affect.

Similarly, in a recent study, Carson et al. (2004) used self-report measures to assess the

mediating role of anger in the relationship between forgiveness and pain as well as

psychological distress among adults with chronic low back pain. The authors found that

state anger mediated the relation between situation-specific forgiveness and sensory pain

as well as the situation-specific forgiveness-psychological distress relation. Thus, it

appears that forgiveness affects health in numerous ways and future research should

continue to explore and compare the effectiveness of viable mediators not only using
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correlational studies but also using intervention studies on forgiveness. Frazier et al.

(2004) have noted that counselling researchers often fail to assess potential mediators of

the relationship between psychological factors and health and researchers studying

forgiveness and health are no exception and should acknowledge this criticism.

Summary ofFindings

The goal of the present study was to explore several hypothesized variables as

mediators of the relationship between dispositional forgiveness and health to better

understand how forgiveness affects health. Dispositional forgiveness was assessed with

the TNTF (a vignette measure) and the TTF. Although the TNTF was related to some

indices of health in women, the TTF was a more robust predictor of health across men

and women. The relationship between dispositional forgiveness (assessed with both the

TNTF and the TTF) appeared stronger for women than men in the present study.

With respect to the hypothesized mediators, stress was a robust mediator of the

relationship between dispositional forgiveness and health for both men and women.

Social support was a significant mediator of some of the relationships between

dispositional forgiveness and health, but not others. Physical fitness was a robust

mediator of the relationship between dispositional forgiveness and health, but for women

only; none of the other health risk behaviours that were assessed in the present study

were significant mediators.

General Conclusions

It has been theorized that forgiveness exerts beneficial effects on mental and

physical health via its ability to reduce stress (Lawler et al., 2001; Worthington &

Scherer, 2004), enhance social support (Fincham & Beach, 2002; Hope, 1987), and
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reduce health risk behaviours (Worthington et al., 2002; Wuthrow, 2000). The results of

this study suggest that forgiveness is positively associated with several health outcomes

and that some of the theorized mediators are viable. Although these results are

promising, research on forgiveness and health is in its infancy and several important

problems have not been addressed. Foremost among these dilemmas is the direction of

causality, which will necessitate the use of longitudinal studies in future research. In

addition, it is likely that a number of unexplored variables moderate the forgiveness-

health relation. As an example, the present study found that many of the direct and

indirect forgiveness-health relationships differed between women and men. Future

research should further expand the list of studied moderator variables to determine when

forgiveness is and is not an appropriate response to transgressions. Such research efforts

will aid in understanding the forgiveness-health relation as well as in applying

forgiveness interventions with individuals experiencing difficulty forgiving offenses.
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APPENDIX A

Informed Consent Form

/^^3

Brock University

St. Catharines. Ontario. Canada L2S3A1 Telephone 905-688-5550 Fax 905-688-2789

Department of Psychology

Informed Consent Form

le of Study: The Brock University First Year Health Study.

s project has been reviewed by, and received ethics clearance through, the Office of Research Ethics

u-d (File # 99039).

ne of Participant: (Please Print):
: .

acipal Investigators: Stan Sadava, Ph.D., Nancy DeCourville, Ph.D.

would like to invite you to participate in a study of the health of fffst year students at Brock University. This is

of a larger programme of research conducted by Dr. Stan Sadava and Dr. Nancy DeCourville of the

artment of Psychology, in cooperation with the Student Health Services. It is supported by a research grant

I the Social Sciences and Humanities Research Council of Canada. The purpose of the project is to track the

aiences of students over their first year of university life and to try to understand how these experiences may
slated to their health.

)u decide to participate in this study, we will ask you to complete a scries of questionnaires at three times over

academic year. The questionnaires include items that ask about your relationships, your feelings, your health

ed behaviours (including use of various substances such as alcohol and cigarettes), and your physical health,

will also be asked to provide some information about yourself (age, gender, etc.). Your participation in each

e of this study is expected to take between 30 and 40 minutes. In return, as a token of our appreciation for

ing us with our research, we will pay you $10 for this first phase, SI 5 for completing the second phase (early

e new year), and $15 for completing the third phase (near (he end of your fu'st year). If you participate in all

! phases, your name will be entered in a draw for a $200 gift certificate at the Brock University Bookstore.

I your permission, we will contact you by telephone and/or e-mail before each of the second and third phases

isstu(ty.

want you to be aware that we judge the possible risks associated with participating in this research to be

mal. We would also like to make it clear that you may choose not to answer any of tl)e questions and that you

withdraw from the study at any time without penalty of any kind. /

r participation in this study will be anonymous in that no identifying information will appear on the

tionnaire. Rather, we will assign you a code number so that we can connect the information you provide at

of the phases in which you participate. Your name will appear on this Consent Form which we will store

rately from the completed questionnaires. /

aaterials from this study will be stored indefinitely in a secure location and only the researchers and their

;nts will have access to these materials. All material will be kept confidential We may publish the results of

itudy If so, the results will be in aggregated form and no Individual will be identifiable The American

hological Association requires that data from any published study be made available to any interested reader

ive years after the date of publication. Should we receive such a request, we will provide access only to the

Jata which will not include your name or other identifying information.
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'e hope that you will benefit from participating in this study. Your participation will give you first-hand

lowledge of how a study is conducted and how to treat participants (e.g., with respect to explaining the study,

itaining Informed Consent, providing feedback to the researcher). The results of this study will help us to

idcrstand the first year experience, and we hope that this research will lead to better services for students.

e will post a synopsis of the study, including a summary of the results, and how the results contribute to existing

lowledge when we have completed the project (expected completion date, July 2004) on the following Web
ige: www.psyc.brocku.ca/peopIe/sadava.htm

i a prospective research participant, I have reacl and understood the risks and benefits of the study. I understand

lat I will be asked to do. I also understand that I can ask questions pertaining to the study at any time during the

search and in the future. As indicated by my signature below, I acknowledge that I am participating freely and

illingly and I am providing my consent.

irticipant Signature;
;

Date:

isearcher Signature: Date:

e would like to contact you by telephone and/or by e-mail to invite you to participate in the next phase of the

search. If you agree, please provide your local telephone number and your electronic mail address below.

y local telephone number is;

y e-mail address is;

e would appreciate the name of a contact person (relative or friend) who could help us locate you ifyou move,

jme: Telephone:

mail;
.

you have any questions or concerns about your participation in the study, you may contact Dr. Stan Sadava (tel.

'5-688-5550, ext.3462; e-mail; ssadavalSi.soartari.ac.brocku.ca') . You may also contact the Brock University

isearch Ethics Board at 905-688-5550, ext. 3035.

lUowing are telephone numbers of services that will provide you with information if you wish to see a

unseilor for any reason.

udent Health Services, Brock University, 905-688-5550, ext. 3243

stress Centre, 24 hour distress line to assist callers to solve problemis and for information and referrals. Crisis

le 905-688-3711

formation Niagara, Community based agency providing assessment, information, and referral to community

ograms or services. St. Catharines 905-682-661 1, 1 -800-263-3695; Niagara Falls 905-956- 4636, Email;

fof^informationniagaracom: Web; http;//www.informationniagara.com

Thank you for participating in this research project. Please take copy of this form

with you for further reference.
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APPENDIX B
Measures of Dispositional Forgiveness

Tendency to Forgive Scale (Brown, 2003)

Following are some questions that ask about liow you react when someone hurts you. Read each item and then

indicate how you typically respond when you have been hurt by placing a / in the appropriate box.

strongly moderately slightly neither slightly moderately strongly

disagree disagree disagree agree nor agree agree agree

disagree12 3 4 5 6 7

1

.

I tend to get over it quickly when someone hurts my
feelings.

2. If someone wrongs me, I often think about it a lot

afterward.

3. I have a tendency to harbour grudges. Q G G

4. When people wrong me, my approach is just to forgive

and forget.

Transgression Narrative Test of Forgiveness (TNTF; Berry, Worthington, Parrot, O'Connor, & Wade,

2001)

Below are a number of situations in which people might find themselves. People respond in different ways to these

situations in terms of what things they will forgive. We would like you to read each situation and imagine it has

happened to you. Then we would like you to place a /in the box that comes closest to how you think you would
respond to the situation.

Someone you occasionally see in a class has a paper due at the end of the week. You have already completed the paper

for the class and this person says he or she is under a lot oftime pressure and asks you to lend him or her your paper for

some ideas. You agree, and this person simply retypes the paper and hands it in. The professor recognizes the paper,

calls both ofyou to her office, scolds you and says you are lucky she doesn't put you both on academic probation.

Imagine yourself in such a situation and indicate how likely you are to forgive the person who borrowed your paper.

definitely notforgive not likely toforgive just as likely toforgive as not likely toforgive definitelyforgive12 3 4 5

G Q Q Q Q
2. A fairly close friend tells you that he or she needs some extra money for an upcoming holiday. You know a married

couple who needs a babysitter for their 3-year old for a couple of nights and you recommend your friend. Your friend is

grateful and takes the job. On the first night, the child gets out of bed and, while your friend has fallen asleep watching

television, drinks cleaning fluid from beneath the kitchen sink. The child is taken by an ambulance to the hospital and

stays there for 2 days for observation and treatment. The married couple will not speak to you. Imagine yourself in such

a situation and incidate how likely you are to forgive your friend.

definitely notforgive not likely toforgive just as likely toforgive as not likely loforgive definitelyforgive12 3 4 5

^
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3. A friend offers to drop off a job application for you at the post office by the deadline for submission. A weeic later, you
get a letter from the potential employer saying that your application could not be considered because it was postmarked

after the deadline and they had a very strict policy about this. Your friend said that he or she met an old friend, went to

lunch, and lost track of time. When he or she remembered the package, it was close to closing time at the post office and

he or she would have to have rushed frantically to get there; he or she decided that deadlines usually aren't that strictly

enforced so he or she waited until the next morning to deliver the package. Imagine yourself in such a situation and

indicate how likely you are to forgive your friend for not delivering the application on time.

definitely notforgive not likely toforgive just as likely toforgive as not likely toforgive definitelyforgive12 3 4 i

Q Q Q Q Q
4. You just started a new job and it turns out that a classmate from high school works there too. You think this is great;

now you don't feel like such a stranger. Even though the classmate wasn't part ofyour crowd, there is at least a face you

recognize. You two hit it off right away and talk about old times. A few weeks later, you are having lunch in the

cafeteria and you overhear some of your coworkers, who do not realize you are nearby, talking about you and laughing,

one even snide and hostile toward you. You discover that your old classmate has told them about something you did

back in school that you are deeply ashamed of and did not want anyone to know about. Imagine yourself in such a

situation and indicate how likely you are to forgive your old classmate for telling others your secret.

definitely rmtforgive not likely toforgive just as likely toforgive as not likely toforgive definitelyforgive12 3 4 5

G Q G G Q
A distant cousin you haven't seen since childhood calls you one day and asks if he can stay with you while he looks for

work and an apartment. You say it will be fine. He asks you to pick him up from the bus station that night and you do

so. Your cousin is just like you fondly remember him; you reminisce for several hours. The next morning you give him

some advice on job and apartment hunting in your area, then you go about your own business. That night you come
home and witness an angry argument in front ofyour residence between your cousin and a neighbour. Your cousin is

obviously very drunk, cursing, and out of control. You ask what's happening and without really taking the time to

recognize you, your cousin throws a bottle at you, cutting the side ofyour head. The police arrive and, after some

scuffling, take your cousin away and take you to the emergency room where you have stitches put in your cut. The next

afternoon, your cousin calls you from the police station. He says he is really sorry about the whole scene and that it was

not like him but he was upset about being turned down for three jobs that day. Imagine yourself in such a situation and

indicate how likely you are to forgive your cousin.

definitely notforgfte rtot likely toforgive just as likely toforgive as not likely toforgive definitelyforgive12 3 4 5

a Q
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APPENDIX C

Adapted Social Support Questionnaire (SSQ; Sarason, Levine, Basham, & Sarason, 1983)

Tbe following questions »sk about people in your life who provide you with help or support. Each question has two
parts. For the first part, list all the people you luiow, excluding yourself, that you can count on to help or support you
in the manner described. Give the person's initials and their relationship to you (such as mother or father, husband,
wife, boy/girlfriend, friend, priest, relative, etc.). For the second part, tell us how satisfied you are with the overall

level of support you have. If you have no people to list for a question, place a / in the box next to the words "no one",

but still rate your level of satisfaction. You may have the same or different people listed for different questions.

A. Who can you count on to distract you from

your worries when you feel under stress?

Who can you count on to help you feel

more relaxed when you are under pressure

or tense?

Initials Relationship toyou Initials Relationship to you

J \

EH
no one no one

B. How satisfied are you with the overall level of

support?

Q 6. very satisfied

5. fairly satisfied

Q 4. a little satisfied

J. a little dissatisfied

Q 2. fairly dissatisfied

G /. very dissatisfied

B. How satisfied are you with the overall level of

support?

Q 6. very satisfied

Q 5. fairly satisfied

Q 4. a little satisfied

[2 3. a little dissatisfied

2. fairly dissatisfied

/. very dissatisfied
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More questions about people in your life who provide you with help or support. Please respond as you did on the

previous page.
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More questions about people in your life who provide you with help or support. Please respond as you did on the

previous page.
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APPENDIX D

Physical Symptoms Scale (adapted from Mendes de Leon & Markides, 1986)

How often have you been bothered by any of the following symptoms in

that comes closest to your experience.
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