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Abstract. The aim of the study was to identify factors after fracture is an important variable when considering
affecting patients with postmenopausal osteoporosis wh@oL and well-being after vertebral fracture and should,
had experienced one or more vertebral fractures. Ththerefore, be considered in future studies.

overall hypothesis was that time after fracture would

influence patients’ perception of pain and well-being.Keywords: Pain; Postmenopausal osteoporosis; Quality
The sample (50 patients) was split into two groupsof life; Rehabilitative care; Vertebral fractures; Well-
(group A, time after fracture< 24 months; group B, time being

after fracture >24 months). A fracture was defined as a
vertebral height reduction of more than 20% or at least 4

mm. The assessment was carried out using the Spine

Deformity Index and was confirmed by an experiencedntroduction
radiologist. To assess quality of life (QoL) the following

measures were used: ‘well-being scale’ including SOCi"’?bhysical, mental and social well-being have been of

extroversion as a subscale, pain scale, and limitations ifcreased importance to the provision of health care and
everyday life. The Sense of Coherence questionnairgagearch since Quality of Life (QoL) aspects were
developed by Antonovsky measures the ability of anciyded in the WHO's definition of health [1].

person to see life meaningful, manageable and explic-" ogtepporosis has become a major health care problem,
able. This questionnaire may reflect patients’ copingyith vertebral fracture among the most common out-
abilities and was introduced to establish whether thesgymes of postmenopausal osteoporosis with clinical
influence the perception of pain and well-being afterjnjications for aspects of women'’s lives [2]. While loss
vertebral fracture. Variance and covariance analysis Wags height and increased kyphosis combined with loss of
carried out using SPSS (version 6.1). Differencessiayre lead to a reduction in self-confidence, increased
between groups A and B were found for perception ofyain in activities of daily living limit mobility and social
average paing=0.017), social extroversiorp€ 0.003)  aetivities [3,4]. Educational programs therefore play an
and well-being §=0.024). No differences were found jmnortant part in the management of osteoporosis [5,6].
for limitations in everyday life §=0.607), Sense of There is a large discrepancy in clinical practice between
Coherence =0.638), the Spine Deformity Index he perception of complaints and objective findings such
(p=0.171) and loss of heighp€0.619). All analyses a5 radiographs. Patients with the same degree of

were corrected for age. Concurrent medication was NQfertebral deformity may have very different intensities
found to influence the results. Findings suggest that timey pain and varied feelings of discomfort [7—11].

Huang et al. [12] have identified that time after
Correspondencend offprint requeststo: B. Begerow, Institute of fracture influences back pain and pain-dependent

Clinical Osteology‘Gustav Pommer’, Am Hylligen Born 7, 31812  limitations. The present study’s aim was to gain a
Bad Pyrmont,Germany. better insight into the effects of time since the last
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fractureon aspectof QoL. It is hypothesizedhat QoL
in postmenopausabsteoporoticwomen is positively
influencedby the time elapsedsince the last vertebral
fracture.

Methods

StudyPopulation

The participantsof this studywerewomenaged62.3 +
7.5yearssufferingfrom postmenopausalsteoporosigat
least5 yearsaftermenopause)ritten informedconsent
wasobtainedfrom all participantsandthe studyprotocol
was reviewed by the ethics committeeresponsiblefor
our clinic. The selectioncriterion was a densitometry
assessmenfT-score) in the lumbar spine area below
—2.5 (WHO definition; QDR 2000, Hologic, Waltham,
MA). Exclusion criteria were disordersaffecting bone
mineral metabolism (e.g., hyperthyroidism, primary
hyperparathyroidismhypercortisolismand osteomala-
cia), severedegenerativaliseasef the spinesuchas
osteoarthritisscoliosesandmalignanciesin suspicious
cases bone biopsy, bone scintigraphy or magnetic
resonance tomography was performed to exclude
secondaryosteoporosis.

Fifty patients were recruited from a medical
rehabilitation clinic for diseasesof bone and mineral
metabolismin Bad Pyrmont (Clinic ‘Der Furstenhof’).
All patientshad experiencecne or more symptomatic
vertebral fractures. A 2-year post-fractureperiod was
usedasseparatiorcriterionfor two groups.In onegroup
(groupA; n = 30) the mostrecentfracturehadoccurred
within the previous24 monthswhile in the othergroup
(groupB; n = 20) the mostrecentfracturewasat least2
years previously. Duration of the study was 3 years
and comprised both cross-sectionaland longitudinal
analyses.

Medical History and PhysicalExamination

Subjects’ case histories included circumstancesand
dates of the diagnosis,number and severity of falls
within the previous5 years,the first bonedensitometry
test, and fractures documentedby radiography.Con-
currentandearliermedicationuseof analgesicsdietary
habitsincluding alcohol consumptionand nicotine use,
previousdiseasesndimmobilizationphasesandfamily
historywerealsorecordedGynecologichistoryincluded
age at menarche and menopause,the number of
pregnanciesand lactation periods. The Kupperman
Index was usedto measuremenopausasymptoms.
Physicalexaminatiorof the spineandwholebodywas

undertakenn orderto excludesecondaryosteoporosis.

Height reduction was calculated as the difference
between body height at the age of 25 years, as
documentedn the subjects’passportsand the current
measurecheight.
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Functional Testing

Angles of kyphosis and lordosis of the spine were
guantified via stereo-photomorphometrof the back
while the patientwasstandingin a standardizegbosition
and at a standardizeddistance from a computerized
camera(AesculapMeditech,Zeiss-JenaiGermany).

Radiologic Assessment

Morphometry of the spine was carried out for all
patients. Anterior, middle and posterior heights of all
vertebraebetween T4 and L5 were measuredusing
lateralradiograph®f thethoracicandlumbarspine.The
heightsobtainedwere thenrelatedto T4 andthe Spine
Deformity Index (SDI) was calculated as previously
described [7-9]. Differences in magnification were
avoided by use of a constantfilm—focus distance of
115cm. A fracturewasdefinedasa heightreductionof a
vertebraof morethan20%or atleast4 mm, accordingto
FDA guidelines. Assessmentwas carried out by an
experiencedadiologist[9].

Patientsncludedin the studyhadat leastonebaseline
radiograph?2 yearsprior to the startof the investigation.
Radiographsvere taken shortly after admissionto our
clinic, andSDI wascalculatedor everypatient.Because
all patientsundergoradiographyon entryto the clinic in
order to designa specific and individual rehabilitation
program,it waspossibleto determinghepointin time of
the last fracture, enabling patientsto be allocated to
eithergroup A or groupB.

Questionnaires

Dataon variousaspectf quality of life werecollected
using the following questionnaires.Limitations in
everyday life were assessedusing a questionnaire
developedby Leidig-Bruckneret al. [10]. This measure
hasbeenvalidatedfor patientswith osteoporosiandhas
beenshownto bereliablefor this sampleof patients.The
questionnaireprovides: (1) a disability scorebasedon
six items dealing with motion in generaland (2) an
impairmentof self-carescore basedon six items (see
Appendix).

Perceptiorof averaggainwasjudgedusingMiltner’'s
ratingscale whichwasdevelopedn a German-speaking
environmenendhasbeenfoundto bereliable.Thescore
is easyto applyandindependenof age[13]. Patientsare
askedhow strongtheir perceivedpainwasoverthelast4
weeksand areinstructedto selectfrom four categories:
low, moderate severeor very severe.

Patientswell-beingwasassessedsingthewell-being
scaledevisedby Hobi [14] (see Appendix). The scale
was selected becauseit had been developed and
validated within the German-speakingarea and has
been shown to be reliable. The scale consistsof 16
opposing pairs of adjectivesthat characterizeactual
statesandmoodsbut not personalitytraits. Patientswvere
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requestedto selectthe mood they felt best described
themselvesout of sevengradations,of which the two
oppositesare at either end of the scale.For example,
social extroversionis a subscaleof well-being and can
be calculated by using the following four pairs of
adjectivestalkative’ versusdiscreet’,‘reserved’versus
‘communicative, ‘sociable’versus'shy’ and‘reclusive’
versus‘gregarious’. Scoresmay rangefrom 16 to 112,
with a higher scoreindicating a higher degreeof well-
being. Normal valuesfrom a representativgpopulation
wereavailable(mean98.8+ 20.5for thetotal scaleand
26.5% 6.0 for the subscaleof social extroversion)[14].

The Sense of Coherence (SOC) questionnaire,
validated in several languages including German,
consistsof 29 bipolar items on the ‘comprehensibility’
(11 items), ‘manageability’ (10 items) and ‘mean-
ingfulness’(8 items)of life (seeAppendix).The concept
of the questionnaires basedon the theory that some
patientsmaintaina higher level of self-perceivedwell-
beingand QoL thanothersalthoughthey havethe same
level of chronicity [15]. Sincecopingbehaviorplaysan
importantpartin themanagemenf chronicdiseaseshe
SOCquestionnairavasusedto measurgatients’coping
abilities and was self-completedby patientswith sum
scoresfor the evaluation.Scoresmay rangefrom 29 to
203. Normative data exist from studiesusing the SOC
questionnairel36 + 20 for an Israeli nationalsample,
133 + 20 for Americanundergraduateand 140 + 22
for a Germansample[4].

Statistical Analysis

Statisticalanalysiswas carried out using SPSS(version
6.01). Analysis of variance and covariance was
performed (¢« = 0.05). F weightings illustrate the
relevanceof differences betweenthe two groups of
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patients. All analyseswere controlled for age. The
analysisof variance(ANOVA) is a methodof testingthe
null hypothesighatseveralgroupmeansareequalin the
population,by comparingthe samplevarianceestimated
from the group meanswith that estimatedwithin the
groups.In addition,the effectsof covariatesareincluded
to control the main effect for other influences.
Furthermore Cronbach’salphacoefficientswere calcu-
lated for both groups.

Results

The study population (women, meanage 62.3 + 7.5
years)was divided accordingto the time of their most
recentvertebralfracture.GroupA (n=30; meanage62.0
+ 7.5years)hadhadtheir mostrecentvertebralfracture
within the previous24 months.The occurrenceof the
lastvertebralfracturein groupB (n=20; meanage62.7
+ 7.8 years)wasmorethan 2 yearspreviously.

No differencewas recordedbetweenthe two groups
for the SDI, heightloss,lordosisandkyphosis(Table 1),
indicatingthat the severityof the vertebralfracturesdid
not differ betweerthetwo groupsandadjustmentor the
severity of the vertebralfracturesdid not influencethe
results. However, perception of average pain was
significantly higher in women whose fracture due to
osteoporosiccurredlessthan 24 monthsprior to the
start of the study (Fig. 1). While 47% of patientsfrom
groupA (20%in groupB) reportectheir painto beeither
‘severe’or ‘very severe’,20% of the patientsin groupB
and3% in groupA judgedtheir painto be‘low’ (Table
1).

A relationshipwas found betweentime since last
fractureandimprovedwell-being(81.6 + 26.6in group
B vs 70.2 + 281 in group A; p=0.024). This
relationshipis maintainedwhen looking at subdimen-

Table 1. Patientswith vertelral fractureswere divided accordingto the time elapsel sincelast fracture:group A consistedof postmenopausal
womenwith recentfractureswithin thelast24 months,groupB consistedf the samepopulationwith their lastfractureatleast2 yearspreviously

GroupA (0—24months) GroupB (>24 months) p value

Age (years) 62.0+7.3 62.7+7.8 0.747
Perceptiorof pain (%) 0.017

Low 3 20

Moderate 50 60

Severe 40 15

Very severe 7 5
Well-being (total)® 70.2+28.1 81.6+26.6 0.024
Well-being (social extroversion 16.5+-8.6 22.7+5.6 0.003
Limitations in everydaylife® 4.0+4.0 4.0+3.0 0.607
Senseof Coherenc! 136 +43 143 +41 0.638
SpineDeformity Index 21420 1.3+1.2 0.171
Lossof height(cm) 7.1+7.0 6.7+6.3 0.619
Angle of kyphosis(deg) 63.5+20.4 60.8+11.9 0.742
Angle of lordosis(deg) 37.9+14.7 42.6+13.2 0.235

Valuesarethe mean+ SD; all analyseswere correctedfor age.

&Scoresmay rangefrom 16 to 112, with a higherscoreindicating a higher degreeof well-being.

b Scoresmay rangefrom 4 to 28, with a higher scoreindicating a higher degreeof social extroversion.

¢ Scoresmay rangefrom 0 to 12, with a higher scoreindicating a higher degreeof limitations.

4 Scoresmay rangefrom 29 to 203, with a higher scoreindicating a higher capability to seelife as meaningful,manageabland explicable.
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Fig. 1. Perceptionof averagepain in two groupsof women with
postmenopausabsteoporosisdifferentiated according to the time
elapsedsincethe last vertebralfracture.Forty percentof womenwith
recent fractures reported their pain to be severe,and only 2%
describedheir painto be low.
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Fig. 2a, b. Well-beingin two groupsof womenwith postmenopausal
osteoporosislifferentiatedaccordingto the time elapsedsincethe last
vertebralfracture.a Total scorefor well-being; b socialextroversion
as a subscaleof well-being. Both aspecs of quality of life improve
significantly 2 yearsafter the last vertebralfracture.
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Fig. 3. Senseof coherence(SOC) in two groupsof women with
osteoporoticvertebral facturesis not affected by the time elapsed
sincethe lastfracture.SOCexpresseshe extentto which life is seen
as meaningful, manageablandexplicable.
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Fig. 4. Limitations in everydaylife in two groupsof postmenopausal
womenwith osteoporotiovertebral fractures.Thereis no changewith
time, indicating that difficulties in self-care remain once they are
present.

sionsin isolation, suchas social extroversion(22.7 +
5.6vs16.5 + 8.6; p=0.003)(Fig. 2). Cronbach’salpha
coefficientsfor the well-beingscalewere0.88for group
A and0.91 for group B, respectively.

No difference betweenthe two groups was found
whencomparingthe sumscorefor the SOC (143 + 41
for groupB vs 136 + 43for groupA; p=0.638)(Fig. 3).
Cronbach’salphacoefficientsfor the SOCwere0.89for
group A and 0.90 for group B, respectively. No
differenceswere found for limitations in everydaylife
(Fig. 4).

Nonvertebralfractures did not affect these results.
Only two distalforearmfractureswerereportedin group
B. Other fracturesrelatedto osteoporosissuchas hip
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fractures, did not occur in our sample. The use of
analgesicsvas sporadicin both groups.Only 8 women
in group A (27%) took analgesicdwo or threetimesa
week, whereas 2 women in group B (10%) used
analgesicdwo or threetimesa week.

Discussion

Currenttherapeutiaegimensfor postmenopausalsteo-
porosisareattemptingto addressssuesof health-related
quality of life. Relationshipdetweerthe clinical picture
and subjective aspects of QoL are therefore of
importance.

The current literature suggeststhat there is only a
weak link betweenresults obtainedfrom QoL assess-
mentsandclinical measurementshelatterusuallybeing
performedas part of a differential diagnosis[16—18].
Questionnaireseferring to pain or well-being may not
correspondvell with the outcomesof osteoporosisuch
asheightreduction,kyphosisor spinaldeformationdue
to vertebral fracturing [19]. Ettinger et al. [20], for
instance, have found the degree of kyphosis not to
influencepain anddisability within a recentpopulation-
basedstudy. In 1993 Cook et al. [21], supportedby
Leidig-Bruckner et al. [10], pointed out that the
objectively assessedegreeof skeletalspinaldeformity
is not necessarilycorrelatedwith subjectivewell-being
and functioning. However, their data concerningthe
relationship betweenpain and clinical description of
diseaserelate only to groupswith severedeformities
[10,21].

The samplewassubdividednto two groupsaccording
to time of last fracturein order to investigatepossible
associations between questionnaires and technical
measurementd.he separatiorallowsfor the comparison
of similiar somaticconditions.Time is a variable that
hasto be consideredvhen addressingQoL parameters,
as patients’ perceptionsand coping strategiesmight
changeovertime.

Resultsfor averagepain showeda reductionin the
level of painperceivedwithin the 2-yeartime span.This
observations supportedoy recentwork by Huanget al.
[12], who found a decreasén lower back pain within a
4-yearinterval. Furthermore the resultsshowthat it is
the time after fractureratherthanthe varying stagesof
diseasethat explain perceptionf pain, well-beingand
social extroversion(Table 1). Time after fracture can
thusbe considerecinimportantpredictorof QoL —more
sothanheightreduction numberof vertebralfracturesor
the SDI.

Limitationsin everydaylife, asdescribedy Burgeret
al. [22] and by ourselveg8,10], may occur as soonas
vertebral fractures appear. However, osteoporosisis
sometimes called the ‘silent disease’ [23] because
womencanhave'silent fractures’or vertebralfractures
that are falsely diagnosedas low back pain or lumbago
[10]. Since deformities and fractures were equally
distributed in the two groups, differencesconcerning
limitations in everydaylife would not be expected.
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The SOCis, accordingto Antonovsky[15], a global
orientationthatexpresseghe extentto which individuals
regardlife as meaningful, manageableand explicable.
Theseresourcegmay affect patients’ coping strategies.
Patients’coping behaviorsplay animportantrole in the
managementof osteoporosis[5,6] and may affect
patients’well-being as well astheir perceptionof pain.
The two groupsdid not differ with regardto the SOC,
thus indicating that coping strategieswere not respon-
sible for the results— at least as far as the SOC is
concerned.

In the last 2 years other questionnaireshave been
developedto assesQoL in patientswith osteoporosis.
The EuropeanFoundationfor Osteoporosisquestion-
naire (QUALEFFO) hasbeenshownin a sampleof 751
womenwith low bone mineral densityto discriminate
betweenthosewomenwith and thosewithout vertebral
fractures[24]. Anotherquestionnairéthe OPTQoL)was
developedand validated as a tool for population- or
community-basedstudiesto characterizethe burdenof
osteoporosisThis questionnairevas usedas part of a
continuing community study in Franceon a sampleof
725 women with osteoporosisand varying disease
severity. It demonstratedhat there was pain, limited
physical functioning and fear associatedwith future
fracturesamongthe womenin question[25]. However,
neither of thesestudiesconsiderstime since vertebral
fractureasa variable affecting QoL.

Thoughthis study doessuggestecoverywith regard
to pain and well-being, functional impairment persists
andleadsto a vicious circle: further declinein physical
functioning with loss of neuromuscularabilities in-
creaseghe risk of falling [23,26] and further fractures.
Moreover,fear of falling restrictspatients’mobility and
independencg27]. Consequentlythereis an 8- to 10-
fold risk of further fracturesfollowing pre-existingones
[28]. Following a clinically diagnosedrertebralfracture,
the survival rate decreasegraduallyin relation to that
expectedn womenwithout fractures[29].

Thesedataemphasizehe urgentneedfor preventive
efforts such as medical therapy for patientswith an
increasedrisk of further fractures.There are currently
several pharmaceuticalagentsavailable that not only
augmentbone mineral density but also restore bone
quality and thus minimize fracture incidence [30,31].
Means of overcomingthe acute situation of vertebral
fracturing should be providedto patientswith progres-
sive disease.Adequaterehabilitative care should not
omit heat application or physical therapy, and should
include exercisetherapy,pain relief to restoreactivities
of everyday life, and general self-care. Finally, the
importance of a multidisciplinary team approach
including psychosociabspectsand educationprograms
in the managemenbf osteoporosiss highlighted by
Gold et al. [2,5,6,16,32].

This studyprovidesevidencethatthereis no needfor
acutediscomfortdueto vertebralfracturingto lastlonger
than2 years.In conclusion this work showsfor the first
time that within 2 yearssincethe last vertebralfracture
aspect®f QoL suchaswell-beingmayimproveandlead
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to a reduction in pain, but do not seemto restore
activities of daily living. Teaching patients coping
strategiesmay therefore be an important part of the
rehabilitationof patientswith osteoporosis.

Appendix

Limitationsin EverydayLife

Motion in General. Six abilities of everyday life

(walking, bending, climbing stairs, getting up from a
lying position, dressing carryingbags)areratedfrom 0

to 2 (easily possible,possiblewith difficulty, possible
only with extrahelp). Finally a sum scoreis calculated
rangingfrom 0 to 12.

Self-care in General. The assessmentshould be
answeredasfollows: 1 = possiblewithout extrahelp; 2

= generallypossible,dependenbn help in somecases
(cleaning windows, drawing curtains, carrying heavy
bags); 3 = possible but with difficulty and increased
time, dependenbn helpin somecases# = possiblebut

with difficulty and increasedtime, dependenton help
evenin routinecasegshoppingjroning, cleaningfloor);

5 = dependenton extra help for everyday routine
functions(cleaning,cooking); 6 = nursingcareneeded.

Well-being

The questionnaire consists of four subscaleseach
containingfour bipolar pairs of adjectivesto be scored
in one of sevengradations.

Vitality

tired 1 2 3 45 6 7 fresh

strong 1 2 3 45 6 7 weak

feeble 1 2 3 4 5 6 7 energetic
healthy 1 2 3 4 5 6 7 sick

Inner psychologicalbalance

calm 1 2 3 4 5 6 7 nervous
unbalanced1 2 3 4 5 6 7 well-balanced
confident 1 2 3 4 5 6 7 insecure
anxious 1 2 3 4 5 6 7 fearless

Social extroversion

talkative 1 2 3 4 5 6 7 discreet
reserved 1 2 3 4 5 6 7 communicative
sociable 1 2 3 45 6 7 shy

reclusive 1 2 3 4 5 6 7 gregarious
Vigilance

attentive 1 2 3 4 5 6 7 inattentive
alert 1 2 3 4 5 6 7 absent-minded
concentratedt 2 3 4 5 6 7 notconcentrated
focused 1 2 3 4 5 6 7 divertable

31

The Senseof CoherenceQuestionnaire

This instrument calculatesa score for the subscales
comprehensibility(C, 11 items), manageability(M, 10

items) and meaningfulness (ME, 8 items). Each

guestion offers seven possible answers. Patients are

askedto circle the numberthat bestexpressedesttheir

feelings.

Comprehensibility

1. Whenyou talk to people,do you havethe feeling
that they don’t understand/ou?

1 2 3 4 5 6 7
neverhave always
the feeling havethe

feeling

2. Think of the people with whom you come into
contactdaily, asidefrom the onesto whom you feel
closest.How well do you know mostof them?

1 2 3 4 5 6 7
you feel you know
that they themvery
are well
strangers

3. Hasit happenedn the pastthat you were surprised
by the behaviorof peoplewhom you thoughtyou

knew well?

1 2 3 4 5 6 7
never always
happened happened

4. In the pastten yearsyour life hasbeen:

1 2 3 4 5 6 7
full of completely
changes consistent
without your andclear
knowing
what will
happennext

5. Doyouhavethefeelingthatyou arein anunfamiliar
situationanddon’t know whatto do?
1 2 3 4 5 6 7

very often very
seldomor
never
6. Whenyou face a difficult problem,the choiceof a
solutionis:

1 2 3 4 5 6 7
always con- always
fusing and completely
hardto find clear

7. Your life in the future will probablybe:

1 2 3 4 5 6 7
full of completely
changes consistent
without your andclear
knowing
what will

happennext
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10.

11.

. Do you havevery mixed-upfeelingsandideas?
1 2 3 4 5 6 7
very often very
seldomor
never
. Does it happenthat you have feelings inside you

would rathernot feel?

1 2 3 4 5 6 7

very often very
seldomor

never

Doesit happenthat you have the feeling that you
don’t know exactly what's aboutto happen?
1 2 3 4 5 6 7
very often very
seldomor
never

Whensomethincghappenshaveyou generallyfound
that:
1 2 3 4 5 6 7

you over- you saw
estimated thingsin
or under- the right
estimatedts proportion
importance

Manageability

1.

In the past,whenyou hadto do somethingwhich
dependedupon cooperationwith others, did you
havethe feeling that it:

1 2 3 4 5 6 7
surely surely
wouldn’t get would get
done done

. Hasit happenedhat peoplewhom you countedon
disappointedyou?

1 2 3 4 5 6 7
never always
happened happened

. Do you have the feeling that you're being treated
unfairly?

1 2 3 4 5 6 7
very often very

seldomor
never
. What bestdescribeshow you seelife?

1 2 3 4 5 6 7
onecan there is no
alwaysfind a solutionto
solutionto painful
painful thingsin
thingsin life life

. When somethingunpleasanthappenedn the past
your tendencywas:

1 2 3 4 5 6 7
‘to eatyour- to say ‘OK,
self up about that'sthat, |
it’ haveto live

with it,” and

goon

10.
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. When you do somethingthat gives you a good

feeling:
1 2 3 4 5 6 7

it's certain it's certain

thatyou'll that

goonfeeling something

good will
happento
spoil that
feeling

. Do youthink thattherewill alwaysbe peoplewhom

you'll be ableto countonin the future?

1 2 3 4 5 6 7
you're you doubt
certain

. Many people- eventhosewith a strongcharacter

sometimesfeel like sad sacks (losers)in certain
situations.How often haveyou felt this way in the

past?
1 2 7
never very often

. Whenyou think of difficulties you arelikely to face

in importantaspectsof your life, do you havethe

feeling that:

1 2
you will
alwayssuc-
ceedin over-
comingthe
difficulties

7
you won'’t
succeedn
overcoming
the difficul-
ties

How often do you havefeelingsthatyou’re not sure

you cankeepundercontrol?

1 2
very often

Meaningfulness

7
very
seldomor
never

1. Do you havethe feeling that you don’t really care

aboutwhat goeson aroundyou?

1 2
very seldom
or never

. Life is:

1 2
full of
interest

. Until now your life hashad:

1 2
no clear
goalsor pur-
poseat all

be:

1 2
completely
fascinating

7
very often

7
completely
routine

7
very clear
goalsand
purpose

. Most of thethingsyou doin the futurewill probably

7
deadly
boring
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5. Whenyou think aboutyour life, you very often:

1 2 3 4 5 6 7
feel how askyourself
goodit is to why you
be alive existat all
6. Doing the thingsyou do everyday is:
1 2 3 4 5 6 7
a source a sourceof
of deep painand
pleasureand boredom
satisfaction
7. You anticipatethat your personallife in the future
will be:
1 2 3 4 5 6 7
totally with- full of
out meaning meaning
or purpose andpurpose
8. How oftendo you havethe feeling thatthere’slittle
meaningin the thingsyou do in your daily life?
1 2 3 4 5 6 7
very often very
seldomor
never
From Antonovsky[15].
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