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Abstract 

Multiple sclerosis MS) is an autoimmune disease that impacts the central nervous 

system (CNS). The disease’s attack on the CNS results in a wide range of symptoms and 

an unpredictable disease course. The combined uncertainty of the disease and its 

progression over time, make adjustment to MS a complex process. Despite its prevalence 

and long-term consequences, few studies have been conducted to provide comprehensive 

understanding of the psychological factors contributing to the adjustment process.  

Acceptance and Commitment Therapy (ACT) is considered one of the newer forms of 

CBT, often referred to as the “third wave.” The core principle of ACT is the 

development of psychological flexibility through the six components of acceptance, 

cognitive defusion, present moment awareness, self as observer, values clarification, and 

committed action. When faced with a diagnosis of a chronic, life-changing illness, 

individuals may re-examine their goals and values. In addition, MS may make it more 

difficult to move toward one’s values and may require determination and commitment to 

overcome barriers related to the disease. The current study examined the relationship 

between values, committed action, personality, and quality of life in a sample of 

individuals diagnosed with MS. The present study found that committed action was a 

significant predictor in all four of the QoL domains. However, it was most strongly 

associated with psychological and social QoL. The content and importance of the values 

that individuals with MS held predicted much less variance in QoL domains than 

committed action. Implications for future studies and clinical interventions targeting 

individuals with MS as well as the present study’s limitations were also discussed. 
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Chapter I 

Introduction 

Multiple Sclerosis 

Multiple sclerosis (MS) is an autoimmune disease that impacts the central nervous 

system (CNS). Physicians are not required to report new cases of multiple sclerosis, but 

conservative estimates of the prevalence suggest that around 2.3 million individuals 

worldwide have the disorder. In the United States alone, it is estimated that 

approximately one million individuals are living with MS (National Multiple Sclerosis 

Society; NMSS, 2018). The disorder commonly is diagnosed during an individual’s 

reproductive years and is approximately two to three times more likely to be diagnosed in 

women than in men (NMSS, 2018; Wingerchuk & Carter, 2014). Recent studies have 

found that the incidence of MS has increased for women over the past several decades, 

but has not increased for men (Harbo, Gold, & Tintore, 2013). Multiple sclerosis is also 

more common in Northern Europeans, but occurs across most ethnicities and nationalities 

(Compston & Coles, 2008; NMSS, 2018). Average economic impact varies by country, 

but the direct and indirect costs associated with MS are approximately $50,000 annually 

per person in the United States (Trisolini, Honeycutt, Wiener, & Lesesne, 2010). 

Multiple sclerosis is believed to develop in response to both genetic and 

environmental factors (Bennet & Stuve; Compston & Coles, 2008; NMSS, 2018). 

Higher concentrations of individuals diagnosed with the disease occur in locations further 

away from the equator, which suggests environmental influences (Compston & Coles, 

2008; NMSS, 2018). In addition, etiological studies implicate viral infection as creating 

a vulnerability that then reacts with environmental factors, but no specific virus has been 
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identified as of yet (Bennett & Stuve, 2009). Furthermore, having a first-degree relative 

with MS increases risk of the disease by approximately 15% suggesting there is a genetic 

component as well (Compston & Coles, 2008; NMSS, 2018). 

The temporal progression of the disease is not fully understood, but involves 

inflammation of the CNS, degeneration of neuronal axons, and reduction in gray matter 

(Bennett & Stuve, 2009; Compston & Coles, 2008; Wingerchuk & Carter, 2014). The 

disorder is characterized by a malfunction in the immune system causing the myelin 

insulating the nerve fibers and nerves to be attacked by the body. Although the disease 

manifests heterogeneously, the hallmarks are sclerosis plaques that can occur anywhere 

along the CNS from the spine to the brain. This results in lesions that interrupt or distort 

communication along the CNS. There is a wide variation in the manifestation of the 

disorder depending on where the lesions occur. The disease can range from mild 

symptoms that are virtually unnoticed by patients to severe neurological disability. 

Symptoms include numbness in the extremities, difficulties with vision and psychomotor 

coordination, fatigue, bladder and bowel dysfunction, as well as cognitive and 

psychological changes (Compston & Coles, 2008; Mohr & Cox, 2001; NMSS, 2018). 

The National Multiple Sclerosis Society (2018) identifies four general types of 

MS: clinically isolated syndrome, relapsing- remitting, secondary-progressive, and 

primary-progressive. Clinically isolated syndrome (CIS) is a diagnosis given to 

individuals presenting for the first time with MS type symptoms. An MRI can reveal if 

the patient has characteristic lesions and inflammation in the brain. A diagnosis of MS is 

not made until an individual has a second episode and not all individuals presenting with 

CIS will go on to develop MS. However, if the MRI reveals other lesions in the brain in 
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areas not associated with the current episode, a diagnosis of MS will be made (Compston 

& Coles, 2008). In relapsing-remitting MS (RRMS) the disease progression is 

characterized by flare-ups or exacerbations of symptoms followed by remission of some 

or all of the symptoms associated with the episode and no apparent progression in the 

disease. This type of MS is the most common and occurs in nearly 85% of the cases. 

Approximately 60-70% of those initially diagnosed with RRMS will go on to develop 

secondary progressive MS (SPMS) within three decades (Wingerchuk & Carter, 2014). 

SPMS is characterized by a continuous progression in the disease with or without flare 

ups. Primary progressive MS (PPMS) is characterized by a steady worsening of 

neurological symptoms without any clear relapses or remissions. PPMS occurs in 

approximately 15% of MS cases. With the exception of CIS, the disease progression can 

be characterized as active, inactive, and with or without progression (NMSS, 2018). 

Recently, it has been suggested that all MS relapses result in disease progression (Edan, 

2012), highlighting the need for psychological support regardless of disease status. 

While pharmacological advances have been made in the ability to manage the 

disease, especially in RRMS, the uncertainty of the disease course negatively impacts 

adjustment to MS. Relapses can be unpredictable in frequency, severity, duration and 

response to pharmacological intervention (Wingerchuk & Carter, 2014). In addition, as 

disability accumulates, patients can become increasingly isolated and experience losses in 

their ability to fulfill familial, social, and work-related roles (Mohr & Cox, 2001). The 

severity of the disease impacts the quality of life (QoL) of individuals diagnosed with MS 

(Moriya & Suzuki, 2011; Pakenham, Mawdsley, Brown, & Burton, 2018). All of these 

factors can contribute to the development of psychological difficulties including 
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depression and anxiety. In addition, higher levels of depression have been found in 

individuals with inflammation resulting from other types of immune related disorders. 

This suggests that the development of depression may be related to neurological changes 

resulting from MS as well as psychosocial factors involved in adjustment (Compston & 

Coles, 2008; NMSS, 2018). Although less commonly diagnosed, anxiety is thought to 

occur in approximately 20-30% of individuals with MS (Feinstein, O’Connor, Gray, & 

Feinstein, 1999). While this prevalence is comparable to rates in the general population 

(APA, 2013), if it is left untreated in individuals with MS, it could potentially decrease 

medication compliance, quality of life, and functioning even further (Thomas, Thomas, 

Hiller, Galvin, & Baker, 2006). 

Statement of the Problem 

Adjustment to the disease has not been consistently linked to the length of time 

since diagnosis or severity of the disease (Jopson & Moss-Morris, 2003; McCabe, 

McDonald, Deeks, Vowels, & Cobain, 1996; Nortvedt & Riise, 2003). Instead, greater 

evidence has been found correlating adjustment to other factors related to the individual 

and the environment (Nortvedt & Riise, 2003; Thomas et al., 2006). For example, 

successful adjustment to MS has been linked with benefit finding (Pakenham, 2005), and 

problem-focused coping (McCabe, 2006). Previous research has also indicated many 

other factors related to successful adjustment to MS including personality, (Benedict et 

al., 2005; Bruce & Lynch, 2011; Dubayova et al., 2013; Fernandez-Munoz et al., 2015; 

2011; Zarbo et al., 2016) social support (Barskova & Oesterreich, 2009; Dennison, Moss-

Morris, & Chalder, 2009; Wineman, 1990), acceptance (Akerblom, Perrin, Fischer, & 

McCracken, 2016; Pakenham, 2006; Pakenham & Fleming, 2011; Pakenham et al., 2018) 



  

        

            

           

        

       

         

        

          

            

         

          

     

          

        

      

   

        

         

            

           

               

           

          

5 

and meaningfulness (Szarowski-Cox & Lee, 2018). Conversely, uncertainty about the 

course of the disease (Mullins et al., 2001; Wineman, 1990) and avoidance behaviors 

(McCabe, 2006) have been found to negatively correlate with adjustment to MS. 

Very few studies have examined the effectiveness of psychological interventions 

conducted with individuals diagnosed with MS. Thomas, Thomas, Hiller, Galvin, and 

Baker (2006) conducted a review of psychological interventions provided to individuals 

with MS and identified 16 randomized controlled trials (RCTs) utilizing a number of 

different approaches and outcome measures. Cognitive Behavioral Therapy (CBT) was 

one of the most commonly used treatments for individuals with MS, however the studies 

were dissimilar in design, precluding the ability to run a meta-analysis on the 

interventions. For example, Hart, Fonareva, Merluzzi, and Mohr (2005) conducted a 

study aimed at reducing depression in patients with MS, randomly assigning individuals 

to one of three groups: individual CBT, group psychotherapy, or a pharmaceutical 

intervention. No control group was utilized in this study. Participants demonstrated 

significant improvements on quality of life and well-being measures with no significant 

differences among treatment approaches. 

One potential drawback to using CBT with individuals diagnosed with chronic 

health conditions relates to changing cognitions about the disease/disorder. For instance, 

while concerns about a medical setback may not be helpful, they may in fact be rational 

for someone with MS. Acceptance and Commitment Therapy (ACT) is considered one 

of the newer forms of CBT, often referred to as the “third wave” (Hayes, 2004). The core 

principle of ACT is the development of psychological flexibility through the six 

components of acceptance, cognitive defusion, present moment awareness, self as 
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observer, values clarification, and committed action. Rather than focusing on 

determining whether a belief is rational, ACT focuses on increasing acceptance of 

internal experiences and the ability to move away from believing everything we think 

(Hayes, 2004; Hayes, Strosahl, & Wilson, 2003; 2012; Luoma, Hayes, & Walser, 2007). 

A growing body of research has found ACT to be an effective treatment with a number of 

mental health and physical health issues including depression, anxiety (Forman, Herbert, 

Moitra, Yeomans, & Geller, 2007), smoking cessation (Bricker, Bush, Zbikowski, 

Mercer, & Heffner, 2014), chronic pain (Wicksell et al., 2013), and tinnitus (Hesser, 

Westin & Andersson, 2014). 

The ACT processes have increasingly been examined in association with 

improved adjustment, decreased symptoms, and quality of life (Dindo, Recober, 

Marchman, O’Hara, & Turvey, 2015; Foote, 2014; Foote, Hamer, Roland, Landy, & 

Smitherman, 2016; Kratz, Hirsh, Ehde, & Jensen, 2013; Pakenham & Fleming, 2011). 

For instance, Kratz, Hirsh, Ehde, and Jensen (2013) examined the relationships between 

pain willingness and pain acceptance in a sample of individuals diagnosed with multiple 

sclerosis, muscular dystrophy, spinal cord injury, or post-polio syndrome and found that 

pain willingness predicted less pain interference and depression. Pain acceptance also 

predicted lower levels of depression and increased satisfaction with social roles and 

increased quality of life. Pakenham and Fleming (2011) found that higher levels of 

acceptance of MS predicted better adjustment at a 12-month follow-up. 

A number of studies have begun to examine the effectiveness of using ACT-based 

interventions with a variety of health conditions including, cancer (Arch & Mitchell, 

2016) fibromyalgia (Ljotsson et al., 2014; Wicksell et al., 2013), irritable bowel 
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syndrome (Ferreira, Eugenicos, Morris, & Gillanders, 2011) and stroke (Graham, 

Gillanders, Stuart, & Gouick, 2015). However, very few studies have examined ACT 

based interventions that have targeted individuals diagnosed with MS. Sheppard, 

Forsyth, Hickling, and Bianchi (2010) utilized a one-day workshop with a small group of 

participants diagnosed with multiple sclerosis and found at the post assessment three 

months later, the participants reported significantly improved quality of life, decreased 

depression, and less avoidance of unpleasant private experiences. Nordin and Rorsman 

(2012) conducted a pilot study comparing an ACT based group intervention to a 

relaxation group intervention. The authors found that both the ACT intervention and the 

relaxation intervention had positive but different outcomes at the three-month follow-up. 

The relaxation group reported decreases in anxiety, whereas the ACT group reported 

higher levels of acceptance of unpleasant thoughts and feelings. More recently, 

Pakenham, Mawdsley, Brown, and Burton (2018) found a seven-week ACT group 

intervention significantly improved mental health and physical QoL in patients with MS. 

The ACT component of acceptance has been fairly well established as a mediator 

in effective treatment (Pakenham & Fleming, 2011; Villatte et al., 2016). In addition, the 

ACT component of contact with the present moment (referred to as mindfulness in the 

research) has also received considerable attention in research (Akerblom et al., 2016; 

Pakenham & Fleming, 2011). However, less research has been conducted to examine the 

other therapeutic components of ACT, especially regarding values and committed action. 

Yet the goals and values one chooses have been shown to have an influence on a number 

of outcomes including meaning in life (Weinstein, Ryan & Deci, 2013) and well-being 
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(Chan & Joseph, 2000; Kasser & Ryan, 1996; Niemiec, Ryan, & Deci, 2009; Thompson 

& Pitts, 1993). 

Preliminary evidence has begun establishing the connection between values and 

the ACT therapeutic component of acceptance/willingness. Two separate studies have 

found that assisting participant’s in clarifying values and actively moving toward values 

(i.e. values and committed action) increases their willingness to tolerate pain (Branstetter-

Rost, Cushing, & Duleh, 2009) and persist in therapeutic tasks (Katz, Catane, & Yovel, 

2016). Values work has also been associated with desired outcomes in ACT-based 

interventions in individuals with diabetes (Gregg, Callaghan, Hayes, & Glenn-Lawson, 

2007), migraines (Foote et al., 2016), fibromyalgia (Ljotsson et al., 2014; Steiner, 

Bogusch, & Bigatti, 2013), and chronic pain (Vowles & McCracken, 2008; Vowles, 

Wetherell, & Sorrell, 2009). However, very few studies examining values have been 

conducted with individuals diagnosed with MS. 

Kraemer, Wilson, Fairburn, and Agras (2002) called for greater research to be 

conducted examining the mediators and moderators of treatment effectiveness and 

attending to theory in the development of clinical interventions. Their desire was for 

equal emphasis to be given to determining whether the proposed elements of therapeutic 

change were, in fact, responsible for effective outcomes. In response, a number of 

studies have begun examining the components of the ACT theoretical model in relation 

to a variety of desirable outcomes (Trompetter et al., 2013). For instance, a meta-analysis 

of laboratory-based component studies conducted by Levin, Hildebrandt, Lillis, and 

Hayes (2012) found evidence that the six components identified in ACT as essential 
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mediators for the development of psychological flexibility displayed significant effects 

on behavioral outcomes and in self-reported relationship to internal experiences. 

Summary 

Multiple sclerosis impacts approximately 90 in 100,000 individuals in the United 

States. The disease’s attack on the central nervous system results in a wide range of 

symptoms and can result in severe disability. In addition, it has an unpredictable disease 

course and currently there is no cure (NMSS, 2018). The combined uncertainty of the 

disease and its progression over time, make adjustment to MS a complex process. 

Despite its prevalence and long-term consequences, few studies have been conducted to 

provide a comprehensive understanding of the psychological factors contributing to 

adjustment (Ploughman et al., 2012). 

The basic therapeutic tenet of acceptance and commitment therapy is to find ways 

to assist individuals to lead a valued, meaningful life, regardless of unpleasant thoughts, 

feelings, sensations, and memories (Hayes et al., 2003; 2012; Trompetter et al., 2013). 

When faced with a diagnosis of a chronic, life-changing illness, individuals may re-

examine their goals and values (Irvine, Davidson, Hoy, & Lowe-Strong, 2009). 

However, very little research to date has been directed at examining the relationship of 

values in the adjustment process of individuals diagnosed with a chronic illness. Even 

less research has been directed at examining the ways in which values and committed 

action interact, which is defined in the ACT literature as the construct of an engaged 

response style.  

Successful adjustment to MS is closely tied to the ability to shift one’s goals and 

frequently involves re-evaluating one’s identity and roles (Irvine et al., 2009). This 
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flexibility to change in response to external stimuli is related to the ACT 

conceptualization of psychological flexibility. Yet, other factors such as disease 

variables and personality have also been linked with adjustment to a chronic illness. 

Therefore, the current study utilized an ACT framework and included personality traits 

and disease variables for studying the psychological adjustment of individuals diagnosed 

with MS. 

Purpose of the Study 

The purpose of this study was to examine the complex factors that contribute to 

adjustment to MS. In order to better understand the process of adjustment to MS, this 

research focused on values, committed action, personality, and quality of life. The study 

also examined the relationships among these variables for direct and indirect effects.  

Additionally, demographic variables such as age, gender, race, and socio-economic status 

were examined. 

Significance of the Study 

The negative impact of MS extends beyond the individual to include societal and 

economic costs as well (Trisolini et al., 2010). The current study aims to illuminate the 

factors and processes that assist individuals in the adjustment to MS, specifically the 

contribution of personality, values, and committed action to the quality of life of those 

affected by the disease. Examination of these factors will extend previous research into 

the feasibility and effectiveness of using an ACT intervention with individuals diagnosed 

with MS. The results of the study will not only aid in the psychological treatment of 

individuals with MS but will also assist medical professionals working with this 

population, including doctors, nurses, physical therapists, and occupational therapists. 
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Definition of Terms 

The terms utilized in research sometimes differ from those found within the ACT 

theoretical model. Therefore, the following definitions will be used throughout this 

dissertation. 

Committed Action 

This construct refers to an individual’s ability to continue moving in valued 

directions regardless of the difficulties this may entail. From an ACT perspective, 

committed action requires a willingness on the part of the individual to continue behaving 

congruent with one’s values despite experiencing unwanted thoughts, feelings, and 

sensations that arise in this process. 

Values 

The construct of values refers to those aspirations that are not achievable, but 

rather are ideals or act as a guide for our behavior. This term can be found within many 

other theoretical frameworks referenced as major life goals (Roberts, O’Donnell, & 

Robins, 2004), aspirations (Kasser & Ryan, 1996), and personal strivings 

(Emmons,1991). Research suggests that values or major life goals change over time but 

can be conceived as possessing more trait-like aspects than state qualities (Hill, Burrow, 

Brandenberger, Lapsley, & Quaranto, 2010; Ludtke, Trautwein, & Husemann, 2009). 

The term values, as used in this dissertation, refers to the content of those aspirations 

deemed as most important by the individual and which serve as a guide for their actions. 

Engaged Response Style 

Acceptance and commitment therapy conceptualizes this construct as combining 

the components of values and committed action (Hayes et al. 2003; 2012). Living with 
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an engaged response style captures an individual’s commitment to behavior that is 

consistent with their values. From an ACT perspective, an engaged response style gives 

rise to greater meaning in life. The ACT model includes two other response styles that 

were not the primary aim of this study. Those are an open response style (made up of 

acceptance and cognitive defusion) and a centered response style (made up of present 

moment awareness and self as observer). 

Personality Traits 

The ACT model does not address personality traits as a factor in the development 

of psychological flexibility. However, personality traits have been found to significantly 

relate to outcomes in health research (e.g. Atherton, Robins, Rentfrow, & Lamb, 2014; 

Bogg, Voss, Wood and Roberts, 2008). The construct of personality traits in this paper 

references the widely accepted, five-factor model containing the broad traits of 

neuroticism, extraversion, openness, conscientiousness, and agreeableness. 

Quality of Life 

Quality of life is nomothetic and involves the subjective perception of an 

individual’s satisfaction with their life as a whole (Cummins, 2005; 2013; Dijkers, 2007; 

Farquhar, 1995; Moons, Budts, & De Geest, 2006; WHOQOL Group, 1997). Quality of 

life can be conceived as a state-based construct but also possesses aspects that 

demonstrate less sensitivity to change (Cummins, 2005; 2013; Farquhar, 1995; Moons et 

al., 2006; Muldoon, Barger, Flory, & Manuck, 1998; Saxena & Orley, & WHOQOL 

Group, 1997; WHOQOL Group, 1997). 
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Chapter II 

Literature 

A diagnosis of multiple sclerosis is likely a life-changing event for most 

individuals but there is insufficient literature available regarding evidence-based 

treatment for this population especially in comparison with other health conditions 

(Thomas et al., 2006). A growing body of research has demonstrated the effectiveness of 

utilizing Acceptance and Commitment Therapy with persons diagnosed with chronic 

illness. 

ACT Theoretical Model 

Acceptance and Commitment Therapy (ACT) offers insight into the 

psychological processes that can contribute to adjustment. ACT emphasizes 

psychological flexibility, or the ability to engage in behaviors that are congruent with 

one’s goals and values regardless of internal and external influences. Psychological 

flexibility is conceptualized as consisting of the components of acceptance, present-

focused awareness, values, cognitive de-fusion, self-as-observer, and committed action. 

(See Figure 1; Hayes et al., 2003; 2012; Luoma et al., 2007). From an ACT perspective, 

a key issue in the development of psychopathology is experiential avoidance of unwanted 

private events. This refers to thoughts, feelings, and physical sensations that are 

experienced as unpleasant and are therefore cognitively and behaviorally avoided. ACT 

views this tendency of individuals to avoid unpleasant private experiences, as frequently 

leading to reinforcement, amplification of the feeling, and perpetuating patterns of 

behavior that are maladaptive. The component of acceptance emphasizes the importance 

of experiencing unpleasant emotions such as anxiety or sadness or sensations such as 
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pain, rather than being ruled by those internal experiences. Present focused awareness 

(often referred to as mindfulness in research) enables individuals to respond to the current 

situation rather than reacting to either past experiences or future worries. Cognitive de-

fusion refers to the ability of the individual to recognize that their thoughts are not 

necessarily truth and therefore, are not dangerous. Self-as-observer (also referred to as 

self-as-context) refers to the ability to distance oneself from thoughts, feelings, and 

sensations. The component of values refers to assisting the individual in clarifying those 

things that are most important to them. When one continues to move in valued directions 

regardless of the unpleasant thoughts and feelings entailed, this is the component of 

committed action. This allows individuals to move toward valued, worthwhile lives and 

increases psychological flexibility (Hayes, 2004; Hayes et al., 2003; 2012; Luoma et al., 

2007). 

ACT response styles. The six components of psychological flexibility are paired 

to create a total of three types of response styles in ACT (See figure 2). The three 

response styles are an open response style (acceptance/willingness and cognitive 

defusion), a centered response style (made up of present focused awareness and self-as-

context) and an engaged response style (made up of values and committed action). All of 

these response styles are critical elements in developing psychological flexibility and 

would therefore contribute to the adjustment process. However, the components of 

acceptance and mindfulness, which are key components in an open and centered response 

style, have been researched more extensively than values or committed action. An 

engaged response style composed of committed action and values, reflects one in which 

the individual is able to create a meaningful existence regardless of life’s challenges. 
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(Hayes et al., 2003; 2012; Trompetter et al., 2013). Several studies have linked the ACT 

components of acceptance (part of an open response style) and mindfulness (part of a 

centered response style) with increases in reported levels of quality of life and decreased 

distress (Akerblom et al., 2016; Pakenham, 2006; Pakenham & Fleming, 2011). Less well 

researched are the ACT components of values and committed action (i.e. an engaged 

response style) contribution to quality of life. Furthermore, ACT processes in general 

and these components in particular have not been well researched with patients diagnosed 

with MS. Yet, an engaged response style has been found to be influential in increasing 

and decreasing the extent that one can find meaning in their roles and identity in their 

lives (Hayes et al., 2003; 2012; Trompetter et al., 2013). 

Engaged Response Style: Committed Action 

Committed action refers to the ability to continue moving toward goals and values 

despite unpleasant thoughts, feelings, sensations, and memories that may arise in the 

process. Although it is often difficult to pull apart the ACT processes associated with an 

engaged response style in the literature, the following studies were included in this 

section because they appeared to focus solely on committed action with little to no 

emphasis on values or the values clarification component. 

Committed action and correlational research. In the development of the 

Engaged Living Scale (ELS; as a measure of committed action), two related studies were 

conducted to measure its reliability and validity. In the first study, participants consisted 

of undergraduate students, their parents, and grandparents. The ELS was found to 

correlate moderately with the mental health subscale of a measure of health-related 

quality of life and a lower but still significant correlation with the physical health 
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subscale (Trompetter et al., 2013). In a second study utilizing participants with chronic 

pain, the authors found the scale correlated low to moderately with other measures of 

ACT processes as well as tests of emotional, psychological and social well-being. 

A growing body of research has provided evidence of the importance of 

committed action in dealing with a chronic pain condition (Branstetter-Rost et al., 2009; 

Foote, 2014; McCracken & Keogh, 2009; McCracken & Vowles, 2008). For example, a 

study conducted by McCracken and Keogh (2009) found that individuals with chronic 

pain reporting higher levels on a measurement of their committed action, reported lower 

levels of disability, pain intensity, depression, and anxiety. In a study examining 

differential effects of the ACT components of acceptance versus committed action in a 

sample of individuals with migraines, committed action significantly predicted pain-

related disability above and beyond acceptance. In other words, participants endorsing 

higher levels of committed action also reported lower levels of pain-related disability 

(Foote, 2014). However, in a study by Dindo, Recober, Marchman, O’Hara, and Turvey 

(2015) with individuals suffering from migraines, committed action contributed 

significant variance only to quality of life and self-reported disability, but the proportion 

was smaller than that contributed by acceptance. 

Committed action and experimental studies. Researchers have begun testing 

the differential treatment effects among the various ACT components. For instance, in a 

study conducted by Branstetter-Rost, Cushing, and Douleh (2009), the addition of a brief 

committed action exercise to an acceptance exercise increased the participants’ ability to 

tolerate a cold-pressor task. Those receiving both the acceptance and committed action 

exercise tolerated the pain significantly more than participants receiving either the 
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acceptance exercise alone or participants in the control group. These results are 

consistent with other studies finding that participants receiving a committed action 

intervention were able to persist in a therapeutic task longer than other groups (Katz et 

al., 2016). 

The ACT component of committed action has been frequently included in 

interventions conducted with patients diagnosed with mental health concerns (Forman et 

al., 2007) as well as with physical health conditions such as insomnia (McCracken, 

Williams, & Tang, 2011), diabetes (Gregg et al., 2007), chronic pain conditions (Ljotsson 

et al., 2014; Steiner et al., 2013; Vowles & McCracken, 2008; Vowles et al., 2009) and 

even MS (Pakenham et al., 2018; Sheppard, Forsyth, Hickling, & Bianchi, 2010). For 

instance, in a randomized controlled trial with participants identified as having mild to 

moderate psychological distress, Fledderus, Bohlmeijer, Smit, and Westerhof (2010) 

found that an ACT intervention focused on mindfulness, acceptance and committed 

action demonstrated greater improvements in participants’ emotional and psychological 

well-being than participants assigned to the wait-list control group. However, the authors 

did not report the differential influence of acceptance and committed action on the 

outcome measures. Instead, they included this as a combined overall assessment of 

improvement in psychological flexibility. 

A study conducted with chronic pain patients found that an intensive treatment 

intervention utilizing both the ACT components of acceptance and committed action was 

associated with improved physical and emotional functioning three months later 

(McCracken & Vowles, 2008). These treatment effects were maintained in a follow-up 

study with the participants conducted three years later. However, the authors did not 
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examine the differential impact of acceptance and committed action on the outcome 

variables (Vowles, McCracken, & O’Brien, 2011). 

In a randomized controlled trial with family caregivers of patients diagnosed with 

dementia, the ACT treatment components of acceptance and committed action were 

found to provide clinically significant reductions in depressive and anxiety symptoms on 

par with those receiving CBT (Losada et al., 2015). While those receiving the CBT 

intervention maintained improvements in depressive symptoms, those receiving the ACT 

intervention did not. However, both interventions lead to clinically equivalent reductions 

in anxiety symptoms. Although, this could be interpreted as evidence that CBT was more 

effective in this study, the outcome measures focused on symptomology rather than QoL 

or well-being. Committed action entails one aspect of an engaged response style and 

theoretically has been linked with mental health enhancement more so than symptom 

reduction (Higgins, 1997). Furthermore, the authors did not examine the differential 

impacts of acceptance and committed action. 

Gregg, Callaghan, Hayes, and Glenn-Lawson (2007) conducted a randomized 

controlled trial with individuals diagnosed with diabetes. Patients of a community clinic 

were assigned to either a one-day education only or education with ACT components 

workshop. They found that participants in the workshop including the ACT components 

of acceptance, mindfulness, and committed action had significantly improved diabetes 

reported self-management and significantly decreased molecular indicators of average 

monthly blood glucose levels at the three-month follow-up in comparison with the 

education only group. In their mediational analysis, acceptance was found to significantly 

explain the changes in diabetes self-management. However, the relative contributions of 
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committed action and mindfulness were not reported in this study and it is assumed that 

they did not significantly explain the reported intervention outcomes.  

Sheppard et al. (2010) provided a half day ACT workshop for individuals 

diagnosed with MS. They included the ACT components of acceptance, cognitive 

defusion, mindfulness, and committed action in their brief intervention. Data collected 

three months post intervention indicated that the intervention significantly decreased 

depression, pain interference, and increased acceptance and quality of life. Although the 

study demonstrated significant improvements for the participants, the authors did not 

include a measure to examine whether committed action was impacted through the 

intervention. In addition, due to the small sample size, mediation analyses could not be 

conducted to examine the different ACT components influence on outcomes. 

These studies demonstrate the importance of committed action in isolation from 

the other treatment components of ACT. However, the findings are not consistent across 

studies and as of yet, the unique contributions of committed action have not been 

examined in a sample of individuals diagnosed with MS. Furthermore, none of the 

aforementioned studies included a measure of personality to examine potential 

associations between traits, an engaged response style, and quality of life. 

Engaged Response Style: Values 

Living congruent with one’s values is what is meant by committed action, and this 

results in an increase in meaning in life (Hayes et al., 2003; 2012). In the ACT literature, 

value content has not been studied in terms of unique contribution to increased well-

being. Rather, the focus is generally on helping clients gain clarity on what values they 

hold, the relative importance of each one, and whether they are taking action in line with 
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them (Hayes et al., 2003; 2012). However, other research has demonstrated associations 

between value content with quality of life and well-being (Szarowski-Cox & Lee, 2018; 

Pinquart, Silbereisen, & Frohlich, 2009; Scheffold et al., 2014; Thompson & Pitts, 1993) 

Therefore, it is important to consider the constructs of committed action and values 

separately because both the content of values one chooses and whether one is taking 

action toward achieving them is related to the level of meaningfulness one is able to 

attain (Weinstein et al., 2013). 

Acceptance and commitment therapy identifies values clarification as one of main 

treatment components aiding in the development of psychological flexibility (Hayes et 

al., 2003; 2012). For individuals with MS, this may assume an even greater significance 

as previously cherished goals and dreams may no longer be feasible due to the symptoms 

associated with the disease. In fact, studies incorporating a qualitative component have 

found the narratives of individuals diagnosed with MS to contain elements of needing to 

re-evaluate and reprioritize their life goals (Irvine et al., 2009; Wilhite, Keller, Hodges, & 

Caldwell, 2004). Furthermore, some recent research has found associations between 

endorsement of values related to growth and learning with higher levels of self-

acceptance and enjoyment in life in individuals diagnosed with MS (Szarowski-Cox & 

Lee, 2018). 

Some confusion arises when one begins to delve into the motivational literature as 

each theory maintains a different conceptualization for definitions of aspirations, values, 

and life goals. For instance, NST conceives the domain of motives and values as being 

further divided into a related hierarchy that includes an idealized conceptualization of self 

as well as a range of long-term and short-term goals (Bleidorn et al., 2010; Kasser & 
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Ryan, 1996; Roberts & Robins, 2000). Acceptance and commitment therapy views 

values as being a guide for one’s actions, and goals as daily or weekly behavioral 

determinations.  However, a closer examination of the research in this area reveals 

striking similarities between the categories used regardless of the terminology. 

Therefore, the literature reviewed in this section will cover relevant studies related to 

major life goals, strivings, aspirations, and values. 

In general, theorists have been unable to agree on the various categories of values. 

Kasser and Ryan (1996) described values as generally falling into either agency 

(extrinsic) or communion (intrinsic) categories. However, other research has found that 

viewing value categories as falling on a one-dimensional continuum may not accurately 

capture the complexity of the construct (Grouzet et al, 2005; Szarowski-Cox & Lee, 

2018). Despite the lack of consensus on value content, there are similarities in the 

literature in this area. For instance, Kasser and Ryan’s (1996) Aspiration Index includes 

similar domains as Bleidorn et al.’s (2010) conceptualization of values. These in turn are 

similar to the major domains of values identified in other research (Szarowski-Cox & 

Lee, 2018; Ford 1992; Ford & Nichols, 1987; Grouzet et al., 2005; Pinquart et al., 2009; 

Roberts & Robins, 2000; Winell, 1987) as well as the categories utilized in an ACT 

values measurement (Valued Living Questionnaire; Wilson & Murrell, 2004; Wilson, 

Sandoz, Kitchens, & Roberts 2010). Table 1 shows a comparison of categories typically 

used in the motivational literature with the major life goal measure (Pinquart et al., 2009) 

used for this study. 

Research into values has been conducted more extensively within the field of 

personality (Bleidorn et al., 2010; Chan & Joseph, 2000; Ludtke et al., 2009; Roberts & 
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Robins, 2000), developmental psychology (Hill et al., 2010; Lapierre, Bouffard, Dube, 

Labelle, & Bastin, 2001; Roberts et al., 2004), and life threatening illnesses such as 

cancer (Hullman, Robb, & Rand, 2016; Pinquart et al, 2009), than it has been in 

individuals diagnosed with MS (Szarowski-Cox & Lee, 2018). For example, 

developmental psychology research has consistently found that rating pro-social, 

altruistic, and self-realization values as higher was linked with well-being across the 

lifespan (Hill et al., 2010; Lapierre et al., 2001). Furthermore, preliminary evidence has 

found that these values increase in importance as one ages (Morgan & Robinson, 2013). 

Values and other health conditions. In the field of oncology, a number of 

studies have been conducted examining the relationship of values to desirable outcomes 

such as well-being and meaning in life (Pinquart et al., 2009; Scheffold et al., 2014; 

Thompson & Pitts, 1993). For instance, in a study conducted by Thompson and Pitts 

(1993), the authors found that cancer patients endorsed a greater number of current 

intrinsic values in comparison to retrospectively considering what their pre-diagnosis 

values had been. In addition, rating current values such as social and relationship 

categories as higher was associated with higher levels of meaning in life. 

In a longitudinal study conducted by Pinquart, Silbereisen, and Frohlich (2009) 

the authors also found associations between value content and meaning in life. Cancer 

patients were assessed in a hospital setting at the beginning of their medical treatment and 

then again nine months later. The authors found that rating social and psychological 

values as more important at the beginning of their cancer treatment was associated with 

higher levels of meaning in life. In addition, rating social and psychological goals as 

more important at the initial assessment predicted higher levels of meaning in life at the 
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nine-month follow-up. Furthermore, they found that rating materialistic values as more 

important at the initial assessment predicted a decrease in meaning in life at the second 

assessment.  

Similar results were found in Scheffold et al.’s (2014) study examining the 

experiences of meaning and psychological distress in cancer patients. In this longitudinal 

study with two-time points, participants rated activities that they valued most in terms of 

being meaningful. The authors found that cancer patients that had rated social 

relationships, preserving culture, and involvement in social/political causes as more 

highly valued were more likely to report lower levels of depression six months later. In 

addition, ranking material values as higher predicted higher levels of depression and 

anxiety at the second data collection. 

Values and MS. To the best of this author’s knowledge, there has only been one 

previous study examining value content and quality of life in a sample of MS patients. In 

a study of MS patients conducted by Szarowski-Cox and Lee (2018), individuals who 

ranked psychological and social values as more important, also reported higher levels of 

meaningfulness. Furthermore, psychological values contributed statistically significant 

variance in quality of life measures of satisfaction with self and social relationships above 

and beyond socioeconomic status and self-reported health. However, material goals were 

not associated with decreases in meaningfulness or quality of life as it has been in other 

studies (Pinquart et al., 2009; Scheffold et al., 2014; Thomson & Pitts, 1993). 

Furthermore, this study did not examine values in relation to the construct of committed 

action. 
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Engaged Response Style: (Committed Action + Values) 

The ACT component of committed action together with values clarification, 

reflects an engaged response style. While other ACT components and response styles 

have been given greater attention in the literature, fewer studies have focused on 

committed action and values. This response style is indicative of continuing to engage in 

meaningful and valued pursuits regardless of unpleasant thoughts, feelings, and 

sensations that might be encountered along the way (Hayes, et al., 2012). Higgins (1997) 

refers to this type of treatment approach as a promotion goal as opposed to a prevention 

goal, which focuses on reduction of and coping with symptoms. For this reason, one 

would anticipate that an engaged response style would be more likely to be associated 

with increased levels of quality of life. 

Preliminary evidence suggests that the different response styles and ACT 

processes contribute uniquely to psychological outcomes. For instance, in a 

transdiagnostic, randomized block design intervention, Villatte et al. (2016) compared 

different outcome effects between a group receiving an intervention promoting an open 

response style (acceptance and cognitive de-fusion) versus one promoting an engaged 

response style (values and committed action). Both groups reported symptom reduction, 

but those receiving the open response style intervention demonstrated a greater reduction 

in symptoms. However, participants in the intervention targeting an engaged response 

style reported a higher quality of life than those receiving the open response style 

intervention. 

Engaged response style and other health conditions. The ACT components of 

committed action and values clarification have been included as part of treatment 
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interventions with patients diagnosed with a variety of health conditions. For example, in 

a recent intervention conducted with cancer survivors, Arch and Mitchell (2016) found 

several of the ACT components contributed to both symptom reduction and 

improvements in well-being. Their group intervention was focused on acceptance, 

cognitive defusion, values-clarification and committed action. Participants reported 

lower levels of depression and anxiety and increased meaningfulness at post intervention 

and at the three-month follow-up. However, the authors did not evaluate the ACT 

components individually to examine mediation effects with the outcome variables. 

In a correlational study of individuals with chronic pain, McCracken and Yang 

(2006) examined value domains and discrepancies in committed action. They found that 

individuals with chronic pain rated family and health values overall as higher in 

importance than values of friends and growth/learning. Furthermore, an engaged 

response style was associated with less self-reported disability and lower reported 

depression and pain-related anxiety symptoms. 

Engaged response style in patients with MS. There appears to be some 

preliminary evidence that an ACT intervention focusing on the processes of an engaged 

response style can be beneficial for individuals diagnosed with MS. For instance, 

Pakenham et al. (2018), conducted a pilot study to increase psychological flexibility in 

individuals with MS utilizing most of the ACT processes. Participants attended eight 

groups covering mindfulness, defusion, self-as-observer, acceptance, and an engaged 

response style. The authors found that the ACT processes lead to improvements in 

mental and physical QoL and decreases in depression. Furthermore, an engaged response 

style was found to mediate the increases in physical QoL. 
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Summary 

The ACT construct of an engaged response style (made up of the components of 

committed action and values) is likely an important aspect in the adjustment to a chronic 

illness such as MS. A few intervention studies have incorporated the components of 

committed action and values clarification, however none of these studies examined 

whether the content of values contributed to improvements in psychological adjustment.  

In addition, no correlational studies were identified that examined both ACT components 

of committed action and value content within the same study with a sample of patients 

diagnosed with MS. In conclusion, an engaged response style has received less attention 

in research than other styles. Examining the relationships between value content, 

committed action, and quality of life in MS patients will provide important information 

that can be utilized to improve psychological outcomes with this population. 

Personality Traits 

In correlational and longitudinal studies, personality has been shown to be a key 

predictor in health outcomes (Atherton et al., 2014; Bogg et al., 2008; Frank, Chapman, 

Duberstein, & Jerant, 2009). It has also been specifically linked with a variety of health 

outcomes in multiple sclerosis including quality of life (Benedict et al., 2005; Bruce & 

Lynch, 2011; Dubayova et al., 2013; Fernandez-Munoz et al., 2015). In addition, some 

motivation models have hypothesized that personality and values are constructs that are 

linked and equally influential in understanding the determinants of individual behavior 

(Roberts & Woods, 2006; Lodi-Smith & Roberts, 2007). For these reasons, personality 

was considered an important variable and included in the present study to further 

understanding of adjustment to MS. 
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The five-factor model of personality that includes the traits of neuroticism, 

extraversion, openness, conscientiousness and agreeableness has demonstrated reliability 

and validity across cultures (Donnellan, Oswald, Baird, & Lucas, 2006). Neo-

socioanalytic (NST) theory postulates that traits, along with motivation, narratives, and 

abilities form the structure of the individual personality and interact in complex ways 

with one’s identity and social reputation (Roberts & Woods, 2006; Lodi-Smith & 

Roberts, 2007). Traits are viewed as having characteristics of both stability and change 

over the course of the lifetime. However, research indicates changes in traits are not 

simply maturational, as once thought (McAdams & Olson, 2010). Rather, NST proposes 

a transactional relationship between traits, values, and one’s social roles. In other words, 

the societal roles one chooses such as a romantic relationship and career both influence 

and are influenced by one’s traits and values (Roberts & Woods, 2006; Lodi-Smith & 

Roberts, 2007). 

Personality Traits and Health Outcomes 

Multiple studies have demonstrated a connection between various personality 

traits, health behaviors and health outcomes (Atherton et al., 2014). For instance, 

personality has been linked to physical fitness (Bogg et al., 2008), mental health, and 

volunteering behavior (King, Jackson, Morrow-Howell, & Oltmanns, 2015). Personality 

traits have also been associated with the development of mental disorders and substance 

use (Hengartner, Kawohl, Haker, Rossler, & Ajdacic-Gross, 2016). Research conducted 

with patients diagnosed with MS has also demonstrated an association between 

personality with various outcomes including occupational stress, treatment adherence, 
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and quality of life (Bruce, Hancock, Arnett, & Lynch, 2010; Bruce & Lynch, 2011; 

Incerti et al., 2015; Zarbo et al., 2016). 

Neuroticism. The personality trait of Neuroticism has been consistently linked 

with health outcomes across both non-clinical and clinical populations. For instance, in 

Friedman, Kern and Reynolds (2010)’s longitudinal study of participants in the Terman 

Life Cycle Study, they found substantial evidence linking personality traits with various 

health outcomes. The study began with children in California in the 1920’s and 

participants were followed up once or twice a decade until 1986. The article draws upon 

personality and health outcomes collected in 1940 & 1986 as well as verifying death 

certificates to assess longevity. Findings from this decades-long study indicated higher 

levels of neuroticism predicted lower levels of physical health and subjective well-being. 

In another large-scale study, individuals reporting higher levels of neuroticism also rated 

themselves as having poorer overall health (Atherton et al., 2014). Turiano et al. (2012) 

found that higher levels of neuroticism predicted worse self-reported health, higher 

reported blood pressure, and more health-related absences from work. Similarly, 

Pontone, Zoltan, Perepezko, Weiss, and Bassett (2016) found that high neuroticism 

significantly predicted lower levels of reported quality of life for persons diagnosed with 

Parkinson’s disease. 

Personality has also been found to moderate the effectiveness of an intervention 

for patients with a chronic illness such as heart disease, arthritis, or diabetes (Frank et al., 

2009). For example, individuals with high neuroticism and low conscientiousness were 

found to benefit the most from an intervention to increase self-efficacy. 
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Conscientiousness. Similarly, conscientiousness has been frequently associated 

with health outcomes but the results have been less consistent. For instance, individuals 

with a combination of low conscientiousness and high neuroticism have been found to 

have higher levels of a chronic inflammation marker, interleukin-6 (Sutin et al, 2010). In 

a large UK Internet study, Atherton, Robins, Rentfrow, and Lamb (2014) found the 

personality trait of conscientiousness was associated with better self-reported health, 

lower body mass index, and less substance use above and beyond demographic variables. 

In a study of adolescents with asthma, conscientiousness exhibited a direct positive 

relationship with overall quality of life, but an inverse direct relationship with the positive 

aspects of quality of life (Van De Ven & Engels, 2011). Conversely, Friedman et al. 

(2010) did not find any significant relationships between conscientiousness and well-

being or conscientiousness and physical health. However, they did find that 

conscientiousness was significantly related to longevity in their longitudinal study. 

Extraversion and agreeableness. The relationship between personality and 

health outcomes has been even less clear among extraversion and agreeableness. For 

example, Atherton et al. (2014) found that lower levels of conscientiousness and higher 

levels of extraversion were associated with higher levels of substance abuse. Yet, in 

another study increased levels of extraversion and conscientiousness combined predicted 

improved self-reported health (Turiano et al., 2012). Van De Ven and Engels (2011) 

found in a sample of adolescents that extraversion was positively associated with QoL 

but agreeableness was not significantly correlated with QoL. However, Friedman et al. 

(2010) found associations between higher levels of agreeableness with better physical 
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health and subjective well-being. Conversely, agreeableness was found to predict poorer 

self-reported health in a different study (Turiano et al., 2012). 

Openness. Lastly, the personality trait of openness has frequently been found to 

be insignificant in health studies. However, Kinnunen et al., (2012) identified five 

personality profiles comprised of combinations of the five factors of neuroticism, 

extraversion, openness, agreeableness, and conscientiousness. They found in their 

longitudinal study that individual’s reporting higher levels of extraversion and openness 

combined with low levels of conscientiousness had poorer, but still average, reported 

health than those with a combination of high extraversion and conscientiousness and low 

neuroticism. 

Personality Traits and Multiple Sclerosis 

Neuroticism, conscientiousness, and MS. Similarly, personality has been 

associated with a variety of outcomes in patients with multiple sclerosis. Neuroticism 

and conscientiousness have been the traits most frequently associated with outcomes for 

patients diagnosed with MS. For example, Incerti et al. (2015) found significant 

correlations between higher levels of conscientiousness, lower levels of neuroticism and 

greater job satisfaction. Neuroticism also was significantly inversely related to physical 

health; however, the association between conscientiousness and physical health was not 

significant (Incerti et al, 2015). The personality traits of neuroticism and 

conscientiousness have also been found to be associated with treatment adherence in MS 

patients. Bruce, Hancock, Arnett, and Lynch (2010) found patients with poor treatment 

adherence had statistically significantly lower levels of conscientiousness and higher 

levels of neuroticism than those with better compliance with medical treatment. In 
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another study, MS patients with higher levels of neuroticism and lower levels of 

conscientiousness were also found to have higher elevations of anxiety and depression 

than healthy matched controls (Bruce & Lynch, 2011). Furthermore, in a literature 

review of the impact of personality traits on the experience of fatigue in MS patients, Bol, 

Duits, Hupperts, Vlaeyen, and Verhey (2009) found ample evidence for the role of 

neuroticism in fatigue. However, less evidence was found for the role of 

conscientiousness in fatigue. 

Neuroticism, extraversion, and MS. Neuroticism and extraversion have also 

been associated in combination with health and vocational outcomes in MS patients. For 

example, in one study participants with lower neuroticism and higher extraversion scored 

significantly better on a measure of physical health. The study also found that the 

combination of higher neuroticism and lower extraversion was also correlated with job 

stressors (Incerti et al., 2015). Another study conducted in Germany found that both 

increased levels of neuroticism and decreased levels of extraversion were better 

predictors of fatigue than physical disability (Merkelbach, Konig, & Sittinger, 2003). 

However, in a meta-analysis examining the role of personality traits in self-reported 

fatigue in MS patients, extraversion was not consistently linked with fatigue (Bol, Duits, 

Hupperts, Vlaeyen, & Verhey, 2009). Fernandez-Munoz et al. (2015) also found that 

personality traits did not remain significant in predicting fatigue after controlling for 

background variables. 

In a study of patients with MS at a hospital in Italy, Zarbo et al. (2016) found that 

personality traits predicted health-related quality of life above and beyond demographic 

and disease variables. In particular, neuroticism and extraversion were moderately 
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associated with the mental health and physical health QoL subscales. Their findings also 

found that extraversion was mildly predictive of social functioning, bodily pain, and 

vitality. However, neuroticism was not significantly associated with any of these 

subscales (Zarbo et al., 2016). 

Neuroticism, agreeableness, and MS. In a study conducted by Dubayova et al. 

(2013) with patients diagnosed with either MS or Parkinson’s disease, they found 

significant associations between higher levels of neuroticism and agreeableness and 

lower levels of psychological quality of life. However, when they accounted for 

depression and anxiety levels, the impact of personality became insignificant in their 

study. Conversely, a study conducted with patients diagnosed with MS in Spain found 

significant associations between personality traits and quality of life measures. The 

results revealed that agreeableness was positively correlated and neuroticism was 

negatively correlated with self-reported quality of life (Fernandez-Munoz et al., 2015). 

Openness and MS. Similar to findings for other health conditions, the trait of 

openness has infrequently been found as a significant predictor of health outcomes in MS 

patients. Only one study was identified where higher levels of openness predicted poorer 

treatment adherence in MS patients. However, it predicted less variance in treatment 

adherence than the personality traits of conscientiousness and neuroticism (Bruce et al., 

2010). 

Summary 

Research on personality relating to both general health issues as well as multiple 

sclerosis in particular, highlight the importance of assessing personality as a variable in 

the adjustment process. While the role of neuroticism in quality of life in individuals 
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with MS appears to be more consistently substantiated, the relationship with the other 

traits is unclear. Conscientiousness, extraversion, and agreeableness have been found to 

be associated with health outcomes, but the results have been inconsistent depending on 

the variables and methods used. Furthermore, it will be important to assess personality in 

combination with values and committed action to better understand the role of an 

engaged response style in the adjustment to MS. 

The Present Study 

The purpose of this research was to understand relationships among the variables 

of personality and an engaged response style in the adjustment to MS as measured by 

participants’ quality of life. Based on previous research and literature regarding these 

variables and patients diagnosed with MS, the following hypotheses were tested: 

Hypothesis 1 

Significant variance in the adjustment to MS as measured by the World Health 

Organization Quality of Life- BREF (WHOQOL-BREF) will be explained by personality 

traits as measured by the Mini-International Personality Item Pool (Mini-IPIP), values as 

measured by Life Goals (LG domains), and by committed action as measured by the 

Engaged Living Scale (ELS). 

Hypothesis 1a 

As measured by the Mini-IPIP, the personality traits of conscientiousness, 

agreeableness, and extraversion will significantly positively predict and the personality 

trait of neuroticism will significantly negatively predict adjustment in MS as measured by 

the WHOQOL-BREF. 

Hypothesis 1b 
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Social and psychological values as measured by LG will significantly positively 

predict and materialistic values as measured by LG will significantly negatively predict 

adjustment to MS as measured by the WHOQOL-BREF. 

Hypothesis 1c 

Committed action as measured by the ELS will significantly positively predict 

adjustment to MS as measured by the WHOQOL-BREF. 

Hypothesis 2 

Significant variance in the adjustment to MS as measured by the WHOQOL-

BREF will be explained by personality traits as measured by the Mini-IPIP, by 

committed action as measured by the ELS, and values as measured by LG domains above 

and beyond the demographic and disease variables. 

Hypothesis 2a 

Personality traits as measured by the Mini-IPIP will explain significant variance 

in the adjustment to MS as measured by the WHOQOL-BREF above and beyond 

significant demographic and disease variables. More specifically, the personality traits of 

extraversion, agreeableness, and conscientiousness will positively predict adjustment to 

MS and neuroticism will negatively predict adjustment to MS above and beyond the 

control variables. 

Hypothesis 2b 

Social and Psychological values as measured by LG domains, and committed 

action as measured by the ELS will positively predict, and materialistic values will 

negatively predict adjustment to MS as measured by the WHOQOL-BREF above and 
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beyond significant demographic and disease variables and personality traits as measured 

by the Mini-IPIP. 

Hypothesis 3 

Committed action as measured by the ELS will interact significantly with values 

as measured by LG with each of the quality of life domains as measured by the 

WHOQOL-BREF. 

Hypothesis 3a 

Committed action as measured by the ELS will moderate the relationship between 

social values as measured by LG with each of the quality of life domains as measured by 

the WHOQOL-BREF. 

Hypothesis 3b 

Committed action as measured by the ELS will moderate the relationship between 

psychological values as measured by LG with quality of life as measured by the 

WHOQOL-BREF. 

Hypothesis 3c 

Committed action as measured by the ELS will moderate the relationship between 

materialistic values as measured by LG with each of the quality of life domains as 

measured by the WHOQOL-BREF. 
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Chapter III 

Method 

This section describes the present study’s participants and their characteristics, 

data collection procedure, measures of the pertinent constructs and their psychometric 

properties, as well as data analytical methods, all of which were necessary to test the 

aforementioned hypotheses. 

The purpose of this research was to study personality traits, committed action, and 

value content in patients diagnosed with MS. This chapter presents the research design 

of this study, participants, assessments, procedures, and data analysis. This study relied 

on the following primary research questions to guide the research: 

1. What were the relative contributions of personality, value content, and committed 

action, in the adjustment to MS? 

2. Were the constructs of value content and committed action (the ACT construct of 

engaged response style) involved in the adjustment above and beyond 

demographic, disease variables, and personality traits? 

A preliminary analysis was conducted to determine whether or not relationships existed 

among the demographic and disease variables and the three key components of 

personality traits, committed action and value content.  The following secondary question 

helped to further focus the research agenda: 

1. Was there an interaction between value content domains and committed action in 

predicting the adjustment to MS? 
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Participants 

The participants were recruited through an online internet survey provider, 

SurveyMonkey Ò, and linked to National MS Society website 

(www.nationalmssociety.org). Participants were recruited directly through this website, 

local chapters across the country and other social media platforms. Inclusion criteria 

included being a citizen of the United States, at least 18 years of age, having a diagnosis 

of MS and being able to read and understand English. Exclusion criteria include lacking 

U.S. citizenship and being under the age of 18. A total of 234 participants completed the 

online survey. However, a total of 26 participants were excluded due to completing less 

than 95% of the measures. This stringent percentage was utilized as lower percentages 

resulted in some subscales having less than half of the data completed. 

These exclusion criteria resulted in a total of 208 participants completing the 

measure. Table 2 represents the demographic characteristics of the sample. Participants 

in the study had a mean age of 46.2 years (20-79, SD=12.3) and 88.6 identified as female 

(n=187). The majority of the participants were Caucasian (93.4%, n=197) and married 

(57.8%, n=122). The majority of the sample identified their socioeconomic status as 

middle class (49.3%) and 73.5% reported having relapsing remitting multiple sclerosis 

(RRMS). National prevalence of RRMS is estimated at 85%, so the participants in this 

study appear to be somewhat representative of the population. 

Power Analysis 

Effect size estimates were not readily available from prior research concerning 

personality traits, committed action, value content, and quality of life in individuals 

diagnosed with MS. Nevertheless, a priori power analysis was deemed necessary and 

www.nationalmssociety.org
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conducted to determine the minimum number of participants, using the software package 

G*power (Faul, Erdfelder, Lang, & Buchner, 2007). A simultaneous multiple regression 

analysis in this study with a fourteen-predictor variable equation concerning the main 

study questions – 4 control variables (age, SES, length of time since diagnosis, and self-

reported health), 10 main effects: personality traits (Neuroticism, Extraversion, 

Agreeableness, Openness, and Conscientiousness), committed action (total score), and 

value content (consisting of Social, Psychological, Material, and Health).  Next, a 

hierarchical multiple regression was conducted to examine whether committed action 

(total score) and value content (Social, Psychological, Material, and Health) contributed 

variance above and beyond the demographic, disease variables, and personality traits 

(Neuroticism, Extraversion, Agreeableness, Openness, and Conscientiousness).  In 

addition, 4 two-way interaction terms, committed action*Social values, committed 

action*Psychological values, committed action*Materialistic values, and committed 

action*Health values – was used as a baseline, along with the medium size effect (f2 = 

.15; Cohen, 1977), the alpha level of p < .05, and adequate level of power (.95), to 

calculate the number of participants required. The power analysis revealed that 173 

participants were minimally required thus the current study had adequate sample size and 

power. 

Missing Data 

Of the 234 participants that completed the online survey, 26 were excluded due to 

more than 5% of the measures missing. This was done in order to maintain subscales that 

were more than 50% complete. An analysis examining the differences between those that 

completed the survey with those that were excluded found no significant differences with 
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the exception of MS type. A Chi-Square test found a significant difference for 

completers verses non-completers for those individuals identified as having Primary 

Progressive MS X2 (4, N=233) = 3.96, p < .05). Of the 208 remaining cases, a total of 72 

points of missing data were identified (i.e. 1.7% of the data). Little’s (1988) Missing 

Completely at Random (MCAR) test revealed that the missing values in the remaining 

cases occurred completely at random X2 (2473) = 2329.48, p = .98). Due to less than 5% 

of the data identified as missing, a single imputation of mean replacement was utilized to 

handle the missing data points. Rubin, Witkiewitz, St. Andre, & Reilly (2007) found that 

in studies with less than 2% of the data missing, the method of mean substitution was an 

effective procedure. 

Procedures 

Approval from the Institutional Review Board (IRB) of the primary institution 

(i.e., the University at Buffalo) as well as the research review committee of the National 

MS Society (NMSS) were obtained. The present study collected data from participants 

about their personality traits, identified values, committed action, and quality of life. 

Demographic information including age, gender, SES, race/ethnicity, length of time since 

diagnosis, MS type, and self-reported health were also collected. An online weblink was 

provided on the National MS Society website, administered through SurveyMonkey Ò. 

Requests were sent to MS chapters throughout the United States to include the link in e-

mails, websites, and newsletters. Other social media platforms were utilized to promote 

the survey to individuals diagnosed with MS including FacebookÒ, RedditÒ, TwitterÒ, 

and online MS support groups. Participants were asked to consent to participate in the 

study before completing the measures. All responses were anonymous and participants 
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were assured of confidentiality. Participants completed the survey on a volunteering 

basis once, with no further follow up. 

Ethical Considerations 

Risks associated with completing the study were minimal. For any participants 

experiencing negative reactions due to answering questions regarding their quality of life, 

contact information for a wide range of mental health resources was provided (e.g. 

American Counseling Association, National Suicide Prevention, S.A.F.E Alternatives, 

National Coalition Against Domestic Violence, etc.). 

Measures 

The independent variables for the primary research question included the five 

personality traits as measured by the Mini-IPIP (Conscientiousness, Neuroticism, 

Extraversion, Openness, and Agreeableness), committed action as measured by the ELS, 

and values as measured by the 4-domain major life goal questionnaire (Social, 

Psychological, Material, and Health). 

Quality of life was measured with the WHOQOL-BREF and resulted in four 

separate domains including Social, Psychological, Environmental, and Physical. These 

four domains were the dependent variables in the study. 

Personality traits. The Mini-IPIP is 20-item measure based on the five-factor 

model of personality and includes four questions in each of the domains of neuroticism, 

extraversion, openness, conscientiousness, and agreeableness. Questions are worded 

both positively and negatively and are rated on a likert scale from 1, “very accurate” to 5, 

“very inaccurate (Goldberg, 1999). 



  

          

           

       

         

            

          

             

           

            

             

           

      

       

     

      

       

         

            

                

             

              

             

41 

The Mini-IPIP has demonstrated internal consistencies similar to that of longer 

five-factor model inventories. In addition, the measure has been found to have excellent 

convergent validity with other personality assessments such as the International 

Personality Item Pool Five Factor Model and the International Personality Item Pool 

NEO, both of which are longer scales. Furthermore, factor analysis has confirmed that 

this brief personality measure has retained the structure of the five-factor model 

(Donnellan et al., 2006). In the present study, the internal consistencies of the five 

factors remained fair to good (Extraversion: ! = .83; Agreeable: ! = .70; 

Conscientiousness: ! = .67; Neuroticism: ! = .78; Openness ! = .64). 

Values. The Life Goals (LG) categories found in the Pinquart et al. (2009) study 

were utilized for this analysis. This measure consists of 13 items, which classified values 

into four areas: Social (maintaining family relationships, maintaining friendship ties, and 

altruism), Psychological (wisdom/ understanding of life, intellectual interests, 

cheerfulness, maintaining stability, and closeness to good/religious goals), Materialistic 

(efficiency/career success, financial wellness, and autonomy), and Health-related values 

(maintaining/ improving physical health and healthy lifestyle). Values as defined in this 

study indicate long-term goals to which one aspires without necessarily “arriving.” 

Participants rated their agreement with whether they are striving for each value on a five-

point Likert scale from 1, “not at all” to 5, “very much”. Respective items were added to 

form four areas or subscales to reflect those specific value areas. Previous research found 

Cronbach alpha scores for each of the subscales to be acceptable ranging from ! = .71 -

.84 (Szarowski-Cox & Lee, 2018). Within the current study, the internal consistencies 
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were similar to those found previously (Social: ! = .72; Psychological: ! = .73; Material: 

! = .77; Health ! = .80). 

Committed action. Committed action was measured with the Engaged Living 

Scale (ELS). Developed by Trompetter et al. (2013), the ELS was designed for use in 

both clinical practice and in research. In response to the call for research conducted to 

determine the mediator and moderator variables of effective treatment, the authors sought 

to fill a perceived gap in the ACT repertoire of assessment tools available. The ELS was 

developed utilizing questions generated based on the ACT theoretical model as well as 

adapting questions from related constructs such as meaning in life and living 

authentically. A series of studies and factor analyses were conducted on the original pool 

of items, resulting in a final version of 16 questions. The questionnaire is composed of 

two subscales: valued living (10 items) and life fulfillment (6 items) and combined 

measures committed action. Factor modeling by Trompetter et al. (2013) indicated that it 

can be scored as a single score, as well as used to measure the subscales individually. 

Higher total scores indicate higher levels of committed action. It has demonstrated 

excellent internal consistency (α = .86 for each subscale; α = .90 total). The ELS has been 

tested on both clinical and non-clinical populations, including individuals diagnosed with 

chronic pain. It has shown construct validity with a variety of other measures including 

other ACT based questionnaires, well-being and inverse relationships with tests of 

depression and anxiety (Trompetter et al, 2013). For the present study the ELS was used 

in its entirety in order to capture the construct of committed action. The ELS 

demonstrated excellent internal consistency within the current study (! = .92) 
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Quality of life. Quality of life was measured with the World Health Organization 

Quality of Life – BREF, which was derived from the longer WHOQOL-100 (WHOQOL 

Group, 1997). Confirmatory factor analysis identified a structure that includes the four 

domains of Physical, Psychological, Environmental, and Social relationship components. 

A total of 26 questions are positively and negatively worded utilizing a likert scale of one 

to five. The domain items are totaled and higher scores indicate a higher quality of life. 

The construct of physical QoL assesses participants’ perception of their ability to engage 

in activities of daily living and interference from pain and fatigue. Psychological QoL 

provides an assessment of self-acceptance, negative mood, and life satisfaction. 

Environmental QoL assesses participants’ sense of safety, financial security, and the 

accessibility of health services, transportation, and leisure activities. Social QoL assesses 

participants’ satisfaction with their personal relationships. 

The WHOQOL-BREF has demonstrated good reliability with coefficient alphas 

above .78 in most of the studies for all four domains (Ackerman, Graves, Bennell, & 

Osborne, 2006; Kalfoss, Low, & Molzahn, 2008; Skevington, Lotfy, & O’Connell, 2004; 

Van Esch, Den Outsden, & deVries, 2011). Overall the WHOQOL-BREF shows good 

construct validity. Ackerman, Graves, Bennell, & Osborne (2006) found moderate 

correlations with a number of other quality of life measures including the modified 

Health Assessment Questionnaire and the Assessment of Quality of Life instrument. The 

scale has also demonstrated negative correlations with scales of fatigue and scales of 

depression (Van Esch et al., 2011). In the present study, the internal reliability for each 

of the subscales was found to be good (Psychological: ! = .88; Physical: ! = .86; 

Environmental: ! = .85; Social: ! = .72). 
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Demographic and Disease Information 

Background variables included age, gender, race, and SES. In addition, data was 

collected regarding MS type and length of time since diagnosis. Socio-economic status 

(SES) was treated as a likert scale from “0” below poverty to “4” affluent. Participants 

rated their perception of health on a scale of 0, “the worst imaginable health state” to 100 

“best imaginable health state”. Age, gender, and length of time since diagnosis did not 

significantly correlate with any of the variables of interest and were not utilized in 

subsequent analyses. The sample identified as predominantly white and as a result there 

was not enough statistical power to determine if race/ethnicity significantly contributed to 

predicting QoL. Therefore, race/ethnicity were not included in subsequent analyses. 
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Chapter IV 

Results 

Preliminary Analyses 

Prior to conducting the main analyses for the present study’s hypotheses, first the 

data was tested to confirm that the assumptions of linear relationship, multivariate 

normality, low multicollinearity, and homoscedasticity were met. Once this was 

confirmed, preliminary analyses were conducted on the demographic characteristics as 

well as descriptive statistics and reliability estimates on the pertinent measures; these 

findings were reported in Chapter 3 (see Participants and Measures). 

A series of Independent Sample t-tests were conducted to examine MS type for 

between group differences. Relapsing/Remitting MS was the only disease type that 

differed significantly from the other categories and only within the Environmental and 

Physical QoL domains. None of the other disease classifications differed significantly 

from each other. Therefore, the MS variable was dummy coded “0” for RRMS and “1” 

for all other types. 

Descriptive Statistics and Correlations 

The means and standard deviations of, as well as Pearson’s product-moment zero-

order correlations among, demographic variables, disease variables (MS type, length of 

time since diagnosis, perceived health), personality traits (Extraversion, Agreeableness, 

Conscientiousness, Neuroticism, and Openness), committed action, values (Social, 

Psychological, Materialistic, and Health) and the four quality of life (well-being) 

subscales of the WHOQOL-BREF (Physical, Social, Psychological, and Environmental) 

were examined. Higher scores on the perceived health variable indicated greater 
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perceived health. Similarly, higher scores on the personality traits were indicative of 

participants evaluating the trait as more reflective of their personality; higher scores on 

committed action indicated higher levels of moving toward one’s values; higher scores on 

the value content domains were indicative that the participant identified that value to be 

important to them; and higher scores on the quality of life domains indicated higher 

levels of well-being in that domain. 

The independent and dependent continuous variables were examined for 

skewness and kurtosis. The skewness of the continuous variables in the present study 

ranged from +.46 (Extraversion) to -.70 (Agreeableness) and kurtosis ranged from +.82 

(Agreeableness) to -.72 (Extraversion). These results suggest that the participants rated 

themselves as slightly more Agreeable (higher scores) and slightly less Extraverted 

(lower scores). However, all of the values were found to be within an acceptable range of 

±2 (Gravetter & Wallnau, 2014). 

Table 3 provides the Pearson’s product-moment zero-order correlations among 

the studied variables. Among the demographic and disease variables, SES significantly 

and positively correlated with education (r = .26, p <.01) and perceived health (r = .25, p 

<.01). The type of MS correlated significantly and negatively with perceived health (r = 

-.34, p <.01). In other words, individuals identifying that they had an MS diagnosis other 

than RRMS were more likely to rate their perceived health as worse. The relationships 

between SES and personality traits was non-significant, but the relationship with 

identified values and committed action was low to moderate. For instance, SES was 

correlated moderately with Material values (r = .33, p < .01), Health values (r = .20, p 

<.01), and committed action (r = .19, p <.01). However, the correlation between SES and 
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Social values and Psychological values was low (Soc: r = .16, p <.05; Psych: r = .14, p 

<.05). Significant relationships were found between SES and the quality of life domains. 

SES correlated moderately with Psychological QoL (r = .25, p <.01), Physical QoL (r = 

.27; p <.01), Environmental QoL (r = .48, p <.01), and Social QoL (r = .21, p <.01). 

Highest level of education completed also correlated low to moderately with the quality 

of life domains. For example, education level had a low correlation with Physical QoL (r 

= .18, p <.01) and Social QoL (r = .17; p <.05), but moderately correlated with 

Environmental QoL (r = .23, p <.01) and Psychological QoL (r = .21, p <.01). Perceived 

health was moderately to highly correlated with the quality of life domains. For instance, 

health perception was highly related to Physical QoL (r = .68, p <.01) and moderately 

related to Psychological QoL (r = .45, p <.01), Environmental QoL (r = .44, p <.01), and 

Social QoL (r = .31, p <.01). Type of diagnosed MS was only correlated with the quality 

of life domains of Physical (r = .32, p <.01) and Environmental (r = .22, p<.01). 

The majority of the variables of interest, including personality traits, values, and 

committed action, also correlated with the quality of life domains. For instance, 

Extraversion correlated moderately with Psychological QoL (r = .35, p<.01), Physical 

QoL (r = .22, p<.01), Environmental QoL (r = .22, p<.01), and Social QoL (r = .32, 

p<.01). Conscientiousness also correlated moderately with Psychological QoL (r = .39, 

p<.01), Physical QoL (r = .30, p<.01), Environmental QoL (r = .25, p<.01), and Social 

QoL (r = .27, p<.01). Conversely, Neuroticism was moderately, negatively correlated 

with all of the QoL domains: there was an inverse relationship between Neuroticism and 

Psychological QoL (r = -.57, p<.01), Physical QoL (r = -.39, p<.01), Environmental QoL 

(r = -.43, p<.01), and Social QoL (r = -.45, p<.01). On the other hand, Agreeableness had 
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a low positive correlation with only three of the four QoL domains: Psychological QoL (r 

= .20, p<.01), Physical QoL (r = .15, p<.05), and Social QoL (r = .22, p<.01) and 

Openness had low correlations with Psychological QoL (r = .17, p<.05), Physical QoL (r 

= .19, p<.01), and Environmental QoL (r = .17, p<.05). The categories of value content 

and committed action all had moderate to high correlations with the QoL domains. Social 

values had a moderate relationship with Psychological QoL (r = .40, p<.01), Physical 

QoL (r = .29, p<.01), Environmental QoL (r = .34, p<.01), and Social QoL (r = .48, 

p<.01). Rating Psychological values as important was also moderately associated with 

Psychological QoL (r = .55, p<.01), Physical QoL (r = .35, p<.01), Environmental QoL 

(r = .37, p<.01), and Social QoL (r = .46, p<.01). Valuing Material pursuits as important 

was moderately and positively correlated with Psychological QoL (r = .52, p<.01), 

Physical QoL (r = .57, p<.01), Environmental QoL (r = .44, p<.01), and Social QoL (r = 

.41, p<.01). Health values were moderately correlated with Psychological QoL (r = .41, 

p<.01), Physical QoL (r = .42, p<.01), Environmental QoL (r = .37, p<.01), and Social 

QoL (r = .30, p<.01). Endorsing committed action was highly correlated with 

Psychological QoL (r = .75, p<.01), Physical QoL (r = .49, p<.01), Environmental QoL 

(r = .47, p<.01), and Social QoL (r = .63, p<.01). In other words, participants ranking 

their ability to move toward identified values and goals also reported higher levels of 

quality of life across all domains. 

Tests of Hypotheses 

Three sets of hypotheses were tested in the present study. First, it was 

hypothesized that the variables of interest (personality, values, and committed action) 

would significantly predict higher levels of the QoL domains (Psychological, Physical, 
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Environmental, and Social). Second, it was hypothesized that the aforementioned 

variables of interest would predict variance above and beyond background variables. 

Finally, it was hypothesized that the value domains (Social, Psychological, Material, and 

Health) would significantly interact with committed action in predicting the QoL 

domains. 

Hypothesis 1a-c. Personality, Values, & Committed Action 

The first set of hypotheses proposed that significant variance in the adjustment to 

MS as measured by the WHOQOL-BREF would be explained by personality traits as 

measured by the Mini-IPIP, values as measured by LG domains, and by committed action 

as measured by the ELS. To test these hypotheses, a series of simultaneous regression 

analyses were run to examine the variance predicted by personality traits (Extraversion, 

Agreeableness, Conscientiousness, Neuroticism, and Openness), value domains (Social, 

Psychological, Material, and Health), and committed action for each of the four QoL 

domains (Psychological, Physical, Environmental, and Social). 

H-1a. Personality traits. It was hypothesized that the personality traits of 

Conscientiousness, Agreeableness, and Extraversion would significantly positively 

predict and the trait of Neuroticism would significantly negatively predict adjustment in 

MS. The results for the simultaneous multiple regression analyses are contained in 

Tables 4, 5, 6, and 7 categorized by QoL domains. 

Psychological QoL. The entire model that included personality, committed action 

and values predicted 66% of the variance in Psychological QoL (see Table 4).  In terms 

of personality traits found to be significant in predicting Psychological QoL, the 

simultaneous multiple regression revealed significant beta’s in the anticipated positive 
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direction for Extraversion (b = .15, p <.00), and Conscientiousness (b = .09, p <.05), and 

a negative variance for Neuroticism (b = -.22, p <.00). The personality trait of Openness 

was not found to be significant in this simultaneous analysis (b = .06, p = .21). 

Surprisingly, in this first analyses, Agreeableness was found to be significant, but not in 

the expected direction (b = -11, p <.02). This would suggest that participants endorsing 

higher levels of Agreeableness, also were more likely to report lower levels of 

Psychological QoL. 

Physical QoL. The entire model (including personality, committed action, and 

values) without the demographic and disease variables predicted 43% of the variance in 

Physical QoL (See Table 5). In terms of personality traits found to be significant in 

predicting Physical QoL, the simultaneous multiple regression revealed a significant beta 

only for Neuroticism (b = -.15, p <.05). The personality traits of Extraversion (b = .08, p 

>.05), Agreeableness (b = -.10, p >.05), Conscientiousness (b = .06, p >.05), and 

Openness (b = .08, p >.05), were not found to be significant. 

Environmental QoL. The entire model (including personality, committed action, 

and values) predicted 36% of the variance in Environmental QoL (See Table 6). In terms 

of personality traits found to be significant in predicting Environmental QoL, the 

simultaneous multiple regression revealed a significant and negative standardized 

coefficient for Neuroticism (b = .-23, p <.01) and Agreeableness (b = -.16, p <.05). In 

other words, rating the traits of Neuroticism and Agreeableness as higher was associated 

with lower levels of Environmental QoL. The personality traits of Extraversion (b = .10, 

p >.05), Conscientiousness (b = .01, p >.05), and Openness (b = .07, p >.05), were not 

found to be significant. 
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Social QoL. The entire model (including personality, committed action, and 

values) predicted 49% of the variance in Social QoL without the demographic and 

disease variables included in the analysis (See Table 7). Extraversion (b = .13, p <.05) 

was the only personality trait found to positively predict Social QoL and Neuroticism (b 

= -16., p <.01) negatively predicted Social QoL. The personality traits of Agreeableness 

(b = -.07, p >.05), Conscientiousness (b = .01, p >.05), and Openness (b = .03, p >.05), 

were not found to be significant. 

H-1a. Summary. In terms of personality traits, the simultaneous multiple 

regression revealed that Neuroticism significantly negatively predicted all four of the 

QoL domains. Extraversion was significant in predicting both Psychological and Social 

QoL. Conscientiousness was significant only in predicting Psychological QoL. 

Agreeableness was significant in predicting both Psychological and Environmental QoL 

but not in the expected direction. Instead, Agreeableness was negatively associated with 

both of these domains. Lastly, the personality trait of Openness was not significant in 

predicting any of the QoL domains. Thus H-1a was fully supported for Neuroticism, and 

partially supported for Extraversion and Conscientiousness. 

Hypothesis 1b. Values. It was hypothesized that Social and Psychological values 

as measured by LG would significantly positively predict and materialistic values as 

measured by LG will significantly negatively predict adjustment to MS as measured by 

the WHOQOL-BREF. The results for the simultaneous multiple regression analyses are 

contained in Tables 4, 5, 6, and 7 categorized by QoL domains. 

Psychological QoL. In terms of the value domains in predicting Psychological 

QoL, none of the four categories of Social (b = .05, p >.05), Psychological (b = .06, p 
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>.05), Material (b = .06, p >.05), or Health (b = .07, p >.05) were found to be significant 

in the simultaneous regression analyses (See Table 4). 

Physical QoL. In terms of the value domains in predicting Physical QoL, the 

categories of Material (b = .37, p <.00) and Health (b = .18, p <.01), were found to be 

significant in the simultaneous regression analyses (See Table 5). Interestingly, rating 

Material values as higher, positively rather than negatively predicted Physical QoL. 

Social and Psychological values were not found significant in predicting Physical QoL 

(Soc: b = .05, p >.05; Psych: b = .06, p >.05). 

Environmental QoL. In terms of the value domains in predicting Environmental 

QoL, the categories of Social (b = .17, p <.05) Material (b = .18, p <.05), and Health (b = 

.16, p <.05) were found to be significant in the simultaneous regression analyses (See 

Table 6). Similar to the findings for Physical QoL, rating Material values as higher 

positively rather than negatively predicted environmental QoL. 

Social QoL. In terms of the value domains in predicting Social QoL, only Social 

values (b = .26, p <.01) were found to be significant (See Table 6). The categories of 

Psychological (b = -.04, p >.05), Material (b = .02, p >.05), and Health (b = .04, p >.05) 

were found to be insignificant in the simultaneous regression analyses. 

H-1b. Summary. Overall, values did not contribute significant variance in the 

current study. Social values were found to significantly predict both Environmental and 

Social QoL. Health and Material values were found to significantly predict 

Environmental and Physical QoL. However, Material values did not predict variance in 

the expected direction. Instead, it was positively associated with these two value 
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domains. None of the values were found to significantly contribute to Psychological 

QoL. Therefore, H-1b was only partially supported by Social and Health values. 

Hypothesis 1c. Committed action. It was hypothesized that Committed action as 

measured by the ELS would significantly positively predict adjustment to MS as 

measured by the WHOQOL-BREF. The results for the simultaneous multiple regression 

analyses are contained in Tables 4, 5, 6, and 7 categorized by QoL domains. 

Psychological QoL. Committed action was found to significantly and positively 

predict the variance in psychological QoL (b = .47, p <.00; See Table 4). 

Physical QoL. Committed action was also found to significantly and positively 

predict the variance in physical QoL (b = .17, p <.05; See Table 5). 

Environmental QoL. Committed action was also found to significantly and 

positively predict variance in Environmental QoL (b = .17, p <.05; See Table 6). 

Social QoL. Committed action was found to significantly and positively predict 

variance in social QoL (b = .41, p <.01; See Table 7). 

H-1c. Summary. Committed action was significantly positively associated with 

all four of the QoL domains. It accounted for a significantly large proportion of the 

variance in Psychological QoL and Social QoL. Committed action contributed a lower, 

but still significant variance to both Environmental and Physical QoL. Therefore, H-1c 

was fully supported in the current study. 

Hypothesis 2a-b. Personality, Values, and Committed Action with Controls 

The second set of hypotheses proposed that significant variance in the adjustment 

to MS as measured by the WHOQOL-BREF would be explained by personality traits as 

measured by the Mini-IPIP, values as measured by LG domains, and by committed action 
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as measured by the ELS, above and beyond demographic and disease variables. To test 

the secondary set of hypotheses, a hierarchical regression was run for each of the four 

QoL domains. The first step involved entering significant demographic and disease 

variables to control for variance, step two involved entering any of the personality traits 

that demonstrated significant standardized betas in the simultaneous analyses as well as 

committed action, and the third step involved entering any value domains that were found 

to have significant standardized betas in the first set of analyses. Variables demonstrating 

significant standardized beta’s in the simultaneous analysis were carried forward and 

included in the hierarchical analysis. 

H-2a. Personality traits. It was hypothesized that personality traits as measured 

by the Mini-IPIP would explain significant variance in the adjustment to MS as measured 

by the WHOQOL-BREF above and beyond significant demographic and disease 

variables. More specifically, the personality traits of Extraversion, Agreeableness, and 

Conscientiousness would positively predict adjustment to MS and Neuroticism would 

negatively predict adjustment to MS above and beyond the control variables. The results 

of the hierarchical regression are categorized by QoL domain in Tables 4, 5, 6, and 7. 

Psychological QoL. In determining Psychological QoL, the control variables of 

education level, SES, and perceived health were entered into Step 1 as these were found 

to be significantly correlated. In Step 2, the personality traits of Extraversion, 

Agreeableness, Conscientiousness, and Neuroticism were entered as these were found to 

be significant in the simultaneous multiple regression. 

The results of the hierarchical analysis for psychological QoL are included in 

Table 4. Among the demographic and disease variables, only perceived health was 
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significant in the hierarchical regression (b = .17, p <.00). Together the demographic and 

disease variables accounted for 24% of the variance in Psychological QoL. Although the 

personality trait of Agreeableness did not remain significant, Extraversion (b = .15, p 

<.00), Conscientiousness (b = .10, p <.05), and Neuroticism (b = -.23, p <.00) contributed 

significantly in the expected directions in the prediction of Psychological QoL above and 

beyond the control variables. 

Physical QoL. Variables demonstrating significant standardized beta’s in the 

simultaneous analysis were carried forward and included in the hierarchical analysis. In 

determining Physical QoL, the control variables of education level, SES, MS Type, and 

perceived health were entered into Step 1 as these were found to be significantly 

correlated. In Step 2, the personality trait of Neuroticism was entered as this was the only 

trait that contributed significant variance in the simultaneous regression. 

The results of the hierarchical analysis for Physical QoL are included in Table 5. 

Among the demographic and disease variables, only perceived health (b = ..44, p <.00) 

and MS type (b = -.19, p <.00) were significant in the hierarchical regression. Step 1 

accounted for 50% of the variance in Physical QoL. The personality trait of Neuroticism 

(b = -.15, p <.01) continued to significantly and negatively contribute in the prediction of 

Physical QoL above and beyond the control variables.  

Environmental QoL. Variables demonstrating significant standardized beta’s in 

the simultaneous analysis were carried forward and included in the hierarchical analysis. 

In determining Environmental QoL, the control variables of education level, SES, MS 

type, and perceived health were entered into Step 1 as these were found to be 
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significantly correlated. In Step 2, the personality traits of Agreeableness and 

Neuroticism (H-2a) were entered. 

The results of the hierarchical analysis for Environmental QoL are included in 

Table 6. Among the demographic and disease variables, SES (b = .34, p <.00), perceived 

health (b = .15, p <.00) and MS type (b = -.21, p <.00) were significant in the hierarchical 

regression. Step one accounted for 36% of the variance in Environmental QoL. The 

personality trait of Neuroticism (b = -.23, p <.00) continued to significantly and 

negatively contribute in the prediction of Environmental QoL above and beyond the 

control variables but Agreeableness (b = -.04, p <.00) was no longer significant after 

accounting for demographic and disease variables. 

Social QoL. Variables demonstrating significant standardized beta’s in the 

simultaneous analysis were carried forward and included in the hierarchical analysis. In 

determining Social QoL, the control variables of education level, SES, and perceived 

health were entered into Step 1 as these were found to be significantly correlated. In Step 

2, the personality traits of Extraversion and Neuroticism were entered as these were 

significant in the simultaneous multiple regression. 

The results of the hierarchical analysis for Social QoL are included in Table 7. 

None of the demographic and disease variables were significant individually in predicting 

Social QoL in the hierarchical regression. (Education: b = .02, p >.05; SES: b = .05, p 

>.05; Perceived Health: b = .05, p >.05). However, together they accounted for 12% of 

the variance. The personality trait of Extraversion (b = .11, p <.05) significantly and 

positively predicted and Neuroticism (b = -.16, p <.01) continued to significantly and 
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negatively contribute in the prediction of Social QoL above and beyond the control 

variables (H-2a). 

H-2a. Summary. The personality trait of Neuroticism continued to significantly 

negatively predict all four of the QoL domains even after controlling for demographic 

and disease variables. Extraversion continued to positively predict variance in 

Psychological and Social QoL even after controlling for background variables. Similarly, 

Conscientiousness remained significant for Psychological QoL in the hierarchical 

regression. However, the personality trait of Agreeableness was no longer significant in 

Psychological and Environmental QoL after accounting for background variables. 

Therefore, H-2a was fully supported for Neuroticism and only partially supported for 

Extraversion and Conscientiousness. 

Hypothesis 2b. It was hypothesized that Social and Psychological values as 

measured by LG domains, and committed action as measured by the ELS would 

positively predict, and Materialistic goals would negatively predict adjustment to MS as 

measured by the WHOQOL-BREF above and beyond significant demographic and 

disease variables and personality traits as measured by the Mini-IPIP. 

Psychological QoL. To test H-2b demographic and disease variables were entered 

into Step 1, personality traits that were significant in the simultaneous multiple regression 

were entered into Step 2. Due to none of the value domains being significant in the 

simultaneous regression, committed action was entered into Step 3. The results of the 

hierarchical analysis are included in Table 4. As expected, committed action remained 

significant in the hierarchical regression (b = .50, p <.00) and accounted for 14% of the 

variance. 
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Physical QoL. The results of the hierarchical analysis are presented in Table 5. To 

test H-2b demographic and disease variables were entered into Step 1, personality traits 

that were significant were entered into Step 2, along with committed action. The value 

domains of Material and Health were entered in Step 3 as these were significant in the 

simultaneous regression. Committed action remained significant in predicting variance 

in Physical QoL in the hierarchical regression (b = .16, p <.01). Together committed 

action with Neuroticism accounted for 10% of the variance in Physical QoL. Valuing 

Health remained significant (b = .11, p <.05), but Material values (b = .12, p >.05) did 

not retain significance above and beyond the control variables; However, combined 

together they accounted for 2% of the variance in Physical QoL. 

Environmental QoL. The results of the hierarchical analysis are included in Table 

6. To test H-2b demographic and disease variables were entered into Step 1, personality 

traits that were significant in the simultaneous multiple regression were entered into Step 

2, along with committed action. The value domains of Social, Material and Health were 

entered in Step 3 as these were significant in the simultaneous regression. Committed 

action remained significant in the hierarchical regression (b = .19, p <.01) as did Social 

values (b = .12, p <.05). However, the values of Health (b = .11, p >.05) and Material (b 

= -.07, p >.05) did not retain significance above and beyond the control variables. 

Social QoL. The results of the hierarchical analysis are included in Table 7. To 

test H-2b demographic and disease variables were entered into Step 1, personality traits 

that were significant in the simultaneous multiple regression were entered into Step 2, 

along with committed action. The Social value domain was entered in Step 3 as this was 

the only significant value identified in the simultaneous regression. Committed action 
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remained significant in the hierarchical regression (b = .39, p <.00) as did Social values 

(b = .22, p <.00). For Social QoL, personality traits and committed action accounted for 

33% of the variance above and beyond control variables. 

H-2b. Summary. Committed action continued to significantly predict all four 

QoL domains even after accounting for demographic and disease variables. Social values 

remained significant for both Environmental and Social QoL domains as they did prior to 

controlling for background variables. Health values remained significant in predicting 

Physical QoL. However, Heath and Material Values were no longer significant in 

predicting Environmental QoL in the hierarchical regression. Therefore, H-2b was fully 

supported by committed action, but only partially supported by Social and Health Values. 

Hypothesis 3. Interactions Between Committed Action and Value Domains 

The third set of hypotheses proposed that committed action as measured by the 

ELS would interact significantly with values as measured by LG in predicting quality of 

life as measured by the WHOQOL-BREF. To examine whether committed action 

significantly interacted with each of the four value domains separate hierarchical 

regressions were conducted on centered independent variables (committed action with 

each of the value domains) and an interaction term regressed onto each of the four QoL 

domains. Only one significant interaction effect was found through these analyses for 

committed action * material values in the prediction of physical QoL. All the other 

interaction effects were insignificant. 

The results of the interaction effect for committed action and material values on 

physical QoL are included in Table 8 and Figure 4. The interaction was run both with 

and without demographic and disease variables included. Without demographic and 
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disease variables and significant personality traits (i.e. Neuroticism) included, the 

interaction effect between committed action and material values accounted for an 

additional 2.7% of the variance in Physical QoL (b = .17, p <.05). However, once the 

demographic, disease variables, and Neuroticism were entered into the equation, the 

interaction fell just below significance (b = .09, p = .06). 

To further understand the nature of the interaction between committed action and 

material values, a scatterplot was created regressing committed action on physical QoL 

with regression lines denoting low, medium, and high levels of material values (Figure 

4). The results of this analysis indicated that participants endorsing lower levels of 

committed action but rating material values more highly also reported higher levels of 

physical QoL. Rating material values highly accounted for 49% of the variance between 

committed action and physical QoL. On the other hand, those rating material values 

moderately accounted for only 22% and those rating material values as lower accounted 

for only 14% of the variance between committed action and physical QoL. Thus H-3 was 

not supported by the present study but did find that committed action significantly 

moderated the relationship between material values and physical QoL prior to controlling 

for significant demographic and disease variables as well as neuroticism. 

Removing Diversity in the Sample 

One final step in conducting the analyses was taken in order to determine whether 

a more homogenous group of participants would strengthen the present findings. 

Therefore, the aforementioned analyses were run a second time with only Caucasian, 

females reporting a diagnosis of RRMS (n=125). This second round of tests resulted in 

decreased significance levels for all correlations, main effects and interaction effects 
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across all four of the QoL domains. In other words, creating a group with greater 

similarity in demographic and disease characteristics resulted in much more reported 

heterogeneity in personality, committed action, and values. 

Summary 

Personality traits, values, and committed action predicted differing levels of 

variance for each of the four QoL domains. After controlling for demographic and 

disease factors, Psychological QoL was significantly positively predicted by the 

personality traits of Extraversion and Conscientiousness and negatively predicted by 

Neuroticism. Although no value domains were found to be significant, one unit increase 

in committed action was found to account for a .5 point increase in Psychological QoL. 

On the other hand, Physical QoL was only significantly predicted by the personality trait 

of Neuroticism (negatively) and committed action and Health values (positively) above 

and beyond the background variables. Environmental QoL and Social QoL were both 

significantly positively predicted by committed action and Social values, and negatively 

predicted by Neuroticism after controlling for demographic and disease variables. In 

addition, Social QoL was significantly positively predicted by the personality trait of 

Extraversion above and beyond the control variables. Overall, the present study found 

that the personality trait of Neuroticism and committed action were consistently 

associated in the prediction of all four QoL domains. 

Contrary to expectations that committed action would moderate the relationship 

between the value domains and the four QoL domains, the present study did not support 

this hypothesis. While committed action moderated the relationship between Material 
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values and Physical QoL, this did not remain significant after controlling for background 

variables. 
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Chapter V 

Discussion 

Previous research has begun to demonstrate the correlation of the ACT 

components with higher levels of quality of life and well-being in individuals. 

Intervention studies have also been undertaken to examine the effectiveness of this 

treatment approach with a variety of mental health concerns and chronic health 

conditions (Bricker et al., 2014; Forman et al., 2007; Hesser et al., 2014; McCracken et 

al., 2011; Pakenham et al., 2018; Vowles & McCracken, 2008; Vowles et al., 2009; 

Wicksell et al., 2013). However, few correlational or experimental studies have been 

conducted to examine the relationship of the ACT components with a sample of 

individuals diagnosed with multiple sclerosis (Pakenham et al, 2018; Sheppard et al., 

2010). Furthermore, the majority of the studies that have been conducted have been 

focused on the components of acceptance and mindfulness (Katz et al., 2016; Nordin & 

Rorsman, 2012; Pakenham & Fleming, 2011; Sheppard et al., 2010) 

The purpose of the present study was to extend previous research examining ACT 

components with individuals diagnosed with MS, especially in regards to the components 

of values and committed action. This current study was undertaken to examine the 

relationship of an engaged response style with a sample of individuals with MS. 

Previous research has also demonstrated that personality can be an important predictor in 

health outcomes in general and specifically in MS (Bruce et al., 2010; Bruce & Lynch, 

2011; Incerti et al., 2015; Zarbo et al., 2016). Therefore, the current study included traits 

as one of the variables studied. Furthermore, other research (particularly with 

oncological patients) has found that value content is associated with increases and 
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decreases in quality of life domains. For this reason, the current study also examined the 

interactions between value content and committed action to understand their relationship 

with quality of life. A brief summary of the present study’s major findings is provided 

first. Following the summary, a more in-depth discussion will be provided examining the 

study’s outcomes in committed action, values, and personality in relation to previous 

research conducted on these constructs. Lastly, the current study’s strengths and 

limitations as well as future research and clinical implications are presented. 

Summary of Major Findings 

The present study found that committed action was a significant predictor in all 

four of the QoL domains. However, it was most strongly associated with psychological 

and social QoL, more so than physical and environmental QoL. The content and 

importance of the values that individuals with MS held predicted much less variance in 

QoL domains than their ability to move in valued directions. Further, after accounting 

for demographic and disease variables, value content remained significant only in social, 

physical, and environmental QoL. Valuing social relationships more highly continued to 

significantly predict satisfaction with social QoL after accounting for background 

variables. Interestingly, valuing social relationship also continued to predict significant 

variance in environmental QoL as well. Valuing health continued to significantly predict 

physical QoL after controlling for background variables.  Finally, in regards to value 

content, while material and health values did not contribute significantly to incremental 

increases in environmental QoL, in combination with social values they contributed 

small, but significant variance to the model. 
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Personality traits contributed differing amounts of variance to each of the QoL 

domains. Neuroticism was the only personality trait that was a significant predictor in all 

four QoL domains, even after accounting for demographic and disease variables. It was 

associated with a significant decrease in every unit of QoL ranging from .15 to .23 even 

after accounting for demographic and disease variables. Neuroticism contributed more 

variance to psychological and environmental QoL than it did to physical and social QoL. 

Conscientiousness was only significantly associated with psychological QoL above and 

beyond the control variables. Further, conscientiousness did not significantly predict 

social, environmental, or physical QoL even prior to controlling for demographic and 

disease variables. Individuals rating themselves as being higher on extraversion were 

also associated with psychological QoL as well as social QoL, even after controlling for 

demographic and disease. Agreeableness negatively predicted variance in all four QoL 

domains but was only significant in psychological and environmental QoL in the 

simultaneous regressions. However, after accounting for demographic and disease 

variables, agreeableness did not remain significant in the present study. Openness was 

the only personality trait that was not significantly associated with any of the QoL 

domains before or after the control variables were entered into the analysis. 

Demographic and disease variables were selected to include in the hierarchical 

regressions based upon the bivariate correlations found in the first step of the analysis. 

Not surprisingly, self-reported health was significantly associated with three of the four 

QoL domains: psychological, physical, and environmental. Similarly, individuals 

diagnosed with either SPMS and PPMS were significantly correlated with lower levels of 

reported physical and environmental QoL. Socioeconomic status was a significant 
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predictor only in environmental QoL. Although education level was correlated with the 

QoL domains, it did not remain significant in this study after accounting for other 

variables. Further, while individually the demographic and disease variables did not 

consistently contribute to significant increases/decreases in QoL, in combination, they 

were significant predictors of the overall variance in every model. 

Lastly, only one of the interaction analyses in this study was significant in 

predicting QoL. Committed action and material values significantly interacted in the 

prediction of physical QoL. This relationship was strongest for individuals ranking 

materials values the highest, accounting for 24% of the variance. In the present study, 

physical QoL remained high for those individuals rating material values as very 

important even if their reported ability to move in valued directions was low. 

To date, the present study was one of the few that has been conducted to examine 

the ACT components in a sample of individuals diagnosed with MS. Specifically, this 

study examined the ACT components of committed action and values in relation to 

quality of life. Furthermore, personality was also accounted for as this has been found to 

be significant in other studies conducted with individuals diagnosed with MS. In the next 

section, the current findings will be examined in relation to other research that has been 

conducted utilizing the various constructs included in this study. 

Engaged Response Style 

Values 

Although the current study found value content to correlate significantly and 

moderately with all four QoL domains, they contributed less variance in comparison with 

other variables in the regression models. These results contrast somewhat with research 
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conducted in other areas such as developmental, personality, and oncology studies (Hills 

et al., 2010; Lapierre et al., 2001; Pinquart et al., 2009; Scheffold et al, 2014; Thompson 

& Pitts, 1993). For instance, two different longitudinal studies found associations 

between valuing pursuits such as relationships, learning/growth, and/or involvement in 

social causes with increased meaning or decreased symptoms of depression and anxiety 

six months later (Pinquart et al., 2009; Scheffold et al., 2014). Further, both studies 

found that ranking extrinsic values more highly predicted decreased meaning or increased 

depressive/anxiety symptoms six months later. However, a few key differences between 

these studies and the present study are noteworthy. First, both of these studies were 

conducted with cancer patients. Second, both of the studies were longitudinal and 

although they controlled for demographic and/or disease variables, they did not include 

personality as a factor. Lastly, neither of these studies utilized QoL as the outcome 

variable. 

Regarding the contrasting results related to values, the differences between 

sample population and study design could partially explain discrepancies with the current 

study. For example, receiving a cancer diagnosis may be more likely accompanied by 

awareness of one’s mortality and limited life-span than it would be with an MS diagnosis. 

This could result in differences in values based on temporal factors related to each 

diagnosis. For example, psychological adjustment to a cancer diagnosis may entail letting 

go of previously held material values in favor of focusing on more attainable pursuits. 

On the other hand, psychological adjustment to an MS diagnosis may involve an 

awareness of the potential for accumulating disability and the desire to maintain financial 

independence for as long as possible. In addition, the participants in the current study 
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reported an average disease duration of approximately ten years. It is possible that re-

evaluation processes related to values may occur earlier on in the disease and are less 

significant in predicting QoL as time passes. Another possibility is that the relationship 

of values and QoL are less likely to be captured by a study with only a single time-point 

of data collection. Instead, value domains may have a cumulative effect on increasing or 

decreasing wellbeing over the course of months or even years. Moreover, the current 

study included demographic, disease, and personality as variables, which may have 

reduced the variance predicted by values. Furthermore, it is also possible that even 

though both meaning in life and mental health symptoms have been found to correlate 

moderately with QoL measures in other studies (Van Esch et al., 2011; Szarowski-Cox & 

Lee, 2018; WHOQOL Group, 1997), value content may have less direct predictive power 

with QoL. 

The present findings also differ from previous research examining values and 

QoL in a sample of individuals with MS (Szarowski-Cox & Lee, 2018). The earlier 

study found that valuing pursuits such as gaining wisdom and learning, significantly 

predicted increases in mental health and social QoL. In addition, valuing relationships 

more highly was significantly associated with increased mental health QoL; whereas, in 

the present study it was associated with social QoL. Further, the earlier study did not find 

a significant relationship between valuing health and physical QoL as the current study 

found. In regards to the differences in findings for social and psychological values, these 

discrepancies are likely explained by the inclusion of committed action and personality in 

examining psychological adjustment to MS, which likely accounted for more variance in 

the model. However, the results of studies examining the relationship between valuing 
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health and psychological adjustment have been mixed (Dobewall, Tark, & Aaik, 2017; 

Kuijer, & DeRidder, 2003; Pinquart et al., 2009). For instance, Pinquart et al. (2009) 

found in their study of oncology patients that having health-related values was associated 

with increased meaning in life. However, Kuijer and DeRidder (2003) found in a study 

conducted with individuals diagnosed with a wide range of chronic health conditions, 

valuing health but not believing it was possible to improve it, was related to lower levels 

of QoL. Whereas, with a sample of healthy individuals, valuing health was associated 

with increased physical QoL (Dobewall et al., 2017). It may be that the key difference in 

the relationship between holding health values and QoL outcomes, relates to level of 

disability and belief in the ability to take action toward improved health. 

It is important to note that the present study’s findings suggest that when 

combined, values did significantly contribute to variance in environmental and physical 

QoL. In addition, valuing social relationships and altruism more highly contributed a 

small but significant variance in the prediction of social QoL. Furthermore, although 

individual values predicted little variance in QoL, certain values appeared to have greater 

relevance with particular QoL domains. 

In summary, the present study found value content to be less important in 

predicting QoL than other variables included in the model such as committed action and 

personality traits. Although earlier research has found value content to be associated in 

the prediction of measures of well-being (e.g. meaning in life, mental health symptoms, 

etc.), these relationships have not been previously studied within the ACT literature. 

Instead, ACT places greater emphasis on an awareness of one’s values and the ability to 

move toward them regardless of unpleasant thoughts, feelings and sensations that may 
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arise along the way. Nevertheless, the current results considered in relation to an 

engaged response style are consistent with the ACT model. 

Committed Action 

The current study found a strong association between quality of life and an 

individual’s ability/determination to continue moving toward values despite difficult 

thoughts and emotions. In the Pearson’s product moment correlations, committed action 

was moderately correlated with physical and environmental QoL and highly correlated 

with social and psychological QoL. In the regression analysis, committed action 

contributed significantly to explaining the variance in all four of the QoL domains. In 

addition, its predictive ability remained significant even after accounting for demographic 

and disease variables. Committed action accounted for more variance in the social and 

psychological QoL domains but was still significantly associated with physical and 

environmental QoL. Furthermore, committed action proved to be a better predictor in all 

four QoL domains than value content. 

These results are in line with other correlational research conducted with 

individuals with chronic illnesses (Branstetter-Rost et al., 2009; Foote, 2014; McCracken 

& Keogh, 2009; Trompetter et al., 2013). For instance, Trompetter et al. (2013) found 

that in a sample of individuals diagnosed with a chronic pain condition, committed action 

was moderately correlated with mental health QoL, purpose in life, and positive 

relationships with others. In a prospective study by McCracken and Vowles (2008), 

committed action significantly predicted depression levels four months later in a sample 

of individuals with chronic pain. Dindo et al. (2015) found committed action 
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significantly predicted health-related QoL, self-reported depression, and disability in a 

sample of patients with chronic migraines. 

Interactions Between Values and Committed Action 

The current study sought to explore whether individual values interacted 

significantly with committed action in the prediction of the quality of life domains. 

Examining the relationship between single value domains and the commitment to 

continue moving toward that value has not been undertaken previously in the ACT 

literature. Instead, most studies examining an engaged response style have utilized 

measures that first calculate the mean of all ratings of importance and multiply by the 

mean of the individual’s rating of how much they are living in accord with each of the 

values (Wilson et al., 2010). However, previous research has suggested that the 

multiplication of “quasi-interval” subscales in scoring measurements may be an invalid 

method of capturing psychological constructs and does not add statistically significant 

variance (Cummins, 2013). Furthermore, in applying ACT clinically, the author has 

found that individuals demonstrate differing levels of an engaged response style 

depending on the value and the difficult thoughts and emotions that emerge when 

attempting to move toward it. For these reason, the present study utilized separate 

measurements for committed action and value domains in the analysis of an engaged 

response style. 

Contrary to expectations, only one significant interaction emerged between value 

domains and committed action in the prediction of QoL. Holding material values 

demonstrated a significant interaction with committed action in the prediction of physical 

QoL. However, after controlling for demographic and disease variables, the interaction 



  

            

          

             

         

            

       

        

         

          

         

         

        

         

           

          

            

         

          

 

 

 

         

          

72 

fell just below significance. A scatterplot of this interaction, revealed that the predicted 

variance was strongest for those participants endorsing lower levels of committed action 

and higher levels of material values. Examination of the constructs of material values 

and physical QoL utilized in this study suggests a plausible explanation for this 

interaction within a sample of individuals with MS. The construct of material values 

captured participant’s desires to maintain autonomy and financial security while physical 

QoL included questions relating to pain interference, capacity for work, and ability to 

perform ADL’s. For individuals diagnosed with MS, the potential accumulation of 

cognitive and physical disability, loss of work, and financial security may contribute to 

material values being adaptive. Furthermore, the significant interaction could be 

explained one of two ways. One explanation could be that individuals with less 

accumulated disability (i.e. better physical QoL) ranked material values more highly due 

to fears of future disability. Another possibility is that more highly valuing autonomy and 

financial security acts as a motivator to not allow MS related symptoms to interfere with 

work and ADL’s. However, the implications of the interactions cannot be fully 

understood as the present study does not establish a causal relationship. Yet, the current 

results are congruent with findings from an ACT intervention implemented by Pakenham 

et al. (2018) that found an engaged response style mediated the relationship with physical 

QoL. 

Personality Traits 

Neuroticism 

In the present study, neuroticism was found to significantly negatively predict all 

four QoL domains even after controlling for demographic and disease variables. These 
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results are consistent with previous studies examining the relationship of personality 

traits with various health outcomes (Atherton et al., 2014; Friedman, Kern, & Reynolds, 

2010; Incerti et al., 2015; Pontone, Zoltan, Perepezko, Weiss, & Bassett, 2016). The 

current findings suggest that neuroticism had more predictive power in psychological and 

environmental QoL than in physical and social QoL. The findings in regards to mental 

health QoL (e.g. psychological QoL) are consistent with previous research demonstrating 

an association between higher levels of neuroticism and higher elevations of anxiety and 

depression in individuals diagnosed with MS (Bruce & Lynch, 2011). The environmental 

QoL subscale assesses participants’ satisfaction with transportation, financial security, 

and ability to access health services and leisure activities. For this reason, it is reasonable 

to expect that individual’s reporting lower levels of environmental QoL would also 

endorse characteristics associated with neuroticism (e.g. anxiety, low mood). 

In regards to physical QoL, the decrease in variance predicted by neuroticism was 

likely related to a larger proportion of variance explained by self-reported health. Even 

though the Pearson’s product moment correlations between neuroticism and self-reported 

health were in the weak range in the present study, these constructs have been found to 

overlap (Incerti et al., 2015). In regards to neuroticism’s role in social QoL, a greater 

proportion of the variance in this model was explained by committed action and valuing 

relationships/altruism. Previous studies have not implicated neuroticism’s role in social 

QoL. However, social support has been shown to be significantly associated with 

psychological adjustment to MS and higher reported levels of well-being (Dennison et 

al., 2009; Wineman, 1990). 
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Extraversion 

In the present study, extraversion demonstrated weak yet significant correlations 

with all of the QoL domains. However, once the trait was entered into the regression 

models, it remained significant only in social and psychological QoL. Extraversion 

continued to contribute significant variance in these QoL domains even after controlling 

for demographic and disease variables. These findings are consistent with other research 

that has found increased levels of extraversion were associated with improved mental 

health (Van De Ven & Engels, 2011; Zarbo et al., 2016). Similarly, Zarbo et al. (2016) 

found that higher levels of extraversion contributed significant variance to social 

functioning in a sample of individuals with MS. However, in contrast to Zarbo et al. 

findings, extraversion did not significantly predict physical QoL. 

Conscientiousness 

In Pearson’s product moment correlations, conscientiousness was weakly but 

significantly correlated with all four QoL domains. However, conscientiousness did not 

remain significant in the regression models with the exception of psychological QoL. In 

the present study, the construct of psychological QoL captures self-acceptance, life 

satisfaction, and instances of experiencing low mood. The findings in the present study 

are similar with previous research that has found conscientiousness inconsistently related 

to health outcomes. For instance, Atherton et al. (2014) found conscientiousness was 

associated with better self-reported health and lower body mass index. Similarly, Van De 

Ven and Engels (2011) found conscientiousness to be associated with overall QoL. 

However, Friedman et al. (2010) did not find conscientiousness to be related to well-

being. 
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Agreeableness 

In Pearson’s product moment correlations, agreeableness was significantly 

positively correlated with psychological, social, and physical QoL. Yet, these 

associations were weakly correlated. In the regression models, agreeableness contributed 

significant variance to environmental and psychological QoL. However, it did not remain 

significant after controlling for disease and demographic variables. Even though the 

personality trait of agreeableness did not demonstrate predictive power after control 

variables were entered into the equation, it did exhibit an interesting trend. As has been 

found in previous research, higher levels of agreeableness can be associated with lower 

levels of QoL in studies conducted with MS patients (Dubayova et al., 2013; Fernandez-

Munoz et al., 2015). In the current study, the personality trait of agreeableness was 

inversely associated with all four QoL domains, even though it was not significant. One 

potential explanation could be that one facet of the personality trait of agreeableness 

relates to complacency and could lead individuals to avoid conflict at the expense of their 

well-being. Upon closer examination of the Mini-IPIP utilized in this study, the 

questions did not appear to be drawing upon this particular facet. However, it remains a 

possibility that participants endorsing higher levels of agreeableness are more likely to 

exhibit this particular facet. 

Openness 

The current study found that openness was weakly but significantly correlated 

with psychological, physical, and environmental QoL. However, none of these 

associations remained significant in the regression models. This is consistent with 
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previous research that has not found much evidence for a role of openness in health 

outcomes (Bruce et al., 2010). 

Strengths, Limitations and Future Directions 

Strengths. The current study examined the relationships among personality and 

an engaged response style (values and committed action) with quality of life in 

individuals with MS. Correlational, prospective, and experimental studies have been 

conducted examining the utility of the components of ACT in decreasing symptoms and 

increasing well-being with a wide variety of chronic illnesses (Bricker et al., 2014; Dindo 

et al., 2015; Ferreira et al., 2011; Foote et al., 2016; Gregg et al., 2007; Hesser et al, 

2014; Ljotsson et al., 2014; Lundgren, Dahl, & Hayes, 2008; McCracken & Keogh, 2009; 

McCracken & Vowles, 2008; McCracken et al., 2011; Steiner et al., 2013; Wicksell et al., 

2013). However, very few studies have been conducted to date examining these variables 

with a sample of MS patients. In addition, the current study focused on values and 

committed action, which have received less attention in the literature, overall (Arch & 

Mitchell, 2016; McCracken & Yang, 2006; Pakenham et al., 2018; Villatte et al., 2016). 

Therefore, the current study contributes to a growing body of literature examining ACT 

through extending it to an understudied population and in examining less well established 

theoretical components. 

In addition, the study also included measures of personality in relation to an 

engaged response style. Traits have been implicated in health outcomes and treatment 

effectiveness in previous research (Benedict et al., 2005; Bruce & Lynch, 2011; 

Dubayova et al., 2013; Fernandez-Munoz et al., 2015; Frank et al., 2009). The current 

study’s findings indicated that neuroticism was significantly associated with all QoL 
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domains. Therefore, inclusion of personality as a variable could be beneficial in future 

studies examining treatment outcomes with an ACT intervention. 

Limitations and future research directions. A number of limitations were 

present in the current study. For instance, committed action correlated highly and 

significantly with social and psychological QoLs. Even though there appeared to be only 

a slight overlap in the questions contained within each respective scale, the large 

correlation may be an indication that these constructs overlap significantly. Therefore, 

the current results supporting the relationship between committed action and QoL should 

be interpreted cautiously. 

In addition, assessing an individual’s engaged response style can be somewhat 

problematic in a correlational study. The ACT conceptualization of an engaged response 

style includes the components of clarifying values and increasing the ability to continue 

moving in valued directions regardless of obstacles. However, capturing this action-

oriented construct in a questionnaire administered online presents a number of challenges 

beyond those commonly associated with self-reports. One major question arises from 

whether simply rating values in terms of importance truly represents the component of 

values clarification? Along similar lines, would this process in combination with then 

rating one’s ability to move toward values encompass an engaged response style? The 

majority of the measures designed to capture this construct have been adopted from 

clinical use and appear to make this assumption (Trompetter et al., 2013; Wilson et al., 

2010). In clinical studies that include a module or unit on values clarification and 

committed action, it would be fairly safe to assume that the outcomes do, in fact, capture 
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the effectiveness of the intervention. However, this remains less clear in a correlational 

study examining an engaged response style. 

The correlational nature of the current study does not establish a cause and effect 

relationship among the variables. While committed action was significantly associated 

with all of the QoL domains above and beyond the disease and demographic variables, 

the direction of the relationship is not clear. It is feasible that a higher quality of life 

enables individuals to move in valued directions. 

Several other related limitations were present in the methodology of the current 

study. For example, this was a sample of convenience that may have prevented the 

collection from a more representative group of MS patients. Those who voluntarily 

completed the survey may be skewed in the results that favor certain profiles. In addition, 

using an online survey may have prevented individuals without ready access to a 

computer to complete from completing the survey. Also, the use of a single method of 

obtaining data may have inflated correlations among the variables. Lastly, the present 

study did not utilize a family-wise (e.g. Bonferroni) correction due to the exploratory 

nature of this study. 

In terms of the various measures utilized, the current study utilized a measure of 

values that has demonstrated internal reliability but has not been rigorously tested in 

other psychometric properties. In addition, having individuals self-report their perception 

of health may be less reliable than utilizing a valid measure of disability or medical 

records. Furthermore, treating SES as a likert scale makes assumptions that do not truly 

capture an individual’s financial security. 
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Future research with this population would benefit from utilizing medical records 

to assess health and disability. This would not only diversify the method of data 

collection but would also provide a more objective measurement of health. In addition, it 

would be beneficial to measure SES with a true interval scale or create a composite score 

from two or more variables to accurately capture an individual’s financial stability. 

An incremental improvement in this study would be to include two collection data 

points to better assess the predictive capacity of an engaged response style. Future studies 

would also benefit from examining other ACT components in combination with values 

and committed action in the prediction of QoL in MS patients. This would provide 

information that could potentially guide intervention studies in designing modules to 

reflect the relative contributions of the ACT components to outcomes. Moreover, a more 

representative sample in terms of gender, race, and ethnicity would be more generalizable 

to the population. Furthermore, due to the heterogeneity of the disease, samples with 

sufficient representation from the different disease types would allow for the comparison 

of these variables across the different types of MS. This would be beneficial in designing 

future interventions. 

Clinical Implications 

The current findings highlight the ongoing adjustment process that is involved in 

living with a disease such as MS. Considered in light of other studies conducted 

examining the ACT processes, the results suggest that an intervention focused on 

clarifying values and increasing committed action could improve QoL for individuals 

diagnosed with MS. Furthermore, MS is an unpredictable, heterogeneous disease and 

individuals diagnosed with it would benefit greatly from all of the ACT components. 
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Acceptance and commitment therapy’s focus on increasing psychological flexibility and 

the ability to live according to one’s values has the potential to provide long-term 

improvements in QoL for MS patients. 

Conclusion 

The major findings of this study suggest that an individual’s ability to persist in 

moving toward their values despite obstacles appears to significantly predict 

psychological, social, environmental, and physical QoL more than demographic and 

disease variables. The current results contribute to a growing body of research 

supporting the association of the ACT components with increased well-being. 

Furthermore, as there has been little research conducted examining these components in a 

sample of individuals with MS, the present study extends the ACT literature to a fairly 

understudied population. 



  

 

 

 

 

Introduction 

Invitation to Panicipate in a Research Project 

If you are a U.S. citizen and an adult over the age of 18 and diagnosed with multiple sclerosis, you 

are invited to panicipate in this voluntary research study. 

You have been invited to panicipate in a research experiment titled Personality and an Engaged 

Response Style in Patients Diagnosed with Multiple Sclerosis. The current research study is being 

conducted by graduate student, Julie Szarowski-Cox (Depanment of Counseling, School and 
Educational Psychology, SUNY, Buffalo, NY, 14260-1000; email: juliesza@buffalo.edu) under the 

advisement of Dr. Gloria K. Lee (email glee4@buffalo.edu). 

This research study is intended for adult panicipants who are 18 years of age and over. If you are 

not yet 18, please do not panicipate in this study. 

Volunteer Status 

If you decide to panicipate, please proceed with the next page and begin the survey. We 

understand your panicipation is completely voluntary and you can withdraw from panicipation any 

time even after you have staned. 

JOINING OF YOUR OWN FREE WILL (VOLUNTEERING FOR THE STUDY}: 

Your panicipation is voluntary. Your refusal to panicipate will involve no penalty or loss of benefits 

to which you are otherwise entitled as a client of your psychologists and medical doctors. You do 

not have to answer every question and may refuse to answer any questions that you do not want to 

answer. You may withdraw from the study at any time by contacting the investigator and all data 

that can still be identifiably attributed to you will be withdrawn by the investigator and destroyed. 

Purpose 

I am conducting a survey exploring purpose in life and life goals of individuals diagnosed with 

multiple sclerosis. The content is to study your goals, personality and response style and how 

these relate to your own mental well being. 

Procedure 

You will be asked to complete an online survey on various aspects of life in relation to your 

experience of having a diagnosis of multiple sclerosis. Those aspects of life include (a) basic 

demographic information, (b) information regarding your diagnosis of MS, (c) personality, (d) 

response style, e) goals, f) quality of life. 

Time Commitment 
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Please complete the basic demographic information and all the surveys at a convenient time and 

pace. It may take as long as 30-45 minutes in total to complete. I understand you are busy and may 

have many obligations; your participation is greatly appreciated. 

Risks 

The potential risk that you may encounter will be: 1) physical fatigue from completing the survey all 

at once; 2) feeling discomfort temporarily by answering some of the personal items in the survey; 

and 3) confidentiality. 

In order to address the potential fatigue, I encourage you to take your time completing the survey at 

a convenient time and pace. In order to prevent any potential emotional discomfort generated as a 

result of completing this survey, I would encourage you to: 1) discontinue the survey immediately if 

you feel upset at that time 2) contact myself (see my e-mail at the end) or seek professional 

assistance from your local service provider; 3) a list of community mental health services (both 

national and on line) will be provided at the beginning of the survey in case you require some 

professional assistance. I would encourage you to be aware of the numbers and weblinks first 

before you start the survey so that you can have the numbers to call if you need some professional 

assistance any time. 

Benefits 

There is likely to be no direct benefit to you for participating in this study, but it will help us (and 

other therapists) to develop more effective intervention programs that address the needs of 

individuals diagnosed with multiple sclerosis. 

Payment: There is no cost to you to participate in this study. 

82 



  

 

 

 

 

Confidentiality 

Confidentiality If you choose to participate in the study, all information you share will be kept 

confidential to respect your privacy. This survey is anonymous, please do not put any names or 

any identifiable information on the survey. Only the principle investigators have the access to the 

information in this website. The computer and the software used to collect this survey are both 

protected with passwords. In addition, the weblink and software are encrypted so that individuals 

cannot back track the information from the password-protected website and password-protected 

computer in case the computer is stolen. However, in order to monitor this research study, 

representatives from federal agencies such as NIH (National Institutes of Health) and OHRP (Office 

of Human Research Protection) or representatives from the UB Human Research Protections 

Program may inspect the research records. This process may reveal your identity if you have 

included any identifiable information in your material. Finally, if you withdraw from this study, all 

individually identifiable data provided by you will be destroyed and not used for analysis, and no 

further data will be collected. For Further Information If you have any questions, concerns, or 

complaints and want to contact us, please put in your valuable comments at the end. If you have 

any questions, you can contact the principal investigators, Julie Szarowski-Cox, University at 

Buffalo - State University of New York at juliesza@buffalo.edu or Dr. Gloria Lee, University at 

Buffalo - State University of New York at glee4@buffalo.edu If you have any questions about your 

rights as a participant in a research project, or questions, concerns or complaints about the 

research and wish to speak with someone unaffiliated with the project, you should contact 

(anonymously, if you wish) the Office of Research Compliance, Social and Behavioral Sciences 

Institutional Review Board, Clinical and Translational Research Center, 875 Ellicott Street, Room 

5018, Buffalo, NY 14203, or by phone 716 / 645-6474. By answering questions in this survey and 

submitting them to the researcher, you are verbally consenting to participate in this project. 
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Resources 

Should you feel the need to talk to a professional counselor or psychologist because you feel upset 

after completing this survey, please see the following on-line and on-site resources, we would 

encourage you to either: 

1) contact your professional counselor or psychologist at your agency; or 

2) contact the following community mental health services 

In the Western New York area: 

716-834-3131 (24 hours, TTYfTDD accessible) 

http:/www.crisisservices.org 

Nationwide: 

General Mental Health 

American Counseling Association 

800-347-6647 (8:00 a.m. - 6:00 p.m.) 

www.counseling.org 

National Mental Health Association 

800-969-NMHA (800-969-6642) 

National Suicide Prevention Lifeline 

800-273-TALK (800-273-8255) 

S.A.F.E. Alternatives 

800-DONT CUT (800-366-8288) 

Spanish-speaking operators available 

http://www.selfinjury.com 

Domestic Violence: 

National Coalition Against Domestic Violence 

800-799-SAVE (800-799-7283) 
Spanish-speaking operators available 

http://www.ncadv.org 

National Resource Center on Domestic Violence 
888-Rx-ABUSE (800-792-2873) 

800-595-4889 (TDD) 

http://endabuse.org/programs/display.php3?Doc1D=41 
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Well Spouse Foundation 

800-838-0879 

9:00 a.m. - 5:00 p.m., 24-hour recording - leave message 

www.wellspouse.org/information.html 

Substance Abuse: 

SAMHSA's Center for Substance Abuse Treatment 

800-662-HELP (800-662-4357) 

800-487-4889 (TDD) 

877-787-8432 (Spanish) 
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Background Information 

1. Gender 

0 Male 

Q Female 

Q Other 

2. Age 

3. Marital Status 

0 Never Married 

0 Engaged 

0 Married 

0 Separated 

0 Co-Habituating 

0 Divorced 

0 Widowed 

Other (please specify) 

4. Race 

Q Black (Non-hispanic) 

Q White (Non-hispanic) 

Q Asian/Pacific Islander 

Q Hispanic/Latino/Chicano/Spanish 

Q Native American 

Other (please specify) 

I 

I 
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5. What is the number of years of formal education you received? 

(e.g High school = 12; Associates degree = 14; Bachelor's degree = 16; Master's degree = 18; Doctoral 

degree = 21) 

6. Average Family Income 

0 Under $10.000 

0 $10,000 - $20.999 

0 $21,000 - $30,999 

0 $31,000 - $40,999 

0 $41,000 - $50,999 

0 $51,000 - $60,999 

0 $61,000 - $70.999 

0 Over $71,000 

7. How would you classify your family's current socio-economic status? 

Q Below the poverty line 

Q Lower Middle class 

Q Middle class 

Q Upper Middle class 

Q Affluent 

Other (please specify) 

8. How long have you been diagnosed with multiple sclerosis (please specify in years)? 
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9. What type of MS do you have? 

Q Relapsing/ Remitting 

Q Secondary Progressive 

Q Primary Progressive 

Q Clinically Isolated Syndrome 

Other (please speci fy) 

10. Do you have any other medical conditions? 

Q Yes 

0 No 

11. If yes, please specify: 

L J 
12. Have you ever received counseling specifically geared toward your diagnosis of MS? 

Q Yes 

0 No 

13. If yes, did you find it helpful? 

Q Yes 

0 No 

14. Have you received counseling for another reason other than your diagnosis of MS? 

Q Yes 

Q No 

15. If yes, did you find it helpful? 

Q Yes 

0 No 
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16. Are you currently (check all that apply): 

□ VOiunteering 

□ Being laid off 

□ Part-time employment 

□ Full-time employment 

□ Unemployed 

□ In rehabilitation 

□ Student 

□ Primary caregiver 

□ Retired 

□ Disabled 

Other (please speci fy) 

17. 

Please give a number between 0-100 for the Severity of your Multiple Sclerosis from 0 ''worst imaginable 

health" to 100 "Best imaginable health" 
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Mini International Personality Item Pool 

How Accurately Can You Describe Yourself? 

Describe yourself as you generally are now, not as you wish to be in the future. Describe yourself 

as you honestly see yourself, in relation to other people you know of the same sex as you are, and 

roughly your same age. So that you can describe yourself in an honest manner, your responses will 

be kept in absolute confidence. Indicate for each statement whether it is 1. Very Inaccurate, 2. 

Moderately Inaccurate, 3. Neither Accurate Nor Inaccurate, 4. Moderately Accurate, or 5. Very 

Accurate as a description of you. 

18. Am the life of the party 

Very Inaccurate Moderately Inaccurate 

0 0 

19. Sympathize with others feelings 

Very Inaccurate Moderately Inaccurate 

0 0 

20. Get chores done right away 

Very Inaccurate Moderately Inaccurate 

0 0 

21. Have frequent mood swings 

Very Inaccurate Moderately Inaccurate 

0 0 

22. Have a vivid imagination 

Very Inaccurate Moderately Inaccurate 

0 0 

23. Don't talk a lot 

Very Inaccurate Moderately Inaccurate 

0 0 

Neither Inaccurate nor 
Accurate 

0 

Neither Inaccurate nor 
Accurate 

0 

Neither Inaccurate nor 
Accurate 

0 

Neither Inaccurate nor 
Accurate 

0 

Neither Inaccurate nor 
Accurate 

0 

Neither Inaccurate nor 
Accurate 

0 

Moderately Accurate 

0 

Moderately Accurate 

0 

Moderately Accurate 

0 

Moderately Accurate 

0 

Moderately Accurate 

0 

Moderately Accurate 

0 

Very Accurate 

0 

Very Accurate 

0 

Very Accurate 

0 

Very Accurate 

0 

Very Accurate 

0 

Very Accurate 

0 
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24. Am not interested in other people's problems 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

25. Often forget to put things back in their proper place 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate very Accurate 

0 0 0 0 0 

26. Am relaxed most of the time 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

27. Am not interested in abstract ideas 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

28. Talk to a lot of different people at parties 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

29. Feel others' emotions 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

30. Like order 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

31. Get upset easily 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 
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32. Have difficulty understanding abstract ideas 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

33. Keep in the background 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate very Accurate 

0 0 0 0 0 

34. Am not really interested in others 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

35. Make a mess of things 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

36. Seldom feel blue 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 

37. Do not have a good imagination 

Neither Inaccurate nor 
Very Inaccurate Moderately Inaccurate Accurate Moderately Accurate Very Accurate 

0 0 0 0 0 
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Engaged Living Scale 

The following questions concern value based living. Values are the choices that we make about 

how we want to live our lives. This means that you determine what you believe to be important in 

your life, what makes it all worthwhile and what motivates you. The question that you ask yourself 

here is what do I want from life? What do I consider important and what sort of person do I want to 

be? This questionnaire is about learning to identify these values and to live according to them. 

38. I have values that give my life more meaning 

Completely Disagree Somewhat Disagree 

0 0 

39. 1 know what motivates me in life 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Neither Disagree nor 

Agree 

0 

40. I believe that I've found important values to live according to 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

41. I know exactly what I want to do with my life 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 

Agree 

0 

42. I make choices based on my values, even if it is stressful 

Completely Disagree Somewhat Disagree 

0 0 

43. I know how I want to live my life 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Neither Disagree nor 
Agree 

0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 
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44. I know what I want to do with my life 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

45. I believe that my values are really reflected in my behavior 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Somewhat Agree 

0 

Somewhat Agree 

0 

46. I believe that how I behave fits in with my personal wants and desires 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 
Somewhat Agree 

0 

47. My emotions don't hold me back from doing what's important to me 

Completely Disagree Somewhat Disagree 

0 0 

48. I live the way I always intended to live 

Completely Disagree Somewhat Disagree 

0 0 

49. I am satisfied with how I live my life 

Completely Disagree Some'N11at Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Neither Disagree nor 
Agree 

0 

Neither Disagree nor 
Agree 

0 

Somewhat Agree 

0 

Somewhat Agree 

0 

Somewhat Agree 

0 

50. Nothing can stop me from doing something that's important to me 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

51. I believe that I am living life to the full right now 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Somewhat Agree 

0 

Somewhat Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 

Completely Agree 

0 
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52. I make time for the things that I consider important 

Completely Disagree Somewhat Disagree 

0 0 

53. I feel that I am living a full life 

Completely Disagree Somewhat Disagree 

0 0 

Neither Disagree nor 
Agree 

0 

Neither Disagree nor 
Agree 

0 

Somewhat Agree Completely Agree 

0 0 

Somewhat Agree Completely Agree 

0 0 
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Life Goals 

Please rate the following questions with how much you are striving to attain each life goal (using a 

score ranging from 1 to 5). 

54. Maintaining family relations 

Not at all Very much 

0 0 0 0 0 

55. Maintaining frienship ties 

Not at all Very much 

0 0 0 0 0 

56. Being altruistic 

Not at all Very much 

0 0 0 0 0 

57. Gain wisdom/ understanding of life 

Not at all Very much 

0 0 0 0 0 

58. Pursuing intellectual interests 

Not at all Very much 

0 0 0 0 0 

59. Being cheerful and having fun 

Not at all Very much 

0 0 0 0 0 

60. Maintaining order and stability in life 

Not at all Very much 

0 0 0 0 0 

61. Religious/ Spiritual goals 

Not at all Very much 

0 0 0 0 0 

96 

APPENDIX E 

Life Goals (LG: Pinquart et al., 2009 ) 



  

 

 

 

 

62. Being efficient/ having career success 

Not at all Very much 

0 0 0 0 0 

63. Having financial success 

Not at all Very much 

0 0 0 0 0 

64. Being autonomous/ independent 

Not at all Very much 

0 0 0 0 0 

65. Maintaining or improving physical abilities 

Not at all Very much 

0 0 0 0 0 

66. Having a healthy lifestyle 

Not at all Very much 

0 0 0 0 0 
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World Health Organization Quality of Life - BREF 

The following questions ask how you feel about your quality of life, health, or other areas of your 

life. Please choose the answer that appears most appropriate.If you are unsure about which 

response to give to a question, the first response you think of is often the best one. 

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think about 

your life in the last four weeks. 

67. How would you rate your quality of life? 

Very poor Poor 

0 0 

68. How sat isfied are you with your health? 

Very dissatisfied Dissatisfied 

0 0 

Neither poor nor good 

0 

Neither satisfied nor 
dissatisfied 

0 

Good 

0 

Satisfied 

0 

Very Good 

0 

Very Satisfied 

0 

69. To what extent do you feel that physical pain prevents you from doing what you need to do? 

Not at all A little A moderate amount Very much An extreme amount 

0 0 0 0 0 

70. How much do you need any medical treatment to function in your daily life? 

Not at all A little A moderate amount Very much An extreme amount 

0 0 0 0 0 

71. How much do you enjoy life? 

Not at all A little A moderate amount Very much An extreme amount 

0 0 0 0 0 

72. To what extent do you feel your life to be meaningful? 

Not at all A little A moderate amount Very much An extreme amount 

0 0 0 0 0 

73. How well are you able to concentrate? 

Not at all A little A moderate amount Very much Extremely 

0 0 0 0 0 
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74. How safe do you feel in your daily life? 

Not at all A little A moderate amount Very much Extremely 

0 0 0 0 0 

75. How healthy is your physical environment? 

Not at all A little A moderate amount Very much Extremely 

0 0 0 0 0 

76. Do you have enough energy for everyday life? 

Not at all A little Moderately Mostly Completely 

0 0 0 0 0 

77. Are you able to accept your bodily appearance? 

Not at all A little Moderately Mostly Completely 

0 0 0 0 0 

78. Have you enough money to meet your needs? 

Not at all A little Moderately Mostly Completely 

0 0 0 0 0 

79. How available is the information that you need in your day-to-day life? 

Not at all A little Moderately Mostly Completely 

0 0 0 0 0 

BO. To what extent do you have the opportunity for leisure activities? 

Not at all A little Moderately Mostly Completely 

0 0 0 0 0 

Bl. How well are you able to get around? 

Very poor Poor Neither poor nor good Good Very good 

0 0 0 0 0 

82. How satisfied are you with your sleep? 

Neither satisfied nor 
Very dissatisfied Dissatisfied dissatisfied Satisfied Very satisfied 

0 0 0 0 0 
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83. How satisfied are you with your ability to perform your daily living activities? 

very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

84. How satisfied are you with your capacity for work? 

Very Dissatisfied Dissatisfied 

0 0 

85. How satisfied are you with yourself? 

Very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

Neither satisfied nor 
dissatisfied 

0 

86. How satisfied are your with your personal relationships? 

Very dissatisfied Dissatisfied 

0 0 

87. How satisfied are you with your sex life? 

Very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

Neither satisfied nor 
dissatisfied 

0 

88. How satisfied are you with the support you get from your friends? 

Very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

89. How satisfied are you with the conditions of your living place? 

Very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

90. How satisfied are you with your access to health services? 

very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Satisfied 

0 

Very satisfied 

0 

Very Satisfied 

0 

Very Satisfied 

0 

Very satisfied 

0 

Very satisfied 

0 

Very Satisfied 

0 

Very satisfied 

0 

Very satisfied 

0 
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91. How satisfied are you with your transport? 

very dissatisfied Dissatisfied 

0 0 

Neither satisfied nor 
dissatisfied 

0 
Satisfied 

0 
Very satisfied 

0 

92. How often do you have negative feelings such as blue mood, despair, anxiety, depression? 

Never Seldom Quite often Very often Always 

0 0 0 0 0 

93. Thank you for your time. Do you have any comments about the assessment? 

[ 7 
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Figure 1 

Acceptance and Commitment Therapy (ACT) Model of Psychological Flexibility © 
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Figure 2 

Acceptance and Commitment Therapy Response Styles 

ACT Components: Response Style: 

Values + Committed Action = Engaged 

Acceptance + Cognitive De-fusion = Open 

Contact with Present + Self-as-Context = Centered 
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Table 1 

Value Domain Comparison 

Pinquart, 2009 Social Psychological Material 
categories 

Wilson, 2010 Family Education/training Work 
Intimate Relationships Spirituality 
Parenting Recreation/fun 
Social 
Citizenship/Community 

Roberts, 2004 Social Hedonistic Economic 
Relationship Religious Aesthetic 
Political 

Grouzet, 2005 Affiliation Self-Acceptance Money 
Community Spirituality Image 

Hedonism Popularity 

Ludtke, 2009 Relationships Personal Growth Wealth 
Community Hedonism Image 

Fame 
Hill, 2010 Social Creative Financial 

Recognition 
Scheffold, 2014 Collectivistic Transcendent Individualistic 

Hedonistic 
Value categories utilized in other studies in comparison to those used in Pinquart et al. (2009). 

Health 

Physical Care 

N/A 

Health 

Health 

N/A 

N/A 

Domain not 
included 

N/A 

N/A 

Conformity 
Safety 

N/A 

N/A 

N/A 
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Table 2 

Demographic, Disease & Studied Variables (N = 208) 

Variables Percentage or Mean Score 
Age (mean, SD) (range) 46.0 (11.99) (20 – 79) 
Sex (% women) 88.5 
Race (% Caucasian) 93.8 
Education level (mean, SD) 15.65 years (2.3) (12-21) 
Marital status (% married) 58.7 
Employment status (more than one could be endorsed) 

Full-Time 37.8 
Part-Time 10.5 
In Rehabilitation 1.0 
Unemployed 10.1 
Primary Caregiver 3.3 
Student 5.7 
Retired 11.0 
Volunteering 15.3 
Disabled 39.7 

SES (%) 
Below Poverty 11.5 
Lower Middle Class 21.6 
Middle Class 49.5 
Upper Middle Class 13.9 
Affluent 3.4 

MS Type (%) 
Relapse/Remit 73.6 
Secondary Progressive 16.8 
Primary Progressive 7.7 
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Clinically Isolated Syndrome 1.0 
Other 1.0 

Disease duration (since diagnosis) (mean, SD) (range) 9.8 (9.2) (.5-50) 
Perceived Health (mean, SD) (0=poor; 100=excellent health) 59.3 (22.8) (3-100) 
Personality 

Extraversion 11.22 (3.9) (4-20) 
Agreeableness 15.82 (2.9) (7-20) 
Conscientiousness 13.23 (3.4) (5-20) 
Neuroticism 12.58 (3.8) (4-20) 
Openness 14.7 (3.0) (6-20) 

Values 
SocialSocial 12.3 (2.4) 10.5 (2.8) (3-15) 
PsychologicalPsychological 19.4 (3.6) 17.2 (4.1) (5-25) 

terialisticMaterialistic 11 (2.8) 9.5 (3.3) (3-15) 
alth-relatedHealth-related 8.3 (1.7) 6.9 (2.0) (2-10) 

Committed Action 55.9 (11.7) (26-80) 
Quality of Life 

Physical 23.3 (6.6) (9-38) 
Social 9.5 (2.8) (3-15) 
Psychological 22.0 (5.6) (8-34) 
Environmental 29.6 (5.9) (11-40) 
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Table 3 

Pearson R Correlations 

17 18Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1. SES 1.0 

2. .26*** 1.0 

3. Health .25*** .11 1.0 

4. MS Type -.08 -.05 -.34*** 1.0 

Personality 

5. Extra .13 .01 .16* .01 1.0 

6. Agree .00 .09 .14* .06 .31*** 1.0 

7. Consc .11 .07 .24** .01 .11 .11 1.0 

8. Neur -.12 -.11 -.23** -.08 -.12 -.14* -32*** 1.0 

9. Open .12 .28*** .12 -.05 .05 .22** .03 -.11 1.0 

Values 

10. Social .16* .16* 24** .01 .24** .37*** .26*** -.24** .11 1.0 

11. Psych .14* .08 .27*** -.01 .29*** .32*** .29*** -.40*** .15* .58*** 1.0 

12. Mat .33*** .30*** .49*** -.22** .25*** .30*** .31*** -.34*** .19** .37*** .51*** 1.0 

13. Health .20** .20* .31*** -.08 .12 .24** .27*** -.26*** .20** .28*** .50*** .47*** 1.0 

Committed 
Action
14. CA .19** .20** .34*** .06 .31*** .30*** .32*** -.52*** .14* .43*** .58*** .55*** .39*** 1.0 

QoL 

15. Psych .25*** .21** .45*** -.02 .35*** .20** .39*** -.57*** .17* .40*** .55*** .52*** .41*** .75*** 1.0 

16. Phys .27*** 18** .68*** -.33*** .22** .15* .30*** -.39*** .19** .29*** .35*** .57*** .42*** .49*** .68*** 1.0 

17. Env .48*** .23** .44*** -.25** .22** .10 .25*** -.43*** .17* .34*** .37*** .44*** .37*** .47*** .63*** .60*** 1.0 

18. Social .21** .17* .31*** -.08 .32*** .22** .27*** -.45*** .13 .48*** .46*** .41*** .30*** .63*** .67*** .49*** .55*** 1.0 

Note: Personality: Extra = Extraversion, Agree = Agreeableness; Consc = Conscientiousness; Neur = Neuroticism; Open = Openness; Values: Psych = Psychological; Mat = Material; CA = 
Committed Action; QoL: Psych = Psychological; Phys = Physical; Env = Environmental 
*p<0.05, **p<0.01, ***p<.001 
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Table 4 

Multiple Regression Analyses Predicting Psychological QoL 
Simultaneous Regression 

Predictor R2 R2D b(SE) t 

Model .66 .66 
Extraversion .15 (.07) 3.25 
Agreeable -.11 (.14) -2.32 
Conscientious .09 (.08) 2.02 
Neuroticism -.22 (.07) -4.40 
Openness .06 (.08) 1.27 

Comm. Action .47 (.03) 7.88 
Social Values .05 (.11) .85 
Psych Values .06 (.09) .97 
Mat Values .06(.09) 1.14 
Health Values .07 (.14) 1.35 

Hierarchical Regression 

Predictor R2 R2D b(SE) t 

Step 1 .24 .24 
Education .05 (.10) 1.22 
SES .05 (.26) 1.09 

Health .17 (.01) 3.89 
Step 2 .53 .29 

Extraversion .15 (.06) 3.26 
Agreeable -.07 (.08) -1.49 
Conscientious .10 (.07) 2.18 
Neuroticism -.23 (.07) -4.74 

Step 3 .68 .14 
Comm. Action .50 (.03) 9.33 

Note: *p<0.05, **p<0.01 

FD Sig 

38.69 .00** 
.00** 
.02* 
.05* 
.00** 
.21 

.00** 

.40 

.33 

.26 

.18 

FD Sig 

21.48 .00** 
.22 
.28 

.00** 
31.47 .00** 

.00** 

.14 

.03* 

.00** 

87.04 .00** 
.00** 
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Table 5 

Multiple Regression Analyses Predicting Physical QoL 
Simultaneous Regression 

Predictor R2 R2D b(SE) t 

Model .43 .43 
Extraversion .08 (.10) 1.37 
Agreeable -.11 (.14) -1.73 
Conscientious .07 (.12) 1.10 
Neuroticism -.15 (.11) -2.24 
Openness .08 (.12) 1.42 

Comm. Action .17 (.04) 2.20 
Social Values .08 (.16) 1.13 
Psych Values -.15 (.13) -1.85 
Mat Values .37 (.14) 5.2 
Health Values .18 (.22) 2.65 

Hierarchical Regression 

Predictor R2 R2D b(SE) t 

Step 1 .49 .49 
Education .01 (.14) .24 
SES .04 (.34) .82 

MS Type -.16 (.75) -3.20 
Health .43(.02) 7.94 

Step 2 .59 .10 
Neuroticism -.15 (.09) -2.80 
Comm. Act .16(.03) 2.74 

Step 3 .61 .02 

Mat Values .12 (.13) 1.88 
Health Values .11 (.17) 2.07 

Note: *p<0.05, **p<0.01 

FD Sig 

14.86 .00** 
.17 
.09 
.27 
.03* 
.16 

.03* 

.26 

.07 

.00** 

.01** 

FD Sig 

48.95 .00** 
.81 
.41 

.00** 

.00** 
23.47 .00** 

.01** 

.01** 
5.23 .01 

.06 

.04* 
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Table 6 

Multiple Regression Analyses Predicting Environmental QoL 
Simultaneous Regression 

Predictor R2 R2D b(SE) t 

Model .36 .36 
Extraversion .10 (.09) 1.57 
Agreeable -.16 (.13) -2.37 
Conscientious .01 (.11) .18 
Neuroticism -.23 (.11) -3.27 
Openness .07 (.12) 1.25 

Comm. Action .17 (.04) 2.09 
Social Values .17 (15) 2.27 
Psych Values -.08 (12) -.92 
Mat Values .18 (.13) 2.42 
Health Values .16 (20) 2.21 

Hierarchical Regression 

Predictor R2 R2D b(SE) t 

Step 1 .36 .36 
Education .04 (.13) .67 
SES .33 (33) 6.07 

MS Type -.20 (73) -3.66 
Health .14 (.02) 2.31 

Step 2 .50 .14 
Agreeable -.05 (.11) -.93 
Neuroticism -.23 (.09) -3.97 
Comm. Act .20 (.04) 2.89 

Step 3 .52 .02 
Social Values .12 (.12) 2.01 
Mat Values -.05 (13) -.76 
Health Values .10 (17) 1.70 

Note: *p<0.05, **p<0.01 

FD Sig 

11.07 .00** 
.12 
.02* 
.86 
.00** 
.21 

.04* 

.03* 

.36 

.02* 

.03* 

FD Sig 

28.12 .00** 
.51 
.00** 

.00** 

.02** 
18.77 .00** 

.36 

.00** 

.01** 

2.44 .07* 
.05* 
.45 
.09 



  

  
 

    
   

             

       
       

      
      

       
      

       
       
       

       
       

        

             

       
           
          

          
       

          
           
           

       

          

   

 

  

130 

Table 7 

Multiple Regression Analyses Predicting Social QoL 
Simultaneous Regression 

Predictor R2 R2D b(SE) t 

Model .49 .49 
Extraversion .13 (.04) 2.37 
Agreeable -.07 (.06) -1.22 
Conscientious .01 (.05) .12 
Neuroticism -.16 (.04) -2.61 
Openness .03(.05) .53 

Comm. Action .41 (.02) 5.59 
Social Values .26 (07) 3.93 
Psych Values -.04 (05) -.55 
Mat Values .02 (.06) .33 
Health Values .04 (.09) .58 

Hierarchical Regression 

Predictor R2 R2D b(SE) t 

Step 1 .12 .12 
Education .02 (.06) .27 
SES .05 (.16) .95 

Health .05 (.01) .95 
Step 2 .45 .33 

Extraversion .11 (.04) 2.03 
Neuroticism -.16 (.04) -2.67 
Comm. Act .39 (.02) 5.76 

Step 3 .49 .04 

Social Values .22 (.06) 3.89 

Note: *p<0.05, **p<0.01 

FD Sig 

18.72 .00** 
.02* 
.22 
.90 
.01** 
.60 

.00** 

.00** 

.58 

.74 

.57 

FD Sig 

9.66 .00** 
.79 
.34 

.34 
39.48 .00** 

.04* 

.01** 

.00** 
15.15 .00** 

.00** 
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Table 8 

Interaction Analysis Between Committed Action and Material Values on Physical QoL 
Multiple Regression without background variables 

Predictor R2 R2D b(SE) t FD Sig 

Step 1 . 
Comm Action .24 .24 .29 (04) 4.34 63.99 .00** 

Step 2 
Mat Values .37 .13 .46 (.13) 6.98 42.55 .00** 

Step 3 
CA*MV .40 .03 .17 (.01) 3.02 9.14 .01** 

Multiple Regression with background variables 
Predictor R2 R2D b(SE) t FD Sig 

Step 1 .49 .49 48.95 .00** 
Education .02 (.14) .40 .69 

SES .04 (.34) .88 .38 
MS Type -.16 (74) -3.22 .00** 
Health .43 (.02) 7.88 .00** 

Step 2 .60 .11 18.07 .00** 
Neuroticism -.14 (.09) -2.68 .01** 
Comm. Act .19 (.04) 3.13 .01** 

Mat Values .17 (13) 2.75 .01** 
Step 3 .61 .01 3.00 .09 

CA*MV .08 (.01) 1.73 .09 

Note: *p<0.05, **p<0.01 
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Figure 3 

Interaction Effect Between Committed Action and Material Values on Physical QoL 
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