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Objectives. The identification of positive psychological changes, including benefit

finding (BF), in chronic illness has gained substantial interest. However, less is known

about BF in the context of a positive medical intervention. End-stage renal disease (ESRD)

can be regarded as a burdensome condition, but transplantation is expected to restore

physical and psychological functioning to a large extent after a period of illness. The aim of

this study was to examine (1) changes in BF from pre- to 12 months post-transplantation,

(2) the concurrent association of disease-related characteristics and optimism to BF, and

(3) the potential causal relations between BF and distress.

Methods. In this longitudinal study, 319 patients completed questionnaires before,

3 months, 6 months, and/or 12 months post-transplantation. Multilevel models were

used for the analyses.Measures included the IllnessCognitionsQuestionnaire tomeasure

BF, the Life Orientation Test to measure optimism, and the General Health Question-

naire to measure distress.

Results. Benefit finding increased from pre- to post-transplantation. Fewer symptoms

and comorbidities, andmore optimism,were related tomore BF over all time-points. The

direction of the relation between BF and distress changed over time. Before

transplantation, distress predicted an increase in BF, whereas post-transplantation,
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distress predicted a decrease in BF. The causal relation between BF and distress post-

transplantation appeared to be reciprocal.

Conclusions. A positive medical intervention such as renal transplantation might

facilitate the development of BF. This study indicates the need for longitudinal research on

the relation between BF and psychological health in the face of positive events.

Statement of contribution
What is already known on this subject?
� Benefit finding refers to the identification of positive psychological changes following a negative life

event.

� Individuals can experience benefit finding following chronic illness.

� The positive event of kidney transplantation is associated with improvements in patients’ physical

and psychological functioning.

What does this study add?
� Benefit finding increases from pre- to post-kidney transplantation.

� Fewer symptoms and comorbidities, and higher optimism are related to more benefit finding.

� Before transplantation, distress predicts an increase in benefit finding.

� After transplantation, there appears to be a reciprocal relation between distress and benefit finding

such that distress predicts a decrease in benefit finding and benefit finding predicts a decrease in

distress.

The potential for positive psychological changes following a negative event, such as

chronic illness, has gained substantial attention. These changes have, however, never

been studied before and after a positive medical intervention following a period of severe
illness. The current prospective study addresses this topic by examining benefit finding

(BF) from pre- to post-renal transplantation in patients with end-stage renal disease

(ESRD).

A variety of terms have been used to identify positive changes following illness,

including post-traumatic growth (Tedeschi &Calhoun, 1996, 2004), stress-related growth

(Park & Helgeson, 2006), and benefit finding (BF; Affleck & Tennen, 1996). This article

uses the term of benefit finding, because we view the positive changes broadly. BF can be

manifested inmanyways, including a greater appreciation for life, an increase in personal
strength, and perceiving that one has learned a lot from one’s illness (Evers et al., 2001).

Benefit finding has been reported across a wide range of illnesses and health problems,

including cancer (Danhauer et al., 2013a,b; Koutrouli, Anagnostopoulos, & Potamianos,

2012), HIV (Milam, 2004), and spinal cord injury (January, Zebracki, Chlan, & Vogel,

2015). These studies show that when individuals are confronted with a severe health

threat, some people are able to construe benefits. BF has not been examined before and

after a medical intervention assumed to alleviate physical and psychological suffering

following a period of severe illness. The event of renal transplantation in the context of
end-stage renal disease (ESRD) provides such an opportunity.

The increasing prevalence of ESRD is posing a worldwide health problem, with an

increased need of life-sustaining renal replacement therapy, including dialysis or kidney

transplantation. ESRD, and particularly dialysis, can impose physical and psychological

challenges for patients, such as itching, extreme fatigue, and difficulties fulfilling family

and social roles (Ekelund & Andersson, 2010; Karamanidou, Weinman, & Horne, 2014).

Transplantation is associated with a better quality of life and higher life expectancy

compared to dialysis (Landreneau, Lee, & Landreneau, 2010; Li et al., 2017; Tonelli et al.,
2011). Renal transplantation involves a major surgery and does not provide a complete
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cure for ESRD. In fact, levels of well-being and quality of life after transplantation remain

lower compared to that of the general population (Karam et al., 2003; Weber et al.,

2014). However, transplantation has consistently been associated with improvements in

physical functioning, well-being, and overall quality of life (Dontje et al., 2014; Tavallaii &
Lankarani, 2005; Tonelli et al., 2011; von der Lippe et al., 2014). Moreover, qualitative

research has shown that kidney recipients perceive the transplant as a chance to live a

new and better life (Buldukoglu et al., 2005; Schipper et al., 2014). Therefore,

transplantation is referred to as a positive medical intervention throughout this paper.

Existing studies on BF in transplantation have primarily focused on the period post-

transplantation (Fox et al., 2014; Scrignaro et al., 2016; Segatto, Sabiston, Harvey, &

Bloom, 2013; Widows, Jacobsen, Booth-Jones, & Fields, 2005). This is the first study

examining whether renal transplantation is related to an increase or decrease in BF.
There might be certain individuals who are more or less likely to experience BF.

Therefore, a second study aim was to examine whether a set of disease-related and

personality variables are related to BF across transplantation. Importantly, studies on the

association between these variables and BF have been conducted among patients during

the course of a severe health threat. It is therefore not known how disease-related and

personality characteristics influence BF in the event of a positive medical intervention.

Important disease-related characteristics that have been examined in connection with BF

are the time passed since the onset of the event and disease severity. According to the
theory of post-traumatic growth (Tedeschi & Calhoun, 2004), BF takes time to develop.

Thus, BF may be more pronounced among patients who have had more time to process

the diagnosis of an illness compared to patients who are in the period proximal to the

event, when feelings of distress predominate and patients first need to adapt to a dramatic

life change. However, findings regarding the relation between time since diagnosis and BF

are inconsistent (Barskova & Oesterreich, 2009; Shand, Cowlishaw, Brooker, Burney, &

Ricciardelli, 2015), with some studies showing that more time passed since the diagnosis

of an illness was related to more BF, and some studies showing null-findings (Helgeson,
Reynolds, & Tomich, 2006).

Disease severity is an important variable to examine in conjunctionwith BF, given that

a stressful event is a prerequisite for BF to arise and more stressful life experiences are

expected to lead to more BF (McFarland & Alvaro, 2000; Tedeschi & Calhoun, 1996,

2004). Results on the relation between disease severity and BF are not completely clear.

According to ameta-analytic review, BFwas associatedwithmore severe traumatic events

(Helgeson et al., 2006). However, in a longitudinal study of people with cancer

undergoing bone marrow transplantation, BF was unrelated to progression of disease or
risk of recurrence (Widows et al., 2005).

Regarding personality characteristics, a frequently studied construct in connection

with BF is optimism. There is consistent evidence that optimism is related to more BF

(Dunn, Occhipinti, Campbell, Ferguson, & Chambers, 2011; Helgeson et al., 2006;

Pascoe & Edvardsson, 2013; Prati & Pietrantoni, 2009; Zoellner & Maercker, 2006).

Dispositional optimism refers to a stable trait where people hold general favourable

expectancies that good rather than bad things will happen to them (Scheier & Carver,

1985).
Lastly, a much-debated question in the literature on BF concerns its relation to

psychological health, specifically whether BF is positively, negatively, or unrelated to

indicators of psychological health. Literature findings concerning this issue are inconsis-

tent (Barskova & Oesterreich, 2009; Helgeson et al., 2006; Koutrouli et al., 2012; Pascoe

& Edvardsson, 2013). For example, in a meta-analytic review of cross-sectional studies,

Benefit finding in renal transplantation 177



Helgeson et al. (2006) did not find a relation between BF and measures of distress,

anxiety, or quality of life, but found a relation between BF and lower depression. In a

systematic review and meta-analysis among people with cancer, there was a weak but

statistically significant association between BF and lower depression and between BF and
lower distress, but no relation of BF to anxiety (Shand et al., 2015). The prospective

nature of the present study provides more insight into the potential causal relation

between BF and distress among patients with ESRD. Thus, we have the opportunity to

examine whether BF is associated with distress on a subsequent time-point, whether

distress is associated with BF on a subsequent time-point, or whether the relation is

reciprocal.

The present prospective study consisted of three study aims. First, we examined

whether BF changed from pre- to 12 months post-transplantation. Because this is the first
prospective study examining BF in the context of a positive medical intervention, no

specific hypothesis was offered. Second, we examined the concurrent associations of

disease-related characteristics and optimism to BF over time. Based on the BF theory, we

predicted that indicators of disease severity, such as more symptoms and comorbidities,

would be related to higher BF. According to previous research, we predicted that more

optimism would be related to higher BF. The relation between time on dialysis

pre-transplantation and BFwas also examined. As it is not clear how time on dialysismight

affect BF,wedid not have a prediction for this research question. Finally,we examined the
potential causal relations between BF and distress. Because the direction of this relation is

not clear, there is no hypothesis regarding this last research question.

Method

Study design and population
These data were obtained from a larger longitudinal observational study, which has been

described in detail elsewhere (Schulz et al., 2014). Patients were considered eligible for

study participation if (1) they were on a waiting list for kidney-only transplant or were

eligible for this waiting list and (2) aged 18 years or older. The waiting list for kidney

transplantation consisted of 897 patients in the catchment area of the transplant centre in

the northern part of The Netherlands, of whom 40 were excluded because they did not

meet the inclusion criteria (i.e., did not understand the Dutch language, visually impaired

or illiterate, or having a diagnosis of a psychiatric condition). Additionally, 362 patients
declined study participation. Of the 495 who agreed to the study, 319 received a

transplant and comprised the final sample. These patients completed one or more of the

following four assessments: pre-transplantation (T0), 3 months post-transplantation (T1),

6 months post-transplantation (T2), and 12 months post-transplantation (T3; see

Figure 1). Table 1 presents sample characteristics. Table S1 provides more information

on the patterns of missingness within the study sample. When comparing transplanted

patients who wanted to participate in the study with transplanted patients who did not

want to participate in the study, a significant effect of age was found; participants were
significantly older compared to non-participants, Mnon-participants (SD) = 50.68 (14.02),

Mparticipants (SD) = 56.00 (12.50), t (364.61) = �4.32, p < .01. No differences between

participants and non-participants were found for gender. No significant differences were

found between the group of non-transplanted participants and transplanted participants

on baseline levels of benefit finding, distress, optimism, comorbidities, and symptoms

(p > .05).
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Procedure

TheMedical Ethical Committee of TheUniversityMedical CenterGroningen approved the

study protocol with reference number METc2007/187. Patient recruitment took place

Waiting list kidney transplantation 
n = 897

Did not complete T3 n = 136
Q not returned n = 58
Drop-out n = 33

• Withdrawn n = 6
• Kidney rejection n = 

4
• Deceased n = 2
• End of study2 n = 22

Wanted to participate 
n = 495

Excluded n = 402
• Based on exclusion 

criteria n = 40
• Declined participation n 

= 362

Transplanted
n = 3191

Remained on waiting list n = 176
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Pre-transplantation (T0) n = 294

3 months post-transplantation (T1) n = 197

6 months post-transplantation (T2) n = 210

12 months post-transplantation (T3) 
n = 183

Did not complete T0 n = 25
Q not returned n = 25

Did not complete T1 n = 122
Q not returned n = 92
Drop-out n = 30
• Withdrawn n = 16
• Kidney rejection n = 

6
• Deceased n = 6
• End of study2 n = 2

Did not complete T2 n = 109
Q not returned n = 65
Drop-out n = 14
• Withdrawn n = 4
• Kidney rejection n = 

1 
• Deceased n = 1
• End of study2 n = 8

Figure 1. Flow chart of participants in the study. 1This is the reference number of the flow chart.
2Follow-up questionnaires could not be sent because of end of study.
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between July 2008 and July 2013. Prior to study participation, all participants provided

informed consent. Participants completed the pre-transplant assessment every year until

they received a transplant. The most recent pre-transplantation assessment was used in

the analyses as the T0 variable.

Measures

Demographic characteristics and clinical variables

Gender, age, donor type, dialysis type, time on dialysis, number of transplantations, and

kidney function as indicated by 24-hr creatinine clearance were obtained from patients’

medical records. Patients self-reported their relationship status and level of education.

Symptoms

A symptoms checklist was adapted by combining and reconciling overlapping items from

the widely used and accepted Kidney Disease Quality of Life Questionnaire (KDQoL; Hays,

Kallich, Mapes, Coons, & Carter, 1994) and End-Stage Renal Disease-Symptom Checklist-

Transplantation Module (ESRD-SCL-TM; Franke et al., 1999). In addition, three items on

sleep quality and four items on sexual functioning/interest were added from the SCL-90
(Derogatis, Lipman, & Covi, 1973) and the Psychosocial Adjustment to Illness Scale (PAIS;

Derogatis, 1986) respectively, because they were missing from de KDQoL and ESRD-SCL-

TMbut featured prominently in literature on symptoms of ESRD (Navaneethan et al., 2010;

Table 1. Study sample characteristics (N = 319)a

Age; M (SD) 53.1 (12.5)

Male gender; N (%) 181 (56.7)

Education; N (%)

Elementary 111 (39.1)

Secondary 128 (45.1)

University 45 (15.8)

Partner (yes); N (%) 230 (78.8)

Dialysis (yes); N (%) 229 (75.8)

Dialysis type; N (%)

Haemodialysis 155 (51.3)

Peritoneal dialysis 74 (24.5)

No dialysis 73 (24.2)

Years on dialysis; M (SD) 3.5 (2.2)

Donor type

Deceased donor; N (%) 168 (53.5)

Living donor; N (%) 146 (46.5)

Number of transplants; N (%)

First 285 (89.3)

Second 29 (9.1)

Third 5 (1.6)

Kidney function (24-hr creatinine clearance)

T1 52.7 (18.9)

T2 54.2 (19.6)

T3 55.5 (19.4)

Note. aNumbers may slightly differ between variables due to missings.
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Yngman-Uhlin & Ed�ell-Gustafsson, 2006). Two consulting nephrologists approved the

questionnaire. This resulted in a 32-item symptoms checklist including items on muscle

pain, headaches, exhaustion, nausea, thirst, itching, tiredness, and reduced sexual interest.

Patients indicatedwhether they experienced the symptoms in the last 12 months (yes/no).
The present symptoms were summed into a total score for further analyses.

Comorbidity

The number of comorbidities was measured with a checklist of twenty common chronic

diseases based on a questionnaire used by the Central Statistical Office in their national

surveys in The Netherlands. The same questionnaire has also been used in other research

(Arnold et al., 2004; Kempen, Ormel, Brilman, & Relyveld, 1997). It included conditions
like asthma, serious heart condition or heart attack, stroke, diabetes mellitus, migraine or

chronic headache, cancer, or psychological problems such as anxiety or depression.

Patients reported whether they had experienced the condition now or in the last

12 months (yes/no) andwhether they received any treatment for it (yes/no). The number

of conditions for which patients had received treatment in the last 12 months was added

in order to calculate the total number of comorbidities.

Benefit finding

Benefit finding was measured with the disease benefits subscale of the Dutch Illness

Cognition Questionnaire (ICQ; Evers et al., 2001). This subscale consists of 6 items, for

example, ‘Dealing with my illness has made me a stronger person’. Items were rated on a

4-point Likert scale (1 = not at all, 2 = somewhat, 3 = to a large extent, 4 = completely).

The ICQ has not been used in people with end-stage renal disease or renal transplant

recipients; however, it has shown adequate psychometric properties in other chronic

illnesses, such as rheumatoid arthritis andmultiple sclerosis (Evers et al., 2001) and across
patients with chronic pain and chronic fatigue (Lauwerier et al., 2010). Cronbach’s a for

our sample was .85 (T0), .87 (T1), .87 (T2), and .86 (T3).

Distress

Psychological distress was measured with the shortened 12-item version of the General

Health Questionnaire, rated on a 4-point Likert scale (GHQ-12, Goldberg & Williams,

1988). TheGHQ-12 iswidely used for assessing psychological distress in different chronic
conditions, including renal transplant patients (Prihodova et al., 2010). Half of the items

are negatively worded, for example: ‘Have you recently felt you couldn’t overcome your

difficulties?’ The items were added with a final sum score ranging from 0 to 36, with a

higher score indicatingmore distress. Cronbach’sa in the current samplewas .87 (T0), .89

(T1), .90 (T2), and .89 (T3).

Optimism

Dispositional optimism was assessed with the Life Orientation Test (LOT; Scheier &

Carver, 1985). Research indicates that the LOT consists of two separate factors, with four

positive items loading on one factor (optimism) and four negative items loading on

another factor (pessimism; Glaesmer et al., 2012; Herzberg, Glaesmer, &Hoyer, 2006). In

this study, optimismwasmeasuredwith four positivelyworded items that are rated on a 5-
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point Likert scale (1 = strongly disagree to 5 = strongly agree). An example is: ‘In

uncertain times, I usually expect the best’. The final sum score ranges from 4 to 20, with a

higher score indicating higher optimism. Psychometric properties of the complete Life

Orientation Test are adequate (Terrill, Friedman, Gottschalk, & Haaga, 2002; Vassar &
Bradley, 2010). Cronbach’s a of the optimism subscale in the current samplewas .71 (T0),

.86 (T1), .82 (T2) and .87 (T3).

Statistical analyses

Given the hierarchical two-level structure of the data (i.e., multiple assessments within

individuals), data were analysedwith amultilevel model usingMplus version 7.4 (Muth�en
& Muth�en, 2012) and maximum likelihood estimation method. Multilevel modelling is
used to account for the fact that the repeated assessments were correlated within

individuals.

One strength of multilevel modelling is that all of the data are used in the analysis,

compared to repeated measures analysis of variance which would retain data only on

those who completed all assessments. In addition, multilevel modelling allows the

separation of within-person effects (at the ‘assessment level’) from the between-person

effects (at the ‘person’ level) in the same model. Unlike the usual longitudinal–multilevel

modelling, both the time-varying predictors and the outcome variable were decomposed
into their within and between components in order to adequately study the relations

between predictor and outcome at both levels. Modelling and reporting both within- and

between-person effects is required when the effects at the different levels may differ. The

within-person effects represent individual changes over specific time-points – for

example, the influence of the independent variable at a specific time-point on the

dependent variable within that same individual at the same time-point (concurrent) or at

the following time-point (lagged). The between-person effects represent the extent to

which people who overall (time-invariant) report high levels on the independent variable
differ in their levels of the dependent variable compared to peoplewho overall report low

levels on the independent variable.

The Bayesian information criterion (BIC) and Akaike’s information criterion (AIC)

were used to evaluatemodel fit,with lower values indicating bettermodel fit. The residual

variability is considered constant.

To examine whether BF changed from T0 to T3, a random intercept multilevel model

was applied. Time (within-person)was included as a categorical (dummy-coded) variable,

given that no a priori shape of the development in BF was assumed. A random slope for
time-varying predictors was not included because it did not improve model fit (as

indicated by higher AIC and BIC values, and negligible variance of the random slope).

To examine whether disease-related characteristics and optimism were associated

with BF from T0 to T3, we applied concurrent longitudinal models that measure the

association between these variables and BF over time (separate models for each variable).

Both thewithin-person and between-person effects were examined. At thewithin-person

level, we entered number of symptoms, number of comorbidities, and optimism as time-

varying independent variables, predicting BF at the same time. At the between-person
level, the random intercepts of the independent variables and BF were allowed to

correlate. Number of comorbidities was treated as a Poisson distribution (not normally

distributed), whereas number of symptoms, optimism, and BFwere normally distributed.

All analyseswere performed for the total group of 319 participants,with the exception

of the analysis examining the relation between time on dialysis and BF, in which only
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patients who were on dialysis pre-transplantation were included (see Table 1 for

information on number of patients on dialysis). Moreover, given that time on dialysis was

only measured at T0, only the between-person effects could be examined.

To examine the longitudinal relations between BF and distress from T0 to T3, a
multilevel autoregressive cross-lagged timemodelwas applied across the four time-points

(see Appendix S1 for the Mplus code of the model). At the within-person level, it was

examinedwhether both benefit finding and distress at each time (t) could be predicted by

their own lagged value (t–1) and the lagged value of the other variable (t–1). At the
between-person level, random intercepts of BF and distress were allowed to correlate.

Results

Changes in benefit finding T0–T3
As shown in Table 2, BF significantly increased from pre-transplantation (T0) to post-

transplantation (T1) and remained stable thereafter (T2 and T3). Table 3 also shows that

BFpost-transplantation (T1, T2, andT3) significantly increased compared toBF at baseline

(T0). Even given a slight increase from pre-transplantation to post-transplantation in the

non-transplanted group, increases were larger in the transplanted group (see Table S2 for
additional information on the multilevel model of the non-transplanted group).

The association of disease-related characteristics and optimism to benefit finding

T0–T3

Symptoms

As shown in Table 4, both within- and between-person effects were found for the

association between number of symptoms and BF. Increases in symptoms within an

individual were associated with decreases in BF. Specifically, a one-unit increase in

symptoms was associated with a .07 decrease in BF at the same time (see Table 4). The

between-person effects indicated that scoring above average in symptoms was related to
scoring below average in BF over all time-points.

Table 2. Averages of variables and effect sizes of change between time-points

Mean (SD) Effect size (d)

T0 (N = 292)a T1 (N = 196)a T2 (N = 207)a T3(N = 183)a T0–T1 T1–T2 T2–T3

Benefit

finding

14.99 (4.52) 16.63 (4.42) 16.83 (4.45) 16.93 (4.22) .37** .05 .02

Distress 11.13 (5.08) 8.85 (5.72) 9.21 (5.80) 9.31 (5.14) .42** .06 .02

#Symptoms 12.95 (6.68) 11.43 (6.41) 11.52 (6.40) 11.20 (6.53) .23** .01 .05

#Comorbidities 1.64 (1.38) 1.48 (1.22) 1.44 (1.35) 1.31 (1.30) .12 .03 .10

Optimism 14.86 (2.45) 14.99 (3.13) 15.15 (2.76) 15.01 (3.23) .05 .05 .05

Notes. Means and effect sizes were calculated based on the sample of participants completing one or

more of the assessments (T0, T1, T2, and/or T3). p-Values were calculated with paired samples t-tests.

For number of comorbidities, the p-values were calculated with the non-parametric Wilcoxon signed

rank test because number of comorbidities was not normally distributed.
aNumbers may slightly differ between variables due to missings.

**p ≤ .01.
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Number of comorbidities

As shown in Table 4, no within-person effects were found for number of comorbidities

and BF. A between-person effect was found, indicating that those who scored above

average in number of comorbidities scored below average in BF over all time-points.

Time on dialysis

No between-person effect was found for time on dialysis on BF.

Optimism

Both within-person and between-person effects were found for the relation between

optimism and BF (see Table 4). The within-person effect showed that a one-unit increase

in optimism was associated with a .16 increase in BF at the same time. The significant

between-person effect showed that those who scored above average in optimism also

scored above average in BF over all time-points.

Longitudinal relation between benefit finding and distress T0-T3

As shown in Figure 2, distress predicted BF over time, but the direction of that relation

changed. The within-person effect showed that distress pre-transplantation (T0)

significantly predicted an increase in BF at T1, but an increase of distress at T1

Table 4. Concurrent multilevel models predicting benefit finding

Within-person Between-person

Estimate (SE) p ra p

# Symptoms �.07 (.03) .01 �.15 .02

# Comorbidities �.10 (.10) .35 �.28 <.01
Optimism .16 (.06) <.01 .47 <.01

Estimate (SE) p

Time on dialysis .03 (.11) .81

Notes. Variables were introduced in separate models.
ar = random intercept correlation.

Table 3. Multilevel model of changes in benefit finding over time with fixed and random effects

Estimate (SE) p

Fixed effects

Intercept 15.01 (0.26) <.01
T0 (reference)

T1 1.67 (0.27) <.01
T2 1.95 (0.25) <.01
T3 2.00 (0.26) <.01

Random effects

Intercept 12.58 (0.97) <.01
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significantly predicted a decrease in BF at T2 and an increase of distress at T2 predicted a

decrease in BF at T3. Figure 2 also shows that BF pre-transplantation (T0) was not

associatedwith distress post-transplantation (T1); however, post-transplantation each lag

showed that an increase in BF was associated with a subsequent decrease in distress.

There was also a significant between-person effect showing that a score above average in

BF was associated with a score below average in distress across all time-points (see

Figure 2).

Discussion

This is the first prospective study examining benefit finding (BF) before and after a positive

medical intervention, that is, kidney transplantation in individuals with end-stage renal

disease. BF increased from pre- to 12 months post-transplantation. A decrease in
symptoms and an increase in optimism were concurrently related to an increase in BF.

Overall, individuals with fewer symptoms and comorbidities, and more optimism, had a

higher level of BF across all time-points. We found no relation between time on dialysis

and BF. Longitudinal analyses revealed that distress pre-transplantation predicted an

increase in BF 3 months post-transplantation, but then an increase in distress post-

transplantation predicted a decrease in BF on a subsequent time-point. Furthermore, BF

pre-transplantation was not related to distress post-transplantation, whereas an increase

in BF post-transplantation predicted a later decrease in distress. This finding is also
congruent with the fact that overall, individuals with a higher level of BF had a lower level

of distress across all time-points. Importantly, the findings show that fewer mental and

physical problems are overall related to more BF, whereas more mental health problems

pre-transplantation were related to more BF post-transplantation. This shows that the

association between two variables can change due to the transplantation.

This study provides support that a positive medical intervention, such as transplan-

tation, can facilitate the identification of benefits related to one’s illness (Fox et al., 2014).

Figure 2. Cross-lagged autoregressive model of distress and benefit finding pre- to post-transplanta-

tion. *p ≤ .05; **p ≤ .01.Note. Coefficients of non-significant paths are not shown. Round double-arrows

represent correlations. Straight one-way arrows represent regression coefficients.
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This finding expands onprevious research, as BF has primarily been studied in the context

of adverse events such as the diagnosis of an illness (Danoff-Burg & Revenson, 2005;

Harrington, McGurk, & Llewellyn, 2008; Milam, 2004; Rogan, Fortune, & Prentice, 2013),

and has not been measured before and after a positive medical event. Thus, BF may not
only arise as a response to a health threat, but also as a response to a health improvement.

The current findings suggest that experiencing fewer symptoms and fewer related

health problems can support the identification of benefits following illness. This is in

contrast to the theory that suggests, more severe health threats would inspire more BF

(Tedeschi & Calhoun, 1996). Importantly, in this study disease severity was assessed with

subjective measures of severity (i.e., self-reported symptoms and comorbidities) as

opposed to objective measures. According to previous research in life-threatening

illnesses, BF might be related differently to measures of objective and subjective disease
severity, with subjective measures showing more consistent associations with BF than

objective measures (Harrington et al., 2008; Koutrouli et al., 2012). Further studies on

different indicators of disease severity in the context of a positive medical intervention

should clarify whether experiencing fewer health problems is consistently related to

more BF.

Consistent with previous research, optimism was related higher to BF (Dunn et al.,

2011; Helgeson et al., 2006; Pascoe & Edvardsson, 2013; Prati & Pietrantoni, 2009).

However, the majority of previous research is cross-sectional. The longitudinal nature of
this study adds empirical evidence to the notion that an optimistic character contributes

to experiencing benefits over time (Affleck & Tennen, 1996).

From theory, it has been proposed that growth emerges whenmore time passes since

the onset of a traumatic event given that individuals have more time to process the event

(Tedeschi & Calhoun, 1995). It is difficult to extrapolate this theory to the current study,

because it is not clear whether a longer time on dialysis pre-transplantation is related to an

extension of a distressing situation, orwhether individuals who dialyse for a longer period

have processed, and thus learned to accept and dealwith their disease.Moreover, findings
on the relation between time since diagnosis and BF seem to be inconsistent (Helgeson

et al., 2006). Future longitudinal research should further examine the trajectory of BF

from the start of dialysis through post-transplantation. Addressing this topic might give

more insight in the extent to which the duration on dialysis influences the way people

view and cope with their condition.

Lastly, an attempt was made to disentangle the temporal relation between BF and

distress in the course of 12 months post-transplantation. Although it is not clear why the

association between distress and BF changed over time, the finding thatmore distress pre-
transplantation is related tomore BF post-transplantationmight indicate that higher levels

of distress before a positive medical intervention could activate BF in order to reduce

distress over the course of the intervention. The finding that lower levels of distress after

the transplant are related to a subsequent increase in BF might indicate that an

improvement in well-being promotes the recognition of positive life changes that have

occurred due to the transplant. Moreover, the relation between distress and BF after

transplantation seems to be reciprocal, such that an increase in BF after the transplant is

also related to a subsequent decrease in distress. Interestingly, the findings suggest that
the relation between distress and BF can change from pre- to post-transplantation and

therefore stresses the importance of research longitudinally examining the association

between BF and well-being.

Previous research on the direction of the relation between BF and distress has been

inconsistent (Barskova&Oesterreich, 2009; Helgeson et al., 2006; Koutrouli et al., 2012;
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Pascoe & Edvardsson, 2013). A possible explanation for the lack of conclusive evidence

may be the diversity of study designs (longitudinal vs. cross-sectional). Most studies on BF

are cross-sectional and report null-findings or a positive relation betweenBF andmeasures

of psychological health. However, longitudinal studies overall consistently show that BF
predicts bettermental and physical health (Chen, Zhou, Zeng,&Wu, 2015; Danoff-Burg&

Revenson, 2005; Hart, Vella, &Mohr, 2008; Husson et al., 2017; Schwarzer, Luszczynska,

Boehmer, Taubert, &Knoll, 2006;Wang et al., 2017). Accordingly, this prospective study

showed consistent links between more BF and lower levels of distress in the context of a

positive medical intervention.

Before concluding, we acknowledge a number of study limitations. First, although the

longitudinal nature of this study provides the opportunity to disentangle causal relations,

it remains difficult to establish causality between distress and benefit finding pre- to post-
transplantation. Other explanations might be possible. For example, distress may act as a

moderator ormediator in the effect of transplantation on (changes in) benefit finding. This

might be explored further in future research. More assessment points and shorter time in

between assessments could provide a more detailed picture of the relation between BF

and distress before and after a positive medical intervention. The first assessment post-

transplantation was 3 months post-transplantation. Therefore, it is unclear how BF and

distress relate directly post-transplantation, when feelings of distress might predominate

because patients still need to adapt to a life-changing situation. Second, BF was measured
with a questionnaire not differentiating between distinct domains in which patients can

experience benefits, such as changes in interpersonal relationships, personal changes, or

spiritual changes (Tedeschi & Calhoun, 1996). This could be important information,

because it might give more insight into the particular domains on which patients can

experience BF and how these relate to distress. Lastly, future studies might identify

specific patient characteristics related to improvements in BF from pre- to post-

transplantation, such as adaptive or non-adaptive perceptions of one’s illness.

Our study indicates that not only a negative event, but also a positive medical
intervention can facilitate the development of benefit finding. Moreover, after transplan-

tation, an increase in BF predicted a decrease in distress and this relation appeared to be

reciprocal. Although the idea of developing a stress-reduction intervention aimed at

enhancing benefit finding is tempting, we should be cautious before promoting such

interventions. As this is the first study to examine benefit finding before and after

transplantation, more research is warranted to gain a deeper understanding of the

mechanisms that underlie these changes in benefit finding and to what extent improved

benefit finding contributes to improved quality of life and well-being in the long term.
Research might also extend this line of investigation to other positive (medical) events to

see whether similar findings emerge. A broader understanding of the relation between

benefit finding and psychological and physical health could inform future psychological

interventions.

Acknowledgements

This work was supported by grant SWO2013.03 from the Dutch Kidney Foundation.

Conflict of interest

All authors declare no conflict of interest.

Benefit finding in renal transplantation 187



References

Affleck, G., & Tennen, H. (1996). Construing benefits from adversity: Adaptational significance and

dispositional underpinnings. Journal of Personality, 64, 899–922. https://doi.org/10.1111/j.
1467-6494.1996.tb00948.x

Arnold, R., Ranchor, A. V., Sanderman, R., Kempen, G. I. J. M., Ormel, J., & Suurmeijer, T. P. B. M.

(2004). The relative contribution of domains of quality of life to overall quality of life for different

chronic diseases. Quality of Life Research, 13, 883–896. https://doi.org/10.1023/B:QURE.

0000025599.74923.f2

Barskova, T., &Oesterreich, R. (2009). Post-traumatic growth in people livingwith a seriousmedical

condition and its relations to physical and mental health: A systematic review. Disability and

Rehabilitation, 31, 1709–1733. https://doi.org/10.1080/09638280902738441
Buldukoglu, K., Kulakac, O., Kececioglu, N., Alkan, S., Yilmaz, M., & Yucetin, L. (2005). Recipients’

perceptions of their transplanted kidneys. Transplantation, 80(4), 471–476. https://doi.org/
10.1097/01.tp.0000168149.95310.6e

Chen, J., Zhou, X., Zeng, M., & Wu, X. (2015). Post-traumatic stress symptoms and post-traumatic

growth: Evidence from a longitudinal study following an earthquake disaster. PLoS ONE, 10, 1–
10. https://doi.org/10.1371/journal.pone.0127241

Danhauer, S. C., Case, L. D., Tedeschi, R., Russell, G., Vishnevsky, T., Triplett, K., . . . Avis, N. E.
(2013a). Predictors of posttraumatic growth inwomenwith breast cancer. Psychooncology, 22

(12), 2676–2683. https://doi.org/10.1002/pon.3298
Danhauer, S. C., Russell, G. B., Tedeschi, R. G., Jesse,M. T., Vishnevsky, T., Daley, K., . . . Powell, B. L.

(2013b). A longitudinal investigation of posttraumatic growth in adult patients undergoing

treatment for acute leukemia. Journal of Clinical Psychology inMedical Settings, 20(1), 13–24.
https://doi.org/10.1007/s10880-012-9304-5

Danoff-Burg, S., & Revenson, T. A. (2005). Benefit-finding among patients with rheumatoid arthritis:

Positive effects on interpersonal relationships. Journal of Behavioral Medicine, 28(1), 91–103.
https://doi.org/10.1007/s10865-005-2720-3

Derogatis, L. R. (1986). The psychosocial adjustment to illness scale (PAIS). Journal of

Psychosomatic Research, 30(1), 77–91. https://doi.org/10.1016/0022-3999(86)90069-3
Derogatis, L. R., Lipman, R. S., & Covi, L. (1973). SCL-90, an outpatient psychiatric rating scale –

preliminary report. Psychopharmacology Bulletin, 9, 13–28.
Dontje, M. L., de Greef, M. H. G., Krijnen, W. P., Corpeleijn, E., Kok, T., Bakker, S. J. L., . . . van der

Schans, C. P. (2014). Longitudinal measurement of physical activity following kidney

transplantation. Clinical Transplantation, 28(4), 394–402. https://doi.org/10.1111/ctr.12325
Dunn, J., Occhipinti, S., Campbell, A., Ferguson, M., & Chambers, S. K. (2011). Benefit finding after

cancer the role of optimism, intrusive thinking and social environment. Journal of Health

Psychology, 16(1), 169–177. https://doi.org/10.1177/1359105310371555
Ekelund,M.,&Andersson, S. I. (2010). Patient Education andCounseling ‘“I need to leadmyown life

in any case “’— A study of patients in dialysis with or without a partner. Patient Education and

Counseling, 81(1), 30–36. https://doi.org/10.1016/j.pec.2009.10.025
Evers, A.W. M., Kraaimaat, F.W., van Lankveld, W., Jongen, P. J. H., Jacobs, J. W. G., & Bijlsma, J. W.

(2001). Beyond unfavorable thinking: The illness cognition questionnaire for chronic diseases.

Journal of Consulting and Clinical Psychology, 69, 1026–1036. https://doi.org/10.1037/0022-
006X.69.6.1026

Fox,K. R., Posluszny, D.M.,Dimartini, A. F., DevitoDabbs, A. J., Rosenberger, E.M., Zomak, R. A., . . .
Dew,M. A. (2014). Predictors of post-traumatic psychological growth in the late years after lung

transplantation. Clinical Transplantation, 28(4), 384–393. https://doi.org/10.1111/ctr.12301
Franke, G. H., Reimer, J., Kohnle, M., Luetkes, P., Maehner, N., &Heemann, U. (1999). Quality of life

in end-stage renal disease patients after successful kidney transplantation: Development of the

ESRD symptom checklist - Transplantation module.Nephron, 83(1), 31–39. https://doi.org/10.
1159/000045470

188 Alicia M. de Vries et al.

https://doi.org/10.1111/j.1467-6494.1996.tb00948.x
https://doi.org/10.1111/j.1467-6494.1996.tb00948.x
https://doi.org/10.1023/B:QURE.0000025599.74923.f2
https://doi.org/10.1023/B:QURE.0000025599.74923.f2
https://doi.org/10.1080/09638280902738441
https://doi.org/10.1097/01.tp.0000168149.95310.6e
https://doi.org/10.1097/01.tp.0000168149.95310.6e
https://doi.org/10.1371/journal.pone.0127241
https://doi.org/10.1002/pon.3298
https://doi.org/10.1007/s10880-012-9304-5
https://doi.org/10.1007/s10865-005-2720-3
https://doi.org/10.1016/0022-3999(86)90069-3
https://doi.org/10.1111/ctr.12325
https://doi.org/10.1177/1359105310371555
https://doi.org/10.1016/j.pec.2009.10.025
https://doi.org/10.1037/0022-006X.69.6.1026
https://doi.org/10.1037/0022-006X.69.6.1026
https://doi.org/10.1111/ctr.12301
https://doi.org/10.1159/000045470
https://doi.org/10.1159/000045470


Glaesmer, H., Rief, W., Martin, A., Mewes, R., Br€ahler, E., Zenger, M., & Hinz, A. (2012).

Psychometric properties and population-based norms of the Life Orientation Test Revised (LOT-

R). British Journal of Health Psychology, 17, 432–445. https://doi.org/10.1111/j.2044-8287.
2011.02046.x

Goldberg, D., &Williams, P. (1988). A user’s guide to the General Health Questionnaire. Windsor:

NFER-Nelson.

Harrington, S., McGurk, M., & Llewellyn, C. D. (2008). Positive consequences of head and neck

cancer: Key correlates of finding benefit. Journal of Psychosocial Oncology, 26, 43–62.
https://doi.org/10.1080/07347330802115848

Hart, S. L., Vella, L., & Mohr, D. C. (2008). Relationships among depressive symptoms, benefit-

finding, optimism, and positive affect in multiple sclerosis patients after psychotherapy for

depression. Health Psychology, 27(2), 230–238. https://doi.org/10.1037/0278-6133.27.2.230
Hays, R. D., Kallich, J. D., Mapes, D. L., Coons, S. J., & Carter, W. B. (1994). Development of the

KidneyDiseaseQuality of Life (KDQL) instrument.Quality of LifeResearch,3, 329–338. https://
doi.org/10.1007/BF00451725

Helgeson, V. S., Reynolds, K. A., &Tomich, P. L. (2006). Ameta-analytic reviewof benefit finding and

growth. Journal of Consulting andClinical Psychology, 74, 797–816. https://doi.org/10.1037/
0022-006X.74.5.797

Herzberg, P. Y., Glaesmer, H., & Hoyer, J. (2006). Separating optimism and pessimism: A robust

psychometric analysis of the revised Life Orientation Test (LOT-R). Psychological Assessment,

18(4), 433–438. https://doi.org/10.1037/1040-3590.18.4.433
Husson, O., Zebrack, B., Block, R., Embry, L., Aguilar, C., Hayes-Lattin, B., & Cole, S. (2017).

Posttraumatic growth and well-being among adolescents and young adults (AYAs) with cancer:

A longitudinal study. Supportive Care in Cancer, 25(9), 1–10. https://doi.org/10.1007/s00520-
017-3707-7

January, A. M., Zebracki, K., Chlan, K. M., & Vogel, L. C. (2015). Understanding post-traumatic

growth following pediatric-onset spinal cord injury: The critical role of coping strategies for

facilitating positive psychological outcomes. Developmental Medicine and Child Neurology,

57(12), 1143–1149. https://doi.org/10.1111/dmcn.12820

Karam, V. H., Gasquet, I., Delvart, V., Hiesse, C., Dorent, R., Danet, C., . . . Castaing, D. (2003).
Quality of life in adult survivors beyond 10 years after liver, kidney, and heart transplantation.

Transplantation, 76, 1699–1704. https://doi.org/10.1097/01.TP.0000092955.28529.1E
Karamanidou, C., Weinman, J., & Horne, R. (2014). A qualitative study of treatment burden among

haemodialysis recipients. Journal of Health Psychology, 19(4), 556–569. https://doi.org/10.
1177/1359105313475898

Kempen, G. I., Ormel, J., Brilman, E. I., & Relyveld, J. (1997). Adaptive responses among Dutch

elderly: The impact of eight chronic medical conditions on health-related quality of life.

American Journal of Public Health, 87(1), 38–44. https://doi.org/10.2105/AJPH.87.1.38
Koutrouli, N., Anagnostopoulos, F., & Potamianos, G. (2012). Posttraumatic stress disorder and

posttraumatic growth in breast cancer patients: A systematic review. Women and Health, 52,

503–516. https://doi.org/10.1080/03630242.2012.679337
Landreneau, K., Lee, K., & Landreneau, M. D. (2010). Quality of life in patients undergoing

hemodialysis and renal transplantation–a meta-analytic review. Nephrology Nursing Journal,

37(1), 37–44.
Lauwerier, E., Crombez, G., VanDamme, S., Goubert, L., Vogelaers, D.,& Evers, A.W.M. (2010). The

construct validity of the illness cognition questionnaire: The robustness of the three-factor

structure across patients with chronic pain and chronic fatigue. International Journal of

Behavioral Medicine, 17(2), 90–96. https://doi.org/10.1007/s12529-009-9059-z
Li, B., Cairns, J. A., Draper, H., Dudley, C., Forsythe, J. L., Johnson, R. J., . . . Bradley, J. A. (2017).

Estimating health-state utility values in kidney transplant recipients and waiting-list patients

using the EQ-5D-5L. Value in Health, 20(7), 976–984. https://doi.org/10.1016/j.jval.2017.01.
011

Benefit finding in renal transplantation 189

https://doi.org/10.1111/j.2044-8287.2011.02046.x
https://doi.org/10.1111/j.2044-8287.2011.02046.x
https://doi.org/10.1080/07347330802115848
https://doi.org/10.1037/0278-6133.27.2.230
https://doi.org/10.1007/BF00451725
https://doi.org/10.1007/BF00451725
https://doi.org/10.1037/0022-006X.74.5.797
https://doi.org/10.1037/0022-006X.74.5.797
https://doi.org/10.1037/1040-3590.18.4.433
https://doi.org/10.1007/s00520-017-3707-7
https://doi.org/10.1007/s00520-017-3707-7
https://doi.org/10.1111/dmcn.12820
https://doi.org/10.1097/01.TP.0000092955.28529.1E
https://doi.org/10.1177/1359105313475898
https://doi.org/10.1177/1359105313475898
https://doi.org/10.2105/AJPH.87.1.38
https://doi.org/10.1080/03630242.2012.679337
https://doi.org/10.1007/s12529-009-9059-z
https://doi.org/10.1016/j.jval.2017.01.011
https://doi.org/10.1016/j.jval.2017.01.011


McFarland,C.,&Alvaro, C. (2000). The impact ofmotivation on temporal comparisons: Copingwith

traumatic events by perceiving personal growth. Journal of Personality and Social Psychology,

79(3), 327–343. https://doi.org/10.1037/0022-3514.79.3.327
Milam, J. E. (2004). Posttraumatic growth among HIV/AIDS patients. Journal of Applied Social

Psychology, 34, 2353–2376. https://doi.org/10.1111/j.1559-1816.2004.tb01981.x
Muth�en, L. K., & Muth�en, B. O. (2012). Mplus user’s guide (7th ed.). Los Angeles, CA: Muth�en &

Muth�en.
Navaneethan, S. D., Vecchio, M., Johnson, D. W., Saglimbene, V., Graziano, G., Pellegrini, F., . . .

Strippoli, G. F. M. (2010). Prevalence and correlates of self-reported sexual dysfunction in CKD:

A meta-analysis of observational studies. American Journal of Kidney Diseases, 56, 670–685.
https://doi.org/10.1053/j.ajkd.2010.06.016

Park, C. L., & Helgeson, V. S. (2006). Introduction to the special section: Growth following highly

stressful life events–current status and future directions. Journal of Consulting and Clinical

Psychology, 74, 791–796. https://doi.org/10.1037/0022-006X.74.5.791
Pascoe, L., & Edvardsson, D. (2013). Benefit finding in cancer: A review of influencing factors and

health outcomes. European Journal of Oncology Nursing, 17, 760–766. https://doi.org/10.
1016/j.ejon.2013.03.005

Prati, G., & Pietrantoni, L. (2009). Optimism, social support, and coping strategies as factors

contributing to posttraumatic growth: A meta-analysis. Journal of Loss and Trauma, 14, 364–
388. https://doi.org/10.1080/15325020902724271

Prihodova, L., Nagyova, I., Rosenberger, J., Roland, R., van Dijk, J. P., & Groothoff, J. W. (2010).

Impact of personality and psychological distress on health-related quality of life in kidney

transplant recipients. Transplant International, 23, 484–492. https://doi.org/10.1111/j.1432-
2277.2009.01003.x

Rogan, C., Fortune, D. G., & Prentice, G. (2013). Post-traumatic growth, illness perceptions and

coping in people with acquired brain injury. Neuropsychological Rehabilitation, 23(5), 639–
657. https://doi.org/10.1080/09602011.2013.799076

Scheier, M. F., & Carver, C. S. (1985). Optimism, coping, and health: Assessment and implications of

generalized outcome expectancies. Health Psychology, 4(3), 219–247. https://doi.org/10.

1037/0278-6133.4.3.219

Schipper, K., Abma, T. A., Koops, C., Bakker, I., Sanderman, R.,& Schroevers,M. J. (2014). Sweet and

sour after renal transplantation: A qualitative study about the positive and negative

consequences of renal transplantation. British Journal of Health Psychology, 19, 580–591.
https://doi.org/10.1111/bjhp.12057

Schulz, T.,Niesing, J., HomanvanderHeide, J. J.,Westerhuis, R., Ploeg, R. J.,&Ranchor, A.V. (2014).

Great expectations? Pre-transplant quality of life expectations and distress after kidney

transplantation: A prospective study. British Journal of Health Psychology, 19, 823–838.
https://doi.org/10.1111/bjhp.12081

Schwarzer, R., Luszczynska, A., Boehmer, S., Taubert, S., & Knoll, N. (2006). Changes in finding

benefit after cancer surgery and the prediction of well-being one year later. Social Science and

Medicine, 63, 1614–1624. https://doi.org/10.1016/j.socscimed.2006.04.004

Scrignaro, M., Sani, F., Wakefield, J. R., Bianchi, E., Magrin, M. E., & Gangeri, L. (2016). Post-traumatic

growth enhances social identification in liver transplant patients: A longitudinal study. Journal of

Psychosomatic Research, 88, 28–32. https://doi.org/10.1016/j.jpsychores.2016.07.004
Segatto, B. L., Sabiston, C. M., Harvey, W. J., & Bloom, G. A. (2013). Exploring relationships among

distress, psychological growth, motivation, and physical activity among transplant recipients.

Disability and Rehabilitation, 35, 2097–2103. https://doi.org/10.3109/09638288.2013.807882
Shand, L. K., Cowlishaw, S., Brooker, J. E., Burney, S., & Ricciardelli, L. A. (2015). Correlates of post-

traumatic stress symptoms and growth in cancer patients: A systematic review and meta-

analysis. Psycho-Oncology, 24(6), 624–634. https://doi.org/10.1002/pon.3719
Tavallaii, S. A., & Lankarani, M. M. (2005). Improved mental health status in the first 2 weeks after

kidney transplantation. Transplantation Proceedings, 37, 3001–3003. https://doi.org/10.

1016/j.transproceed.2005.07.030

190 Alicia M. de Vries et al.

https://doi.org/10.1037/0022-3514.79.3.327
https://doi.org/10.1111/j.1559-1816.2004.tb01981.x
https://doi.org/10.1053/j.ajkd.2010.06.016
https://doi.org/10.1037/0022-006X.74.5.791
https://doi.org/10.1016/j.ejon.2013.03.005
https://doi.org/10.1016/j.ejon.2013.03.005
https://doi.org/10.1080/15325020902724271
https://doi.org/10.1111/j.1432-2277.2009.01003.x
https://doi.org/10.1111/j.1432-2277.2009.01003.x
https://doi.org/10.1080/09602011.2013.799076
https://doi.org/10.1037/0278-6133.4.3.219
https://doi.org/10.1037/0278-6133.4.3.219
https://doi.org/10.1111/bjhp.12057
https://doi.org/10.1111/bjhp.12081
https://doi.org/10.1016/j.socscimed.2006.04.004
https://doi.org/10.1016/j.jpsychores.2016.07.004
https://doi.org/10.3109/09638288.2013.807882
https://doi.org/10.1002/pon.3719
https://doi.org/10.1016/j.transproceed.2005.07.030
https://doi.org/10.1016/j.transproceed.2005.07.030


Tedeschi, R. G., & Calhoun, L. G. (1995). Trauma and transformation: Growing in the aftermath

of suffering. Thousand Oaks, CA: Sage.

Tedeschi, R. G., & Calhoun, L. G. (1996). The posttraumatic growth inventory: Measuring the

positive legacy of trauma. Journal of Traumatic Stress, 9(3), 455–471. https://doi.org/10.1007/
BF02103658

Tedeschi, R. G., & Calhoun, L. G. (2004). Posttraumatic growth: Conceptual foundations and

empirical evidence. Psychological Inquiry, 15(1), 1–18. https://doi.org/10.1207/

s15327965pli1501_01

Terrill, D. R., Friedman,D.G., Gottschalk, L. A.,&Haaga,D. A. F. (2002). Construct validity of the Life

Orientation Test. Journal of Personality Assessment, 79, 550–563. https://doi.org/10.1207/
S15327752JPA7903_09

Tonelli, M., Wiebe, N., Knoll, G., Bello, A., Browne, S., Jadhav, D., . . . Gill, J. (2011). Systematic

review: Kidney transplantation compared with dialysis in clinically relevant outcomes.

American Journal of Transplantation, 11, 2093–2109. https://doi.org/10.1111/j.1600-6143.
2011.03686.x

Vassar, M., & Bradley, G. (2010). A reliability generalization study of coefficient alpha for the life

orientation test. Journal of Personality Assessment, 92(4), 362–370. https://doi.org/10.1080/
00223891.2010.482016

von der Lippe, N., Waldum, B., Brekke, F. B., Amro, A. A. G., Reisæter, A. V., & Os, I. (2014). From

dialysis to transplantation: A 5-year longitudinal study on self-reported quality of life. BMC

Nephrology, 15(1), 191. https://doi.org/10.1186/1471-2369-15-191

Wang, A. W.-T., Chang, C.-S., Chen, S.-T., Chen, D.-R., Fan, F., Carver, C. S., & Hsu, W.-Y. (2017).

Buffering and direct effect of posttraumatic growth in predicting distress following cancer.

Health Psychology, 36(6), 549–559. https://doi.org/10.1037/hea0000490
Weber,M., Faravardeh, A., Jackson, S., Berglund, D., Spong, R.,Matas, A. J., . . . Ibrahim,H.N. (2014).

Quality of life in elderly kidney transplant recipients. Journal of the American Geriatrics

Society, 62, 1877–1882. https://doi.org/10.1111/jgs.13065
Widows, M. R., Jacobsen, P. B., Booth-Jones, M., & Fields, K. K. (2005). Predictors of posttraumatic

growth following bonemarrow transplantation for cancer.Health Psychology, 24(3), 266–273.
https://doi.org/10.1037/0278-6133.24.3.266

Yngman-Uhlin, P., & Ed�ell-Gustafsson, U. (2006). Self-reported subjective sleep quality and fatigue in
patients with peritoneal dialysis treatment at home. International Journal of Nursing Practice,

12, 143–152. https://doi.org/10.1111/j.1440-172X.2006.00566.x
Zoellner, T., & Maercker, A. (2006). Posttraumatic growth in clinical psychology – A critical review

and introduction of a two component model. Clinical Psychology Review, 26(5), 626–653.
https://doi.org/10.1016/j.cpr.2006.01.008

Received 12 February 2018; revised version received 17 October 2018

Supporting Information

Additional Supporting Information may be found online in the

Supporting Information section at the end of the article.

Table S1. Information on patterns of missingness within the study sample.

Table S2. Multilevel model of changes in benefit finding over time for the non-

transplanted group with fixed and random effects.

AppendixS1.Mplus code for the autoregressivemodel ofDistress andBenefit Finding
pre- to post-Transplantation.

Benefit finding in renal transplantation 191

https://doi.org/10.1007/BF02103658
https://doi.org/10.1007/BF02103658
https://doi.org/10.1207/s15327965pli1501_01
https://doi.org/10.1207/s15327965pli1501_01
https://doi.org/10.1207/S15327752JPA7903_09
https://doi.org/10.1207/S15327752JPA7903_09
https://doi.org/10.1111/j.1600-6143.2011.03686.x
https://doi.org/10.1111/j.1600-6143.2011.03686.x
https://doi.org/10.1080/00223891.2010.482016
https://doi.org/10.1080/00223891.2010.482016
https://doi.org/10.1186/1471-2369-15-191
https://doi.org/10.1037/hea0000490
https://doi.org/10.1111/jgs.13065
https://doi.org/10.1037/0278-6133.24.3.266
https://doi.org/10.1111/j.1440-172X.2006.00566.x
https://doi.org/10.1016/j.cpr.2006.01.008

