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(ABSTRACT)

Seventy—four women with either rheumatoid arthritis (RA). chrohic _

pain EVGOFÜME or depression and 59 of their spouse; reoorted on their

family cohesion, adaotability and conflict. From a review of the

literature. theee three dimension; of family functioning were

identlfieo as important in “¤;ychosomatic" familie; in which an adult

member is physiologicaliy vulnerable (Flor & Turk, 1985}.

Data analysis consisted cf crosstabular procedure; and MANÜVAs.

Differerces between the groups in terms of health status were explored

using a MANCVA with Group membership as the independent variable and

the Arthritis Impact Measurement Scale; (AIMS) as dependent variables.

2veraiT. tne teoression and chronic pain group; were more similar than

the PA group with the exception of the levels of Physical Activity and

Pain. For these two dimensions, the RA and chronic pain group; were

similar while the depression group score; indicated better health

state;.

Zroeetabular srocedures were performed on the FACES III score; on

cohesion and adaptability both separately and then combined on the

Circumplex MCSE?. Higher than expected percentage; of disengaged

eoeres were reoorted by the women in the RA and chronic pain groups and



this trend was more pronounced in the soouses' scores of all three

groups. The women in all three groups reported fairly normal levels of

aäaptao;lity as did the spouses of the depression group members, but

the spouses of those women with RA and chronic pain reported higher

than eßpected levels of rlgidity. Results of MANOVAs to examine

dzfferences between the three groups in terms of the family

charac%e=;stlcs were significant. The women in the depression group

an: thexr spouses reported higher levels of conflict than the memers

uf the RA group.
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CHAPTER I

INTRODUCTIDN

Arthritis is one of the most common ailments in the United States.

According to recent statistics released by the Arthritis Foundation,

the combined diagnoses of arthritis and rheumatism rank second only to

heart disease (16% vs 17%) as a cause of chronic limitation of major

I life activities (National Health Interview Survey, cited by Epstein,

Yelin, Nevitt, & Kramer, 1986). Rheumatoid arthritis (RA), one of over

100 types of arthritis, is a chronic inflammatory connective tissue

disease of unknown etiology. Many patients with RA experience

destruction of multiple joints, persistent pain, and eventual loss of

functionsl ability (Kushner, Forer, & McGuire, 1984).

The fami1y’s response to the chronically ill person is crucial in

mediating the stresses of irrevocable losses and major lifestyle

changes. The family s response to and effect on the management of

chronic diseases such as chronic heart failure, kidney disease, and

diabetes have been the subject of many investigations, but fewer

studies have investigated the role of the family in the progression of

rheumatoid arthritis. Few definitive conclusions can be drawn from the

extant research.

Rheumatoid arthritis is also one of the seven “classic"

psycnosomatic illnesses (Moldofsky, 1970). According to Nirsching &

Stierlin (1985), psychosomatic refers to an increase in the general

susceptibility to physical illness. The traditional emphasis in

1
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psychosomatic medicine has been on the individual's personality and

intrapsychic conflicts. Recently, more attention is being focused on

the family dynamics of psychosomatic patients. ,Family systems

theoriste posit a model which depicts psychosomatic illnesses as

serving a function within the family (Minuchin, Baker, Rosman, Liebman,

Hzlman, & Todd, 1975).

Purpose

The purpose of this research project was to attempt to fill a gap

in the current literature by collecting specific, quantifiable data to

objectify clinical descriptions of characteristics of families in which

a member has either rheumatoid arthritis, chronic pain or depression.

In their review of the literature on chronic pain and the family, Payne

$ Norfleet €19S6) noted that clinicians have been reporting family

interactions characteristic of chronic pain families in case studies

for quite a few years. However, few attempts have been made to

quantify these family interactions. In this study, characteristics of

families in which the wife/mother has rheumatoid arthritis are compared

with families of chronic back pain and depressed patients.

Theoretical Base and Research Questions

The structural family theory of Minuchin has been applied to

families with a psychosomatically ill child (Minuchin et al., 1975).

Minuchin’s model, which has considerably influenced the treatment of

such diecrders, describes three necessary conditions for the

development and maintenance of psychosomatic symptome in children: a

physiologically vulnerable child, and a certain type of family
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organization coupled with the child's involvement in parental conflicts

as either an avoider or coalition partner. The family organization is

characterized by enmeshment, rigidity, overprotectiveness, and a lack

of conflict resolution.

Minuchin et al.'s (1975) conceptualization of these family

characteristics has been questioned by Kog, Vandereycken, & Vertommen

(1985) on several points, including the overemphasis on pathological

extremes of the interaction features and the overlap of meanings in the

definitions of family characteristics. Their research led them to

conclude that overprotectiveness overlaps with the other three

characteristics of Minuchin’s model to such an extent that it was a

superfluous concept (Kog, Vertommen, & Vandereycken, 1987). They

redefined the family qualities as part of several continua on which

every type of family interaction can be situated. These continua

describe: (a) the intensity of intrafamilial boundaries (enmeshment,

cohesion, or self- differentiation); (b) the degree of a family's

adaptability (with rigidity at one end of this continuum); and, (c) the

fami1y's way of handling conflicts (which includes lack of conflict

resolution). These three dimensions of family functioning appear to be

important in "psychosomatic“ families in which one of the children is

physiologically vulnerable. They have also been observed to be

important characteristics in families in which an adult member is

~
physiolcgically vulnerable (Flor & Turk, 1985).

Research questions for this study were: (1) Do rheumatoid

arthritics, chronic back pain patients, and depressed patients differ



4

with respect to their self-reports of their fami1y’s adaptability,

cohesion, and conflict?

(ED Do spouses in each group differ in their perception of their

fami1y’s adaptability, cohesion and conflict?



CHAPTER II

LITERATURE REVIEW

Illness in the family has been investigated primarily from three

perspectives: (1) the impact of illness on the family unit; (2) the

family's influence on susceptibility to disease and course of illness;

and, (3) the reciprocal impact of the individual's illness on the

family and the family’s influence on the symptoms of the ill person.

The theoretical model on which this study is based falls under the

rubric of the recursive model of the third perspective. Literature

from the first two perspectives will also be reviewed to provide a

wider context for the interpretation of results of this study. The

review will begin with a description of RA and the clinical criteria of

RA.

Description and clinical criteria of RA

The criteria used for diagnosing RA in this study was the American

Rheumatism Association criteria (ARA) which include 11 points (see

Appendik A) (Kellgren, Jeffrey, & Ball, 1963). Estimates of the

prevalence of RA in the U.S. using ARA criteria have fallen between 2%

and 3% (Thurnau, 1983). Most population studies indicate that the

prevalence of definite RA is two to three times greater in females than

males, and increases with age in both sexes, approaching 2% in males

and 5% in females over age 55 (Lawrence, 1977).

The etiology of RA is still unknown, but researchers agree that

the most likely causes involve interactions between an inherited

5
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susceptibility to the disease, an infection that triggers the disease

process, chronic inflammation, and an unbalanced immune system (Kushner

et al., 1984, p. 11). Characteristics of the disease include: (1) the

presence of a range of autoantibodies of which the anti—IgG rheumatoid

factors are the most common; (2) frequent presence of evidence of

infection by an Epstein—Barr virus; and, (3) a genetic predisposition

to the disease characterized by high prevalence of human leukocyte

antigens (HLA—Dw4) histocompatibility type in individuals affected by

the disease Cvaughan, 1980).

Seronegative RA can be distinquished from seropositve RA by the

absence of demonstrable rheumatoid factors. Seropositive rheumatoids

typically have a more serious disease course with worse functional

capacity, persistent synovitis and joint erosion (Duthie, Brown, &

Truelove, 1964; Sharp, Calkins, & Cohen, 1964; Short, Bauer, & Reynold,

1957). A longitudinal study by Feigenbaum, Hasi, and Kaplan (1979)

found six entry variables in a multivariate analysis to accurately

predict outcome in 89% of subjects whose RA was subsequently in

remission and 80% of those with late erosive disease. These factors

were (a) seropositivity for rheumatoid factor, (b) female sex, (c)

white race, (d) two or more swollen upper extremity joints, (e)

Raynaud's-like phenomenon, and ff) malaise or weakness.

Earlzer studies were based on the assumption that rheumatoid

arthritis was a homogeneous disease, but recent studies indicate that

there may be several different types of RA. Crown, Crown, and Fleming

(1975) classified RA into a less severe form associated with negative
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rheumatoid factor in which psychosocial factors play a more central

role, and a more severe form associated with positive rheumatoid factor

in which hereditary and other constitutional factors are more

important. Bardiner (1980) was able to replicate the findings of Crown

et al. in that he found a relationship between personality and the

presence of rheumatoid factor in blood serum. The seropositive
W

patients appeared tc be less susceptible to psychiatric disturbance

than seronegative patients. Two categories of RA were identified by

Rimon and Laakso (1985) in their study of 100 female patients: one form

of the disease was associated with hereditary predisposition and less

influenced by environmental psychosocial changes and a second form was

less :onnected with genetic factors and more influenced by psychosocial

factors.

Effects of Chronic lllness on the family

Family stress literature

The growing body of literature on family stress and coping has

contributed to an understanding of the process by which families deal

with the stress of a chronic illness and the factors crucial to

determining the family’s success or failure in this process. Hil1’s

(1949) classic research on war induced separation outlined a set of

major variables and their relationships which have formed the

foundation for much of the family stress research. He posited the

ABC—X model in which a stressor event (A) interacts with the family’s

crisis meeting resources (B) and the definition the family makes of the

event (C) to produce the crisis (X). The stressor can be any
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occurrence which produces change in the family social system, yet, the

family experiences crisis only when there is an actual or perceived

demand—capabi1ity imbalance in the family‘s functioning (McCubbin,

Patterson, Comeau, Joy, Cauble, & Needle, 1980). The B factor, the

family's crisis meeting resources, includes dimensions such as family

coherence, family adaptability, agreement on role structure,

satisfactions within the family due to successful meeting of the

physical and emotional needs of its members, and goals towards which

the family is moving as a group (Angel, 1936; Cavan & Ranck, 1938; Koos

& Fulcomer, 1946). The C factor is the family's subjective perception

of the stressor and its hardships.

By 1973, Burr had added the concepts of Vulnerability and

regeneration to Hill's model._ McCubbin and Patterson (1983) advanced a

framework for understanding chronic illness, called the Double ABC-X.

Model, which was an adaptation of Hill s and Burr's work in that

McCub¤in and Patterson added the dimension of time to consider not only

pre-crisis factors but also post—crisis factors in the family's

adiustment. Their model suggests that coping is the central process

describing a family's efforts to adapt and achieve a new balance in

their system. Coping involves an interaction of resources,

perceptions, and behavioral responses, and emerges out of the pile-up

of demands on the family.
e

Many investigators have studied the families of children with

chronic illnesses. In their review of the literature, Mcüubbin et al.

(1980) noted that the greater part of these studies on families with
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chronically ill children focused on the emotional and psychological

hardships for the child and parents. Several themes emerged from the

studies of factors that enabled families to adjust and manage chronic

stressors: (al the importance of the decision—making process in the

management of stress, (b) the systematic assessment of family hardships

and resources, (c) coping strategies and their impact on health status

and family functioning, and (e) documentation of the course of

adjustment over time.

In an extension of McCubbin and Patterson's (1983) double ABC—X

model of family adaptation to chronic illness, Koch (1985) stressed the

importance of role flexibility and affective reactivity as factors in

family coping. The model she described predicts that when family rules

allow for expression of emotions and when family roles are flexible,

the adaptation process will be effective. Ineffective adaptation is

characterized by a pile—up of stresses. Eight indices of family

adaptation to chronic illness were presented: (a) emotional expression,

Tb? marital and family stability, (cl adaptability, (d) cohesion, (el

unexoressed negative emotions, (f) illness, (g) anxiety, and (h)

depression. Koch posited two hypotheses: (a) definitions of the

severity of the illness and its demands are expected to be inversely

related to the effectiyeness of the family's adaptation, and (b) the

family s definition of its ability to manage the demands of the illness

will be related to the family’s effectiveness of adaptation.
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Physical disability literature
‘

Role exgectations.

The literature on physical disability contains numerous studies

concerned with the impact of chronic disability on family relations. A

frequently recurring finding is that the disability of a family member

requires shifts in the role expectations of family members. Gibson and

Ludwig (19681 found that the disability of an employed family member

had serious consequences for the family. In addition to severe

economic problems, these families experienced a disruption of roles and

etrained interpereonal relationships. Klein, Dean, and Bogdonoff

(19a?) found a significant correlation between symptom levels and role

teneions in the family in their study of 121 chronically ill patients.

The need for role changes in families of a disabled husband was

investzgated by Carpenter (1974). He found a small insignificant trend

toward greater disagreements in those families in which the wife was

employed and household demands were greater on the disabled husband.

In a 1973 study Zahn found that characteristics of disability that

clearly indicated sickness or impairment tended to be associated with

better interpersonal relations. This clarity was indicated by severity

of functional limitations and inability to work. Along these same

lines, Wright and Owen (1976) found that the RA patients who had the

least misunderstanding about the amount of activity they could do at

home were in the severest functional grade. These findings deviate

from the pattern one would expect on the basis of social role theory.

Parsons and Fox (1952), important contributors to social role theory,
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hypothesized that disability disrupts established rule patterns and

predicted that the severity of disability will directly relate to the

disruption that occurs in role patterns.

Other researchers have found a pattern similar to that discovered

by Zahn. Skipper, Fink, and Hallenbeck (1968) studied the effects

which a major disability may have on the marital relationship and found

that there was no simple connection between the wife's level of
(

functional mobility and the satisfactiun uf basic needs of the

non—d1sabled husband; moreover, the degree of disability was not

related to changes in marital status. Skipper et al. hypothesized two

opposing forces at work. While the physical impairment blocks off

habitual ways of satisfying needs, the person's role expectations can

change. Role functioning may be more ambiguous with little disability

and thus more conflict may occur than when the expectations are

clearer, such as in more severe disability.

Bishop and Epstein (1980) hypothesized that the relationship

between role functioning and disability may be curvilinear. Role

functioning may be disrupted with mild disability and attendant

empectation confusion. The need to reallocate rules may become more

evident with increasing disability and functional incapacity and

therefore cause fewer problems. However, with the most severe

disability, the role demands on the family increase to the point that

ather family members may become overburdened and the famiy in turn

develops problems in the role area.
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Physical disability and the marital relationship.

The literature on the impact of physical disability on marital

adgustment also points to the importance of role expectations.

Peterson (1979) concluded from his review of this literature that there

is a relationship between marital stress and physical disability. The

stress factors appeared not to be directly related to the severity of

the handicap. Rather, both role ambiguities and a wide discrepancy

between performance of the generally sanctioned roles for men and women

in the larger culture are conducive to marital discord. Cognitive and

mental disabilities produced greater stress on a marriage than physical

disability. Higher marital satisfaction was related to clear and

appropriate role expectations of the disabled spouse.

Power and decision making are two aspects of family functioning

closely linked to role functioning. Hook (1973) investigated the

relative power distributions in families with a wife-mother with RA.

In interviews that included a RA wife, her husband, and their teenage

offspring, the wife typically scored four times higher in power and

decision making than the husband. In addition, the wife possessed more

power within the family as she became more disabled.

Sexual problems have been found to occur as a result of chronic

illness. A prospective study of 100 RA patients by Ferguson and Figley

(1979) found that 38 out of 70 women reported sexual problems, and pain

was the most significant factor in explaining these problems. Elst,

Sybesma, van der Stadt, Prins, Muller, and den Butter (1984) reported

that sexual motivation in both men and women with RA was lower than in
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healthy men and women. Orgasmic intensity did not seem to be affected

by RA, but sexual interactions seemed to be intended to reach orgasm

quickly, because prolonged sexual activity caused too much pain and/or

fatique. Fink, Skipper, and Hallenbeck (1968) found that the greater a

disabled woman’s sexual satisfaction, the greater her marriage

satisfaction.

One of the possible outcomes of disability on a marital

relationship is the possibility of dissolution. Divorce statistics for

RA have been characterized by conflicting results. King and Cobb (1958)

found that divorce was more prevalent for RA patients, while Medsger

and Robinson (1972) interpreted the prevalence of divorce in their

study to be a reflection of a lower rate of remarriage rather than a

higher rate of divorce. He1lgren's (1969) investigation of RA subjects

in a population of 22,664 revealed no significant differences in

marital status in any of the groups studiedtf The research in this area

does not lead to any firm conclusions.

Positive adjustments

Mary families can successfully adjust to the changes and demands

brought about by the presence of a chronic disease. Earle, Perricone,

Maultsby, Perricone, Turner, and Davis (1979), in their study of RAs

and healthy controls, found that both groups enjoyed good family

relationships, although the RA patients less than 50 years old
_

expressed more concern over meeting their spouses expectations of them

as homemakers and companions. Preliminary results of a study of

families and chronic disease by Bishop, Keitner, Miller, Epstein,
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Ligate, and Mindon (1987) indicate that disabled families function like

non—c1inical families and are healthier than those of acute psychiatric

cases.

In summary, RA can have a broad range of effects on a family

including changes in financial security, in sexual relationships and in

power and decision—making processes. There is also widespread

acknowledgement of the importance of role changes as a result of a

chronic disease, but no final conclusions about the relationships

between role expectations and health status are warranted at this time.

The family stress research provides a solid theoretical base for

understanding the adjustments a family must make to accomodate a enber

with RA.

influence of family interaction on the development of disease

A recent issue of Family Systems Medicine was devoted to a

tcritical review of the burgeoning literature on the fami1y's impact on

health. Based on this review, Campbell (1986) drew several conclusions

that are relevant for an understanding of the family’s impact upon RA.

He observed that studies of the family's impact on physical health are

primarily derived from the social epidemiology model and view the

family as a source of stress and/or social support. In addition,

marital status and support by the spouse are the most potent family

factors affecting overall mortality. In fact, family support,

especially by the spouse, has a protective effect which is not specific

to any disease process. Also, a significant correlation between family

support and compliance with medical regimens has been demonstrated in
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cross-sectional studies.

Psychodvnamic studies

Psychodynamic studies are based on a different model than the

general systems model which is currently the dominant model in the

field of family systems medicine. Yet, these studies can provide

important clues in our developing understanding of the family's impact

on health status. q

Several studies of RA have examined factors within the family that

might affect disease activity. Harburg, Kasl, Tabor, and Cobb (1969)

examined differences in RA patients and healthy controls in their

recall of early parent—chi1d relations. They found that female RAs

reported mothers who were more arbitrary in authority and toward whom

the daughter felt anger which she did not express directly towards her

mother. No such differences with the father were evident.

Hasl and Cobb (1969) reported that marriages of RA wives and

healthy husbands were highest on mutually directed anger—aggression.

The marriages of RA husbands and healthy wives were the lowest on

mutually directed anger—aggression, while the healthy husbands-healthy

wives’ marriages were intermediate. Another study on this same sample

asked the question, "Why do wives with RA have husbands with peptic

ulcer?" (Cobb, Kas}, French, & Norstebo; 1969). A comparison of

marriages with and without RA found that in marriages in which the wife

had RA, there was an excessive number of husbands with peptic ulcer.

The investigators speculated that the previously referred to hostility

in these marriages would leave the husbands' needs for emotional
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support and the wives’ need for ego support unmet.

In contrast to these findings, Moos and Solomon (1965) found that

RA wives rarely admitted to arguing with their husbands. The RA wives

were compared to their nonarthritic sisters who admitted to arguing

with their husbands even though they described their marriages as

happy. The researchers also concluded that the RA subjects tended to

be in unhappier marriages than their sisters.

A more recent psychodynamic study by Rekola (1975) compared a

series of interviews with RA women and their family members (siblings

and parents) with a series of schizophrenic and neurotic patients and

their families. The 30 RA patients were all seropositive. With respect

to the parents' abilty to create a workable family unit (a factor

called family integration), the RA families were comparable to the

neurotic families, while the schizophrenic families formed the most

seriously disordered group. The schizophrenic families were

characterized by extreme lability and incohenence, while the RA

families were rigid as regards their inner structure, outwardly

conventional with a “strict rearing atmosphere.“ The neurotic families

were described as flexible but overprotective. No "normal" or

nonclinic families were included in this study.

Another point of comparison in this study was made between two

subgroups of RA families. In one subgroup, one or more of the family

members other than the index patient also had RA, and in the second

subgroup, none of the index patients' first- or second degree relatives

were known to be affected by RA. An accumulation of certain family
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patterns was noted in families particularly burdened by RA. These

findings indicated a rigid type of family integration, strict rearing

patterns, and a powerful domination of the family by one parent or the

other (usually the mother).

Criticisms have been leveled against these and other psycho-

dynamically based studies. The sample of Rekola’s (1975) study could

be affected by selection bias if all of the subjects had been referred

for psychiatric evaluation. The family variables do not have clear

operational definition, so that replication of results is difficult.

The psychoanalytic framework is also geared to examining pathology

without a balancing search for health. The interview schedules are

usually not tested for reliability or validity. These studies can be

suggestive of trends that may be important topics of future research,

particularly in the area of the management of anger and conflict in

families with RA.

The family as source of stress and suggort

Stress is widely considered to be an important factor in the

genesis and progression of many physical illnesses. According to

Koehler’s (1985) review of literature, the empirical evidence with

regard to the influence of stress variables n the development and the

course of RA is mixed. He suggests that future studies should

distinguish between stress factors for patients with seronegative and

seropositive RA separately. A study by Crosby (1984) found significant

positive correlations between disease activity and emotional stress in

RA. She utilized a feedback loop concept to define emotional stress
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and RA disease activity as both a driving force and a consequence.

That is, as emotional stress levels increased, disease symptoms

intensified, which in turn led to increased emotional stress. The

evidence for considering stress factors in RA disease activity is

strong enough to warrant an examination of the literature on the family

situation as both stressor and buffer of stress.

Stress literature.

The term “stress" has been used in a variety of ways, sometimes to

refer to events external to an organism, or to the organism's response

to challenging events. Still others view both external and internal

events as stress and emphasize the interaction between environment and

response (Lazarus & Launier, 1978). As part of the widespread interest

in stress processes, there is a growing body of literature concerned

with the physiological effects of social environments. This literature

has both a biological and psychosocial tradition which are becoming

more integrated (Fleming, Baum, & Singer, 1984). Kiritz and Moos

(1974) have examined the social environment factors that have

pronounced effects on physiological processes. They found that the

social stimuli associated with the relationship dimensions of support,

cohesion, and affiliation have effects that are generally positive,

including enhanced normal development and reduced recovery time for

illness. Factors associated with responsibility, work pressure, and

change can increase the likelihood of stress and disease.

.Numerous studies have examined the relationship between social

support and health. Broadhead et al. (1983) have reviewed this
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research and have synthesized the characteristics of the relationships

between social support and health that have been consistently found in

the literature. They noted that poor social support precedes adverse

psychologic outcomes and mortality. While social support explains from

1.0-7.0% of the variance in psychologic outcomes, there is a consistent

direction and magnitude of effect which is greater for women than men

in most studies. A large number of environmental and individual

characteristics interact to produce a person’s social support system at

any one point in time.

An important source of social support for adults in the U.S. is

the marital relationship. In her literature review on marital status

and health, Verbrugge (1979) noted that married people in the U.S.

appear to be the healthiest group based on marital status. She

explained these results by marital roles and life styles which

influence health, by selectivity into a marital status because of

health, and by encouragement to take health actions. In addition, the

effects of divorce, bereavement, separation and social dislocation are

social stressors that have been associated with a wide range of health

breakdowns (Berkman, 1983; Bunch, 1972; Nuckolls, Cassel, & Kaplan,

1972; Verbrugge, 1979).

Stress in families with a chronically ill member.

Several studies have examined stress in families with a

chronically ill member. Downes (1942) presented evidence that family

members of a chronically ill person had more illness experiences than

did the general population. Henker (1964) studied 37 couples involved
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in group marriage therapy, 29 of which reported significant illness

episodes. These tended to be chronic, recurring conditions that were

exacerbated during times of marital upset.

Frequently, the family has been studied in its supportive role in

aiding a member in coping with a chronic illness. One set of studies

confirms the quality of family cohesiveness as a buffer against stress.

Dimond (1979) identified family cohesiveness to be a key variable in

adiustment to hemodialysis and maintenance of predialysis levels of

social functioning. Another study of adaptation to hemo—dia1ysis was

conducted by D'Brien (1980). A strong positive correlation was found

between perceived family support and interactional behavior as

determined by the amount of involvement in family, work, and

recreational activities. ln her fol1ow—up study, the correlation was

not as strong, though still statistically significant.

By way of contrast, a recent study by Reiss, Gonzalez, and Kramer

(1986) led to some surprising conclusions regarding the relationships

between family process, chronic illness and death. These investigators

used laboratory techniques for measuring prob1em—solving strategies in

23 families, each with an adult member with end—stage renal disease.

Previous studies by Reiss and Dliveri (cited in Reiss, Gonzalez, &

Kramer, 1986) using these same laboratory techniques suggested that

high scores on three dimensions of problem solving behavior

(configuration, coordination, and delayed closure) favored a family’s

ability to understand and master the difficulties of stressful

situations. Thus, they expected that high scores on problem—solving
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would favor the long—term adjustment of families to the stresses of

long—term care of a family member with a chronic illness such as

end—stage renal disease.

ln contrast to these expectations, high scores on the

problem-solving variables, as well as the measures of acccomplishment

and intactness, predicted early death rather than survival. Reiss et

al. offered several possible explanations for these findings. One

proposal they made concerned the paradoxical vulnerability of “strong"

families whose members tend to become more closely integrated and tied

together in dealing with medical crises. Although high "coordination“

is an effective response to an acute medical situation, if it persists,

this strong bonding may make the family more vulnerable in the long run

by the drain of family members' energy being focused solely on the ill

member’s needs.

Family support and rehabilitation.

Family functioning has been shown to affect the outcome of

”
rehabilitation. Litman (1966) studied 100 physically disabled subjects

and found that family integration and solidarity appeared to have

Aneither a positive or negative impact on rehabilitation. However,

family reinforcement, support, and acceptance positively affected

outcome. Family ties could hamper rehabilitation if the family was

oversolicitous and discouraged rehabilitation. This effect was also

noted by Vignos, Thompson, Katz, Moskowitz, Fink, and Svec (1972) in

that they found the RAs role in the family can be adversely affected by

his/her continued dependence on other family members for assistance.
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Versluys (1980) has noted that the fami1y's response to rehabilitation

is crucial in that disordered family dynamics, family alienation, or

family collapse may be responsible for rehabilitation failure when

there is no other observable reason.

In a critical review of compliance studies in RA, Belcon, Haynes,

and Tugwell (1984) concluded that noncompliance with treatments of RA

is a major problem that has not been widely considered. Two studies

have examined the relationship between family support and

rehabilitation compliance in RA. Dakes, Ward, Gray, Klauber, and Moody

(1970) found that the patient’s perception of family expectations is

strongly related to compliance with a splint regimen. More recently,

Ferguson and Bole (1979) found that interventions to enhance family

support in compliance to a rehabilitation regime were effective in 2

cases (out of 40), but belief in the benefit of the recommendation was

the key variable in compliance.

Relationship between family functioning and health status in RA

Two studies have specifically examined the relationships between

family functioning and health status in RA. Whitmeyer (1985) studied

the family dynamics, health status, and psychosocial problems of 53

women with RA. Correlations between five family variables (as measured

by the Family Environment Scale of Moos, Insel, & Humphrey, 1974, and

the Family Functioning Index of Pless and Satterwhite, 1973) and the

total health score on the Arthritis Impact Measurement Scales (Meenan,

Gertman, & Mason, 1980) were non-significant. However, family

variables for both subjects and spouses were significantly related to
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selected subscales of the health status measure and the psychosocial

problems measure.

Problems with social activity were related to lower subject and

spouse ratings of family cohesiveness, expressiveness, and functioning

and higher conflict scores (as reported by the wives). One possible

explanation could be that with the onset of disability, an individual

withdraws from social activities and, in so doing, the time spent with

the marriage partner could increase. Another possible explanation for

the findings may be that although the wives had to decrease their

social activity, perhaps the spouses continued with their social

activities. This may have created a strain in the family which was

reflected in scores on the family variables. Other findings suggest

that spouses perceived more conflict and less cohesiveness in their

families when the wives had difficulties with physical activities and

activities of daily living. RA wives' conflict scores and family

functioning scores were also related to their problems with physical

activity. Not surprisingly, low cohesiveness and functioning scores,

and high conflict scores as reported by the subjects were related to

greater problems with depression and anxiety.

The work of Bishop et al. (1987) with families and chronic disease

has been cited previously. Their preliminary results indicate

significant correlations between health status in RA and three family

variables (as measured by the Family Assessment Device): affective

responsiveness, affective involvement, and behavior control.
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Family systems theory and Minuchin’s model

Family systems theory proposes that the family is a system of

relationships with the functioning of each member depending on and

influencing the functioning of the other members. Symptoms that

develop in a family context are considered to have a stabilizing role

in the family system (Jackson, 1957). In their review of family

systems theory concerning the influence of family interaction on the

development of disease, Flor and Turk (1985) concluded that there is

some agreement about important family variables related to the onset of

"psychophysiological disorders"; these factors include (a) emotional

overinvolvement, enmeshment, (b) rigidity, lack of flexibility, (c)

contagisn or vicarious learning, and (b) reinforcement.

As previously noted, Hinuchin et al.’s (1975) conceptualization of

the psychosomatic family is one of the best known and influential

viewpoints in the field of family therapy. Kog et al. (1985) have

proposed a reformulation of Minuchin’s model and have integrated other

important notions from other family interaction theories. They

advocate a dynamic conceptualization of family interactions instead of

a static, categorical family typology. The three dimensions they use

to describe family interactions are: (a) the intensity of intrafamilial
“

boundaries, (b) the degree of the family's adaptability, and (c) the

family's way of handling conflict. ‘

The first dimension, the intensity of intrafamilial boundaries, is

a continuum of the tendency to unity versus a tendency to separation in

the family. The enmeshment-disengagement dichotomy of Hinuchin’s model
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has been associated with a range of variables. This has resulted in

quite a bit of conceptual confusion regarding the essence of the

dichotomy. Kog et al. (1985) regard enmeshment—disengagement and

emotional attachment to be two different, though related, qualities of

family relationships. They suggest that the term “family cohesion“, as

used by Olson, Sprenkle, and Russell (1983) in their Circumplex Model,

be reserved to describe an “insider's" view of the degree of

togetherness as perceived by the family members themselves (Kog et al.,

1987). Kog et al. limit their redefinition of enmeshment-disengagement

to "the intensity of intrafamilial bundaries,“ or the amount to which

family members "behave, think and feel conformably (enmeshment pole) or

differently from each other (disengagement pole) at a given moment"

(Kog et al., 1985, p. 35). They also note the relevance of Bowen's

(1978) concept of self-differentiation to their narrowing of Minuchin’s

enmeshment- disengagement concept. Self—differentiation is the

opposite of emotional attachment in Bowen's theory. Both terms

describe the type of emotional relationship between family members.

Kog et al., (1985) note that Minuchin’s second characteristic of

psychosomatic family relationships, "rigidity“, is the negative pole of

a continuum indicating a lack of flexibility in the family’s adaptation

to new situations. In their redefinition of Minuchin’s term, Kog et

al. emphasize the "process“ nature of a family’s adaptability and state

that the core of the concept refers to “the evolution of the family in

its stability and change on different system levels and different time

periods in family life" (p. 38).
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üverprotectiveness is Hinuchin’s third characteristic of

psychosomatic families. Kog et al (1985) conclude that this concept

overlaps with the concepts of enmeshment and lack of conflict

resolution and argue that it is a superfluous concept. The results of

their 1987 study with anorexic families support this conclusion.

The last characteristic of psychosomatic families that Minuchin

identified is lack of conflict resolution. Kog et al. (1985) define

this as one part of a continuum describing the family's way of handling

conflicts. One pole of this dimension is conflict avoidance and the

other end is conflict resolution.

Summary

Previous researchers have investigated a range of family

descriptors in relationship with various health status outcomes in RA.

while there is plentiful evidence that the family/health interaction is

important, few definitive conclusions can be drawn. An important

reason for this is that there is no single unified theory of family

functioning that predominates in this area of study. Family qualities

are defined and operationalized in different terms by different

investigators. Dperationalizing the concepts describing family

characteristics and patterns of operation is a difficult process, one

which is still in its infancy. The three dimensions of Kog et al‘s

(1985, 1987) work will serve as an outline to draw together various

strands of the literature review.

The concepts of family cohesion, self—differentiation, and the

continuum of disengagement/enmeshment appear frequently in the
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literature on family functioning and RA. Cohesion is one of the

indexes Koch (1985) identified as important in the family's adaptation

to chronic illness. One set of studies on stress and chronic illness

confirms family cohesiveness as a buffer against stress, while Reiss et

al. (1986) concluded that cohesion may or may not be an asset depending

on the stressor situation. Hhitmeyer’s (1985) findings indicate that

difficulties with physical abilities experienced by an RA wife/other

were associated with low family scores on cohesiveness. While

cohesiveness has been identified as an important dimension affecting

families with chronic illnesses, the relationships between family

cohesion and health are not clear.

The strands of research related to family adaptability include

Koch s (1985) identification of role flexibility as an important

indicator of positive adiustment to chronic illness. Role flexibility

as a family characteristic has been explored mainly from the

perspective of the disruption in role performance that results from

disability. The ambiguity/clarity of disability has also emerged as an

important factor in the adjustment process by the family. In addition,

from the psychodynamic literature, Rekola (1975) identified a rigid

family structure in the RA families she studied.

Themes relating to conflict management in RA families are also

evident in the extant research literature. From psychodynamic studies,

the issues of anger management and the ways with which RA individuals

and their family members deal with conflict surfaces as a recurrent

theme. Conflicting findings in the literature have not yielded any
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definitive conclusions on the existence qf any one particular pattern

af managing conflict that RA families might cnnsistently use.



CHAPTER III

METHDDOLDBY

.

Sample and Procedures

The basic design of this project was to compare the self—reports

of family cohesion, adaptability and conflict nanagement of RA families

with those of a group of CP (chronic pain) families and a group of

depressed families. The sample consisted of three groups of married

women and their spouses. The women were between the ages of 30 and 60

and had no other major illnesses other than their primary diagnosed

condition (RA, chronic pain syndrome, or depression).

Nomen diagnosed as having classical or definite RA according to

the American Rheumatological Association's criteria and their spouses

formed the first group of subjects. They were rated 1, 2, or 3 on

functional capacity using the standard clinical rating scale of

Steinbrocker, Traeger, & Butterman (1949), the Classification of

Functional Capacity in RA. The minimum length of time since their

initial diagnosis of RA was at least one year.

The second group had chronic back pain syndrome for a minimum of

one year. Their pain was not due to an acute disease process or

malignancy. The primary approach to the treatment of chronic back pain

has been to seek physiological causes and cures within the body of the

individual. According to Flor and Turk (1984), for the group of

patients complaining of long term non-malignant pain, aphysiologicalapproach

has been inadequate and traditional medical approaches have

29
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led to poor results. Family characteristics of these patients have been

clinically observed to be similar to that of Minuchin’s psychosomatic

family model (Payne & Norfleet, 1986).

The third group were women in outpatient therapy with a primary

diagnosis of depression. Depressive symptome were present on and off

again for a period of at least one year. Subjects had either DSM—III

diagnoses of Major Depressive Episode, Dysthymic Disorder, Bipolar

Disorder—Depressed, or had at least 6 symptons listed on the

Clinician's Referral Form for Depressed Patients (see Appendix B).

The primary source of referral to women with RA, chronic back pain

syndrome and depression was through the Rheumatology and Psychiatry

Departments of the Baptist Hospital in Winston-Salem, NC. The

cooperation of the personnel in these departments was solicited mainly

at a conference presentation on this study at the hospital during early

November of 1987. Prospective subjects were contacted by their primary

care givers when they were at the hospital for their outpatient

check—ups. Subjects' consent for participation in the study was

obtained at that time, and they were either given the questionnaires by

the clinician or the questionnaires were mailed to their home address.

Self—addressed, stamped envelopes were sent with the questionnaires so

that they could be returned directly to the researcher. When the

questionnaires were not returned within 3 weeks, a follow-up letter was

sent with additional copies of the questionnaires.

Additional depressed subjects and their spouses were located

through the office of a private psychiatrist in the Ninston—Sa1em area.
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These subjects and their spouses were contacted by mail with a request

for their participation in the study. Several chronic pain subjects

and their spouses were contacted through the office of three private

physicians and physical therapists in the Winston—Salem area. These

practitioners gave the questionnaires to the participants while they

were in the clinic for their treatments.

Instrumentation

Family characteristics

Aggroaches to Assessment.

There are many approaches to the assessment of family functioning

including observational studies, unstructured clinical interviews,

performance on experiental tasks and self—report instruments. Each

approach provides unique and corroborating information on areas of

functioning in the family, and thus there are obvious advantages in

attempts to integrate these approaches. Practical constraints and

different theoretical orientations often result in a more circumscribed

approach being used for family assessment in a given setting.

In recent years, comparisons of self—report and behavioral

measures of similar interaction concepts have evidenced little

congruence between each other (üliveri & Reiss, 1984). Olson (1985)

uses the distinctions of "insider“ vs. "outsider" perspectives to

e plain the observed differences. What family members perceive about

themselves and what an observer perceives about a family often do not

correlate sufficiently. A second aspect of the relationship between

self—report and observational measures of family functioning involves
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different levels of specificity. Family members judge their family

interaction according to more global and_experiential concepts, and

outsiders use more microscopic concepts to judge family interaction.

Researchers are now beginning to use the lack of convergence between

self-report and behavioral observation data for conceptual model

development rather than considering one method as superior and the

other worthless (Kog et al., 1987).

The strength of the self—report method is that the ideational

world of the family can be studied through what family members tell the

investigator about their family. The divergences in perception of

family interaction between various family members can be studied by

this method. Kog et al. (1987) used a multitrait-multimethod approach

in their study of Minuchin‘s psychosomatic family model, and they

concluded that the concepts of “boundaries" and "adaptabi1ity" are

characteristic of an outsider's evaluation of family functioning, while

the concepts of "cohesion" and “organization/disorganization“

characterize the insider’s view of family functioning, The concept of

“conflict" appeared to be a possible linking concept between the

insider and outsider perspectives of family functioning in that both

perspectives judged the degree of conflict in the family in the same

way.

The Family Adagtability and Cohesion Evaluation Scales (FACES).

The dimensions of cohesion and adaptability (Kog et al. would

prefer the term "organization/disorganization“) were measured by The

Family Adaptability and Cohesion Evaluation Scales (FACES), developed
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by Olson and his colleagues as operationalized measures of the two

primary dimensions in their Circumplex Model (Olson, Sprenkle, &

Russell, 1979, 1983; Olson, Russell, & Sprenkle, 1980; Russell, 1979).

Their model proposes that families located on the central areas of the

adaptability and cohesion dimensions are healthier than those at the

polar extremes. A family system is considered balanced when it can

experience the extremes on the dimensions when appropriate without

becoming stuck at the extremes. Family cohesion is defined as the

emotional bonding that family members have toward one another. Family

adaptability concerns the ability of a marital or family system to

change its power structure, role relationships and rules in response to

stress. Family communication is a third dimension hypothesized to

facilitate movement on the two central axes. Family cohesion ranges

from extremely low (disengaged), through moderate or balanced levels

(separated, connected) to extremely high cohesion (enmeshed).

Eimilarly, family adaptability ranges from extremely low (rigid),

through moderate levels (flexible, structured), to extremely high

adaptability (chaotic).

Originally developed in 1978 by Olson, Portner & Bell, FACE8 has

undergone two major revisions. FACES was revised in 1981 to address

the limitations of the original FACES. Originally lll items, FACES II

was shortened to 50 items and then to 30 items following a factor

analysis of responses by 2,412 individuals in a national survey (Olson,

McCubbin, et al., 1983). FACES II also had simpler sentence structure

than FACE8 I, so it could be used with children and those with limited
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reading ability. The 30 item scale contained 16 cohesion items for the

following eight concepts related to cohesion: emotional bonding, family

boundaries, coalitions, time, space, friends, decision-making, and

interest and recreation. There were 14 adaptability items for the six

concepts related to the adaptability dimension: assertiveness,

leadership, discipline, negotiation, roles and rules.

The primary goals in developing FACES III were to improve its

reliability, validity and clinical utility. The instrument was

shortened to 20 items, 10 cohesion and 10 adaptability items. There are

two items for each of the concepts related to cohesion: emotional

bonding, supportiveness, family boundaries, time and friends, and

interest in creation. There are also two items for each of the

following concepts on the adaptability dimension: leadership, control,

and discipline, and four items for the combined concept of roles and

rules iülson, Portner, & Lavee, 1985). FACES III can be answered from

two different perspectives in one administrative sitting, the

perspectives of perceived and ideal family functioning. It is possible

to determine the present level of satisfaction within the family system

by comparing the perceived and ideal scores.

The cohesion and adaptability dimensions of FACES III are

empirically independent (orthogonal) and thus better represent the

theoretical criteria of the Circumplex Model. The correlation between

the cohesion and adaptability dimensions on FACES III was reduced to

almost zero <r=.03}. Because high cohesion is a valued characteristic

for families in American society, cohesion and social desirability
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remained correlated (r=.35) on FACES III, while the correlation between

adaptability and social desirability was reduced to zero.

In terms of reliability, the internal consistency of FACES III is

adequate (cohesion, r=.77; adaptability, r=.62; total r=.68).

Test—retest evidence of reliability is only available from a study

using FACES II é4—5 week retest time): .83 for cohesion and .80 for

adaptability. Consistent with research by other family theorists, the

correlation between family members on FACES III is moderate, in the

.30-.40 range.

With respect to external validation, FACES II distinguished

between balanced and extreme families at different states of the family

life cycle (ülson et al., 1983). This study also found that different

types of family systems are perceived as functional at different stages

of the family life cycle. Norms for FACES III for adults across the

family life stages (n=2453), families with adolescents (n=l3l5), and

young couples (n=242) are based on the responses of a national sample.

Conflict Measure——Family Environment Scale on Cggflict

The Family Environment Scale is one of the most widely used family

assessment instruments in the health care field. The FES was

originally developed by Moos et al. (1974) as one of nine social

climate scales that measures the social environments of educational,

psychiatric, correctional, and work and family settings.

Theoretically, the FES evolved from an interactionist perspective which

posits that behavior is a joint function of the person and the

environment <Bowers, 1973; Mischel, 1973; Endler & Magnusson, 1976).
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while traditional personality assessment has tended to focus soleiy on

the person, a growing body of evidence has shown that a substantial

proportion of variance in behavior can be attributed to situational and

environmental factors. Moos' perspective assumes that environments have

unique "personalities" just as individuals do. Thus, the FES was

developed to assess three broad domains: (al relationship dimensions,

(bl personal growth dimensions, and (cl system maintenance dimensions).

The total instrument consists of 90 items answered on a true/false

basis. For this study, only the nine items on the Conflict subscale

were used. The Conflict scale is designed to measure the amount of

openly expressed anger and conflict among family members (Moos & Moos,

LSBEE. Bagarozzi (1984> notes that the FES subscales have low internal

consistencies with small samples due to the dichotomous answer

categories. Gs a result, Bagarozzi suggests that the answer categories

be converted to a Likert type answer category when small sample sizes

are being used. Therefore, in this study, the subscale statements were

answered using the same Likert type categories as that of the FACES III

items.

The developers of the FES have made a considerable effort to norm

their instrument and have carefully research the test-retest

reliability of the instrument (Moos & Moos, 1981). The internal

consistencies based on Chronbach's alpha for each scale range from .61

to .78. The test—retest correlation based on a 2 month time between

testing (N=47) ranged from .68 to .86 on the various subscales. Norms
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for the real form of the FES have been developed on 1125 normal

families and 500 distressed families. These families were from all

areas of the country in all states of family development. The clinical

families were solicited from psychiatrically oriented family clinics,

probation and parole departments, alcoholic families, general

psychiatric departments and centers that worked with troubled

adolescents.

Health Status

A health status tool was used to measure differences in the

subjects in terms of the degree of disability, pain and depression.

The measure of health status that was used was a modified version of

the Arthritis Impact Measurement Scales (AIMS). The AIMS is presently

a set of 66 questions designed to assess the physical, emotional and

social well-being of individuals with rheumatic diseases (Meenan,

Sertman, & Mason, 1990; Meenan, Gertman, Mason, & Dunaif, 1982). The

first 45 items are broken down into 9 scales: Mobility, Physical

Activity, Dexterity, Household Activity, Social Activity, Activities of

Daily Living, Pain, Depression and Anxiety. Questions 46-49 are useful

for obtaining general estimates of health status and can serve as

validation questions. Four additional items assess general health

perceptions. Une item estimates the overall impact of arthritis, and

another provides an estimate of medication usage. Three questions

explore for co-morbidity, and the last 9 questions deal with

demographics. The questionnaire takes 15-20 minutes to complete.

To avoio systematic response biases, the response categories are
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mixed so that the first responses will not always indicate poor health

status. A number of items must be recoded in the proper direction

before the scores of each item within a scale can be added to yield a

raw score. A normalization procedure is then performed so that all

scores can be expressed in the 0-10 range, with O representing poor

status.

Estimates of reliability and validity are based on results of

research on 625 arthritis patients from 15 different clinical settings

in 10 different states (Meenan et al. 1982). The reliability of each

scale was estimated by 3 approaches: measures of internal consistency

(Cronbach’s alpha), Buttman coefficient of reproducibility (CR), and

test-retest score correlations over a 2-week period (Pearson’s r). All

nine scales exceeded the generally accepted criteria for reliability on

each of the three approaches (alpha P .7; CR > .9; r E .8).

Evidence for the validity of the AIMS comes from several analyses.

Construct validity was demonstrated by all nine scales being

significantly correlated with two physician-derived general standards

of health status: ARA functional class and recent disease activity. An

appropriate validity pattern also emerged when the AIMS scales were

correlated with specific rheumatology standards: walk time, grip

strength, joint count, and range of motion.

A second set of evidence for the validity of the AIMS involved a

series of factor analyses. The single scale factor analyses

demonstrated that each set of AIMS items (with the exception of

Household Activities} loaded strongly on a single factor. An overall
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factor analysis demonstrated that the nine AIMS scales can be grouped

into three distinct factors labeled Physical Function, Psychological

Status, and Pain.

Convergent evidence for the validity of the AIMS has been

demonstrated in a randomized double-blind, 21 week study comparing the

effectiveness of placebo, oral gold, and injectable gold in rheumatoid

arthritic patients (Meenan, Anderson, et al., 1984). Data from the

standard clinical measures and the AIMS produced highly similar

conclusions. ln another study, the AIMS and a second independently

developed health assessment measure (the Health Assessment

Questionnaire, HAQ) were administered to 48 subjects with RA using a

random cross-over design (Brown et al., 1984). The independent

estimates of physical disability and pain were significantly

correlated, and each instrument displayed significant relationships

with global health.

While the AIMS was developed specifically for measuring health

status in rheumatoid conditions, a comparative study of RA and five

other chronic diseases used a modified AIMS as the primary tool to

assess health status (Mason, Neener, Gertman, & Meenan, 1983). The

subjects with RA, hypertension, cancer, diabetes, cardiac disease, or

pulmonary disease were compared on 11 aspects of health, and results

showed significant differences in health status across the six

diseases, particularly for physical function and pain. The

psychologlcal status measures were similar. The relative rankings of

the chronic diseases with each health status component were computed
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after adjustment for sociodemographic differences, and a series of

;air—wise comparisons of group means using the Duncan multiple range

test indicated where the relative rankings represented significant

differences between various chronic diseases. The modified version of

the AIMS that was used by Mason et al. (1983) was utilized in this

study. The questions that refered directly to a particular illness or

condition were modified to refer specifically to each group used in

this study.

Statistical Analyses

After the questionnaires were completed and coded, the

investigator entered the data directly into computer files. SPSS—X was

used to analyze the data.

Tha initial analyses explored the instruments used to measure

family characteristics and health status by calculation of means,

standard deviations, ranges, and Pearson correlations for the variables

and scales of the instruments. A MANOVA using the subscales of the

AIMS as the dependent variables and Group Membership as the independent

variable explored differences between the groups in terms of health

status. The main analysis proceeded in several steps. First, the

wives' cohesion and adaptability scores were analyzed in a

crosstabulation after being divided into subgroups (disengaged,

separated, connected and enmeshed for the cohesion scores and rigid,

structured, flexible and chaotic for the adaptability scores). Next,

the scores were combined nn the Circumplex Model and analyzed in a

crosstabulation using the categories of balanced, midrange and extreme
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family types. A second MANDVA used Group Membership as the independent

variable and Family Cohesion, Adaptability and Conflict as the

dependent variables with the scores divided into only two groups,

extreme and balanced. The two crosstabulations and MANOVA were

repeated for the spouses scores.

FACES III

For the purposes of this study, raw scores on cohesion were

obtained by summing the odd numbered items. The adaptability raw score

was the sum of all the even numbered items. The following norms and

cutting points (for adults, all stages) were used to classify the raw

scores on the cohesion continuum as disengaged, separated, connected,

or enmeshed: Disengaged: Range 10-34; Separated: Range 35-40;

Connected: Range 41-45; Enmeshed: Range 46-50 (x=39.8, SD=5.4).

Similarly, each member was identified by the raw scores on the

adaptability continuum as rigid, structured, flexible, or chaotic.

Olson et al. (1985} has cited the following norms and cutting points

for adults across the family life stages: Rigid: Range 10-19;

Structured: Range 20-24; Flexible: Range 25-28; Chaotic: Range 29-50

(a=24.1, SD=4.7). Each individual who obtained a score within the

balanced range (cohesion 35-45; adaptability 20-28) was given a point.

Each individual who obtained a score within the extreme range was given

a zero. The mean scores on the MANOVA's refer to the mean number of

points obtained by each group. The dependent variable (score) is

dichotomous, and the point assignment is interval data.
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After recoding the AIMS items that required this procedure, the

scores cf each item within a scale were added. In order to express

these scores in similar units, a normalization procedure was then

performed so that all scores were expressed in the O-10 range, with 0

representing good health status and 10 representing poor status. In

this way, 9 scale scores ranging from 0-10 were obtained.



CHAPTER lv

RESEARCH FINDING5 AND DISCUSSIÜN

Description of the Sample

Thirty—four female patients from the Rheumatology department of

Bowman Gray Hospital agreed to participate in the study and were sent

ouestionnaires tp complete. A total of 28 actually returned completed

cuestionnaires for an 32% return rate. Twenty—one of their spouses

also participated in the study. A total of 28 women with chronic pain

syndrome agreed to participate in the study: 21 from the Medical

Psychology department pf Bowman Gray and 7 from private practitioners’

zffices in the area. Twenty of these women completed and returned the

questionnaires, a 71% return rate. Fifteen of their spouses completed

and returned their questionnaires. Forty—one women with depression who

were referred from the Psychology department of Bowman Gray Hospital

agreed to participate and a total of 26 returned the questionnaires

yielding a 61% return rate for the depression group. A total of 24 of

their spouses returned completed questionnaires.

These reasonable high return rates are due in large part to the

relationships that were established between the clinicians and their

patients. Several factors contributed to a less than 100% return rate.

At least s.; pf the subjects who had agreed to participate in the study

were subseqpently hospitalized and unable to complete the

;uestionna:res. Five of the chronic pain subjects did not return for

any of their follow-up appointments at the hospital clinic and

43
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subsequently seemed unmotivated to complete the questionnaires.- Others

probably did not return completed questionnaires due to forgetfulness

cr Üü€y*ÜEE£. A fo1low—up letter and second set of questionnaires were

sent to those who had not returned questionnaires within 3 weeks of

receiving them. and on occasion, the referring physician would inquire

EDGJT the questionwaires at subsequent appointments.

Demograph;; gueations answered by the respondents yielded the

following information about the sample, as summarized in Table 1.

Age and Race

The subjects *äÜQEÖ in age from 30 to 60 years. The average age of

the women in the RA group was 51.8 iSD=7.1), while the average age of

the ctroniz onih group was 40.9t(8D=8.7> and the depression group mean

was 40.2 fED=8.1>. The rheumatoid group mean age was greater than that

of the other two groups while the chronic pain group and depression

group means were similar. This is not too unexpected given that RA

tenoa to aftlict older persons, particularly in ÜHE 40 to 60 year age

range. E;ght of the respondents were black (10.8%}, the remainder were

v¤?1l€E.

Educational Level

Ten percent (2 members) of the chronic pain group reported college

graduation whereas 14.3% i4 members) of the RA group and 23.1% (6

members; of che depression group were college graduates. Half of the

ohrorie pain group reported being high school graduates, as did 64.3%

o‘
the RA group and 65.4% of the depression group. Twenty-one percent

of CÜE RA group reported partial completion of high school as did 40%
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Table 1

Descrigtive Characterietics of Subjects bv Group

Rheumatoid Chronic Depression
Arthritis Pain

<n=28) (n=20) €n=26)
E 22 E $2 E E2

Age 51.8 7.1 40.9 8.7 40.2 8.1

Social Status a 23.7 11.9 24.0 10.3' 24.8 14.7.

Number of Children 2.3 1.1 2.5 1.8 1.8 1.4

ri 1 Q 1 a 1

Eoucational level
College Graduate 4 14.3 2 10.0 6 23.1
Hxgh School Graduate 18 64.3 10 50.0 17 65.4
Fartial High School 6 21.4 8 40.0 3 11.5

Employment etatus
Employeo 8 28.6 8 40.0 12 46.2
Unemployed 20 71.4 12 60.0 14 53.8

Income
$30,000/year 14 50.0 11 55.0 12 46.2

g$30,000/year 14 50.0 9 45.0 14 53.8

Hollingshead Two Factor Index of Social Status ranged from 11 to 77
with higher scoree reflecting higher social status.
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of the cnronic pain group and 11.5% of the depression group.

Emglovment, Income BUG Social Status

The majorzty of CHE women respondents in each group were unemployed

€?1.4% for EQ group, SQZ for cnronic pain group and 53.8% for

depression group.} Qpproximately half of each group reported annual

family incames of less than $30,000.

Q measure of social status for each family was computed using

Hcllin;shead’s <1S&5) Two Factor Index of Social Status. The scores

for the index are the sum of the occupational factor weighted by 7 and

the educational factor weighted by 4. The summed scores range from 11

tc T7 with the higher score reflecting higher social status. The means

for each group on the social status index were very similar (for RQ

grpap; nean=23.7; for cnronic pain group, mean=24.0; for depression

grprp. tean=2ü.Sl.

In summary. the three groups appear to be similar demographically

with the exception of age. The RQ group‘s mean age was 10 years higher

than the other groups.

Health Status

Eifferences between the groups in terms of health status were

explored using multivariate analysis of variance (MQNOVQ}, and the

results are shown ;¤ Table 2. The results of the MQNDVQ were found to

be eignificant CF=7.i54, df=18/120, p.<.OO01) by the wilxs’ Lambda

Irgterion. Separate univariate analyses of variance were conducted and

also yielded significant F values. On the QIHS scales, lower mean

sceres represent better health status. The means and standard
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Table 2

MANOVA of Scores on AIMS Subscales

Multivariate Univarxate

Source df approx F a df MS F

Group 18 7.154*

Mobility 2 8.406 1.134

Fbyslcal Activity 2 104.452 16.192**

Household Activitzes 2 .782 .637

Social Activxties 2 19.908 4.687**

Dexterity 2 165.175 27.719**

Actlvlties of Daily
Living 2 3.667 3.619*

Anxiety 2 28.599 4.844*

Depression 2 17.893 3.154*

Pain 2 69.501 12.556**

+§p{_O1
a wilks Lamoda Criterion used to auoroximate F.
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Table 3

Means and Standard Deviations on AIMS Subscales

Rheumatoid Chronic Depression
Arthritis Pain

(n=25} (n=20> (n=26>
älM5 Subscale a Q SQ Q SQ Q SQ

Mobzlity 1.400 2.610 2.512 3.021 1.587 2.587

Physical Activity 6.800 2.309 6.400 2.210 3.077 2.952

Household Activ;ty 1.078 1.197 1.078 1.042 .770 1.067

Social äctivities 3.600 1.809 4.900 2.113 5.308 2.241

Dexterity 5.600 3.559 1.200 1.005 1.000 1.811

äctivities of Daily
Diving .800 1.483 .062 .280 .192 .766

äntzety 3.868 2.470 5.461 2.315 5.902 2.475

Depression 3.010 2.376 4.237 1.871 4.630 2.711

Pain 6.300 2.545 6.275 1.936 3.385 2.447

aHeal:h status scores range from 0 to IO with lower scores representing
better health status.
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deviations are shown in Table 3.
I

No significant differences between the groups were evident in terms

of ability to move about THE community (Mobility subscale) and ability

to do routine household tasks (Household Activities subscalek. The low

mean scores on these scales are similar to those reported by Mason et

al. 51993) in their comparative study of RA and five other chronic

illnesses.

Depression is a common symptom of patients with cnronic illnesses,

and the mean reported for depression in the RA group (Q = 3.01, QQ =

E.3?6? is similar to that reported by Mason et al. (1983) (AIMS

Depression subscale, Q = 2.6, QQ = 1.9) and Meenan et al. (1984) (Q =

3.1, SQ = .3). In this sample, the chronic pain and depression groups

rsoorted higher depression scores than the RA group. The highest

levels of the Anxiety scale (feelings of tension or nervousness) were

reported b; the depression group, with the chronic pain group reporting

lesser levels of anwiety, and the rheumatoid group reporting the lowest

levels of aneiety. This high level of anxiety is the primary

oystlnctaon reported by the depression group along with poor levels of

social interaction. Isolation or withdrawal is a frequent symptom of

the depressed person, so in one sense it is hot surprising that the

depression group would report the lowest levels of social interaction,

althougt the other two groups must also deal with depression symptoms.

lr terns of tne amoont of interaction with family and friends (Social

Activity Sooscaleß, the rheumatoic group reported the highest levels of

;nteraction, followed by the chronic pain group, with the depression
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group reporting the lowest levels of interaction.

The rneumatoid and chronic pain groups reported significantly

higher levels of oaih {Pain subscalel and poorer lower extremity

function {Physical Activity subscale} than did the depression group.

The rheumatoid group reported significantly poorer hand function

iüeaterity subscaler and greater difficulty with Activities of Daily

Living than did the other two groups. The mean on the AIMS subscale

for this RA sample was similar to that reported by Mason et al. (1983)

ih that Physical Activity and Pain were the most problematic areas

repcrteo. However, this sample reported more difficulty with Dexterity

than Mason s sample.

2.erall, the depression and chronic pain groups were more similar

than the RA group with the exception of the levels of Physical Activity

and Palm, Per these tw: dimensions, the RA and cnronic pain groups

here sihilar while the depression group scores were lower.

Primary Research Question

The primary research question for this study asked if rheumatoid

arthritics, cnronic pain patients and depressed patients differ with

respect to their self—reports of their family‘s cohesion, adaptability

and conflict. The scores on cohesion and adaptability were first

analyzed separately to determine their distributions by group as

displayed in Table 4. In terms of cohesion, the RA and chronic pain

groups were similar in that the observed proportions of disengaged

scores «ere greater than expected. The RA and depression groups were

similar in reporting about half the scores in the "separated" level of
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cohesion while the chronic pain group reported its largest percentage

of score; (40%) in the “disengaged" level.

In term; of adaptability, all of the groups were fairly close to

the horn;. The relatively higher percentage of rigid score; reoorted

by the Ra group ä2B.6% for RA, 16.3% for norm;) offers some support to

the ;re.ioee cbservatiows by Rekola (1975) who characterized the RA

familie; ehe studied as rigid in regards to their family structure.

Powever, 46.4% of the Ra group reported structured or flexible scores,

ev;den:e of balanced adaptability as measured by FACE5 in RA familie;.

The score; on coheeion and adaptability were next combined into the

Czrcomplen Model and then divided into three groups: balanced, midrange

and egtrene. The reselt; of this sorting process are displayed in

Teaie E. Ey the wive;’ report, the depression and RA groups were most

=:¤;l„r te the FaCE5 norm; with the chronic pain group reporting a

h gher percertege of ertreme score; than expected. These results

p~:¤id= some evidence to support the clinical observations of

dysfuncticnal interaction in chronic pain familie; (Payne & Norfleet,

1¢?&>.

after sorting the score; on cohesion and adaptability into

balanced and unbalanced (extreme and midrange) family types, a MANOVA

was calculated tc erplore difference; between the group; in terms of

the wive;' report nf cohesion, adaptability and conflict. In this

ehalysie the coheslon and adaptability score; were not combined on the

Circumplex Model. Results are displayed in Table 6. The result; of

the hawüva were foend to be significant (F=2.717, df=6/138, p.i.Ol6) by
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Table 4

Crosstabulation of wives' Cohesion and Adaptability Scores by Group

Norms Rheumatoid Chronic Depression
iülson, 1985) Arthritis Pain

(n=2453) (n=28l (n=20) (n=26)
Z f Z f Z f Z

Cohesion
Disengaged 16.3 9 32.1 8 40.0 7 26.9
Separated 33.8 14 50.0 4 20.0 14 53.8
Connected 36.3 5 17.9 6 30.0 4 15.4
Enmeshed 13.6 0 2 10.0 1 3.8

Adaptability
Rigid 16.3 8 28.6 4 20.0 5 19.2
Structured 38.3 6 21.4 7 35.0 9 34.6
Flexible 29.4 7 25.0 4 20.0 6 23.1
Chaotic 16.0 7 25.0 5 25.0 6 23.1

Table 5

Crcsstabulation of wives’ Combined FACES III Scores bv Group

Norms Rheumatoid Chronic Depression
üülson, 1985} Arthrztis Pain

<n=2453> (n=28) (n=20) (n=26)
Z f Z f Z f Z

ÜONÜIHEG Scores
Balanced 48.7 9 32.1 6 30.0 12 46.2
Nidrange 40.5 14 50.0 9 45.0 9 34.6
Extreme 10.8 5 17.9 5 25.0 5 19.2
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the Wilke' Lambda criterion. Separate univariate analyses of variance

were calculated and yielded a significant F only for the conflict

variable. By the wives' reports, the three groups were not

significantly different in terms of their cohesion and adaptability,

but the depression group reported significantly higher levels of

conflict than did the rheumatoid group with the chronic pain group

reporting a mean between the other two groups.

ine explanation for the higher levels of conflict in the depression

group can be drawn from Zahn's (1973) conclusions that characteristics

of disahility that clearly indicate sickness or impairment tend to be

associated with better interpersonal relations. The more obvious

physical impairment of a physical illness such as rheumatoid arthritis

would tend to be associated with lower levels of conflict than the not

so cosious impairment of the depression group. The higher conflict

levels in the depression group corroborates research by Kahn, Coyne &

Margolxn ?i9S5> which concluded that the interactions between depressed

persons and their spouses tend to be conflictual and overtly hostile.

The maar of the scores on conflict that were reported by the chronic

pain group was similar to that of the depression group. ln a similar

fashion as depressicn, the disability of a chronic pain condition is

often not as clear as a condition such as rheumatoid arthritis.

Another factor contributing to the lower scores on confiict by the

rheumatoid group may have something to do with a reluctance to report

conflict or acnowledge conflict as reported by Solomon (1970) in his

study of psycto—pnysiological aspects of RA.
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Table 6

MANGVA of Wives’ Scores on Cohesion, Adagtability and Conflict bv Grogg

Moltivariate Univariate

Source df approx F'a df MS F

Group 6 2.717*

Cohesion 2 .252 1.073

Adaptacility 2 .093 .361

Conflizt 2 106.447 6.806**

+p -·rj , 05
&&pg,Q1

awilks Lambda Criterion used to approximate F.

Table 7

Means and Standard Deviations on wives’ Reports of Cohesion, Adagtabilitv
and Conflict

Rheumatoid Chronic Depression
Arthritis Pain

n=28 n=20 n=26
Depenoent Variable Q QQ Q QQ Q QQ

Cohesion a .679 .476 .500 .513 .692 .471

Adaptability a .464 .508 .550 .510 .577 .504

Conflict 17.54 2.782 20.20 4.775 21.42 4.328

aMean scores refer to average of balanced iassigned score of 1) to

extreme or midrange äassigned score of 0).
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In summary, by the wives‘ reports, the three groups were similar in

reporting higher than expected proportipns of disengagement and fairly

normal levels pf adaptability. They were dissimilar in that the

depression group reported higher levels of conflict than did the

rheumatoid group.

Secondary Research Question

The secondary research question for this study asked if the spouses

;n each ef the three grcdps under cpnsideration differed in their

perceptxcn of their family’s cohesion, adaptability and conflict. As

li the analysis of the wives’ scores, the cohesion and adaptability

scares were first analyzed separately by crosstabulation by group as

shcen in Table S. In terms of cohesion, the husbands in each group

d;splayed e larger than expected proportion of disengaged scores. This

trans eas evident ih the wives’ scores for the RA and chronic pain

grzups, ect net iF the «ives‘ depression scores. ln regards to

adaptapility, the husbands in the RA and chronic pain groups reported a

higher percehtage of rigid scores than expected while the depression

groap meet closely resembled the norms. The trend of the husbands’

adactability scores toward rigidity in the RA and chronic pain groups

was hot as evident in the wives' scores.

The scores on cohesion and adactability were next combined into the

Zircamplex Mcdel and then divided into three groups: balanced, midrange

and extreme isee Table Rl. By the husbands° report, each group had

mare extreme family types than expected. This trend toward more

extreme types was evident in the wives' scores only in the chronic pain
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group.

Next, a MANOVG was calculated to examine differences between the

three groups in terms of the spouses° report of family characteristics.

Eh this analysis, the cohesion and adaptability scores were sorted into

balanced and unbalanced (midrange or extreme) groups but not combined

on the Circumplea Model. Results of the MANDVA were significant

<F=4.764, df=6/llü, p.é.OO1> by the Nilks' Lambda criterion and are

reported in Table 10. Separate univariate analyses of variance

indicated significant differences between the groups in terms of

conflict bot not in cohesion or adaptability. The husbands of the

depressed patients reported higher levels of conflict than the other

two groeps. The socuse's report of higher levels of conflict in the

ÜEQVESEÄDU group matches that of the w1ves' reports.

In summary, Ehe hasbands by groups reported more extreme scores in

terms cf cohesion and adaptability than did the patient groups while

recaröirg similar levels of conflict. According to Minuchin‘s

psychcsomati; family model, one would expect reports of rigidity in

these Families, bot not the high percentage of disengagement.
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Table 8

Crssstabulation of Spouses’ Cohesion and Adagtabilitv Scores bv Group

Norms Rheumatoid Chronic Depression
(Olsen, 1985) Arthritis Pain

(n=2453) (n=21) (n=15) (n=24)
Z f Z f Z f Z

Cohesicn
Disengaged 16.3 9 42.8 7 46.7 12 50.0
Separated 33.8 6 28.6 4 26.7 9 37.5
Connected 36.3 6 28.6 4 26.6 1 4.2
EHMESNEÜ 13.6 0 0 2 8.3

Adaptability
Ezgxd 16.3 8 38.2 7 46.7 5 20.8
Structured 38.3 2 9.5 1 6.7 11 45.8
Elexible 29.4 7 33.3 4 26.6 6 25.0
Chaotic 16.0 4 19.0 3 20.0 2 8.4

Table 9

Crosstabulation of Spouses' Combined FACES III Scores bv Group

Norms Rheumatoid Chronic Depression

iülson, 1985) Arthritis Pain
¤n=2453) (n=21) (n=15) (n=24)

Z f Z f X f Z

Eombined Scores
Balance: 48.7 5 23.8 3 20.0 9 37.5
Midrange 40.5 11 52.4 7 46.7 9 37.5
Extreme 10.8 5 23.8 5 33.3 6 25.0



58

Table 10

MANOVA of Sgouse’s Scores on Cohesion, Adagtability and Conflict bg Group

Multivariate Univariate

Source df approx. F a df HS F

Group 6 4.764*

Cohesion 2 .145 .563

Adaptability 2 .702 2.956

Conflict 2 179.49 11.96*

+p ·=ti . 0 1
awilks’ Lambda criterion used to approximate F.

Table 11

Means and Standard Deviations on Husbands' Regort of Cohesion,
Adagtability and Conflict

Rheumatoid Chronic Depression
Arthritis Pain

(n=20) (n=15) (n=24)

Dependent Variable Q SQ Q SQ Q SQ

Conesion a .571 .507 .533 .516 .417 .504

Adaptability a .471 .512 .333 .488 .708 .464

Conflict 16.19
1

3.444 20.00 3.87 21.79 4.212

ahean scores refer to average of balanced (asäigned score of 1) to
midrange or unbalanced (assigned score of O).
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SUMMARY, CONCLUSIDNS, AND IMPLICATIDNS

A questicnnaire was administered to a sample of women with

rheumatoid arthritis, chronic pain and depression who were contacted

with the help of their physicians. The patients' spouses were also

aered to aarticipate. This study was designed to compare the reports

ef family cohesion, adaptability and conflict between the three groups

of patients and thelr spouses. The subjects completed the

guestionnaires at home and returned them by mail to the researcher.

::lldw—u; QÜCWE calls and letters were used to encourage participation.

Sevent;—three wehen ard 59 of thezr spouses completed the

duestipnna.re, repraeenting an overall response rate of 72%.

Data analysis consisted of several crosstabular procedures and

hANGVAs. Craestabular procedures were performed on the cohesion and

adaptability scdres both separately and then combined on the Circumplex

#3OEl and classified as balanced, midrange or extreme. The first

Mähüve ueed Group Membership as the independent variable and the AIMS

suzszalas as dependent vaariables. In the second MANÜVA, Group

Membership was again the independent variable and Family Cohesion,

Adaptability and Csnflict served as the dependent variables. Separate

analyses were performed an the responses of the spouses.

The reselts cf this study partially support previous PEEEBPCÜ on

each cf the tnree groups etudied. ln terms of the characteristice of

the SA Families, the SA group reported the lowest levels of overt

59
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conflict of the three groups. This finding supports whitmeyer’s (19S4)

conclusion that RA families score below average on conflict using the

Family Environment Scales. This also confirms Solomon s (197G}

ooservatioh of a reluctance by RA patients to acknowledge conflict in

their relationships.

Half the women in the RA group characterized their family cohesion

ss separates (a moderate rating) and about a third as disehgaged. A

rough comparison can oe made with the results Hhitmeyer (1984) reported

on family cohesiveness using the Family Environment Scale (FES). She

concluded that the RA families as a group scored above average on

cohesiteness, yet this conclusion is not supported by this study s

results. This difference could be explained by the differences between

FACES lll and FES in operationalization of the concept of family

;ohes;on. In terms of adaptability, about half of the women in the RA

group reoorted structures or flexible scores (moderate ratings) while

the RA nusoands reported a higher oercentage of rigid scores than did

the wgves (RA wives reporting rigid scores = 28.6%, husoanos = 3B.2ä,

norns = lo ZX). These results offer mixed support to Rekola s (1975}

craracterization of RA families as having a rigid family structure.

According to the FACES norms, RA families can be characterized as

healthier functiohing than psychiatric cases but with a higher

oercentage of iisengaged scores than non-clihic families. This result

;s similar to the conclusion of Bishop et al. (19E7I that "disabled

families function like non-clinical families and are healthier than

those of acute psycniatric cases" (p. 1). „„_„·
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Tnese women in each group viewed their family togetherness in

terms sf "separateness" and even "disengagement" while Minuchin’s model

cf psyzhosomatic families would lead one to expect to observe evidence

of "enmeshment“ in the family interaction if the model can be applied

to these families. The lack of congruence between se1f—report and

behavioral measures of family interaction has been discussed earlier

(Oliver; Q Reiss, 1994; Olson, 1985%. As self—reported scores, these

results are contradictory to the characterization of psychosomatic

families, but cannot be taken as definitive against applying the model

ts any of the three groups in this study in so far as the psychosomatic

model mas based on sbserved behavioral measures of family functioning.

In thxs study, the most zonsistent evidence of family dysfunction

was reported by the chroni: pain group. Chronic pain families have

pre isusly seen deseribed by clinical reports as: il) lacking in

;loseness but with an absence of overt conflict (Waring, 19833; (2)

haelng poor csmmunication and rigid family roles (Payne, 1982; cited in

Payne Q Norfleet, 198bl; and, (3) using indirect communication and

bezrg enable to handle anger effectively (Hudgens, 19792. The results

of this study support the presence of these characteristics by showing

a higher percentage of disengaged scores and extreme family types than

would be expected by the report of both patients and their spouses. In

additior, the speuses reported a higher percentage of rigid scores than

d;d both the patients and the norms. These results support the use of

family based interwentions in the treatment of chronic pain syndrome.

ln terms of sharaoteristics of families with a depressed member,



62

the levels of conflict reported by the depression group were

statistically higher than that of the RA group. Une explahation for

this 15 that :haracteristics of disability that clearly indicate

iopa;rment are associated with better interpersonal relations (Zahn,

1973). The clearer disability of the RA patients would leno itself to

lower levels of conflict than the not—so—obvious disability of

depressed patients. The presence of higher levels of conflict in the

depression group supports the findings of Kahn et al. (1995) and Coyne

ä DeLonges (cited in Coyne, 1997) that the interactions between

depressed persons and their spouses tend to be conflictual.

By the patients' reports, the depression group was reasonably close

to the FACE3 norms of cohesion and adaptability, but the spouses

reported a significantly higher percentage of disengaged scores than

both the patients and the norms. The high percentage of disengaged

scores reported by the spouses of the depressed group supports the

previous research on the vulnerability of the spouses of depressed

persons. Zoyne, Kessler, Tal, Turnball, Nortman, & Ereden (1997) found

Qüä of the spouses of depressed patients to have serious enough

distress to meet a standardized criteria for referral.

The patients' reports on cohesion and adaptability support the

findings of Bromet, May, & May €1994) who used the Family Environment

Scale {FES; to assess the perceptzons of depressed outpatients. Bromet

et sl. repprted that the scores of the depressed patients and their

families pn the FE5 did not differ significantly from the norms.

However, the nusbands‘ reports on cohesion and conflict and the wives'
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reports on conflict in this study do not support their conclusions.

The lack of difference between the norms and the scores of depressed

patients on their cohesion and conflict as reported by Bromet et al.

may be due to s diluting effect that occurs when the ten subscales of

the FES are combined into the three main dimensions of the instrument.

Another possible explanation for the lack of agreement in studies of

family characterietics of depression patients could be the lack of a

universally used nosology of depression. There are several sets of

criteria whict have been used to define depression and this results in

a wide diversity of patients being included for study (Coyne, 1987).

Further investigation ie needed to address the complexities involved in

sescribing the family characteristics of depressed patients.

The higher than expected percentage of disengaged scores for all

three groups could nave several different explanations. From this

study there ;s no way to determine if the disengaged families would

have characterized themselves as such before the experience of

disability. The importance of social support in maintaining good health

has been the subject of several investigations as reviewed by Broadhead

et al. äi9E3 . An extreme or disengaged type of family could be a

source of stress rather than a source of support for its family members

and thus be a factor in increasing vulnerability to illness. This

intera:ti;n oetweer stress and disease activity can become cyclical in

nature. Ever well functioning families can become overwhelmed and

experience alienatior during a chronic illness. Also, the more a

chronic -llnese ihterferes with a person s ability to participate in
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family activities the greater the sense of disengagement within the

family. Spouses may oe particularly affected by the lack of emotional

availability cf their ill partner; this would help explain the fact

that the sazpses in this study reported higher percentages of

disengaged scores than did the patients.

Qncther possible emplanation for the higher percentages of

disengaged scoree in the RA and chronic pain groups comes from the work

of Straps. Cgrbih, Fagerhaugh, Ealser, Maine, & Suczek (19B4) with the

d„sabled. They have observed that severe pain often can be more easily

encured in isolatioh. The high levels of pain reported by the RA and

chrohic pain gropps of this sample can decrease the emotional

availability sf the sufferers and lead to reports of higher levels of

disewgagement in the family.

ß ma;ar lim-tation of this research is the small sample size. The

reepondehts were hot chosen randomly but rather represent a clinical

sample. Sample bias is a possibility in that the types of patients who

are referred to the Bowman Gray Clinics may be different from patients

in other geographic areas or patients who attend smaller clinics or

offices of private physicians outside a large medical center. Further

research is needed to determine results for patients who are men or are

not married. ln the future an interesting comparison study between the

separate: and disengaged families would be warranted if a sufficiently

large sample could be gathered. An additional limitation of the

research is that the conclusions for the conflict scale would have been

more osefel if normative data were available for the changes that were
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made in the response categories for this study.

The results indicate that practitioners who work with patients who

hate rheumatoid arthritis, chronic pain or depression would do well to

te alert to the possioilities of family dysfunction. By no means would

all of these patients he expected to have family difficulties, but the

higher than expected percentages of extreme family scores suggest the

importance of inquiry into the nature of a family's closeness and

flexibility. The high percentages of disengaged scores reported in

each group suggest that family coping skills may be poor and/or the

family can no longer function as a source of support for its members.

Health professionals can be alert to this deficit and be prepared to

offer the needed social support not only to patients but also their

families. In addition, clinicians who work with chronic pain patients

and depressed patients can expect the management of conflict within

family relationehips to he an important issue.
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APPENDIX A.

DIABNUSTIC CRITERIA FOR RHEUMATOID ARTHRITIS

A. Classical Pheumatoid Arthritis

This diagnosis requires seven of the following criteria. In
criteria 1 through 5 the joint signs or symptoms must be
continuous for at least six weeks.

1. Morning stiffness.
2. Pain on motion or tenderness in at least one joint

(observed by a physician).
3. Ewelling (soft tissue thickening or fluid, not bony

overgrowth alone) in at least one joint (observed by a
physician).

4. Swelling (observed by a physician) of at least one other
joint (any interval free of joint symptoms between the two
joint involvements may not be more than 3 months).

5. Symmetrical joint swelling (observed by a physician) with
simultaneous involvement of the same joint on both sides of
the body ébilateral involvement of proximal interphalangeal,
metacarpophalangeal, or metatarsophalangeal joints is
acceptable without absolute symmetry). Terminal phalangeal
joint involyement will not satisfy this criterion.

6. Eubcutaneous nodules (observed by a physician) over bony
prominences, on extensor surfaces or in juxta—articular
regions.

7. Roentgenographic changes typical of rheumatoid arthritis
(which must include at least bony decalcification localized
to or most marked adjacent to the involved joints not just
degenerative changes). Degenerative changes do not exclude
patients from any group classified as rheumatoid arhtritis.

E. Positive agglutination test - demonstration of the
"rheumatoid factor" by any method which, in two laboratories,
has been positive in not over 5% of normal controls — or
positive streptococcal agglutination test. (The latter is now
obsolete.F

9. Poor mucin precipitate from synovial fluid (with shreads and

cloudy solution).
10. Characteristic histologic changes in synovium with three or

more of the following: marked villous hypertrophy;
proliferation of superficial synovial cells often with
palisading; marked infiltration of chronic inflammatory cells

(lymphocytes or plasma cells of compact fibrin ether on

surface or interstitially; foci of necrosis).
11. Characteristic histologic changes in nodules showing

franalomatous foci with central zones of cell necrosis,

sarroonded by a palasade of proliferated mononuclear and
peripheral fibrosis and chronic inflammatory cell
infiltratioo.
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B. Definite Rheumatoid Arthritis

This diagnosis requires five of the above criteria. In
critsrie 1 through 5 the joint signs or symptome must be
gantinuoue for at least six weeks.

”

C. Frobable Rheumatoid Arthritis

This diagnosis requires three of the above criteria. In at
least one of criteria 1 through 5 the joint signs or symptome
must be continuoue for at least six weeks.

Note: From Hellgren, Jeffrey, & Ball (Eds.). (1963).



APPENDIX B;

Clinician’s Referral Form for Deppressed Patients

Name Case R

Address

Phone R éhome) (work)

Referral Source

Inclusion Criteria: (Circle number)

1. Length of depressive symptoms must be on & off for at least 1 year.

2. EITHEP: DSM III diagnosis of: (Circle number)
Major Depressive Episode............. 1

Dysthymic Disorder........ . ....... 2

Bipolar Disorder-Depressed............ 3

DR: FGUP of the following symptoms: (Circle number)
Insomnia or hypersomnia ............. 4

Low energy or chronic fatigue .......... 5

Feelings of inadequacy or worthlessness ..... 6

Decreased effectiveness or productivity at
school, work or home............. 7

Decreased attention, concentration or ability
to think clearly............... 8

Social withdrawal ................ 9

Loss of interest in pleasurable activities....10

Feeling slowed down ...... . ........11

lrritability or excessive anger .........12

Tearfulness or crying ..............13

Recurrent thoughts of death or suicide......14
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· FIGURE 1. CIFICUMPLEX MODEL: SIXTEEN TYPES OF
MARITAL AND FAMILY SYSTEMS
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1

Part A: Please answer the following questions about your health. Circle the

appropriate nueber to indicete your answer. Try to answer every question.

[YES NO?

1 When you travel around your coeeunlty, does soeeone have to assist

you because of your health? (circle one nueber). . . . . . . . . . . . . 1 2

2 Can you easily write with a pen or pencil?.... . . . . . . . . . . 1 2

3 Do you have to stay lndoors esst or all of the day because of your

health?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2

h Ara you in bed or in a chair for eoat or all of the day because of

your health? .... . .... . . . . .... . . . . . . . . . . . . . 1 2

5 Can you easily button articles of clothing? . . . . . . . . . . . . . 1 2

6 Does your health limit the kind of vigorous activities you can do

_ auch as running, llftlng heavy objects or partlcipatlng in strenuous

sports?............ . . . . . ....'. . . . . . . . .... 1 2

7 Can you easily turn a key in a lock?....... . . . . ...... 1 2

8 Do you have any trouble either walking several blocks er cliebing a

' few flights of etairs because of your health?...... . . ...... 1 2

9 Do you have trouble bending, llftlng or stooplng because of your

, health?............. . . . . . . . . . . . . . . . . . . . . 1 2

1O Do you have any trouble either walking one block or clleblng one

flight of stairs because of your health? ....... . . . ...... 1 2

11 Are you unable to walk unless you are assisted by another person or _

by a cane, crutches, artlficlal liebe, or braces?. . . . . ....... 1 2

12 Can you easily tie a pair of shoes? . .... . . . . . . . . .... 1 2

13 Can you easily open a new jar of food?. . . . . . . . . . . . . . . . 1 2

14 Did you see a doctor more than three times last year for any problem? 1 2

15 Do you take medicine every day for any problea? . . . . . . ..... 1 2

Please circle one number for each question.

16 Are you able to use public transportation?

1 NO, BECAUSE OF HY HEALTH
2 NO, FOR SOME OTHER REASON
3 YES, ABLE TO USE PUBLIC TRANSPORTATION
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17 If you had the necessary transportation, could you go shopping forgroceries or clothes. . . „

1 WITHOUT HELP (TAKING CARE OF ALL SHOPPING NEEDS YOURSELF)2 WITH SOME HELP (NEED SOMEONE TO GO WITH YOU TO HELP ON ALLSHOPPING TRIPS)
3 OR ARE YOU COMPLETELY UNABLE TO DO ANY SHOPPING

18 If you had a kitchen, could you prepsre your own nesls. „ .

1 WITHOUT HELP (PLAN AND COOK FULL MEALS YOURSELF)2 WITH SOME HELP (CAN PREPARE SOME THINGS BUT UNABLE TO COOKFULL MEALS YOURSELF)
3 OR ARE YOU COMPLTELY UNABLE TO PREPARE ANY MEALS

19 If you had household tools and appllances (vscuum, mops, etc), couldyou do your own housework. . .

1 WITHOUT HELP (CAN CLEAN FLOORS, WINDOWS, REFRIGERATOR, ETC)2 WITH SOME HELP (CAN DO LIGHT HOUSEWORK, BUT NEED HELP WITH SOME _HEAVY WORK)
3 OR ARE YOU COMPLETELY UHABLE TO DO ANY HOUSEWORK

20 If you had laundry facilities (wssher, dryer, etc), could you do yourown laundry? _
1 WITHOUT HELP (TAKE CARE OP ALL LAUNDRY YOURSELF) ,2 WITH SOME HELP (CAN DO SMALL ITEMS ONLY)
3 OR ARE YOU COMPLETELY UNABLE TO DO ANY LAUNDRY .

21 If you had to take mediclns, could you take all your own medicine. . .

1 WITHOUT HELP (IN THE RIGHT DOSES AT THE RIGHT TIME)2 WITH SOME HELP (ABLE TO TAKE HEDICINE IF SOMEONE PREPARES ITFOR YOU AND/OR REMINDS YOU TO TAKE IT)

22 Do you handle your own money?

1 WITHOUT HELP (WRITE CHECKS, PAY BILLS, ETC)
2 WITH SOME HELP (DAY TO DAY, BUT NEED HELP BUDGETING, ETC)
3 OR ARE YOU COMPLTELY UNABLE TO HANDLE ANY MONEY

23 If you had a telephone would you be able to use lt?

1 WITHOUT HELP
2 WITH SOME HELP (CAN ANSWER PHONE OR DIAL OPERATOR IN AN EMERGENCYBUT NEED A SPECIAL PHONE OR HELP IN GETTING THE NUMBER OR

DIALING)
3 OR ARE YOU COMPLETELY UNABLE TO USE THE TELEPHOHE

24 Durlng the past month, how would you descrlbe any pain you usually have?

1 VERY SEVERE
2 SEVERE
3 MODERATE
4 MILD
5 VERY MILD
6 NONE
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25 When you bathe, either a sponge bath, tub or shower, how auch help
‘

do you need?

1 NO HELP AT ALL
2 HELP HITH BATHING ONE PART OP YOUR BODY, LIKE BACK OR LEG

3 HELP IN BATHING MORE THAN ONE PART OF YOUR BODY

26 How much help do you need in getting dreaaed?

1 NO HELP AT ALL
_

2 ONLY NEED HELP IN TYING SHOES
3 NEED HELP IN GETTING DRESSED

27 How auch help do you need to use the toilet?

1 NO HELP AT ALL

2 ONLY NEED HELP IN GETTING TO OR USING THE TOILET

3 NOT ABLE TO GET TO THE BATNROOM AT ALL

28 How well are you able to move around?

•

1 ABLE TO GET IN AND OUT OE BED OR CHAIRS HITHOUT THE HELP OF

ANOTHER PERSON

Z NEED THE HELP OF ANOTHER PERSON TO GET IN AND OUT OP BED OR CHAIR

3 NOT ABLE TO GET OUT OF BED

The following questions ask about your tiae with friends or relative:.
·

‘

EVERY SEVERAL ONCE A 2-3 TIMES ONCE IN NONE IN

DAY DAYS] HEEK IN PAST PAST PAST

UEEK MONTH MONTH MONTH

30 Durlng the past month,
about how often did you

get together with friends
'

or relatives? ...... 1 2 3 A 5 6

31 During the past month,
about how often have you
had friends or relatlves
to your home? ...... 1 2 3 A 5 6

32 During the past month.
how often have you visited
with friends, or relatives
at their home?. ......1 2 3 A 5 6

33 About how often were you
on the telephone with close

friends or relatives during
the past month?. . . . . .1 2 3 A 5 6

•
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The next few questions inquire about different kinda of complainta you
might have.

ALHAYS VERY FAIRLY SOMETIMES ALMOST NEVER
OFTEN OFTEN NEVER

36 During the past month how
often have you had severe pain? l 2 3 6 5 6

35 During the past month, how
often have you had pain in two
or more jolnts at the same
time?............ . .1 2 3. 6 5. 6

36 How often during the past -
month did you find yourself
having dlfflculty trying to
calm down?...... . . . . . 1 2 3 6 5 6

37 How often during the past
month did you feel that nothing
turned out the way you wanted
lt to?.............I 2 3 6 5 6

38 During the past month, how
often did you feel that others• would be better off if you -
were dead?........... 1 2 3 6 5 6

39 How often during the past
month have you had to take
medication for nov
reason? . . ... . ...... ....l 2 3 6 S 6

6l If you have morning stiffnees, during the past month, how long has
your morning stiffness usually lasted from the time you wake up?

l OVER FOUR NOURS
2 TWO TO FOUR HOURS
3 ONE TO TWO HOURS
6 THIRTY MINUTES TO AN HOUR
5 LESS THAN THIRTY MINUTES
6 DO NOT HAVE MORNING STIFFNESS

62 In general would you say your health ls excellent, good, fair or poor?

l EXCELLENT
2 GOOD
3 FAIR
6 POOR

63 Thinking about the past month, how much of the time has your health
kept_you from doing the kinds of things that you should be able to db?

H ALL OF THE TIME
Z MOST OF THE TIME
3 SOME OF THE TIME
6 NONE OF THE TIME
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Thls next set of questions aeks about sone things you night have felt'

recently.

ALL THE MOST OF A GOOD SOME OP LITTLE NONE
TIME THE BIT OF THE OF THE OF THE

TIME THE TIME TIM TIME TIME

66 Durlng the past
month, how nuch of the
tine have you enjoyed

the things you do? . . .1 2 3 6 5 6

65 Durlng the past
month, how much of the
tlme have you felt tense
or "hlgh strung"?....I 2 3 6 S 6

66 During the plßt
month, how nuch of the
tine have you been in low ·
or very low splrits?. . 1 2 3 6 S 6

67 How much of the time
during the past month
did you feel relaxed and
free of tension?. . . . 1 2 3 6 5 6

68 How much of the time
-

during the past month
‘

·
have you felt down-
hearted and blue?....1 2 3 6 S 6

69 How much of the time
during the past month
have you felt caln and
peaceful?. . . . . . . .1 2 3 6 5 6

50 How nuch of the tlne
during the past month
were you able to relax
without difficulty?. . .1 2 3 6 5 6

51 How much have you been bothered by nervouaneaa, or your "nerves" ·

during the paßt month?

1 EXTREMELY S0, TO THE POINT WHERE I COULD NOT TAKE CARE OF THINGS
2 VERY MUCH BOTHERED
3 BOTHERED QUITE A BIT BY NERVES

6 BOTHERED SOME, ENOUGH TO TAKE NOTICE
5 BOTHERED JUST A LITTLE BIT BY NERVES
6 NOT BOTHERED AT ALL BY THIS
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In answerlng the next four questlons please clrcle the nunber that best descrlbes

how you feel about each etatenent. ,

IDEFINITELY HOSTLY DOH'T HOSTLY DEFINITELYI
TRUE TRUE RHOW FALSE FALSE

52 I seen to get slck a llttler easler
thanotherpeople............1 2 3 4 S

S3 I never worry about ny health . . . . 1 2 3 4 5

54 Hy body seens to realst lllneas very
well..................1 2 3 4 5

55 When there ls eonethlng golng
around, I usually catch lt . . . . . . . 1 2 3 4 5

56 Conslderlng all thlngs, nark (x) on the scale for how well you are dolng.

0 25 50 75 100

VER! WELL FAIR POOR VERY
WELL POOR

57 Is your health currently affected by any of the followlng nedlcal problens1 '

' (please clrcle yes or no for each one). .

'TES 1101 ÜYES
N0‘

1 HIGH 81.000 PRESSURE. . 1 2 6 ALCOHOL OR DRUG ABUSE . .1 2

2 HEART DISEASE. . . . . 1 2 7 LUNG DISEASE. . . . . . .1 2

3 HENTAL ILLNESS . . . . 1 2 8 KIDUEY DISEASE. .....1 2

4 DIABIZTES..... . .1 Z 9 LIVERUISEASE . . . . . .1 2

5 CANCER..... . . . 1 2 10 STOHACH OR ILOOD DISEASE.1 2

° Part I: Another lnportant part of thls study ls to understand certain

characterlstlcs of your fanlly llfe. So, next we would llke you to deecrlbe sone

aspects of your fanlly. For these questions, "fanlly°' refers to those people you

llve wlth and any other relatlves that you consider lnportant ln your llfe right now.

Please reed each of the followlng statenents end declde how often esch one descrlbes
‘

your fanlly now. Anewer accordlng to how you see your fanlly, übt how others ln

your fanlly would answer. lf you do not have chlldren, plesse answer eccordlng to

how you thlnk your fanlly would be lf you dld have children.

ÜALHOST ONCE IN SGIETIHES FREQUENTLY ALHOSTÜ

NI-ZVER A WHILE ALWAYS

1 Fenlly nenbers ask each
other for help........ . . . 1 2 3 4 S

2 We fight ln our fanlly. . . . . . 1 2 3 4 S

3 In solvlng problens, the '

chldren's suggestlons are followed . 1 2 3 4 5

4 Fanlly nenbers becone openly
angry................1 2 3 4 5
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ALHOST ONCE IN SOHETIHES FREQUIZNTLY AlHOSI‘

NEVER A UNILE ALHAYS

5 He approve of each other's
friends.............1 2 3 4 5

6 Family membere can get so

angry they throw things .....1 2 3 4 5

7 Children have e say ln
„

their dlsclpllne . . . . . . . . 1 2 3 4 S

8 He like to do things with

just our immedlate family....1 2 3 4 S

9 Family meabera don't lose

their tempera..........1 2 3 4 S

10 Different persons act es

leaders in our family..... .1 2 3 4 5

11 Family members feel closer to
°

other family members than to

people outside the family . . . .1 2 3 4 S

12 Famlly members crlticlze
each other............1 2 3 4 S

13 Our family changes lts way
'

of handling tasks . . . . .'. . .1 2 3 4 S
_

_ 14 Family members llke to spend

free time with each other....1 2 3 4 5

15 Family members hlt each
other..............1 2 3 4 S

16 Parent(s) and children -

discuss punlshment together . . .1 2 3 4 5

17 Family members feel very

close to each other.......1 2 3 4 S

18 If there's a dlsagreeaent _

in our family, we try hard to

keep the peace......... .1 2 3 4 5

19 The children make the
decisions ln our family.....1 2 3 4 5

20 When our family gets
together for activities,
everybody is present. . . . . . .1 2 3 4 5

' 21 Famlly members try to
one-up or out—do each other . . .1 2 3 4 5
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ALMOST ONCE IN SOMETIMES FREQUENTLY ALMOST
NEVER A WHILE

·
NEVER

22 Rules change in our family. . .1 2 3 4 5

23 We can easily thlnk of
things to do together es a
family............ . . 1 2 3 4 5

24 In our famlly, you don't 'get anywhere by raising your
volce............ . . .1 2 3 4 S

25 We shift houaehold responel—
blllties frou person to person . .1 2 3 4 5

26 Family members consult other
family members on their
decisions.............1 2 3 4 S

27 It is hard to identify the
leader(s) in our family......1 2 3 4 5

ZB Fanlly togetherness la very
important...... . . . . . . .1 2 3 4 5

Part D: Flnally, we would like to ssk some questions about yourself to helpus Interpret the results.
-

1 What is your sex? (Circle number)
·

1 MALE
2 FEMALE

2 What is your birthdate? (Write the date in the blank.)
3 Which of the following best describes your racial or ethnicidentification?

1 BLACK(NECRO)2
CHICAN0 (MEXlCAN—AMERICAN)

3 NATIVE AMERICAN (AMERICAN INDIAN)
4 WHITE (CAUCASIAN)
5 ORIENTAL
6 OTHER-—SPECIFY

93



I6

What ia your present aarital etatual (Circle nuaber)

1 NEVER MARRIED
2 MARRI¤•
3 SEPARATED
6 DIVORCED . '5 WIDOWED6 REMARRIED ·

5 How aany children do you have! (Write nuaber in blank) ·

5e If you have children, pleaae write their agea in the following blanke:
(•) (b) (c) (d) (•) (f)
(s) (h) ___ (1)_i (1)___ (k) (1)___,.

Sb If you have children, how nany are living with you?

6 What ia the higheat level of education that you have conpletedl (Circle
number)
123656 789101112 13 16 15 16 17 10 19 20 21(orura)
Grade echool High school College Graduate atudlea

7 What ie your preaent euployuent atatua? (Circle nuaber)

1 EMPLOYED f EMPLOYED Please deacrlhe your usual
(MORE THAN 35 HOURS/WK occupatlon. ‘

2 IIMPLOYED PART-TIME KIND OF WORK YOU DO:(LESS '1'HAN 35 uouus/ux '
3 R£TIR£é}——~—-———————-Q If RETIRED please deacrlbe your uaual

occupation before retireaent.

KIND OF WORK YOU DID:

6 SEEKING EMPLOYMENT
5 UNEMPUOYED
6 FULL—'|.'IME HOMEMAKER

8 What ia your approximate fanily incona? (Circle nunber).

1 LESS THAN $9,999/YEAR
2 $10.000 - $19.999/YEAR
3 $20.000 - $29.999/YEAR
6 $30,000 — $39.999/YEAR
5 $60.000 — $69.999/YEAR
6 MORE THAN $50,000/YEAR

**Note — Part C ia reproduced by apecial peralsaion of the Publlaher, Consulting
Peychologiats Presa, Inc., Palo Alto, CA 96306 froa the HIO-I by Will Schutz,
PhD., 1967. Further reproductlon la prohibited without the publ1aher's consent.
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Is there anything else you would like to tell ua about
your family life or your health?

IIIIIIIIIIIIIIIIIIlllllIllllIIIIIIIIIlllllIIIIIIIIIIIIIIIIIIIII

lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll

Your contribution to this study is greatly appreciated.
_ Thank you.
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