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ABSTRACT

PARENTAL MARITAL FUNCTIONING FOLLOWING TBl IN AN

ADOLESCENT/YOUNG ADULT CHILD

By

Ann Marie Thompson

Marriages can be particularly challenged after an adolescent/young adult child

sustains a traumatic brain injury (TBI) for two reasons. First, marital dissatisfaction is

common during this stage in the family life cycle in which the child is striving for

emancipation and parents are typically reevaluating their marriage. Second, studies have

shown that marital distress is associated with chronic disability in a child. However, no

studies to date have examined how “FBI in young people who are between 15 and 24

years old, affects parental marital functioning. In this study, the relationship between .

multiple aspects of marital functioning and each parent's psychological status and coping

style was examined Nineteen couples, who were parents of adolescent/young adult

children with brain injury, completed the Marital Satisfaction Inventory, Brief Symptom

Inventory, the Coping Responses Inventory and a background questionnaire. A control

group of parents, who had children in the same age range, were utilized as a reference to

identify if reactions found in TBI parents were due to TBI related stressors or to

characteristics common to other families in the same developmental phase of the life

cycle. Raw data from the self-report measures were analyzed through use of repeated

measures Multivariate Analysis of Variance (MANOVA) and Multiple Regression.
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The results indicate that parents of adolescent/young adult children with TBI experience

more global marital distress than parents who have children without TBI. Specifically,

the experimental parents reported greater dissatisfaction with the amount of affection and

understanding that they were receiving from their spouse. Additionally, particularly for

mothers, parents of injured children reported being under a physician's care for their own

medical problems significantly more often than control parents. There were no

significant differences between the two groups on the Brief Symptom Inventory Global

Severity Index, Depression, Anxiety and Somatization subscales. However, many

experimental mothers were using psychotropic medications that likely minimized

psychological distress and resulted in non-significant findings. Parents of children with

TBI reported seeking guidance and support as their way ofcoping significantly more

often than control parents. Although, significant gender differences between mothers

and fathers in each group were not found on the overall test of significance, when all

mothers were compared to all fathers, gender differences emerged. Despite group, men

tended to describe their marriage more positively than their wives. Accordingly, mothers

reported greater global marital distress, less satisfaction with the frequency and amount

ofmarital communication, and dissatisfaction with the management of family finances.

The mothers were more likely to cope by seeking guidance and support and expressing

negative emotion than their husbands. Global psychological distress was predictive of

global marital distress for TB] group mothers.
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CHAPTER ONE

Introduction

S_t_atement of the Problem

Adolescence and Traumatic ngn lniurv (TBI)
 

Adolescents and young adults who are between fifteen and twenty-four years old,

are particularly vulnerable to sustaining a TBI ( Kraus, Rock & Hemyari, 1990; Rimel &

Jane, 1983). Approximately 500,000 victims per year are hospitalized while 30,000 to

50,000 have residual physical and/or neurobehavioral sequelae that prevent return to

preinjury level of functioning ( 1981 US. Department of Educational Statistics, cited by

Rosenthal, 1987). Brain injuries commonly produce cognitive, psychosocial and/or

physical impairments known to last for at least 10 to 15 years after the traumatic event

(Brooks, 1991; Jacobs, 1988; Rappaport, 1989; Thomsen, 1984).

TBI Affects the Family .

Besides the young person who sustains a TBI, it has been well documented that

the entire family is affected (Brooks, 1991; Camplair, 1990; Lezak, 1986; Rosenthal,

1989; Sachs, 1991). Similar to many other adolescent/young adults with disabilities, TBI

adolescents often need increased supervision, structure and support (Slater & Rubenstein,

1987). Greater dependence results in the young person's increased and prolonged

reliance upon his or her parents, putting additional stress on the family system.

Additionally, TBI related cognitive and emotional disturbance can result in the injured

person and family becoming socially isolated with less support available to them
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2

(Koscuilek, McCubbin & McCubbin, 1993; O'Shanick, 1986; and Serio, Kreutzer &

Gervasio, 1995).

Increased dependence of the adolescent/young adult upon parents disrupts the

family life cycle (Rolland, 1988; Slater & Rubenstein, 1987) and interrupts

developmental trends (lreys & Burrs, 1984). The normal evolution towards

independence is altered (Camplair, Kreutzer, and Doherty, 1990; Lezak, 1988) and often

regressed (Waaland and Raines, 1991). The "launching" phase of the life cycle

(McCullough & Ruterberg, 1988; McGoldrick, 1988), in which emancipation of children

occurs, may be on hold indefinitely or no longer viable.

This state of affairs is very different from normal development. Increased

dependence of an adolescent upon his or her parents is in direct conflict with preinjury

attempts for individuation/separation. As has been found in other chronically ill and

disabled populations, prolonged dependence of an adolescent/young adult can have

deleterious effects upon the family (Garcia-Preto, 1988; Harkins, 1978, cited in

McCullough &Ruterberg, 1988; Waaland & Raines, 1991).

{\—

\

I Family interaction and relationships can also be altered when a child develops a

chronic condition or becomes disabled. Mothers and fathers are reported to respond

differently to their child's conditiona (Cleveland, 1984; Hauser, Jacobson, Wertlieb,

Weiss-Perry, Follansbee, Woldsdorf‘, Herskowitz, Houlihan and Rajapark, 1986, cited in

Eiser, 1990; and Gayton, Friedman, Tavonnina & Tucker, 1977 cited in Drotar,

Crawford & Bush, 1984). Moreover, coalitions between a parent and ill child can form

that are potentially damaging to family functioning (Drotar et a1., 1984).
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3

Not surprisingly, many family members experience psychological distress after a

loved one sustains a TBI (Brooks, 1991; Kreutzer etal., 1994; and Rivara, Fay, Polissar,

Shurtleff& Martin, 1992; and Singer et al., 1995). The emotional distress can persist for

long periods (Brooks, 1991) and is particularly associated with emotional and behavioral

disturbance in the injured member (Brooks, 1986; Lezak, 1988; Singer, Glang, Nixon,

Cooley, Kerns, Williams & Power, 1994).

'There appears to be a connection between family member coping, psychological

functioning, ability to provide support and the injured person's treatment outcome

(Kreutzer et al., 1994 and Tarter, 1990). The family's ability to cope influences the

quality of support that they can give the injured person (Camplair, Kreutzer, & Doherty,

1990) and family support has been reported to contribute to a good outcome for the

injured individual (Baker, 1990; Lezak, 1983). Type ofcoping style has also been shown

to affect TBI family functioning (Kosciulek, 1994). Others have found a relationship

between coping and family member mental health (Livingston, 1987).

The family's ability to c0pe with the extraordinary conditions posed by the child's

chronic or traumatic condition can have extensive effects on the injured childfThe

quality ofc0ping within a family is critical to the child's ability to handle disease related

stress, socialize with healthy peers and accomplish school and work related tasks (Drotar,

Crawford & Bush, 1984; Singer etal., 1994). (Additionally, Eiser's (1990) review

suggests that good coping in parents of chronically ill children is associated with quality

of the parent's marital relationship, as well as a positive approach, openness in

communication, emotional support, family income, religious beliefs, and medical care.
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4

Gender differences in coping strategies, particularly in spouses of TBI persons,

are just beginning to be identified (Willer, Allen, Liss & Zicht, 1991), while evidence

that men and women cope differently with a variety of circumstances, is rapidly growing

(Endler & Parker, 1990; Gadzella, Ginther, Tomcala & Bryant, 1981; Hamilton & Fagot,

1988; Hoekstra-Weebers, Littlewood, Boon, Postma & Humphrey, 1991; Hovanitz &

Kozora, 1989; Jensen & Towle, 1991; McDaniel & Richards, 1990). Although, we do

know that there are gender differences in spouses' style of coping with a wife's or

husband's TBI (Willer et al., 1991), little is known about parental coping in TBI families.

Mania] Functioning in Families with Chronically III or Disabled Children

Not only are parent/child relationships strained following a chronic or disabling

condition (Cleveland, 1984; Sabbeth & Leventhal, 1984; Thomsen, 1984); parents'

marital relationships can be strained as well (Ziolko, 1991; Rivera et al., 1992). Indeed,

the literature provides plentiful empirical support for the clinical observation that\there is

increased "marital distress" and "marital discor " following an offspring's chronic k

physical conditionJ (Sabbeth & Leventhal, 1984; Whaley & Wong, 1982 ).

Despite the evidence for heightened marital distress and discord in families of

children with chronic illness or disability, little research to date specifically evaluates

marital functioning in parents with children who have sustained a TBI and no studies

have dealt specifically with parents of TBI adolescent/young adults. In contrast, there

have been multiple clinical observations in the TBI literature that marriages are at risk

(Oddy, 1986; Lezak, 1988; Rosenthal, 1989).
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5

Factors that may be Related to Magi] Functioning in Parents with a TBI Child

The age of the child and developmental stage of the family may have differential

impact upon marriages of parents of young versus older children (Rolland, 1988).

Additionally, gender (Powers, 1991; Shacher, 1991 ), psychological status (Snyder &

Regts, 1990), coping style (Eiser, 1990) and attitude towards the injured child (Sloper &

Turner, 1993) may affect parents' marriages. Preinjury marital functioning (Ylvisaker,

1985), financial resources, severity of disability, and length of marriage may also

influence marital functioning after a child is injured.

This study examines the relationship between mothers' and fathers' reports of

marital functioning (e. g. Marital Satisfaction Inventory), psychological functioning (e.g.

Brief Symptom Index, anxiety, depression, somatization and global distress scales), and

coping style (e.g. Coping Responses Inventory, logical analysis, positive reappraisal,

seeking guidance and support, problem solving, cognitive avoidance, acceptance or

resignation, seeking alternate rewards and emotional discharge). Each variable will be

discussed in Chapter 3. Information regarding other factors that are potentially relevant

to the marital relationship, (e.g., financial status, burden related to the injury, pre-injury

marital functioning, and length of marriage), will be obtained from a demographic

questionnaire and used for descriptive purposes.

Sigflcance of the Study

Marital satisfaction tends to be lowest during the launching stage of the life cycle

(McGoldrick, Heiman & Carter, 1993). If an adolescent or young adult sustains a brain

injury, his or her parents may be particularly susceptible to high stress levels and marital
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6

dysfunction. Marital distress may be associated with negative parental mood and coping

style. Furthermore, it is plausible that personal and emotional distress is related to the

parent's attitude toward an injured child who requires inordinate attention, energy and

family resources. If the parent's coping style is ineffective and marital distress,

emotional anguish and physical exhaustion exist, family relationships, including the

parent/child relationship, may suffer. Yet, it is critical that family functioning is as

optimal as possible because it can have great impact upon individual family members, as

well as the patient. A supportive social network (family), the family's ability to cope and

parents' mood is critical to the well being of an injured or ill child (Drotar, Crawford &

Bush, 1984; Singer et al., 1994) and may affect rehabilitation outcome (Martz & Sachs,

1995)

Yet, to date, there has been no research specifically examining parental marital

functioning after an adolescent/young adult sustains a TBI, in spite of clinical reports in

the chronic illness and disability literature that deleterious effects exist. Similarly, there

have been no studies that examine parental coping styles or parental attitudes toward

children with TBI. Most of the studies that examine family fimctioning base their results

on reports from only one family member, usually the primary caregiver, be it wife or

mother.

Studies of families with TBI children have paid little attention to the life cycle

stage in spite of clinical and theoretical consensus that highlights the empirical and

practical importance of doing so (Rolland, 1988). Additionally, TBI family studies have

typically focused on parents of small children or on the marriage of adults when one
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7

spouse has a TBI. Yet, most brain injuries occur in adolescent/young adults, who often

return to the families' care, and very little is known about how their parents are affected.

Finally, information regarding how mothers and fathers respond emotionally and cope

with their child's TBI, is limited.

This study adds to our psychological understanding of parental reactions

following TBI in an adolescent/young adult child. The relationship between marital

functioning and each parent's psychological status and coping style will be examined. By

comparing TBI parents' responses with responses of parents of healthy children in the

same age group, this study attempts to sort out factors that are specifically associated

with TBI sequelae from parental responses that are typical to families in the launching

phase of the life cycle.

Improved understanding will facilitate the clinicians' identification of couples

who are likely to experience marital distress and who would benefit from support.

Furthermore, knowing how parents' marriages are affected after TBI in a child will allow

us to anticipate particular family strengths and potential areas of difficulty. Also,

treatment strategies could be developed that are sensitive to potential gender differences

in reports of marital satisfaction, emotional reaction, coping style and interactions with

the injured child. Finally, special circumstances of the family with an injured adolescent

or young adult would be better understood, leading to greater empathy and support from

rehabilitation treatment team members that, in turn, could facilitate family adaptation

and patient outcome. A clearer understanding for how parents are affected when their
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8

child sustains an injury may also help insurance representatives in deciding if supportive

services for the parents warrant funding.

Statement ofPurpose

This study explores parents' marital functioning following TBI in an

adolescent/young adult child. Established self-report measures were utilized with a

sample of families from various rehabilitation centers. The sample includes parents of

unmarried male and female patients between the ages of 15 and 24, from two parent

households.

The purpose of the study is to explore the relationship between parental marital

functioning and several variables including, psychological functioning and coping style.

Another facet of the study investigates gender differences in the above dimensions. A

control group of cohort families, without TBI, is employed as a reference group to

determine whether the characteristics found in the TBI families are due to TBI-related

factors or to traits common to normative families in the launching phase of the life cycle.

Research Questions

1. Are experimental parents different from control parents, as measured by selected

scales on the Marital Satisfaction Inventory (MSI), Brief Symptom Index (BS1) and

Coping Responses Inventory (CR1)?

2. In general, in what ways do fathers and mothers differ, as measured by the MSI, BS]

and CR1?
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9

3. Does group (experimental vs control) and gender interact to produce differential

results on the MSI, BS] and CR1?

4. Does coping style, as measured by the CR1, and psychological functioning, as

measured by the 881, global severity index; predict global marital satisfaction in the

experimental and control mothers and fathers?
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CHAPTER TWO

Review of the literature

To understand how TBI affects a family and marriage, it is helpful to review

literature that describes normative fimctioning, as well as literature that depicts functioning

in families with a chronically ill child or older offspring. Then, in the context of normative

functioning for both healthy families and those with a chronic condition, review of TBI

literature will become more meaningful.

Typical Family Development Across the Lifespan

Carter and McGoldrick (1988) wrote extensively about the life cycle stages of the

intact middle class American family in 20th century society. Variations in how families go

through the life cycle occur but, in general, they go through a series of stages and normative

events in a predictable and sequential fashion (Carter & McGoldrick, 1988; Karpel &

Strauss, 1983; McCullough 1980; Mederer & Hill, 1983; Terkelson 1980). The stages are

arbitrary breakdowns based on cultural, economic and political influences. Typical life cycle

stages in modern Western society include marriage, birth of children, life with young

children, adolescents individuating and being launched into adulthood, arrival of

grandchildren, retirement and senescence (Carter & McGoldrick, 1988; Karpel & Strauss,

1983; Terkelson 1980). A family is described as intergenerational with parent, child and

grandparent moving and interrelating in a time defined linear fashion. "Each member

contributes in some way and is influenced in turn by the contributions of other members"

(Karpel & Strauss, 1983, p. 7).

The families may differ in how and when they go through each transition in the life

10
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cycle but stages can't be skipped, just as an individual can't skip infancy or adolescence

(Karpel et al., 1983). The stages overlap and are brought about in response to the

developmental milestones made by the individuals in the family. Each stage is hastened by

life events that require family members to change and adjust. A stage begins with mounting

pressure related to the individual's developmental needs and results in disruption of earlier

family patterns.

For family development to continue, reorganization of the system must take place

(Karpel et al., 1983 ). For example, the family must change rules for relating with each other

every time a member is added or leaves and each time the oldest child moves into a new

developmental stage (Mederer & Hill, 1983). Once the family enters the new stage, they are

challenged with developmental tasks that must be mastered before successful movement into

the next stage can occur. Parents in particular, will encounter variation in marital

adjustment, task allocation and child discipline techniques (Mederer et al., 1983).

S_tages ofThLFamilv Life Cycle .

Life cycle models from Karpel et al. (1983) and Carter et al. (1988) will be highlighted

below to describe typical family development. Emphasis will be given to the adolescent and

launching phase, as it depicts the developmental stage of families participating in this study.

LawHome: Single Young Adults

As single young adults leave home, they increasingly accept emotional and financial

responsibility. They continue to differentiate from their family of origin, develop peer

relationships and establish themselves through work and financial independence (Carter et

al., 1988).
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The New Marriage

Separate families are joined through the maniage of single young adults and a

commitment is made to the new family system. Realignment ofrelationships with extended

families and friends occurs in order to include the new spouse (Carter et al., 1988).

Boundaries are established within and around the new marital relationship. The couple

attempts to balance loyalties to their families oforigin and to each other (Kraus et al., 1983).

Marriages at this time tend to hold a romantic, idealistic and/or sexual emphasis

(McCullough et al., 1988). However, the meaning of marriage at this point may be very

different for each spouse. "Women tend to anticipate marriage with enthusiasm, although

it has not been a healthy state for them. Men, on the other hand, approach marriage typically

with much ambivalence and fear of being 'ensnared', but in fact, do better psychologically

and physically in the married state than women" (Carter et al., 1988, p. 16). Marital

difficulties at this stage may reflect "failure to renegotiate family status . . . (or) defective

boundaries around the new subsystem" (Carter et al., 1988, p. 16). This is depicted by

intrusiveness on the part of the in-laws or by the young couple pulling back or becoming

isolated from the extended family.

families with Young Children

With the birth of children, young parents move up a generation and become

caretakers (Carter et al., 1988). Relationships again realign with the extended family to

include parenting and grandparenting roles. There is major reorganization around the needs

ofthe child. Patterns oftime schedules, expenditures, leisure, use of space in the home and

relationships with the in-laws and friends are altered (Karpel et al., 1983). Increased



3i an,

enema p
t 1

exam? 2.

31 5A

was m 52

”ea men.

“3 _ .psi”:

wry...)

3.15m
QWJ1

T 3

.191
. on

bVLG .)

 



13

physical and emotional demands are placed upon the parents and "their reserves of patience

are likely being sorely tested, while their physical and emotional needs for rest and

'recharging' are being denied or disrupted" (Karpel et al., 1983, p. 54).

In modern marriages where both parents work, a central struggle between the couple

may be related to "the disposition of child-care responsibilities and household chores"

(Carter et al., 1988, p. 17). Marital conflict at this stage typically centers on a woman's

struggle to pursue a career or work on a full or part time basis while attempting to fulfill the

homemaker role (Carter et al., 1988).

Karpel and Strauss (1983) theorize that during this stage problems can emerge when one

parent is typically over-involved while the other is under-involved. It is not uncommon for

marital satisfaction to decrease in almost every aspect of the marriage, including

communication, intimacy, sexual relations and sexual activity (Karpel et al., 1983). The

parents' involvement with the child can be so great that the marital relationship is neglected

and endangered. It is common for the mother and sometimes both parents to complain of

feeling depressed and overwhelmed by stress. Exhaustion and emotional depletion of the

parents can occur resulting in neglect of the child or a stormy marital relationship. It is not

surprising that it is the life cycle stage with the highest divorce rate (Carter et al., 1988). It

is no easy feat for the young couple to accomplish the tasks of balancing obligations to the

child, spouse, extended, family and self in this life cycle stage.

The Onset of Individuation of Children

Karpel et a1. (1983) describe this phase of the life cycle as one in which the parents

begin psychological separation from the child. The child is developing his or her identity,
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defining his or her individuality within the family and beginning to participate in social

activities outside the home. The child has the capacity to contribute to the family and

expectations for the child change. The boundaries between the parent and child become

firmer allowing the child increased privacy and a sense of separateness.

F_amilies with Adolescents

Typically, when the first child reaches puberty, the family enters the life cycle stage

of families with adolescents (Karpel et al., 1983). Physical, psychological and relational

changes abound. Parents no longer hold complete authority. Boundaries between the

nuclear family and outside world become permeable allowing the teen to bring in new ideas,

friends and values to the family system. The changing relationship between parent and child

permits the teen to move in and out of the protectiveness of the family as they encounter

novel experiences in the outside world.

Adolescence is a period when issues of autonomy, responsibility and control are

renegotiated (Karpel et al., 1983). The child's trustworthiness and level of maturity are

critical for the parents' comfort in relinquishing control. Often the adolescent expresses

inconsistencies in behavior, attitudes, likes and dislikes, which can leave the parents

confused Given inconsistencies in the child's behavior, the parents may experience doubts

about trusting the adolescent in unsupervised social settings for long periods.

The parents may experience ambivalence about relating to the teen as a child versus

encouraging the teen to become a young adult who will grow up and away from the parents

(Karpel et al., 1983). Ambivalent parents may attempt to hold on to the child by forestalling

separation by discouraging autonomous and independent behavior. In addition, the teen may
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also experience ambivalence about fulfilling new responsibilities and expectations. The

heightened responsibilities ofadulthood that encompass issues of sexuality, identity and peer

relations may seem overwhelming. The doubt may be represented by the young person

acting out undesirable behavior and the parents feeling like they have lost control.

During adolescence, interactions and ways of relating between the parent and child

changes. A father's relationship with his daughter may become conflicted (McGoldridge,

Heiman & Carter, 1993) if the father is uncomfortable with the daughter's sexual

development. McGoldrick et a1. (1993) suggest that men who have difficulty expressing

intimacy and handling closeness may sexualize the relationship with their daughter. This

can then result in the father withdrawing or responding angrily in an attempt to maintain

distance from the teenage daughter. In contrast, fathers may feel more comfortable

interacting with adolescent sons whom more likely share common interests.

Accordingly, psychological distancing by mothers may be observed in their

relationship with teenage sons. McGoldrick et a1. (1993) point out that mothers and sons

receive cultural messages about the negative consequences of mother and son bonding, such

as ridiculing the son by refening to him as a "Mama's Boy. " For both mothers and fathers,

separation from aging children is expected.

Beyond changes in the way the parents and child relate, family members may feel

a loss for life as it was in an earlier life cycle stage. Karpel et al., (1983, p.61) submits that

"the loss of the child" is the most significant concern for parents who have adolescents

struggling for independence. There is diminished participation in the child's discoveries,

acknowledgment that one is less needed and looked up to, plus an emerging awareness of
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the child's imminent departure from the home (Karpel et al., 1983). As the adolescent

develops a separate identity and acquires greater freedom and privacy from the family, the

parents often feel a loss for the diminished time that they spend together (Karpel et al.,

1983). The adolescent can also experience a sense of loss for childhood events or

experiences, such as play and the special treatment they received as children.

Carter et al., (1988) defines the central event in the marital relationship during this

stage as a "midlife crisis" for one or both parents "with an exploration of personal, career,

and marital satisfactions and dissatisfactions" (Carter et al., 1988, p. 18). Frequently, there

is an intense renegotiation of the marriage and sometimes a decision to divorce. Or the

couple may focus their attention onto the adolescent's battles so that emphasis is detoured

from the marriage and further examination of marital functioning is postponed.

Impaired parental marital functioning can have deleterious effects upon the

adolescent. A review of the literature has shown that marital distress is related to an

increased incidence of adolescent psychopathology (King, Radpour, Naylor, Segal,

Jouriles, 1995). King et al., (1995) explain that parents are role models for their children.

Ethe parents are having marital discord, they may be modeling impaired communication,

problem solving, and coping, as well as expressing strong feelings. The adolescent may

mimic the same behavior in his or her social setting. The distraught parents may also

inconsistently reinforce limits, behavior guidelines and sporadically implement

consequences for the adolescent's behavior (King et al., 1995).

King's (1995) group conducted two studies of parents' marital functioning and

adolescent psychopathology. A control group, comprised of parents from the community,
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was compared to parents of adolescent psychiatric inpatients. They found that mothers of

inpatient teens were less satisfied with their marriage than control mothers. The mothers

of psychiatrically disturbed teens "also reported more marital conflict over childrearing"

(King et al., 1995, p. 750) and a less traditional marital role. The fathers of the inpatient

adolescents reported more conflict over childrearing practices. Interestingly, the authors

noted that "when mothers and fathers reported more satisfaction with the marriage, they also

each reported stronger and more active relationships between adolescents and their fathers.

The quality ofthe father-adolescent relationship may partially mediate the impact of marital

conflict over childrearing on adolescent functioning" (King et al., 1995, p. 752). In

conclusion, marital functioning is certainly an important component of family functioning.

However, it is diifrcult to determine if marital discord precedes psychopathology in an

adolescent or if coping with a mentally disturbed adolescent increases the risk of marital

discord.

Launchingor Departure of Children

The onset of the launching phase in today's families is different from previous

generations. Today's couples have fewer children, live longer and launch their children

almost 20 years before retirement. Earlier generations raised several children throughout

most of their adult life and couples did not live alone until very late in life.

The launching phase is an extension of the adolescent phase and can be viewed as

particularly problematic for families (Carter and McGoldrick, 1988). As mentioned earlier,

with individuation of older children, couples attempt to find a new focus beyond parenting

or they may cling to the primary identification of being a parent and try to keep their young
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adult offspring in the child role. In addition, the adolescent or young adult may be receptive

to the parent's attempts to take care of him or her as if a child because it allows avoidance

of difficult challenges found in the independent world. "The difficulties of this transition

can lead families to hold on to their children or can lead to parental feelings of emptiness

and depression, particularly for women who have focused their main energies on their

children who now feel unprepared to face a new career in the work world" (Carter et al.,

1988,p.19)

The launching phase generally begins when the oldest child moves toward

independent living, typically in late adolescence or early adulthood. Separation from

children takes precedence at the beginning of this stage while parents gradually refocus on

individual pursuits and the marriage. They often simultaneously gain awareness for the

benefits of increased autonomy without child rearing responsibilities while realizing a sense

offinality for their family as they have known it since having children. Developmental tasks

ofthe launching phase include renegotiating the marital relationship and developing adult

to adult relationships with children. Family relationships are realigned to include in-laws

and grandchildren, and many couples encounter stress related to their own parent's disability

or death (Carter et al., 1988).

Parents who do relinquish responsibility to the child are again brought "face to face"

(Carter et al., 1988, p. 67) with each other. They consider the resources and limitations of

their marital relationship, and examine their individual lives. If the parents avoided facing

marital issues during the adolescent phase by focusing on the child, the child's departure may

now induce strong reactions in the couple. The child may have fulfilled needs in a parent
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that the other parent is now looked upon to fulfill. However, that spouse may be unwilling

or unable to do so resulting in marital conflict.

Suppressed problems between the parents may re-emerge as attention is directed

toward the marital relationship instead of child rearing (Karpel et al. 1983). Underlying

chronic marital conflict may reflect a family's attempt to deal with anxiety or can represent

"undifferentiation" (Bowen, 1966, in McCullough et al., 1988, p. 291), described as merged

identities among members. Chronic marital conflict may appear as overt warfare" or silent

distance (McCullough et al., p. 291) in which the couple can't live together nor can they live

apart. Of particular interest to this writer, is how sudden onset of disability in an almost

independent child will affect parents' reevaluation of the marriage. Will parents with

chronic underlying marital conflict continue to find solace in focusing on a needy child and

thus avoid overt confrontation that may contribute to the end of the marriage? Regardless,

McCullough et al. (1988) postulate that even marriages with chronic difficulties have the

potential to improve when confronting transitions in the launching phase.

Rustad (1984) provided empirical evidence for the observation that during midlife

there is a shift in parents' personal interests and goals that appear to reflect personality

characteristics suppressed earlier in life. Before the launching stage, low and middle SES,

midlife men report greatest concern with their own mastery and skill level, plus express a

need for a sense of control and confidence. As the men move into post-parental years, a

trend emerges characterizing them as moving "toward heightened emotional sensitivity,

sensuality and concern for interpersonal relationships" (Neugarten & Gutrnann, 1968; and

Chiriboga & Thumher, 1975 in Rustad 1984, p. 223). Women, in the above studies,
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transformed from having limited confidence, high nurturance and dependence needs and a

family centered orientation to exhibiting "increased assertiveness, mastery, and self-

confidence and to being more accepting of their own aggressiveness and self-centered

interests" (Rustad 1984, p. 223). Diminished child rearing responsibilities and change in

division of labor are thought to facilitate the personal changes in men and women during

midlife. Thus, it is a time when changes in self and relationships abound.

The tasks required of parents during the launching phase of the life cycle include

renegotiation and restructuring of the marriage, development of adult relationships with

grown children (Carter et al., 1988) and providing the young person with an opportunity to

develop an independent life. The couple may attempt to identify a new life focus with each

other. They may also increase their energies in work or in activities and relationships

outside their marriage. In addition, they must ease their child's separation while continuing

to maintain ties (Karpel et al., 1983). Developing personal autonomy and relationships

outside the immediate family while allowing the developing adult child to separate may be

the most difficult yet far-reaching task. Karpel et al., (1983, p. 66) notes the seriousness of

this stage by writing that "If physical separation is accomplished but continuity of contact,

availability and concern are disrupted, symptomatology ofsome type is likely to develop and

the tasks of subsequent stages are likely to be more problematic."

Overall, the launching stage can be a liberating time for parents in which dreams

that once were put on hold are rediscovered. Preparation for change in status to

grandparents may be met with dread or excitement. Relationships with aging parents may

be perceived as burdensome or offer resolution to old conflicts and a sense of completion.
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It can be seen as a second opportunity or lead to disruption, overwhelming loss, depression

and disintegration (Carter et al., 1988, p. 19). It can be described as a stressful time as

evidenced by the observation that for people between 45 and 60 years old, depression,

alcoholism and suicide are the most prevalent psychiatric disorders (Boyd & Weissman,

1981, in Rustad, 1984).

Marital Satisfaction During the Launching Stags

In general, research findings regarding marital satisfaction have been inconclusive

and at times contradictory (Schram, 1979 in McCullough et al., 1988). In a review of life

span studies, Rustad (1984) concluded that "the child rearing years, up to and including the

time of launching children from the parental home, is a relatively stressful period for the

marital relationship" (Rustad, 1984, p. 223). Specifically, marital satisfaction begins to

decrease as children enter school and is lowest during the years of adolescence and

launching (McCullough et al., 1988; McGoldrick, Heiman & Carter, 1993).

As noted earlier, when children move toward separation from their parents there

is a natural tendency for the parents to engage in reevaluation of their lives, including the

changing fimction oftheir marriage (McCullough et al., 1988; McGoldrick, 1988). It is not

surprising that during this time of renegotiation of the marital relationship, some end in

divorce (Carter & McGoldrick, 1988; Schram, 1979 in McCullough, 1988). Although most

divorces occur in the first 10 years of marriage (McCullough et al., 1988), divorce occurs

in one out of three couples who are in the launching phase of the life cycle (McCullough,

1980). Eleven percent of divorces in 1982 were among individuals who had been married

20 or more years (PHS Vital Statistics of the United States, 1986, cited in McCullough &
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Rutenberg, 1988, p. 288).

A theoretical phenomenon called the 'empty nest syndrome' is thought to contribute

 

to marital discord during the launching phase of the life cycle. McCullough et al. (1988)

cited Schram's (1978) literature review of marital satisfaction when older children are

leaving or preparing to leave home. It is suggested that as children are leaving the nest,

parents who have not separated from their children experience loss and subsequently

problems in the marital relationship. However, support for the syndrome does not appear

to have empirical basis. McCullough (1980) refers to Anderson's (1977) unpublished report

to the American Academy of Child Psychiatry that the empty nest syndrome was not

problematic for most of couples that he studied. He found that out of 100 "asymptomatic

families," 33% ofthe parents anticipated loss, 51% looked forward to new opportunities and

21% felt a sense of relief in anticipation of their teen leaving home (McCullough, 1980,

p.182).

Similarly, Harkins (1978), in McCullough (1980), studied 318 "normal " women and

found that effects of the empty nest appeared slight and disappeared two years after onset.

She also found that psychological well-being improved as the mother progressed through the

launching phase. Interestingly, ofthe women who were having difficulty with the transition,

the only factor negatively associated with the mother's "well-being" was "having a child who

does not become successfully independent when expected" (Harkins, 1978, p. 555, in

McCullough, 1980, p. 176). Variables that did not affect the mothers' well being included

her current roles, employment status, job satisfaction, size of family, satisfaction with

children, social economic status (SES) and attitudes toward having an empty nest. The
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observation that when a child's independence is postponed a mother's well-being suffers

supports Rusted's (1984, p. 225) assertion that it is the "non-normative" or "off time" event

in life that is likely to precipitate a crisis, not the expected, age appropriate life changes.

This is especially important when one considers that chronically ill or disabled children may

not have the capacity to separate or live independently any time in his or her lifetime, let

alone in a timely fashion. Furthermore, family development may suffer given that "greater

dependence on the family may intensify the normal adolescent struggle for independence

or slow down the growth process" (Garcia-Preto, 1988).

Overall, marital adjustment is believed to be critical to successful progression

through the launching stage of the life cycle (McCullough et al., 1988). However, because

men, in general, tend to seek increased closeness during the launching phase and women

move toward developing life beyond their children and spouse (Fiske, 1982; Rustad, 1984;

McGoldrick et al., 1993) personal goals may clash and make marital adjustment difficult.

Overall, the divergent interests between the husband and wife, with changes in roles and

focus of energies, "often creates serious marital tensions" (Hesse-Biber & Williamson,

1984, in McGoldrick, 1985, p. 53). Solomon (1973) in McCullough (1980) suggests that if

a marriage has not solidified and re-investment in other activities or relationships is not

possible, the family will try to hold on to the last child. This to will delay further

progression in the life cycle.

Thelamilvln Later Life

In later life families attempt to adjust to retirement, financial insecurity, diminishing

independence and loss of friends and loved ones (Carter et al., 1988). According to Carter
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et al. (1988), a key component in the emotional process of this transition is the ability to

accept shifting generational roles. The middle generation is sought upon to provide more

support without over-functioning for the oldest generation. In essence it is a time for life

review and integration (Carter et al., 1988) while facing and accepting a variety of relational

and physical losses (Karpel et al., 1983).

In spite of shifting roles and responsibilities, marital satisfaction begins to increase

after the children leave home and continues to increase throughout the later years (Rustad,

1984; Lowenthal & Chiriboga, 1975, in Walsh, 1988). "Companionship and mutual caring

and caretaking become highly valued in the marital relationship, as well as in sexual

intimacy, which continues for many into advanced years" (Walsh, 1988, p. 314). The retired

couple must also adjust to changes in roles, task allocation and social connections. There

is often a "reorientation of values and goals and a redirection of energies" (Walsh, 1988, p.

314). For many couples, a major task of this stage is the incorporation of the husband into

the daily tasks involved in running the home.

Gender Differences in Marital Satisfaction in Normative Families

Men report less variability than women in marital satisfaction across the life span

(Rollins & Feldman, 1970 in Rustad, 1984). However, during the separation/individuation

process of adolescents, fathers report heightened levels of marital distress that become

equivalent to the mothers' (Lewis, Freneau, & Roberts, 1979, in Rustad, 1984). In the

families' early years, the husbands' reports of greater marital satisfaction can be attributed

to the tendency for most men to invest energy into activities outside the home rather than

into evaluation of the marriage. In contrast, women are often intimately involved, as well
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as entirely responsible, for homemaking and child rearing, resulting in more critical

attention being paid to how satisfying the marital and family relationships is. Men who

typically don't invest a majority of their attention to the positive and negative aspects of

marriage and family life do not appear to be as sensitive to the changes occurring within the

system. Given the women's extensive involvement in family relationships, as life cycle tasks

and demands change, reports of marital satisfaction fluctuate. It is interesting that the only

time the fathers' distress equal the mothers' is when adolescents are moving through the

separation process (Lewis et al., 1979, in Rustad, 1984), a time when fathers typically

become more involved in the adolescent's struggle for independence and control.

In addition to the life cycle literature, there is clinical and empirical consensus that

gender differences exist between husbands' and wives' reports of marital satisfaction.

Fowers (1991) used a multidimensional inventory (ENRICH)-to assess marital functioning

in 7,261 Caucasian US couples who were specifically seeking marital counseling or

enrichment from counselors and clergy. The participants had been married an average of

10 years, had three children, were in their early thirties and in their first marriage. Fowers

(1991) found that the husbands in general, reported higher marital satisfaction than wives.

Husbands indicated that they were significantly more satisfied than their wives with the

personality oftheir partner, type and quality ofcommunication, having and raising children,

and with the amount of time spent with families and fiiends. Additionally, husbands

identified religion as an important part of the marriage more frequently than wives. Wives

tended to report more unhappiness with their sexual relationship than their husbands if

overall marital distress was present. Wives expressed a preference for more egalitarian
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functioning in occupational, household, sex and parenting roles. This may be particularly

important when one considers that after the onset of a child's chronic and disabling condition

the mother typically assumes the burden of care in a way that may be viewed as unequal.

However, if she wants her husband to share responsibilities, but in practice she assumes the

primary care taker role for an injured child, she may come to view the marriage as less than

satisfying and experience distress.

Shachar (1991) also found that egalitarian issues affect reports of marital satisfaction

in a study of 206 Israeli couples between the ages of 18 and 30, married less than four years.

The wives in Shacher's study (1991) experienced greater marital satisfaction when their

husbands held liberal views, supported an egalitarian relationship and expressed a strong

desire to marry. Interestingly, although the husbands reported support for egalitarian

division of labor in the family, when it existed they expressed greater dissatisfaction with

the marriage. In other words, the husbands' marital satisfaction was lower when traditional

relationship expectations were not fulfilled It was reasoned that the husband has emotional

longings for a traditional marital relationship that typically grants him many privileges, but

knowing his wife is happier with their relationship when he expresses liberal views, he

attempts to adapt to her egalitarian expectations and her need to share concerns with career,

home and children.

Factors that increased the husbands' level of marital satisfaction included having

a wife with conservative or traditional attitudes, similar views regarding religiosity and

having a difference between his and her SES despite who held the higher status. The

investigator speculated that men are typically less comfortable if their wife's' SES is equal
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to their own, especially if she holds strong expectations for an egalitarian relationship.

It is unclear if Shachar's (1991) findings apply to couples in a later life cycle stage

and ifthe results are generalizable to the United States. Yet other researchers have reported

that power inequalities in a couple's marriage are related to lower marital satisfaction (Gray-

Little & Burks, 1983; Huston, 1983, cited in Fowers, 1991). Similarly, Whisman &

Jacobson (1989), cited in Fowers (1991), found that marital dissatisfaction scores were

directly and negatively related to the degree of task sharing among both men and women"

(Fowers, 1991, p. 219).

Besides shared responsibilities in a marriage, decision making power also appears

to affect reports ofmarital satisfaction. Ganong & Coleman (1991) compared stress, health

complaints and marital satisfaction in 105 Missouri couples in their late thirties and second

maniage who had stepchildren in the home. They found that men who had more decision

making power in the family reported better health, yet, for women, more decision making

power was associated with adverse health effects. Positive feeling toward her spouse and

less decision making power were associated with better health in a wife. It was reasoned

that clearly defined roles and tasks may result in less stress and subsequently, less stress

related illnesses. It may be that women who tend to prefer group consensus in decisions

making rather than unilateral power will experience greater stress because she feels less

support and views her husband's involvement as less than desirable.

Another factor that appears to affect married women is the number of children that

she has. Ganong and Coleman (1991) found that, in general, women with more children

experienced higher stress and poorer health than their husbands. This may be related to her
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role as the primary caregiver, where she is more responsible for and affected by the needs

of the children than the less involved husband.

The above findings are important when considering families with a chronically ill

or traumatically injured child. When a mother assumes a major decision-making role,

especially regarding medical and parenting issues, she may feel that her spouse is under-

involved, and will have diminished positive feeling for him and the marriage. She may then

experience greater stress and poorer health. In contrast, when marital satisfaction exists,

both the wife and husband report less stress related symptoms (Ganong & Coleman, 1991).

It may be that enhancing marital satisfaction can also act as a buffer for stressful life events.

Other Factors Relata_d__t_oMarital Satisfaction

Some personality characteristics and/or psychoses have been reported to negatively

impact marital satisfaction. Using the Marital Satisfaction Inventory (MSI) and the

Minnesota Multiphasic Personality Inventory (MMPI), Snyder & Regis (1990) evaluated

three groups ofmarried couples in their mid to late thirties. One group consisted of couples

engaged in marital therapy. The second group consisted of couples with one spouse

receiving inpatient or outpatient psychiatric treatment. The third group comprised couples

from a non-clinic sample from the general population. The investigators found that marital

distress increases as levels of psychopathology in an individual increase. In particular, the

best predictor of self-reported marital distress was a high score on the MMPI Psychopathic

Deviance scale, reflecting antisocial personality. Furthennore, MIVIPI scales that tap

characterological disorders and psychotic processes in general, had a stronger association

with marital functioning than those that measure neurotic dimensions (e. g., depression,
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hypochondriasis, hysteria and psychasthenia). The authors surmised that characteristics of

antisocial behavior or psychosis, such as poor impulse control, hypersensitivity to perceived

criticism, exaggerated self-appraisal, history of impaired interpersonal relationships, or

experiences of overt psychotic symptomatology predisposed individuals toward impaired

marital functioning (Snyder & Reats, 1990).

The three groups in Snyder and Regt's (1990) study also differed from each other on

the Global Distress Scale (GDS), a measure of overall marital satisfaction, from the Marital

Satisfaction Inventory (MSI). Couples in marriage therapy reported significantly more

overall marital dissatisfaction than the other two groups (65.25 GDS score). Spouses who

had a partner with psychiatric disturbance expressed moderate elevations on the Global

Distress Scale (56.88 GDS score) while non-clinic couples reported minimal (if any) marital

distress (48.95 GDS score). The authors concluded, "despite previous investigations relating

marital dissatisfaction to ratings of emotional distress, there was minimal evidence in the

present study of marital conflict either resulting from or contributing significantly 'in a

reliable fashion' to depression, anxiety, or somatic symptomatology whether in one's partner

or oneself." (Snyder & Regis, 1990, p. 40). In other words, the MMPI identified personality

disorders, (particularly psychopathic deviance), predicted marital distress better than mood

disturbance did. This finding is surprising given the plausibility that if a spouse is

dissatisfied with a relationship, he or she would seemingly experience an emotional

response, such as anxiety, depression, anger, sadness or somatic dysfunction. It may be that

the experimental couples who were receiving marital therapy felt more supported and thus,

experienced less emotional distress and felt more comfortable in admitting to marital
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dissatisfaction. For parents, it is very plausible that if an undesirable life event occurs, such

as traumatic or chronic illness in a child, the parent will experience reactive depression

and/or anxiety with levels ranging from mild to severe. It is feasible that high levels of

emotional anguish will inhibit the parent from participating in satisfying relationships,

including the marriage.

Snyder & Regis (1990) do note that reliance on the psychopathic deviate scale alone

results in a relatively high number ofcouples being misclassifred into both false positive and

false negative groups of marital functioning, suggesting that therapists should not rely on the

MMPI alone to classify marital disturbance. Independent measures of marital functioning,

such as the MSI, should be used.

Life Events, Mood and Married Couples

Ensel's ( 1986) literature review found that experiencing one or more undesirable life

event(s) in the previous six months predicted increased rates of depression, especially if one

were female with limited social support. It was noted that life events significantly affected

women's emotional functioning. However, supportive companions and close friends

mediated the effect of life events on depression for both married and single men and women.

In addition, studies reported a discrepancy in rates of depression between married

males and females (Ensel, 1986). Married females reported depression significantly more

frequently than married males, regardless if they were from a community, outpatient or

inpatient psychiatric sample. Furthermore, women in general, had higher rates of mental

illness than men unless the comparison was between unmarried males and females, for

which the rates were similarly high. It would be interesting to know ifwomen just report
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emotional distress more often than men or if they actually experience it more often and more

intensely than men do.

Ensel (1986) cited Cleary and Mechanic's (1983) findings that females, in general,

report depression more frequently than males but that work and marriage mediate the

effects of depression, particularly for husbands. For example, non-working women were

slightly more depressed than working women and significantly more depressed than working

married men. Even when working, married women were significantly more frequently

depressed than working married males. if The higher rate of depression among married

women was associated with the combined stress of working and child rearing

responsibilities (Ensel, 1986). When one considers the additional responsibilities associated

with raising a chronically ill or traumatically injured children, it would not be surprising to

find numerous cases of maternal depression.

Afier reviewing the literature, Ensel (1986) then conducted his own study and found

that among married people, differences in rates of depression for males and females

disappeared if the number of stressful life events were low, and if a high level of support

from companions or close friends existed. In other words, husbands and wives report less

depressive symptomatology when confionted with fewer undesirable life events and receive

social support. It follows then that parents stressed by a child's serious condition would

benefit from additional support.

Although the above findings did not address marital satisfaction, it may be that if

a couple were experiencing emotional distress and extensive demands on their time and

energy, they would not be able to give each other adequate support. Depressive
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symptomatology or emotional distress would increase and the marital relationship could

deteriorate. Satisfaction with the marriage could diminish given altered roles, unexpected

or undesired responsibilities and lack of mutual support. It seems that the mood of the

parent, who is sorely needed to care for the disabled child, as well as provide the spouse with

support, would further deteriorate.



CHAPTER TWO

Part two of literature review

family Functioning When A Child Hm Chronic Illness or Disgbilitv

With technological advances, it is expected that the number of families with a

chronically ill or injured member will continue to grow. Advanced life support allows

increased numbers of children to survive and live longer despite illness or disability.

Approximately 10-15% of all young people under 18 have a chronic condition and one to

2.8 million experience limitations in performing daily activities (Cullenane, 1983, in Lubkin,

1986). It has also been estimated that children with chronic physical illness have twice the

risk for psychopathology, defined as emotional or behavioral disturbances, while the risk

"increases threefold for children with a physical disability, and fourfold in children who have

a brain injury" (Huebner & Thomas, 1995, p. 11]).

Chronic illness or disability can have extensive effects on the family (Green, 1985;

lreys & Burr, 1984; Penn, 1983; Rustad, 1984; Turk & Kems, 1985). Most encounter social,

psychological, physical and economic difficulties. Many experience conflicts related to the

chronically ill child's level ofdependence (Dimond & Jones 1983; Eiser, 1990; Herz, 1980;

lreys & Burr, 1984; Lubkin, 1986; Rolland, 1987; Rustad, 1984; Sutkin, 1984) particularly,

knowing when to trust their child with complex treatment regimens or independent

socialization. Parents often report feelings of isolation, (lreys & Burr, 1984; McGoldrick,

Heiman & Carter, 1993; Norbeck, Chafiez, Skodol-Wilson & Weiss, 1991), economic

pressures (Lubkin, 1986; Penn, 1983), fear for their child's future (Eiser, 1990; Norbeck et

33
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al., 1991; Penn, 1983), chronic sorrow (Smith, 1983), anticipatory mourning (lreys & Burr '

1984; Lubkin, 1986) and intrafamily stress (Lubkin, 1986).

After the chronic condition stabilizes, the young person will return to the family of

origin (parents) or to the recently acquired family of commitment (roommates or spouse)

for assistance or care (lreys & Burr, 1984). Different issues will arise depending on where

they return. If the young person returns to the parent's home after living outside the home,

the family may experience grief related to his or her change in health and level of

independence. The grief can be compounded by the emotional and practical adjustments

the family needs to make in order to reincorporate the once independent child back into the

home. In contrast, if the child has never left home, parents may quickly resume an

involved caretaking role (Lubkin, 1986). However, these parents may become

overprotective given well-intentioned concern and sympathy, but the child will then be

sheltered from age appropriate experiences and further development can be delayed.

Adolescents with Chronic Illness or Diggbilitv

Adolescents with chronic conditions are challenged with at least six major problem

areas (Dunlop, 1982, cited in Lubkin, 1986) that are qualitatively different from those

encountered by healthy teens. Chronically ill or disabled young people face uncertain

futures in light of their health and many identify with the illness and sick role. There is a

tendency for taking risks that can negatively impact their condition, such as not adhering to

medical treatment regimens. Similar to healthy teens, most engage in

dependence/independence conflicts with their parents in spite of the limiting factors posed
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by the illness or disability. Many have a sense of being different from their peers and

confront the reality of illness and death at an early age.

LePontois, Moe] and Cohn(l987) report findings from pediatric and adolescent

dialysis patients in a home treatment program. They found that adolescents lose their

childhood belief that parents can protect them from further deterioration, that loss leads to

increased anxiety and depression: They are often rejected by peers who consider them

unattractive, given their "fragile appearance" (Lubkin, 1986, p. 82). Many develop a sense

of shame and isolation: aAdolescents frequently respond to the families' intense concern

and positive regard wifh—Jrebellious non-compliance resulting in increased family stress.

Adolescents with chronic conditions are faced with the possibility that they may

never achieve their personal goals and dreams, (Lubkin, 1986). Studies have shown that

academic underachievement often exists in groups of chronically ill children (Eiser, 1990).

Furthermore, the chronically ill or disabled young adult's earning power is often diminished

(lreys & Burr, 1984), and social and employment opportunities are constricted.

A major task of adolescence is to develop an identity that includes a sense of who

one is and what one believes in. To achieve this, the young person must have opportunities

for self-expression, and feel that they are a part of a peer group (Sutkin, 1984). However,

Ethronic illness or disability can make development of independent ethics and self-expression

difficult to achieve: "Self-expression, so precious to the adolescent, is difficult to achieve

when parents have the major responsibility for basic needs, when weakness and pain restricts

activities, and when the individual is uncertain of skills and abilities" (Sutkin, 1984, p. 12).

Furthermore, socializing with peers may also be restricted by physical, emotional or
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cognitive impairment. Sutkin (1984) further notes that occasionally a young person will

behave as if in a former developmental stage so that symptoms of the disability can be more

easily accommodated.

Balationship Between Chronic Illness and the Family Life Cycle Staga

Many have theorized that the family life cycle stage is critical to understanding how

the family will be affected by chronic illness (Dimond & Jones, 1983; Herz, 1980;

Ireys & Burr, 1984; LePontois et al., 1987; Leventhal et al., 1985; Penn, 1983; Rolland,

1987; Sutkin, 1984; Walker, 1983). Sutkin (1984) notes developmental theories

hypothesize that the specific effect of an event on a life stage will result in specific

vulnerabilities and psychopathologies. In order for a family to meet the demands or

accomplish the tasks of a particular life stage, they must possess a certain physical,

emotional and cognitive level. If they do not, because a member has a disabling condition,

then the smooth transition through the life cycle can be disrupted and normal activities for

that stage can be obstructed.

Family expectations for age appropriate behavior in the afflicted adolescent may

need to be modified after onset of a chronic condition, and further life cycle development

can be obstructed. For example, an adolescent's preparation for eventual independent living

may no longer be feasible given severe cognitive deficits or physical impairment.

lreys and Burr (1984) discuss factors that can hinder attainment of developmental goals

following chronic illness or disability in a young adult child. The earning power of the

young person is reduced by factors related to the physical condition, such as inability to

work long hours or need for frequent treatment. Consequently, the authors write that
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diminished ability to financially make a living on ones own may "decrease the potential for

continued intellectual growth and change or for sustained attention to family developmental

tasks" (lreys & Burr, 1984, p.189).

Social forces may affect ability to attain developmental goals. lreys and Burr (1984)

note that "community perceptions of disability can increase the stress and isolation of

families with a disabled member. Friends stop coming by; home care, while parents or

spouses go on vacation or even go out for a night, can be expensive or unavailable; family

members might not want to be seen in the community out of fear of ridicule or

embarrassment," (lreys & Burr, p. 189). With limited social interaction, it will be difficult

for the family to successfully launch socially adept children.

Roms Model for Chronic Illnessand the Life Cycle

Rolland (1987) developed a comprehensive model for understanding the interface

between particular types of chronic illnesses or disability and the family life cycle.

He noted that the diagnosis of a lifelong disease or condition is often made after extensive

medical work up and high levels of family anxiety or concern. With conditions that have

a traumatic onset (e. g., spinal cord injury or traumatic brain injury), the onset is sudden and

unexpected, and clear-cut deficits or limitations may not be apparent or stabilize until

afier a lengthy recovery period.

According to Rolland (1987), a chronic disorder can take one of three courses. It

may be progressive, where deterioration is expected, or fluctuate with the affected

person experiencing relapses and episodic setbacks with periods of remission. Lastly, the

chronic condition may have a constant or stable course where neither substantial future
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improvement nor worsening is expected. Families also anticipate different outcomes for

their children's chronic or traumatic medical conditions. Death may be imminent, or the

member's expected life span may be shortened or even unaffected.

The Phases of Chronic Illness or Disability

Rolland describes three phases of an illness. There is a time of crisis, chronicity and a

terminal stage. The individual and family encounter the three phases of the illness in-a

nonlinear fashion, moving at times from chronic to crisis to pre-terminal and then back to

crisis. Each stage has it's own tasks that demand different strengths, attitudes or changes

from a family. For research purposes, the division of the illness into phases is useful

because variability can be diminished by matching subjects according to stage, course, onset,

and expected outcome. The chronic phase is relevant to this proposal and will be described

in the greatest detail below.

During the crisis phase there is a presentation of symptoms, followed by a diagnosis. The

afflicted individual and family attempt to adjust to meet the emotional, practical and

economic demands introduced by the illness. As time passes and comfort and adaptive

changes emerge, the family moves into the chronic phase or "long haul" (Rolland, 1987, p.

207). This is the time between initial adjustment and the pre-terminal phase. At this point,

the family has typically come to grips psychologically with the permanent changes, and

reorganization in the system has occurred. Rolland (1987) identifies two tasks that the

family faces during the chronic phase ofday to day living. The first is to maintain a normal

life under the abnormal condition of chronic illness. The second is to maintain autonomy

for all family members in spite of a pull towards mutual dependence and caretaking.
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According to Rolland's model, the family life cycle stage is associated with specific

issues that may emerge following chronic and traumatic illness. If the family's style of

fiinctioning is centripetal (as is common in the earlier life cycle stages), personal boundaries

between members are diffuse and external boundaries around the family are tight. Family

closeness, with an emphasis on internal family life and pulling together exists. For example,

children and parents may enter each other's rooms with minimal concern for privacy, and

family ideas and values take precedence over outside social influences. The onset of chronic

illness or disability during this early life cycle stage may heighten the centripetal style

of functioning without going against normal developmental struggles.

As the family life cycle stage evolves across time, the style of the family becomes

centrifugal, which allows members to disengage and become autonomous. The individual

family members are encouraged to interact with the extrafamilial environment. The external

family boundary is loosened and healthy distancing between parents and children occur.

The onset ofa chronic condition in an adolescent compels the older family to refocus

inwardly; returning them to an earlier or centripetal style of functioning. The family is then

derailed from it's natural developmental course and "each family member's extrafamilial

autonomy and individuation are at risk" (Rolland, 1987, p. 214). The adolescent or young

adult's independent life away from home is threatened and parents may have to give up new

found interests that they had begun to develop beyond the family. According to Rolland

(I987), the detour to a centripetal life style can be temporary or long lived, dependent upon

family dynamics and disease severity.

Functioning in Families with Adolescents of YoungAdults with Chronic Conditiona
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Although there is clinical consensus that families are adversely affected by a member's

chronic illness or impairment, empirical studies are few and have produced ambiguous

results, (Lubkin, 1986 and Turk & Kems, 1985). Turk and Kems (I985) noted that mixed

results were due to variability in the nature of illness, lapse of time since onset, degree of

disability, extent of social stigma, life cycle stage of the family, SES, and the gender, age

and family role of the patient. Other authors noted those pre—illness factors, such as

experiences with crisis, personal strengths, generational patterns and attitudes about the

illness, affected the subsequent response ofthe family (Lubkin, 1986; Penn, 1983).

LmilLAcyuSMent

Family adaptation and adjustment appear to depend upon several factors. Lubkin

(1986) suggests that successful adaptation includes the belief that the quality and quantity

of life are worth the struggle. Eiser (1990) notes that the more life threatening and

demanding a child's illness is, the poorer the mother's adjustment. lreys and Burr (1984)

relayed that the nature of the disability affects adaptation. If medical remissions and

uncertainty for the future exist, the family must be able to move from responding to the

patient as a healthy child to treating him or her as ill, reassigning chores and providing care

to meet the child's regressed level of independence.

Permanent disabilities require the family to resolve the loss of "physical health,

independent functioning, valued roles in family and community" (lreys & Burr, p. 203).

Furthermore, "the young adult must find new roles and form new relationships, and the

family members must rework their own relationships with the young adult in a way that
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accepts and accommodates the disability while promoting the autonomy" (lreys & Burr, p.

203). The family influences and is influenced by the young person's adaptation.

There may be inattention to the needs of siblings and spouse as energy is focused on

to the injured member. To adjust and care for the injured or ill young person, the family

must be able to balance demands, and rearrange their life. They must also be able to

advocate for the needs of other family members so that growth and differentiation can occur

in other family members as well (Marlick, 1979, cited in lreys & Burr, 1984).

Rustad (1984, p. 233) cited Strain (1978) when summarizing the conditions that need

to occur for successful family adaptation to take place. First, the family must accept

physical and/or mental regression in the patient. Second, the family must have the ability

to help the patient ward off illness related stresses. Third, they must be able to tolerate the

ill member’s fears and feelings. Fourth, they must have the ability to enlist the patient's trust,

yet support autonomy; and finally, the family needs to be able to mobilize outside support.

"The disparate and strong needs of the patient and the family during the process of

adjustment may bring them into serious conflict and, as Minuchin (1974) has pointed out,

resolution of these conflicts can be important if an adequate adjustment is to be reached"

(Rustad, l984, p. 235). Additionally, even families who functioned well before the injury

may not have the skills to effectively deal with the conflict and tensions that arise because

of the disability.

Family Coping

Drotar, Crawford, and Bush (1984) wrote that the quality of coping within a family

is critical to the child's ability to handle disease related stress, socialize with healthy peers
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and accomplish school and work related tasks. There is also evidence that the family's

ability to cope influences a child's mental health (Kucia, Drotar, Doershuk, Stern, Boad &

Matthews, 1979 cited in Drotar et. al., 1984) and that marital discord and depression in

parents have negative effects on children (Richman, Chapman & Bowen, 1995).

In order for the family to develop optimum coping, the parents and children have to

successfully master several tasks. Initially, the family needs to integrate treatment regimens

into their daily life and must cope with providing emotional resources to both ill and healthy

family members. Parents and child need to cope with how treatment responsibilities are to

be shared, as well as manage transactions with treatment professionals. The family must

also cope with hospitalizations and anxiety about the ill or injured child's present and future

vulnerability (Drotar et al., 1984, p. 104).

After reviewing several works, Drotar et al., (1984) concluded that parents must

negotiate roles, responsibilities, time, energy and finances. Clearly career and family

demands need to be reconciled after a child develops a chronic condition. Additionally, it

appeared necessary for parents to acknowledge and cope with their own feelings about the

child's illness or injury, as well as unique child rearing burdens. Parents may need to master

anxiety, confront difficult questions regarding why their child suffered an illness or injury,

and what it means to the family now and in the future. They must also help the child cope

with illness related demands yet encourage them to behave as a physically healthy child.

Tunali & Power (1993) reviewed and discussed predictors of successful family

adaptation. These included "marital satisfaction, harmony and quality of parenting, the

presence of both parents at home, and acceptance and understanding of the handicapping
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condition" (Tunali & Powers, 1993, p. 949). It was also noted that coping strategies

associated with positive adjustment included information seeking and use of professional

resources. In contrast, attempting to cope by use of avoidance and wishful thinking was

often related to distress. Parents ofmedically fragile children tended to cope by mobilizing

support in family and others (Youngblut et al., 1994). Additionally, Eiser's (1990) book and

literature review found that adaptive coping in a parent is associated with openness in

communication, emotional support, quality of the marital relationship, family income,

religious beliefs, positive approach and satisfaction with medical care.

P_arent's Emotional Response to Their Child's Chronic Condition

Many people with chronic conditions reside at home under the care of family

members. Given increased survival rates and early medical discharge, many medically

fragile children return home to their families' care (Youngblut, Brennan & Swegart, 1994).

Consequently, the emotional, physical and financial strain to the family system can be high

(Lubkin, 1986), persistent (Tunali & Power, 1993) and especially demanding of the primary

caretaker.

The role responsibilities ofthe primary caregiver typically include acting as a cook,

maid, janitor, launderer, nursing assistant, psychiatrist and transportation provider (Lubkin,

1986, p. 150). There are many competing demands for the care giver's time and energy, and

changes in roles can be difficult to adapt to and accept (Farkas, 1980, in Lubkin, 1986).

According to Lubkin (1986), role ambiguity and uncertainty about how to perform tasks

specific to the role can lead to fear, frustration, anger and diminished self-esteem. The

overall emotional strain can be manifested in many ways, including anxiety, guilt,
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resentment, frustration, and feelings of isolation (Crossman, London & Barry, 1981, in

Lubkin, 1986).

Depression is also a common reaction for parents after their child is seriously ill or

injured (Drotar et al., 1984, lreys & Burr, 1984). lreys and Burr (1984) hypothesize

that as chronicity becomes clear, the patient and family often feel anger but because it's

expression is unacceptable, the anger may be turned inward and result in depression. Or,

when family members feel guilty for directing anger toward the injured child, they may

displace it and direct the anger toward other healthy members resulting in family conflict,

resentment or avoidance.

When interacting with health care providers, many family members are thought to

keep up a "good front" and act "strong" (lreys & Burr, p. 199). Some families try to protect

each other from their own and other's depression and anger but this is thought to inhibit the

grieving process. Protection may also lead to a sense of isolation, inability to share or to talk

about important issues, powerful and overwhelming feelings, and ineffective

communication. Family functioning may be disabled by underlying blame, guilt, shame,

anxiety and depression. If social rejection occurs, family members who are having difficulty

coping may experience resentment and feel victimized. They may then become angry and

direct it toward the patient, especially if there is little communication of feelings between

family members (Leventhal, Leventhal & Nguyen, 1985). Given that men typically have

more difficulty processing emotionally laden material, it is plausible that there is a

relationship between a father's level of emotional distress and his attitude toward his ill

child.
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Penn (1983) believes that excess anxiety, fearfulness and deficient grieving represent

the failure to develop new patterns of interaction between the ill and well members.

Cleveland ( 1976) studied families with (primarily) male, spinal cord injured adolescents and

found that the household seemed controlled by the child's mood or disposition. Although

the family indicated they were aware of the power that the child had over them, they were

unable to control it. This resulted in anxiety and uncomfortable interactions with the child.

Smith (1983) cited Olshansky (1962) who views parents of disabled children as

living in a state of chronic sorrow. Leventhal, Leventhal, and Nguyen (1985) noted that

chronic disease may evoke feelings of despair in family members. LePontois et al. (1987)

found that parents of adolescents with kidney failure directly and indirectly communicate

helplessness and hopelessness to each other that subsequently exacerbates depression in all

family members.

Eiser’s literature review (1990) notes that a "considerable body of research suggests

that mothers of children with the whole range of chronic diseases are especially prone to

anxiety, depression and other manifestations of poor mental health" (p 62). She also cites

several studies that suggest that mothers of children with a variety of chronic conditions

have poorer mental health than fathers. The chronic illnesses included diabetes, cystic

fibrosis, spina bifida, hemophilia, physical disabilities and epilepsy.

Another study in Eiser's (1990) review by Wallander, Vami, Babani, Banis, DeHeen

& Wilcox (1989) found that mothers of children with spina bifida or cerebral palsy report

significantly more mental (e. g. depression) and physical complaints than mothers of well
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children. Interestingly, extent of disability in a child and a mother's chronic strain was not

predictive of the mother's adjustment.

Tavorrninia (1981) in Eiser (1990) compared mothers and fathers of children with

diabetes, asthma, cystic fibrosis and hearing problems to parents of healthy children.

Relevant to mood and overall adjustment, mothers report more repercussions from daily

stress than the fathers. They also have higher rates of depression and anxiety than control

mothers. The parents ofthe chronically ill children report less understanding between each

other, are less social than normal, and indicate that their lives continually center on the ill

child.

Mothers and fathers of ill children report less confidence in their parental role and

perceive ill sons as having more problems than ill daughters. Chronically ill boys show

more adverse psychological responses than ill girls (Hurtig & White, 1986, cited in Eiser,

1990), and parents tend to respond with a more nurturing manner toward girls (Whiting &

Edwards, 1988, cited in Eiser, 1990). Eiser (1990) concludes that "the potential effects of

disease combined with differences in parental response may well mean that the implication

of chronic disease is not the same for both genders" (Eiser, 1990, p. 124).

Other manifestations of internal distress that can occur after a child becomes

chronically ill are discussed by Baranowski and Nader (1985) who elaborated on Mechanic's

(1964) findings. Mothers of children with life long illness or disability, indicate more -

concern about their child's health than their own. Also, mothers who felt high levels of

personal stress were more likely to call the physician about their child's health. This may
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suggest that there is an additive and reciprocal relationship between the mother's level of

distress and her preoccupation with an injured child.

The mother's emotional and behavioral response to a child's chronic condition has

been written about in greater detail because she is often the primary caregiver. Eiser (1990)

points out that it is typically the mother who follows through with medical appointments,

treatment regimens, juggles responsibilities to other family members and limits work

opportunities to care for the ill child. The increased home responsibilities and chores plus

potential isolation can affect a mother's mental health. In fact, consistent research findings

suggest that mothers of chronically ill children "have poorer mental health than mothers of

healthy children" (Eiser, 1990, p. 62).

Rosenbaum, Boyle and Offord (1991) conducted a Health Survey in Ontario that

compared parents of four to sixteen year old children with chronic illness or disability to

those with healthy children. They found that significantly more mothers and fathers of ill

or disabled children were treated for "nerves." The mothers of children with chronic

conditions also had significantly higher negative affect scores.

On the positive side, having a child with a chronic condition did not lead to increase

rates ofsingle parent families, social isolation or alcohol problems in parents. Additionally,

overall family dysfunction, as measured by the Family Assessment Device, did not differ

between the two groups of families. The authors concluded that "families of children with

chronic health problems, including physical disability, do not suffer a marked excess of

dysfunction, although some indicators of individual psycho-social problems were modestly

elevated" (Rosenbaum et al., 1991, p. 884). They attributed their more optimistic findings
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to the fact that their subjects came from the general Canadian population instead of referral

clinics. Another important consideration raised by the authors that may limit generalization

oftheir findings, is that survey measures are not very discriminating and may underestimate

difficulties that are more obvious in clinic settings. In addition, the Ontario population may

be more homogeneous than the US. and may not be fully generalizable to this country.

Family RelaLionships

LePontois's (1987) study found that relationships are disrupted in families who have

children and adolescents with severe kidney disease. Parents responsible for carrying out

strict regimens to maintain their child's health may have difficulty expressing normal

ambivalent feelings toward their child (LePontois, 1987, p. 83). Other researchers have

found that strained emotional relationships among family members can occur resulting in

increased "family tension and conflict" (Tuanli & Power, 1993, p. 946).

Walker (1983) presented a case study of relationships in a family with a child with

a chronic condition. The father reported feeling left out and resentful of the mother's central

connection with the child. He also experienced feeling powerless because he realized that

the son's life was dependent upon the mother's availability. In an attempt to break the

coalition between the mother and child, the father often responded by criticizing the ill child

for being dependent, as well as criticizing the mother for being overprotective. The father

also relayed that he felt that medical staff acted as co-parents with the wife in directing his

son's life.

Although generalizations from a case study are questionable, it may be that as a

father expresses more anger and demands for a child's independent behavior, mothers may
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become more intent on protecting the child. The adolescent child then becomes caught in

the middle of an independence/dependence conflict that is difficult to resolve. Indeed,

Walker (1983, p. 10) suggests that it is frequently "the ill or recovering child who signals the

family's distress by showing emotional or behavioral symptoms that seems to reflect angry,

unsuccessful attempts at separating most particularly from the caretaking parent. "

Cleveland's (1984) study of spinal cord injured adolescents also found that coalitions

in the form ofclose dyadic relationships developed over time. Both parents reported feeling

closer to the injured child, but fathers identified two major concerns. Because the son could

no longer learn to perform "manly" tasks, the father developed concern and fear regarding

his son's sexual identity. The fathers also felt that the mothers were not able to fulfill their

role as wives. They blamed their sons for deliberately making excessive demands on the

mothers' time and energy, leading to resentment ofthe injured sons' needs.

The mothers frequently became overprotective and although they maintained high

levels of empathy over time for the injured child, empathy for the husband diminished. In

contrast, the father's empathy for the mother rose substantially across time, but dropped

dramatically for the injured adolescent. The postinjury marital relationship ofthe parents

was affected by the mothers' inability to be actively invested in the marriage, given the

physical and emotional needs ofthe injured child. In spite of this, though, the couple reports

that their marriage hadn‘t been banned or improved since the child's injury. However, both

parents did express deep regret that they would never feel free from parenthood.

Cultural differences may also be associated with the response patterns or attitudes

parents have for their ill or injured child. Lubkin (1986) cited Anderson and Chung's (I982)
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study that found a difference between Caucasian and Chinese families. The Caucasian

parents emphasized normalization of the chronically ill child so that he or she would fit in

and be minimally different from other children. In contrast to Caucasian parents, the Chinese

parents focused on the comfort and contentment of the child, often to the point of not

canying out treatment priorities.

Westbrook & Legge (1993) asked 665 Australian health practitioners to complete a

questionnaire that measures attitude toward disability. They were thought to represent

community members from six cultures, Anglo, Arabic, Chinese, German, Greek and Italian.

All but the Anglo community representatives demonstrated "less expectation that children

with disabilities should behave like other children, be included in family outings, play with

neighborhood children or attend school. Their disabilities were more likely to be kept secret

but less likely to be perceived as placing a strain on their parents' marriages" Westbrook &

Legge, 1993, p. 177). The authors surmised that the more rigid role differentiation placed

fewer child care burdens on the fathers and that the mothers‘ stress in caring for the child

would be less likely to cause marital discord (Westbrook & Legge, 1993, p. 183). For the

collectivist communities, having a son born with a disability was particularly tragic for the

parents.

' Marital functioning in parents with Chronically Ill Children

While divorce rates do not appear to increase following onset of a chronic illness or

disability in a child, marital distress, strain and discord is well documented (Ziolko I991,

Eiser I990, Sabbeth and Leventhal 1984, Whaley and Wong I982, and Turk 1964). Green

(1985) notes that a child's serious illness results in increased demands on parents' time,
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energy, and finances and can become "an all-consuming preoccupation that stresses every

area of the family's existence" (Green, 1985, p. 153). Drotar et al. (1984) suggest that the

demands and emotional impact of a child's chronic condition can disrupt parenting styles

and the ability of the parents to support each other. In the studies reviewed by Drotar's

(1984) group, marital conflict and strain were found in families with children who had

diabetes, cancer and kidney disease. Eiser's (1990) review found that the parent's marriage

can be affected in a strong and negative way by demands related to caring for an ill or

injured child. However, the majority of studies are based on only the mother's reports and

many studies lacked control groups.

In the following studies that did use a control group and/or reports fiom both parents,

an association was found between marital functioning, the mother's subjective perception

ofthe severity ofthe child's disorder and depression in the mother. Eiser (1990) referred to

Walker, Ford, and Donald's (1986) study of parents of children with cystic fibrosis. Parents

who reported better marital relationships perceived their child's illness as less severe. In

addition, the mother‘s rating of the severity of the child's condition was related to her level

of distress, which was primarily manifested as depression. Thus, there appears to be an

interaction between the quality of the parent's marital relationship, the mother's perception

of the severity of her child's illness and her report of emotional distress.

Trute (1990) used a control group when studying marital adjustment in families with

developmentally disabled children between three and five years old. He found that

marriages are "powerful indicators of overall family functioning" (Trute, 1990, p. 295). He

also found that parents ofdisabled children disagree with each other significantly more often
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than control couples and that they report significantly less marital satisfaction and marital

adjustment but did not believe that the findings were clinically significant. The author

concluded that couples with disabled children do disagree more than other couples, but they

"tend to maintain a higher level of cohesion as a marital pair" (Trute, 1990, p. 295) as

measured by the Dyadic Adjustment Scale.

Of further interest is that Trute (1990) found that marital adjustment was not

significantly related to age, temperament, or degree of the child's disability. Nor were

reports ofmarital adjustment related to parental age, income or level of education, although

educational level was related to overall family functioning. Specifically, the father's

education level was associated with dyadic cohesion and consensus with his 'wife, suggesting

that the more educated fathers "may be more helpful to their wives in facilitating a wider

network of human resources to use in time of emergency" (Trute, 1990, p. 296). Trute

quoted Cummings (1976) observation "that fathers of young disabled children have fewer

opportunities to do things that are seen as directly helpful" (Trute, 1990, p. 296) and allow

them to express their love, concern and care. Therefore, they may respond in a more indirect

way, such as securing resources outside the immediate family.

Sabbeth and Leventhal (1984) reviewed 34 studies on marital adjustment following

chronic illness in a child. They found no significant difference between divorce rates in

families with chronically ill children as compared to families with healthy children. Yet,

in spite ofequal rates of intact marriages, the parents with chronically ill children with heart

disease, heart defects, cancer, Down's syndrome, spina bifida, and diabetes reported greater

marital distress.
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Other studies and reviews have found that when comparison groups are used, parents

ofchronically ill children do not appear to be at risk for marital discord (Cappelli, McGarth,

Daniels & Manion, 1994; and Tunali & Power, 1993). However, different disorders may

have different impact on family life, including the parents' marriages.

The above studies focused primarily on marriages of parents with preadolescent

children. It is not clear if the findings can be generalized to marriages of parents with

adolescent or young adult children. Given the different life cycle stage and potential for a

child's specific chronic condition to impact the family system differently, it would be

important and beneficial to study marital functioning in parents of adolescent or young adult

children with traumatic brain injury, who remain in the parent's care during the launching

phase of the life cycle.



CHAPTER TWO

Part Three of Literature review

Emily Functioning when a Child hmTraumatic Brain IniuLy

When an adolescent/young adult sustains a TBI, the entire family is catapulted

into a world of uncertainty, where medical, legal, insurance and rehabilitation demands

take precedence. The family is affected (Brooks, 1991; Lezak, 1988) as roles and

responsibilities within the family shift, resources are taxed and financial burden is

encountered (Brooks, 1991). Parents are often required to resume decision-making roles

and provide physical care for the cognitively, behaviorally and/or physically impaired

young person. In many cases the child requires increased protection from social and

sexual exploitation because the brain injury has left him or her disinhibited, impulsive,

"socially fearless" and memory impaired (Brooks, 1991, p. 180).

Many parents eventually face the realization that their‘child will never reach his

or her preinjury level of independence and will require lifelong care. The parents'

personal goals and new found freedom from child rearing are often set aside. Over time,

as the parent continues to divert attention and energy into the child's care, they can

become emotionally and physically exhausted with little energy left to invest in the

marital relationship. A factor that may become problematic given that many are in the

launching phase of the life cycle that is typically characterized by low marital

satisfaction.

54
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TB] Family Experiences

Initially, the majority of families have limited, if any, understanding of

TBI. The sudden onset, uncertain future and chronic residual symptoms can

precipitate heightened stress in parents who are attempting to cope with the

emotional impact and novel demands of the situation. However, it is imperative

that families successfully cope with the TBI related stressors because family

adjustment appears to have important consequences on the patient's future. As

Maitz & Sachs (1995, p. I) point out, "there is a dynamic relationship between

the patient and the family such that the injury has a dramatic impact on the family

system, and the family's response to the injury has an impact on treatment

outcome."

Family adjustment is ongoing because recovery occurs in an uncertain and

somewhat unpredictable pattern. The consequences of brain damage are not

immediately clear and the family is required to continuously adjust to effects that

emerge many months and sometimes years after the initial injury. Late effects

can be equally or more debilitating than the original injury and can include

affective disorders, delayed amnesia, post-traumatic psychosis and/or dementia

(Gualtieri & Cox, 1991). Inadequate means for predicting who will develop a

particular problem result in family uncertainty and anxiety for the future of the

injured child.

Given the relatively recent neurosurgical advances that have increased the

survival rate of patients with previously fatal head trauma, many families have
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few models and community resources from which to draw (O'Shanick, 1986).

They not only have few community resources, many lose social support as time

passes. The injured person often has cognitive and psychosocial deficits, that

produce impaired social skills and result in the family and injured member

becoming socially isolated with eventual loss of prior support networks

(Koscuilek, McCubbin & McCubbin, 1993; O'Shanick, 1986; Serio, Kreutzer &

Gervasio, 1995). The isolation is not short lived and appears to increase with

time (Kozlotf, 1987 cited in Zasler & Kreutzer, 199]). With fewer people

providing support, the injured person relies more heavily on remaining family and

friends for fulfillment of emotional and physical needs, resulting in increased

family burden.

TBI family studies have shown that behavioral and emotional disturbance

in the injured member is particularly distressing to family members (Brooks,

1986; Brooks & McKinlay, 1983; . Lezak, I988; Livingston, 1987; and Singer,

Glang, Nixon, Cooley, Kems, Williams, & Powers, 1994). For example, Tarter

(1990) studied parents, primarily consisting of mothers, of I 8 to 37 year old, TBI

victims. It was concluded that the more impaired the injured offsprings' social

skills, level of alertness and emotional stability was, the greater the parents' stress.

In contrast, physical impairment was not associated with parents' reports of stress.

Sadly, the problem behavior and emotional instability can worsen with time.

This can contribute to chronic stress in parents who are continually attempting to

adjust to TBI related stressors (Singer et al., 1994).
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Serio, Kreutzer & Gervasio (1995) found that family members report

more stress and unfulfilled emotional needs as time since injury passes.

Participants in their study consisted of parents and spouses of patients who were

at least two years post injury with varying degrees of injury. The caregivers

identified that their most important needs were related to the medical treatment

of the TBI person and that the rehabilitation staff generally fulfilled these.

However, the caregivers perceived their emotional needs as unmet, perhaps

reflecting the rehabilitation staffs' inattention to families' emotional welfare

(Serio et al., 1995, p.40). It is possible that if emotional needs go untreated for

long periods, caregiver stress may increase.

Spouses and parents differed on reports of how physical care affected

their perception of having emotional needs met. The spouses reported having

their emotional needs met less often if they spent more time caring for patients,

whereas, parents did not. For parents, the more physical problems the injured

child was perceived to have, the more the parent perceived their own emotional

needs as being met. The authors believed that because parents share tasks and

give each other support, they have more opportunity for having personal needs

fulfilled. Also, it was thought that TBI parents may "encourage the physical

dependency of children with TBI as a way of controlling their behavior" (Serio et

al., 1995, p.41) and possibly containing the stress in the parents' lives.

In a two-year follow-up study of caregivers, consisting primarily of wives

and mother of TBI victims, who ranged from 15 to 89 years old, stress levels did
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not appear to increase as time since injury passed (Hall, Karqmark, Stevens,

Englander, O'Hare & Wright, 1994). Although the study participants endorsed

more complaints about the injured person as time went by; including complaints

that the TBI survivor participated in fewer leisure activities, and suffered from

fatigue, slowness and forgetfulness; it was not perceived as causing more stress in

the caregivers‘ lives. However, stress levels, as measured by the Perceived Stress

Scale, "was significantly higher for caregivers of those with an at risk

psychosocial history, and for those without sufficient funds for services (Hall, et

al., 1994, p. 876). The authors noted that in spite of the stability of reports of

perceived stress over time, many caregivers increasingly used medications,

engaged in substance use, worked less and experienced diminished financial

status, suggesting that they were behaviorally reacting to TBI imposed stressors.

The spouses and parents were found to differ on reports of stress. The

spouses in the Hall et al. (1994) study endorsed more complaints about their

injured partners than the parents did about their children. The spouses were

particularly concerned about the TBI victims‘ mood and behavior changes,

irritability, temper and aggressiveness. Parents were thought to be less stressed

because they were resuming the parent role, received support from their spouse

and experienced less financial disruption. Additionally, the TBI victims in the

parent's group were much younger than the other group of victims so their

behavior was thought to be more easily tolerated. The authors also believed that

‘-.

spouses' marriages was more vulnerable given the victims' behavior change,
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whereas, parents' marriages would be less likely to be influenced by the child's

behavior. A final point that the researchers made to explain why spouses reported

more distress, was that parents were potentially self-medicating by using more

alcohol and drugs than the spouses.

Allen, Linn, Gutierrez and Willer (1994) also studied primary caregivers

who were primarily female parents and spouses of TBI family members. They

found that parents and spouses experienced substantial burden but the reason for

the burden differed for the two. The parents were burdened most by issues

related to life long care, while spouses reported burden related to significantly

less personal reward in their family life. Parents also expressed more concerns

related to practical matters of their child's care, such as how to transport the child,

while spouses expressed more emotional concerns.

Consistent with other studies, physical disability contributed in only a

minimal way to caregiver burden (Allen et al., 1994). However, social aggressive

behavior, by the injured family member, and cognitive impairment was found to

have a strong and positive relationship with the caregivers' subjective burden. A

final finding, was that the caregivers reported equivalent levels of stress and

burden to other family members who care for patients with muscular dystrophy or

cystic fibrosis.

Lezafk's Description of Burden from:a Clinical Perspective

Based on her clinical experience, Lezak (1988) identified five types of

stressful and burdensome, TBI related, problems that families typically
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encounter. Many of her observations are supported by the research cited above.

Although, she did not make a distinction between families with injured children

and adults, her description of the families' reaction to specific symptomatology is

excellent and is summarized as follows.

First, an injured person's impaired social perception and social awareness

can result in behavior that reflects childlike egocentricity and insensitivity. The

injured individual may have limited capacity to detect social signals and interpret

them accurately. He or she can have diminished self-awareness with little

recognition that the behavior is distressful to others. This can result in an endless

need for attention and supervision in spite of the caregiver's indication of

frustration, fatigue and emotional distress. The family may react by limiting

social outings in an attempt to avoid embarrassing events. Or the family may

experience emotional abandonment from visitors who come by less frequently

since encountering the misbehaved patient.

Impaired control is another burdensome characteristic exhibited by a brain

injured individual. It may show up as impulsiveness or manifest as angry

outbursts that can negatively affect sensitive family members. Overeating is

another control problem for some TBI survivors. Conflict can arise over the

family's control of food and the patient's angry demands. Promiscuous and

disinhibited behavior may also emerge when control problems exist, requiring the

family to implement safeguards to prevent the injured individual from being

exploited, acquiring disease or becoming pregnant. Impulsive spending and
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difficulty in managing money are other forms of control problems and often occur

as a result of head injury. The family may have to close out preexisting accounts

while trying to be sensitive to the patient's autonomy. The injured person may

also display impaired control in the form of substance abuse, restlessness,

agitation and impatience.

Another factor that can lead to family stress and burden relates to the

injured person's level of dependency. Cognitive and motor impairment may

result in the need for physical care and assistance in performing tasks that were

once simple. Inability to resume chores or work may result in dependence upon

the family for financial help. Some families will feel ashamed and guilty for not

being able to provide the patient with the best services and care possible.

Emotional dependency is typically experienced as more burdensome to

the family than physical dependency. According to Lezak (1988) it stems from

the injured person feeling angry, inadequate, and out of control, with fear of

future deterioration or abandonment. The injured person may respond to these

feelings by demanding more attention, reassurance or assistance from the

caretaker. Behaviorally, the TBI survivor, may act more impaired then they really

are, demonstrating greater invalidism or dependency and they may make more

demands for help.

A final burdensome problem encountered by families is "structure

dependence" (Lezak, 1988) described as the need for daily routine and

consistency. Maintenance of this type of lifestyle can be helpful in minimizing
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confusion and frustration in the brain injured individual. Other family members,

however, may experience the monotonous routines as boring, tiresome and

stressful.

It is also stressful for the family when, after the TBI, many cognitively

impaired people are unable to learn from experience (Lezak, 1988). The family

will typically let the person make a mistake, thinking that a lesson will be

learned, but then later realizes that memory problems or concrete thinking

prevents the injured member from learning or generalizing to other experiences.

The family's stress heightens and many respond by becoming more protective of

the patient and vigilant in trying to second guess how the injured member will

respond in novel situations.

According to Lezak (1988) there are also specific emotional changes in

the brain injured individual that produce family distress. For many families,

symptoms such as apathy, silliness, heightened reactivity and irritability, are

particularly difficult to disregard. Families who do not yet fully understand TBI

may believe the above symptoms are under a patient's control and will react to

the injured member with annoyance and anger.

There are also indirect consequences of TBI that produce family tension.

The injured person's emotional reactions to the changes in his or her ability to

function often include anxiety, depression and/or paranoia. Anxiety, stemming

from feeling out of control of the situation, leads to diminished self-confidence,

overcautiousness, feelings of inadequacy, confusion and fear of going crazy.
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Many cannot verbally express their fears and will instead respond by withdrawing

and appearing helpless, insecure and moody. The family may, in turn, respond

with anxiety when they see their loved one as too fearful to try new tasks,

behaving compulsively, exhibiting outbursts or having panic attacks.

Depression in a brain injured individual can be organically or reactively

based and difficult to treat. Lezak (1988) believes depression in a person with

TBI is the most critical factor that erodes family members' self-esteem and

produces guilt and feelings of inadequacy. This may be because the families are

unable to help their loved ones return to normal and they are unable to relieve the

resilient depression.

Paranoia in an injured individual is another factor that can lead to family

stress or burden. The paranoia stems from perceptual distortions or inaccuracies,

lack of insight, worthless feelings and fear of rejection. The patient may express

unreasonable doubt and skepticism. They may make accusations and attempt to

control the activities of other family members. Given the many changes that can

occur following TBI, it is no wonder that family members will experience stress

as they attempt to cope with and adapt to the new circumstances. As Lezak

concludes, "a few families become strengthened by these vicissitudes. Some fall

apart. Most hobble along, crippled and in pain, their problems unrecognized and

unending" (Lezak, 1988, p. 123).
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Family Adiustment and Coping when aChild has a Brain Injug

It is becoming increasingly clear that families' ability to cope with TBI

related stressors influences the quality of support that they can give to their

injured children (Camplair, Kreutzer & Doherty, 1990). Others have noted that

the parent's adjustment can affect the child's recovery and prognosis (Tarter,

1990) and that family distress or maladaptive functioning may hinder

rehabilitation efforts and attempts to integrate the child back into family life

(Kreutzer, Gervasio & Camplair, 1994). Additionally, increased likelihood of

psychiatric disturbance in brain injured children have been found for children

who live in "adverse family situations" (Rutter, 1981 in Singer, Glang, Nixon,

Cooley, Kems, Williams & Powers, 1994, p. 39). It also appears that poor family

functioning is related to an injured child's impaired academic and behavioral

functioning despite the severity of injury (Rivara, Jaffe, Polissar, Fay, Martin,

Shurtleff& Liao, 1994).

As mentioned earlier, it is not uncommon for emotional and behavioral

disturbance to occur following TBI, and these characterological changes

especially affect families. Brook's (1991) review of the literature suggest that

emotional and behavioral changes in a patient have a strong and positive

relationship to family burden. He writes, "relatives are able to cope well with

sensory and motor changes. They have great difficulty in coping with the

emotional and behavioral changes that collectively represent the changes in the

patient's personality following injury" (Brooks, 1991, p. 178). Because physical
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changes are more obvious, they may more easily evoke sympathy in family

members. In contrast, causes of emotional and behavioral disturbance cannot be

readily seen and the family commonly believes the victim can control him or

herself.

Studies evaluating family functioning after a child has a TBI are few, yet

important. Rivara, Fay, Jaffe, Polissar, Shurtleff& Martin (1992) found that

during the first year after injury, more than one half of families with children

between six and 15 years old, exhibited high levels of stress and at-risk family

relationships, in spite of having moderate to good preinjury global functioning.

It should also be noted that preinjury functioning was the best predictor of family

functioning at one year post injury. This may suggest that families continue to

use coping strategies that they have always relied on, but the coping strategies

may no longer be effective in counteracting TBI related stress. Regardless of

extent of injury, families reported heightened physical and psychological stress by

three months post injury. By 12 months, physical stress diminished but "chronic

psychological stress" increased somewhat between three and 12 months (Rivara

etaL,1992,p.904)

Families with a severely injured child experienced the greatest

deterioration in functioning between three and 12-months post-injury (Rivara et

al., 1992). Specifically, compared to parents of less injured children, global and

marital relationships of parents with severely injured children deteriorated over

the course of the 12 months since injury, as measured by the Family Interview
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Rating Scale, an instrument developed by the authors. In addition, families in the

severe group experienced deterioration in psychological well being over the first

year. Physical well being diminished between. three weeks and three months

post-injury but began to improve between three and 12 months, yet did not reach

the higher levels initially observed at three weeks post-inj ury.

Of interest to this study, is that Rivera's (1992) group relied heavily on

reports from only the primary caregiver, who were typically mothers and

stepmothers, and all of the injured children were under 16 years old. Thus,

generalization of findings to families with older children may be limited.

Furthermore, relying primarily on female caregivers' reports to describe family

functioning may be less than optimal. Fathers may be unique in their attempts to

adjust to and cope with their children with brain injuries.

Baker (1990) studied parents of injured children who ranged from eight to

17 years old. The children were attending outpatient rehabilitation services for

mild or severe TBI, incurred six months to five years earlier. The author found

that despite injury severity, there were no significant differences in the parents'

stress levels and adaptation. Additionally, amount of injury related stress was not

associated with parents' reports of anxiety. It appears that assistance and social

support from others outside the household acted as a buffer to TBI related

stressors and facilitated coping. For example, Baker (1990) found that anxiety

related to the child's injury was significantly less for families who had more

people available to help. Other assistance that was found to facilitate family
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adaptation and coping included having information derived from

neuropsychological testing, counseling, support groups and the school system.

Bragg, Koockars and Beminger ( 1992) compared families who have

adolescents with mild to moderately severe TBI, to families without injured

children. The injured adolescents were at least two years post-injury. Both

groups of parents were typically in their 40's, married for 18 years and were in

their first marriage. All were from middle to upper income families in urban,

suburban and rural Washington state communities. The authors described both

sets of families as having good social support. Most consisted oftwo career

couples who shared home and parental responsibilities.

Although the TBI adolescents in the Bragg et al. (1992) study engaged in

significantly more maladaptive behavior; such as disinhibition, inappropriate

behavior, inattention, poor concentration, impulsivity, emotional lability and

over-dependence, than non-TBI teens; the two groups of families did not differ in

reports of perceived functioning on the Behavior Control scale ofthe Family

Assessment Device (FAD). In essence, families who have adolescents with TBI

perceived themselves as coping reasonably well with their children's behavior

problems. However, the authors noted that although the parents coped

sufficiently with the injured adolescent's behavior problems, it seemed to require

so much effort that other aspects of family functioning suffered. For example, the

TBI families scored more poorly than the non-TBI families on the remaining
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scales of the FAD that measure problem solving, communication, roles, affective

involvement and general functioning.

In spite of findings that families experience stress, burden and changes in

family functioning, empirical studies regarding how families cope are almost

nonexistent. A recent study did attempt to sort out which coping strategies were

used by TBI families and how coping might affect family functioning or

adaptation. Kosciulek (1994) enlisted primary caregivers who were mostly wives

and mothers of TBI survivors who were at least one year post-injury. Using a

rating form that he devised, the Frequency of Family Coping Behaviors, he found

that TBI families used five strategies to cope with head injury stressors.

However, only two of the five were predictive of family functioning, as measured

by the Family Assessment Device. Caregivers who used the coping strategy of

positive appraisal, in an attempt to redefine and manage stressors, reported more

successful family adaptation than families who viewed their circumstances as

catastrophic.

The second coping strategy that facilitated family adjustment was the

management of chronic TBI related stress and tension. It appeared that

caregivers who had respite from responsibilities imposed by the TBI, could

openly express feelings and frustrations, and reported attending church services

also reported more successful family functioning.

The coping strategies that did not predict family functioning consisted of

resource acquisition, head injury demand reduction and acquiring social support.
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Kosciulek (1994) believed that these strategies were just as critical to family

adjustment but that these strategies were represented by the other two coping

strategies accounting for most of the variance in the statistical analysis.

Psychological Functionmgin Parents of Children with TBI

General Emotiongl Distress

In a review of the TBI literature, Brooks (1991) notes that it is assumed

that highly stressed family members will experience negative affect or emotions.

However, "few researchers have specifically examined the affective correlates"

(Brooks, 1991, p. 170), particularly depression and anxiety, in TBI family

members. The few studies that have examined emotional functioning in family

members typically focused on only the female caregiver, be it mother or wife, and

generalized the findings to the entire family -- a factor that should be kept in

mind while reading the following.

Brook's (1991) review of the TBI literature found that by three months

post injury and "certainly by six months" (Brooks, 1991, p. 165), many families

have a clear idea of what they will be facing. He writes, "by one year after injury,

family members are becoming very aware of the post traumatic changes in the

patient, and the effects that these have on family life" (Brooks, 1991, p. 161).

With increased realization of the negative effects of TBI, psychological distress

increases. Brooks (1991) noted that the incidence of general psychological

dysfunction in relatives increased from three to 12 months after injury, with the

largest effect occurring between six and 12 months.
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In addition, Brooks (1991) also found that negative consequences of the

TBI appear to increase and persist for long periods. At five years post-inj ury,

Brooks (1986, in Brooks, 199]) found that in 39 families, a little over one half

showed high levels of stress or burden while another 33% experienced medium

levels. Two years later, at a seven-year follow-up, 89% of the relatives reported

moderate to high burden. It should be noted, hoWever, that patients of families in

Brook's Glasgow research had little if any rehabilitation (Brooks, 1991, p. 164)

and the families were on their own in dealing with the impact of the TBI. In

other words, coping with TBI related stressors without assistance appear to result

in caregivers experiencing more stress and/or burden as time passes. These

findings may have future relevance for the US. health care system as insurance

funding changes and rehabilitation services are limited or cut.

Kreutzer et al. (1994) studied American caregivers ofTBI victims who

were between 16 and 65 years old. They did not find a relationship between

scores on the Brief Symptom Index (BS1), a measure of psychological

fiinctioning, and common measures of severity of injury (Glasgow Coma Scale

and length of loss of consciousness). This adds further support to findings that

severity of injury, as measured by the above factors, was not related to caregivers'

psychological functioning. The authors also noted that severity of injury did not

correlate with family functioning, as measured by the Family Assessment Device

(FAD). Indeed, it appeared that family functioning improved as time went by

unless the family reported that the TBI member had numerous behavioral
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problems, as measured by the Behavioral subscale of the Neurobehavioral

Problem Checklist (NPC). Then it appeared that risk for family dysfunction

increased as reports of behavior problems increased.

Kreutzer's (1994) group did find a significant correlation between the

caregivers' global distress (BSI, GSI subscale score), obsessive-compulsive

behavior (BSI, O-C subscale score) and the total score for the NPC. This

suggested that there was a relationship between number of reports of

neurobehavioral problems in the TBI individual and the relatives heightened

psychological distress and obsessive-compulsive tendencies.

They also found that in particular, the patients' verbal impairments, as

measured by neuropsychological tests, was predictive of caregivers' elevated BSI

scores, representing psychological distress. Specifically, the Rey Auditory

Verbal Learning Test, Controlled Oral Word Association Task and the Complex

Figure consistently correlated with BSI subscale scores. Although, the Complex

Figure is a drawing task, it requires ability in organization, problem solving and

recall, skills that are relevant to daily functioning. Interestingly, when

neuropsychological scores were used instead of the GCS or loss of consciousness,

"caregivers with the greatest levels of depressive symptoms were related to

patients with greater levels of impairment" (Kreutzer et al., 1994, p. 224).

Furthermore, impaired Symbol Digit scores were associated with impaired global

family functioning, as well as, with impaired communication, affective responses

and behavior control within the family. A final finding was that somatic
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complaints in a patient were positively correlated with a caregiver's somatic

complaints. The more somatic concerns the patient had the more the primary

caregiver endorsed for herself.

It should again be noted that the above study measured responses

primarily from female caregivers, comprising both mothers and wives. The

parents reported lower levels of depression than spouses (Kreutzer et al., 1994)

but because the sample was heterogeneous, it‘s hard to interpret this finding. It is

also possible that the sample in this study is not representative of family members

who are not primary caregivers. Yet, when the caregiver findings are compared

to European caregivers there are some similarities. Kreutzer et al., (1994, p. 227)

concluded that the "American caregivers of TBI patients demonstrate levels of

psychological distress comparable to their European counterparts" despite

availability of rehabilitation programs.

In another study by Kreutzer, Gervasio & Camplair (1994), primary

caregivers of 62 adult outpatients were asked to complete the BSI and FAD,

measurements of psychological distress and family functioning. They found that

spouses had higher BSI mean scores than parents but that the groups did not

differ on the test of family functioning. The number of caregivers endorsing

psychological distress was high even when compared to the general population.

Ten per cent of the population show caseness levels on two or more BSI

Subscales, yet approximately 50% of caregivers in this study exhibited clinical

levels of psychological distress.
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The following results were obtained from the both the spouse and parent

caregivers who had clinically significant elevations on one or more of the BSI

subscales. One third had elevated anxiety scores, one quarter scored high on the

somatization scale and one quarter reached caseness levels on the hostility scale,

measuring irritability and resentment. Furthermore, one third expressed many

obsessive-compulsive related symptoms and one third of the sample displayed

elevations on the Psychoticism scale of the BSI. The latter are thought to reflect

feelings of isolation or alienation in the TBI caregiver, not psychotic processes of

the psychiatric population. It was also found that one third of the sample had

clinically significant scores on the paranoid subscale, representing "feelings of

blame, being taken advantage of and being taken for granted in the thankless task

of caregiving" (Kreutzer et al., 1994, p. 205).

Anxiety and Depression in TBI Families

Discrepancies in family reports of anxiety and depression exist and may

be related to methodological issues, subject gender, cultural and social factors,

amount of rehabilitation, time since injury, severity of injury, age of the patient

and life cycle stage of the family. The following studies will be presented in

order of time since injury so that the reader will get a sense for family member

emotional response as time passes.

Waaland and Kreutzer (1988) cited Mauss-Clum and Ryan's (1981) study

of family members' initial reactions following TBI in 30 adult relatives. Although

evaluation methods were not reported, 100% of the patients' mothers reported
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significant frustration, 55% suffered significant irritability and annoyance, and

45% experienced depression, anxiety and feeling trapped.

Novack, Berquist, Bennett, and Gouvier (1991) studied 45 American male

and female family member caregivers of survivors with severe head injury, who

were between the ages of four and 57. The caregivers were evaluated when the

injured family member was admitted to rehabilitation, during rehabilitation and

three months after discharge. The Beck Depression Inventory and the State-Trait

Anxiety Scale were used in the evaluation. During the rehabilitation phase, half

of the primary caregivers reported heightened anxiety and one third of the sample

experienced clinically significant levels of anxiety. The anxiety was more

prevalent than in the general population. Novack, et al. (1991) noted that

uncertainty about the future contributed substantially to family member anxiety.

Family member anxiety was not associated with the patient'blevel of disability -—-——

during impatient hospitalization or at three months after discharge (Novak et al., ___.

1991). In contrast, depression did not appear to be a problem for the caregivers,

and its prevalence did not exceed that of the general population.

After discharge from rehabilitation, caregiver anxiety decreased with only

seven per cent of the sample reporting clinically significant levels. The

researchers speculated that coping strategies, learned during the impatient ~—

rehabilitation stay, helped to dispel the caregivers' anxiety. The authors

postulated that the individuals still anxious at discharge may have suffered from

chronic anxiety that preceded the TBI. Similar conclusions are supported by
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Livingston (I987), who found that the relatives' premorbid psychiatric state and

general health were the best predictors of family distress at one year.

In Australia, Kinsella, Packer and Oliver ( I990) assessed mothers of 40

severely head injured sons who were between 17 to 35 years old and between two

to 15 years post-injury. A control group was used and consisted of friends and

acquaintances from the community who were matched on age, sex, and years of

education. The authors found that 23% of the mothers of head injured sons were

depressed as compared to 5% of the control mothers. Interestingly, anxiety levels

were similar for both groups of mothers, 20% and 18%, respectively. The authors

concluded that:

"it would appear that feelings of sadness and sorrow often will emerge

early post-trauma in the family members and will not resolve over time.

There is some suggestion, however, that levels of anxiety which are

areportedly high in the acute stages will decrease with time" (Kinsella et al.,

1990, p. 425). :Of further interest,>the mothers' emotional distress was associated

with the son's tendency for loss of emotional control, characterized by

disinhibition, impulsivity, frequent mood changes and irritability.

The above finding for higher rates of family depression is inconsistent

with the Novack et al. (199]) families who reported little, if any, depression, and

may reflect methodological differences. The Novack et al., (I991) study included

both spouses and parents of head injured victims from different stages in the life

cycle. Additionally, differences between wives' and mothers' reactions following
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head injury have been well documented (Brooks, 1991; Hall, Karzmark, Stevens,

Englander, O'Hare & Wright, 1994; Kreutzer et al., 1994; and Serio et al., 1995).

Therefore, analyzing family reactions based on descriptions from very different

experiences may produce results that are inconsistent with results from more

homogeneous samples.

At approximately seven years post injury, Oddy, Coughlan, Tyerman &

Jenkins (1985) in Camplair et al. (1990) found that clinically significant levels of

depression or anxiety were reported by 17% of family members. This is not

substantially different from the percentage found in the British population when

the same form of measurement is used (Camplair et al., 1990, p. 211).

Yetgriother British study, Livingston, Brooks, and Bond ( 1985) cited by

Livingston & Brooks (1988, p. 10) found that anxiety, but not depression, was "a

major problem with the relatives of severely head injured patients." Both wives

and mothers endorsed similar levels of anxiety and it was expressed both

somatically and psychologically. Utilizing the General Health Questionnaire and

the Leeds Scales, it was found that 40% of family members who had severely

injured members and 19% of families who had members with minor head

injuries, reported caseness or clinically significant levels of anxiety. In another

study, Livingston (1987) found a relationship between ineffective c0ping and '

family members' mental health. He concluded that the breakdown in relatives'

coping resulted in anxiety and sleep disturbance. It may be that if coping
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strategies are effective then relatives will be less likely to demonstrate emotional

or somatic disturbance.

Family Relationships

Family relationships can be altered after a child sustains a brain injury.

Lezak (1988) noted that conflict may exist between family members in their

attempts to compete for attention, particularly from the caregiving mother.

Marital conflict can arise in response to the parents disagreeing over how to best

care for the injured child. Additionally, the secondary caregiver (usually the

father) will express concern over being neglected by the exhausted primary

caregiver. Lezak (I988) believes that it is not unusual for marriages to dissolve

within the first two years following a child's injury.

The relationship with the injured child will likely change as well, because

the injured child is no longer able to function 'as she or he had before the

traumatic event. Parents may respond by becoming overprotective (Waaland,

1990) or detach, as has been found in families who have children with other types

ofchronic conditions (Cleveland, 1984). Rosenthal (1989) notes that as family

members begin to realize the permanence of the condition and realize that their

loved one will never be the same, "a process of disengagement may begin, where

the relative and patient spend more time apart," (Rosenthal, 1989, p. 195).

Mourning the "partial death" (Rosenthal, 1989, p. 195) of the injured family

member is often observed and may affect the parent's ability to accept the person

as they now are.
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Brooks (1991) review of the literature noted that in Thomsen‘s (1984)

follow-up study, 10 to 15 years after the injury, parents living with brain injured

offspring experienced strain if the patient was a severely disabled son. The

relationship between father and son was particularly susceptible to strain (Brooks,

1991, p. 164), yet the reasons why was not clear. Brooks (1991) postulated that

even after 10 to 15 years post-injury, many families were still dealing with the

child's disturbed behavior, including aggression, sexual disinhibition and

promiscuity. Perhaps the father assumed the greatest responsibility for keeping

the older and bigger child in check, which then resulted in a strained and

conflictual relationship.

This may be further supported by Livingston & Brook's (1988)

observation that family outcome can be influenced by the patient and caregivers'

gender because of "differing susceptibility to minor psychiatric disorders in

females and males and of the still present issue of differing expectations and

social roles for the sexes" (Livingston & Brooks, p. 7). Waaland & Kreutzer,

(1988) noted that one parent, often the father, may fail to recognize or accept the

child's limitations. If the parent is unable to accept the child they may use

parenting strategies that are maladaptive. The authors believed that "maladaptive

parenting strategies are directly linked to the parents' coping strategies,"

(Waaland, 1988, p. 57). Additionally, Waaland (1990) cited studies that found

that the parents’ attitude toward the injured child strongly predicted siblings'
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adjustment. In turn, when siblings' adjustment included healthy attitudes they

demonstrated fewer behavioral problems at school and home.

It also appears that depression in a parent may be of particular importance

because it too has been shown to affect the parent-child relationship. Singer et al.

(1994) studied 10 parents who participated in groups designed to facilitate

psychosocial functioning. The parents had children ranging from 21 months to 21

years old. The parents also had a group mean score of 10.2, representing mild

clinical depression on the Beck Depression Inventory. This was concerning given

that "elevated levels of depressive symptoms have been shown to interfere with

normal parent-child interactions (Singer et al., 1994, p. 46). Citing Downey and

Coyne's (1990) research, it was noted that depressed moms interact less with their

young children, are less positive, use more explosive discipline and are less

contingently responsive (Singer et al., 1994, p. 46). It is unclear if parents' level

of depression affects interactions with older children and how this might

specifically affect their ”relationship. However, it may be another contributing

factor to the quality of family functioning and to the parent-child relationship.

H_arris's Model for Family Interactional Patterns Applied to TBI fimilies

Waaland (1990) applied Harris's model for interactional patterns among

family members with chronically ill children to TBI families. Waaland's

adaptation of the model provides information about potential relationship dyads

or coalitions that may be formed among family members after a child sustains a

TBI and is summarized as follows.
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If the patient is considered to be a "poor sick child," (Waaland, 1990, p.

231) the pattern between the parent and child will reflect overindulgence, a belief

that the child is not responsible for his or her behavior, failure to set limits, and a

tendency to exclude the other parent and siblings. If both parents assume an "it's

just the three of us" (Waaland, 1990, p. 232) attitude, both will become

overinvolved with the child, often to the exclusion of the other children.

The third possible pattern exists when a dyad forms between one parent

and the injured child, with the other parent believing that the child has come

between his or herself and the spouse. In this case, overinvolvement by one

parent results in marital conflict and disengagement. The last interactive pattern

that may form is between a parent and a sibling in which the non-injured child

becomes "mothers little helper," (Waaland, 1990, p. 232). It is often an older

child who joins the mother in providing the majority of care to the injured child.

The father is excluded from involvement and he may attempt to form dyads with

other siblings or immerse himself in activities outside the home.

flan—ta] Functioning in TBI Parents

Although there are clinical reports that parents' marriages may suffer

following traumatic brain injury in a child (Lezak, 1988; Miller, 1991; Polionko,

Baren, Leger & Bachman in Ylvisaker, 1985; Waaland, 1990), as well as

evidence in the childhood chronic illness literature that marriages do become

stressed when a child has a chronic condition (Sabbeth & Leventhal, 1984), there

have not been systematic studies to date that have specifically examined marital



8l

functioning after a child sustains a TBI. Furthermore, studies of families that

allude to marital functioning have not considered the differences in functioning

according to the life cycle stage of the family, including the quality of the marital

relationship and the level of satisfaction that typically exists during a particular

life cycle stage. Many studies of family functioning have drawn conclusions

based upon only the primary caregivers reports, typically those of the mother, and

have neglected the possibility that the fathers‘ experience could be very different.

Clinical reports of marital functioning following TBI in a child suggest

that there are several reasons why the marriage may be stressed. Ylvisaker (1985)

noted the marriages most vulnerable to problems are those where the injured

child had been the bond between parents. Also, family stress that arises during

the uncertain rehabilitation period can lead to marital stress, in both troubled and

healthy marriages and can remain a problem unless intervention is provided

(Ylivsaker, 1985, p. 98). Conflict between parents may arise if they perceive the

child's needs differently. Furthermore, the spouse who becomes the primary

caregiver may resent the other spouse's free time and ability to resume normal

activities.

Parents with TB] children may also experience sexual problems in their

marriages in the form of disinterest, decreased frequency of intercourse or

physical dysfunction (Zasler & Kreutzer, I991). Overwhelming TBI related

stress, guilt regarding the circumstances of the injury, maintaining a household in
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spite of competing demands and search for treatment may combine to further

affect the marital relationship (Zasler & Kreutzer, I991).
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CHAPTER THREE

Study Design and Methodology

The purpose of this study is to investigate the effects of TBI in an

adolescent/young adult child on parental marital functioning, mood and coping style.

Comparative analyses between parents of injured and non-injured children were obtained

on various measures. Additionally, differences between mothers' and fathers' functioning

were explored. This chapter describes the design and methodology used in the study.

Specific sections include description and selection of the sample, data collection

procedures, instruments, statistical hypotheses, data analysis procedures, and limitations

of the study.

Parents are affected by a child's TBI and can in turn affect their child's recovery.

Most studies have relied upon only mothers' reports of family functioning following an

injury. Little empirical evidence exists regarding fathers' functioning. There have been

no studies to date comparing the reactions of mothers and fathers. Nor have studies

specifically examined parents' marital relationship, mood and coping style. Previous TBI '

studies have not allowed for variations in family functioning according to life cycle

stage. Therefore, it was important for this analysis to evaluate both mothers and fathers

in the launching stage ofthe life cycle, who had a 15 to 24 year old child with a TBI. It

was also important to consider what was typical family functioning and what was

specifically related to the effects of TBI. Therefore, a control group of other parents, in

the same life cycle phase, was utilized in the comparisons.

Marital functioning is an important component of family functioning. If the

83
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marriage can't survive, the current family system will disintegrate and disband. Parents'

mood or psychological functioning can influence family behavior. Parents, experiencing

extreme psychological distress, will have difficulty meeting daily obligations to the

injured child, to themselves and to the family as a whole. Optimal parental functioning is

critical to injured children's outcome (Camplair et al., 1990; Kreutzer et al., 1994), an

observation that has particular relevance to this study.

Coping is related to family functioning and outcome (Baker, 1990; Eiser, 1990;

Kosciulek, 1994). However, preexisting TBI studies have primarily relied on only the

mothers' reports of coping with their children's injuries. Yet, evidence continues to grow

supporting the observation that men and women tend to use different strategies to cope.

Thus, current treatment interventions that attempt to bolster coping behavior identified

by mothers may be ineffective for fathers and result in treatment drop out or avoidance.

A final consideration for this study was the likelihood that an interaction between

parents' psychological functioning, coping style and report of marital functioning exists.

If primary coping style and mood predict marital functioning, then prediction of couples

who might be at risk for marital dissolution would be possible. Interventions could be

designed to either reinforce current coping strategies or more effective ones could be

taught.

Method

Subiect Selection

The subjects represent a convenience sample of married couples who have

children between 15 and 24 years old with a TBI. Parents were included in the study if
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they had been married for at least one year before their child sustained the TBI. It was

also essential that the adolescent/young adult child be at least six months post injury

before the parents participated. A control group of married couples with non-inj ured

children, in the same age range, was also recruited and considered a reference point for

interpretation of results. The couples included parents of biological, step, and adopted

children.

During the proposal phase of the study, concern was raised that impact of an

injury could be affected by the strength and quality of parent-child attachment. In short,

attachment could be influenced by the length of time parents had spent raising biological,

step or adopted children. Yet, the feasibility of enlisting multiple parents from intact

families, with biological children in this age range, proved to be visionary, at best.

Therefore, parents were enlisted if they had lived with the child for at least three years

before the injury, during any time in the family life cycle. The three-year period was

useful in helping to ensure that attachment had sufficient time to occur and to help

control for discrepancies between the different parent-child dyads.

Measures

Marital Satisfaction Inventory (M81)

The M81 is a self-report and multidimensional measure developed by D. Snyder

in 1981 to assess the nature and extent of marital distress. It contains 280 items that

require a true or false response. There are 11 scales, including one validity scale, a

global affective scale and nine others that reflect several aspects of the marital

relationship. All but two of the eleven scales (Conventionalization and Role-
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Orientation) are scored in the direction of discontent, with high scores suggesting

dissatisfaction (Snyder, 1981). All eleven scales were used in this study. A synopsis of

the manual's description of the scales is provided below (Snyder 1981).

The Global Distress (GDS) scale measures general dissatisfaction with the

marriage including, "marital discontent, chronic disharmony, and thoughts about

separation or divorce" (Snyder, 1981, p. I). The Conventionalization (CNV) scale

assesses a respondent's tendency to distort the appraisal of their marriage in a socially

desired direction. High scores suggest that a spouse is denying common and minor

marital difficulties and is describing the relationship in an unrealistic and positive

manner. The Affective Communication (AFC) scale reflects how satisfied a spouse is

with the amount of affection and understanding that their partner express. The AFC is

the best single index representing the affective quality in a marital relationship (Snyder,

1981)

The Problem-Solving Communication (PSC) scale assesses a couple's general

ability to resolve differences and measures overt disharmony in the relationship. It has

four dimensions that highlight the tendency for minor disagreements to turn into major

arguments and the tendency for differences to remain unresolved or not discussed. The

PSC scale also identifies spouses who are too sensitive to criticism and spouses who are

overly critical or punitive.

The Time Together scale (TTO) consists of four factors; insufficient time

together, lack ofcommon interests, a desire for the other spouse to be more involved in

the respondent's interests, and a feeling that the other spouse does not enjoy the time that
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they spend together (Snyder, I98l ). The Disagreement About Finances (FIN) scale

evaluates marital discord related to management of family finances. Elevations on this

scale reflect poor money management, financial insecurity, inability to talk about

finances calmly, and a view that the other spouse is extravagant.

The Sexual Dissatisfaction (SEX) scale reflects "dissatisfaction with the

frequency and quality of intercourse and other sexual activity" (Snyder, 1981, p. 2).

There may be general dissatisfaction with the sexual relationship, belief that the spouse

lacks interest in sex, personal lack of enjoyment in intercourse and interest or

involvement in extramarital affairs. The Role Orientation (ROR) scale measures

whether a couple adopts a more traditional or nontraditional orientation for marital and

parental sex roles. Elevated scores may reflect a rejection of traditional marriage roles,

such as rejection of the woman's homemaker role, belief that home responsibilities

should be shared, and that career opportunities for wives should be promoted.

The Family History of Distress (FAM) scale assesses whether the respondent

recalls an unhappy childhood and disharmony in the marriage of his or her own parents.

In essence, this scale represents the respondent's memory that his or her parent's marriage

was dominated by discord. It also reflects recall of eagerness to leave home before their

own marriage. In addition, elevated score on the FAM scale suggests that closeness

among members in the family of origin was limited or nonexistent.

The Dissatisfaction With Children (DSC) and the Conflict Over Childrearing

(CCR) scales are the last of the eleven scales and both pertain to the children. The DSC

scale measures parental dissatisfaction or disappointment with children. The parent-
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child relationship is assessed, including the parent's description of the child as

disrespectful or inconsiderate, feeling that there is lack of common interest with the

child, disappointment with the child and dissatisfaction with raising children.

The CCR scale assesses the extent of conflict parents experience over

childrearing practices. The conflict may entail disagreements over discipline, unfair

sharing of parental responsibilities and a spouse's disinterest in the child. Elevated scores

on this scale suggest that conflict related to childrearing is a source of major difficulty in

the marriage (Snyder, 1981).

The MSI offers normative scores for husbands and wives who have been married

or living together for at least six months. The standardized sample consisted of428

people from an urban community in southeastern United States and a large metropolitan

setting in the Midwest (Michigan).

The MSI allows for variables that can moderate marital satisfaction. For

example, group means for a standardized sample of couples, in different life cycle stages

are available. Additionally, group means for a standardized sample of couples with

different educational levels, and race (Black versus White) are provided. Additionally,

norms are provided for males and females.

The instrument has been used extensively and is widely accepted as an excellent

measure of multiple aspects of marital satisfaction and dissatisfaction. It offers high

temporal stability for individual scales, with a mean test-retest reliability index of .89

( Snyder, Wills & Keiser, 1981). In addition, the MSI has been used in many validity

studies. It has been shown to have convergent validity (individual scales correlate highly
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with factors that they are expected to correlate with) and divergent validity (individual

scales do not correlate with factors that they are not expected to correlate with), (Snyder

et al., 1981). The M81 is also able to successfully discriminate between couples in

marital therapy from non-distressed couples in the general population (Snyder et al.,

1981).

MS] raw scores can be easily converted into t-scores and couples‘ profiles can be

compared. The manual provides empirically based interpretive guidelines for low,

moderate and high elevations on each scale. Snyder et al. (1981, p. 267) conclude that

the MS] is a “cost-efficient means for rapidly determining both the extent and multiple

sources of marital distress.“

In this study, raw scores from the eleven scales are used in the analysis. Although

the CNV scale is a validity scale, it is included in the analysis because an overly

idealized marriage or spouse may represent denial, a form of avoidance coping (Moos,

1993).

The Brief Symptom Inventog (BSI)

The BSI is a shortened version of the Symptom Checklist - 90 (SCL-90).

Although, the BSI has fewer items, the two instruments are strongly correlated (.92). It is

designed to identify psychological syndromes in adolescents and adults over 13 years

old. The BSI is written at a sixth grade reading level. It has 53 items with a five-point

rating scale that takes approximately eight to 10 minutes to complete. Respondents

recall the current and previous seven days, when considering whether to rate the

symptom from not distressing at all (0) to extremely distressing (4). Raw and normalized
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T-scores are available for non-patients, outpatients and inpatients. This study uses non-

patients norms for both groups of parents.

Similar to the SCL-90-R, the BSI evaluates nine dimensions of psychological

functioning and has three general indices of distress. In this study, raw scores from the

Global Severity Index (GSI), Depression (DEP), Anxiety (ANX), and Somatization

(SOM) scales are used to answer research questions. They are described below.

The GSI is a summary measure that gives the current level of perceived intensity

of distress, for nine psychological syndromes. The DEP scale measures depressive

symptomatology, whereas, the ANX scale assesses level of anxiety. The SOM scale

identifies the extent that physical complaints reflect psychological distress.

Internal consistency reliability alpha coefficients for the scales range from .71

(Psychoticism) to .85 (Depression), for psychiatric outpatients and .78 to .83 for

hypertensive males. Derogatis (1993, p. 16) suggests that psychological distress “falls

somewhere between highly trait-mediated, enduring characteristics such as intelligence

and rapidly fluctuating state manifestations like mood". Derogatis (1993) notes that if

symptoms go untreated, test - retest reliability should be high for at least a two week

period. Using a sample of 60 non-patient norms, his logic was confirmed. The BSI test -

retest reliability coefficients range from .68 (Somatization) to .91 (Phobic Anxiety).

Additionally, the Global Index Scale has a stability coefficient of .90.

The BSI has substantial convergent validity with the MMPI, suggesting the tests

measure similar symptom constructs. Coefficients among the nine dimensions of the BSI

and the clinical scales of the MMPI are equal to or greater than .30. Construct validity,
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or correspondence between empirical factor analysis and rationally derived symptom

constructs, continues to be established but appears adequate. Predictive validity, or the

831‘s ability to correctly differentiate between groups of psychologically distressed

individuals, was found in numerous samples of non-patient, medical and psychiatric

samples.

Because there are no validity scales for the BSI and SCL-90-R, it is difficult to

detect if results are distorted in either a positive or negative direction. However, norms

are available for male and female psychiatric, medical and non-patient individuals, which

can give some basis for identifying unusual profiles. This study uses non-patient norms

in the analysis.

The C0ping&:sponses Inventory - Adult (CRI)

The CRI is a brief self-report inventory that identifies different coping patterns

that individuals use. Cognitive and behavioral coping responses used during stressful

situations are highlighted. Two categories of coping styles are identified and each have

four subcategories. The first assesses 'Approach‘ coping such as Logical Analysis (LA),

Positive Reappraisal (PR), Seeking Guidance and Support (SG), and Problem Solving

(PS). The second coping category, ‘Avoidance," includes use of Cognitive Avoidance

(CA), Acceptance or Resignation (AR), Seeking Alternative Rewards (SR), and

Emotional Discharge (ED).

The CRI takes 10 to 15 minutes to complete and requires a sixth grade reading

level. Raw scores with corresponding t-scores are available. Although, an actual and

ideal form exists, this study used the actual form, reflecting coping strategies actually
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used, instead of those an individual wished he or she had used.

The CRI is based upon Rudolph Moos‘s model of stress and coping. The model

suggests that specific characteristics of a crisis or transition combined with the

individual's appraisal of the situation, influence the selection of specific coping

responses. In addition, personal and environmental factors, along with the severity of the

stressor, are related to coping style (Moos, 1988).

The CRI provides normative information for both males and females. The

psychometric norms are based on studies using a variety of populations, including

alcoholics, depressed patients, arthritic patients and normal controls. Internal

consistencies (the degree various parts of a test or other instrument measure the same

variable) for the scales are moderate.

There are moderate intercorrelations among the eight scales. This suggests that

people who use one kind of coping response, tend to use other strategies from the same

category (approach vs. avoidance). Additionally, the eight coping indices are moderately

stable over time (average rs ranging from .39 to .49), suggesting that coping style is

somewhat consistent over time. The CRI also appears a valid instrument given that it

can typically discriminate between patient and normal groups.

Background Information Sheet

The Background Information sheet was developed by this author for this study.

There are separate forms for subjects and controls. Both contain demographic

infUrination, such as, questions regarding pre-injury marital stability, and questions

regfiu'ding use of medication for depression, sleeplessness and anxiety. Both groups of
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parents are asked to give general information about their adolescent/young adult child.

Parents with injured children are also asked to describe their children‘s current level of

functioning using a simplified version of the Ranchos Los Amigos Scale (RLAS). To

ensure that the simplification did not affect the readability and integrity of the RLAS,

three spouses of head injury victims were asked to use it to rate their injured spouse and

provide the researcher with feedback before it was administered to parents.

Procedures for Collectingm

Participants in the experimental group represented a convenience sample,

referred by several Michigan facilities who evaluate and/or treat TBI victims and their

families. Participants were also solicited from supportive organizations for head injured

people and their families, such as, the Capitol Area Head Injury Alliance and Michigan

Head Injury Alliance, through a posting in the organizations' news letters (Appendix B).

Initially, all of the referral sources were contacted by telephone and/or letter

(Appendix A) and informed of the research project. If they chose to participate, they

were given exclusion and inclusion criteria to help identify potential subjects. They were

asked to consider couples with a 15 to 24 year old child, who had sustained a TBI at least

six months earlier. The couples had to have been married for at least one year before the

i“jury occurred. Biological, step and adopted parents met inclusion criteria. Couples

were excluded if they did not meet the above criteria, if they were unwilling to complete

the entire research packet or if only one spouse completed the questionnaires.

There were several strategies that the referral clinics could use to identify

POtential subjects. Subsequently, some chose to post a description of the study and
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request for participants in their waiting room (Appendix B). Others obtained verbal

permission from prospective subjects before releasing their names, telephone numbers

and/or addresses to the investigator. Some referral sources mailed an introductory letter

(Appendix C) along with a postcard, addressed to the researcher, for couples to return if

they wished to participate in the study (Appendix D).

Potential participants, who expressed an interest, were called and given a brief

description of the study before the research questionnaires were mailed. Those that were

not reached by phone, but who had indicated an interest in participating, were sent the

research packet directly. Others, identified by clinics in collaboration with the

researcher, were contacted and informed of the project by the researcher. The research

packets were mailed when potential subjects expressed an interest in participating. One

couple requested that the researcher bring the questionnaires to their home for

completion and their request was honored.

Experimental and control group parents were mailed a packet that asked each

parent to review the description and reason for the study, including how the results would

be reported. Parents gave consent to participate in the study by filling out and returning

the questionnaires, as indicated in the introductory letter. At the request of one clinic,

participants referred from them, were asked to sign and return a consent form regarding

participation. Besides the introductory letter describing the study and consent to

participate (Appendix E), it also included a demographic sheet (Appendix F), the Marital

Satisfaction Inventory (Appendix G), Brief Symptom Index (Appendix H), and the
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Coping Responses Inventory (Appendix I). The participants were also given a stamped

and addressed envelope for convenient return of the materials.

The demographic sheet included a section that asked parents in the TBI group to

identify up to four other couples, preferably parents of friends of the injured child, who

might be interested in participating as controls (Appendix F). Although results from the

cohort sample may have been considered biased because of the relationship with the

experimental sample, the two groups would potentially be better matched on other

potential confounders, such as SES, educational level, and family and community values.

However, the experimental parents did not offer names of other families as we had hoped

they would.

Because potential controls were not identified by experimental parents, other

parents from the community were solicited. They responded to community postings,

including a mid-Michigan newsletter and newspaper. After contacting the researcher,

potential participants were given a brief verbal description of the study. When the

control parents agreed to participate, a research packet, similar to the subjects‘, was sent.

However, the control demographic sheet did not contain questions regarding a child with

head injury(Appendix K) and the study information and consent sheet pertained to

families' of non-injured children (Appendix L).

To ensure confidentiality, names were omitted from the MSI, BSI and CR]

answer sheets. Instead, participants were assigned a number noted on the corresponding

answer sheets and demographic sheet. Only the principal investigator and research

chairperson have access to the identifying information.



All of 1

when ayailable.

 
not pitch to pa

access their pal

thattheir own i

that psycholOgi

lf they were no

three therapists

noted above. S 
Wed height

questionnaires

AS initi:

completed
and

"Rh ”16 mothc

”DOW Comple

Patents, PaCker



96

All of the parents were told that group results of the study would be provided,

when available, to those who requested it. Individual test scores and interpretation were

not given to participants by the investigators of this study. Spouses were not allowed to

access their partner's responses. However, research participants could request, in writing,

that their own results be forwarded to a licensed psychologist for treatment purposes, if

that psychologist assumed responsibility for test interpretation and explanation of results.

If they were not currently receiving psychological treatment, a referral list of at least

three therapists could be provided and test scores forwarded with the same stipulations as

noted above. Subsequently, none of the participating couples requested referrals or

reported heightened emotional distress following completion of the research

questionnaires.

As initially informed, couples were forwarded a check for $10.00 when both

completed and returned the research questionnaires. Compensation was provided only if

both the mother and father returned the inventories and background sheet. If only one

spouse completed the packet, the family was contacted to ask about the status of the

other parent's materials. Because it was essential to this study to have data from both

parents, packets were used only if both spouses responded.

Definitions

The key constructs were defined as follows:

1. Parental marital relationship -- Represents male and female married parents

who have an adolescent/young adult child. Biological parents, stepparents and

adopted parents are included. Experimental parents were married for at least one
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year before the child's injury. The parent's relationship is described in terms of

the dimensions on the MS].

2. Adolescent/young adult child -- All participating families have an unmarried

adolescent/young adult child, between 15 and 24 years old. The TBI young

person lives at home, in a rehabilitation facility, in a supervised setting or

independently. The non-injured young person lives at home, college or in an

independent setting.

3. TBI - A documented brain injury by either medical or neuropsychological

evaluation made at least six months before the parents' participation. Referral

sources identified those with documented TBI. Parents rated their child‘s level of

functioning and dependence, using a simplified version of the Ranchos Los

Amigos scale. This provided information about how dependent the family

regarded the injured person and gives a sense of family burden.

ReseLch Questions

Using raw scores from the eleven MSI scales, four BSI scales and eight CRI

scales, the following research questions were addressed:

1. (Group effect) Are experimental parents different from control

parents, as measured by the MSI, BSI, and CR1? If so, how?

2. (Sex effect) In general, in what ways do fathers and mothers differ, as

measured by the MSI, BSI, and the CRI?

3. (Interaction effect) Does group and gender interact to produce differential

results on the MSI, BSI, and CRI? In other words, are distinctions
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between fathers and mothers the same in both experimental and control

groups?

4. Does coping style (as measured by the eight subscales of the CR1) and

psychological functioning (as measured by the GSI scale on the BSI)

predict global marital satisfaction in experimental and control mothers

and fathers?

Statistical Desigp

This study involved a one time administration ofthree self-report instruments and

one demographic questionnaire to 19 experimental and 19 control married couples. The

proposed sample size of 25 couples per group was unobtainable over a two-year period,

in spite of multiple referral sources. The return rate for the questionnaires was

approximately one-third from parents who had initially agreed to participate. Some said

that they were too busy or stressed by other family events to fill them out. Others felt the

questions were too personal and not relevant to their child's injury. In several cases only

one parent returned the questionnaires and thus the couple could not be included in the

study. Therefore, given time constraints for the study, the analysis went on with fewer

than the ideal number of proposed participants.

As noted earlier, the experimental couples had a child between 15 and 24 years

old, who sustained a brain injury at least six months before the study. The control

couples had a non-injured child in the same age group. Mothers and fathers in each

group completed all questionnaires. Families were the unit of measurement. Depending

upon the research question, statistical comparisons were made between experimental and
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control groups, experimental mothers and fathers, and control mothers and fathers. In

addition, comparisons were made between experimental and control mothers,

experimental and control fathers, and all mothers and all fathers. Respondent's raw

scores, on each of the 23 scales, were used in the analysis.

To answer the first three research questions, a two by two (gender and family

groUP), fully crossed, repeated measures Multivariate Analysis of Variance (MANOVA)

f’

design was used. iThe repeated measures technique allowed for the fact that responses

from mdrvrduals in a manta] relationship were not truly independent from one another. /

_\ y

\t

The independent variables (IV) were family group and gender of the parent. The

dependent variables (DV) are 23 scales representing coping style, psychological

functioning and marital functioning.

The MANOVA design simultaneously examines the effects of several factors "by

forming groups based on all possible combinations of the levels of the various treatment

levels" (Hair, Anderson, Tatham, & Black, 1992, p. 154). It provides a single overall test

of group differences across all DV‘s at a specified alpha level. When more than one DV

exists, MANOVA is useful in controlling Type I error rates (e.g. the erroneous rejection

of a true null hypothesis or finding a difference when there really isn't one). In other

words, unlike performing separate t-tests or ANOVA analysis, which increases the

chance for incorrectly concluding there are differences between groups, MANOVA

controls the experiment wide error rate, thus diminishing the chance for committing a

Type I error.
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MANOVA is considered a more powerful test than separate univariate tests when

there is multicolinearity or intercorrelation among the dependent variables (Hair et al.,

ya"

1992).:Fhe MANOVA can “detect multivariate differences even when no single

univariate test shows differences" (Hair et al., 1992;; assesses the overall differences

and also the differences among combinations of the dependent measures. It includes a

transformation matrix that can contrast scores between males and females on each of the

23 factors.

This MANOVA repeated measures design will allow exploration of whether and

how TBI in a child impacts each parent‘s reports of marital functioning, psychological

status and coping style. It allows simultaneous contrast of the experimental group with

the control group. This design allows simultaneous examination of all 23 dependent

variables for family group and parent gender.

The assumptions that must be met for the MANOVA design to be valid consist of

the following. First, the observations must be independent. In this study the unit of

analysis is families, which are assumed to be independent from one another. Husbands

and wives‘ responses will be considered dependent and thus treated as repeated measures

in the analysis. The second assumption is that variance-Covariance matrices are equal

for all treatment groups. This means that "substantial differences in the amount of

variance of one group vs. another for the same variable" (Hair et al., 1992, p. 159) should

be avoided. According to Hair, et al. (1992,), if the groups are approximately equal in

size, violation of this assumption has minimal impact. The Box Test can be conducted if

the largest group is more than 1.5 times greater than the smallest group to compensate for
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this violation. The third assumption is that the set of dependent variables must follow a

multivariate normal distribution. Violation of this assumption has little impact on results

but may create problems if you have to do the Box Test. Transformations can be used to

overcome this problem.

To effectively use MANOVA three considerations must be made and were

followed in this study. First, all cells of the design must be greater than the number of

DV's included in the analysis. In this study there will be 38 cells and 23 dependent

measures. Second, the data was examined for outliers and were not identified. Finally,

nonlinear relationships between dependent measures should exist.

In this study, two test statistics were considered for assessing multivariate

differences across groups. The first was Roy‘s greatest character root (gcr). It has high

specificity and power and is most appropriate for use when the DV's are strongly

intercorrelated on a single dimension. However, it is very sensitive to violations of the

MANOVA assumptions. Additionally, it only measures the differences on the first

canonical root or discriminant function among the DV‘s so it was not used.

The second test statistic, Wilks‘ Lambda, was most applicable to this study. It

tests for overall significance in MANOVA, assessing all sources of difference between

groups and considers all of the characteristic roots. It examines whether groups are

different without being concerned with whether the groups differ on at least one linear

combination of the dependent measures. Wilks' Lambda can be approximated by an F

statistic and is most useful if you are not confident that all assumptions have been strictly

met.
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In conducting the MANOVA analysis, several steps were followed. First,

Bartlett's test for sphericity was used to decide if the dependent measures were

significantly correlated. This is important when one recalls that MANOVA requires at

least some degree of intercorrelation among the dependent variables. Because

intercorrelation existed, the significance level for the test was set at 0.05.

The next step was to find the critical value for Tsquared by referring to the F

distribution. A computed value of Hotelling's T squared for the data in this study was

provided by the statistical program used in the analysis. It provides "a single overall test

of group differences across all dependent variables at a specified alpha level" (Hair et al.,

1992, p. 165). If the Hotelling‘s Tsquared exceeded the critical T squared, the null

hypothesis stating those sample vectors of the mean squares were equivalent for all

groups was rejected. It was then concluded that at least one between group difference on

at least one DV exists.

If the null hypothesis was rejected, the Scheffe post hoc analysis was conducted

to explore ifTBI had specific impact on marital fimctioning, coping or mood when each

was considered separately. This allowed identification of the specific differences.

Because Hotelling's t squared was used, the probability of committing a Type I error was

held at 0.05 across all post hoc tests (Hair et al., 1992, p. 167).

Scheffe type contrasts, used for the post hoc analysis, are "a procedure for

investigating specific group difi‘erences of interest in conjunction with ANOVA and

MANOVA“ (Hair et al., 1992, p. 155). It compares the group mean differences for all

pairs of groups and helps to find out where specific differences are after the overall F is
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rejected. In essence, Scheffe type contrasts help to identify where one group differs from

another on each of the dependent variables.

Two other commonly used post hoc techniques were considered but not

employed. Step down analysis relies on specific ordering of the dependent variables

based upon theoretical importance, however, current theory is not conducive to ranking

the dependent measures. Univariate ANOVAs were also potentially useful for post hoc

analysis in this study. However, given the number of dependent measures and the

subsequent number of tests that would need to be conducted, the chance for Type I error

would have been increased.

Multiple regression analysis was used to answer the fourth research question.

The effects of psychological functioning and coping style on marital satisfaction were

assessed simultaneously. Initially, a pooled within group analysis was conducted.

However, it assumes that after identifying differences at the mean level, the structural

relationship among the variables is the same. Therefore, to explore the possibility that

structure of these relationships might differ by group, the regression model was fit to the

four groups (experimental mothers, experimental fathers, control mothers and control

fathers) separately. It must be emphasized that the latter findings are considered

preliminary and exploratory.

Limitations of the Studv

Similar to many studies in social science, this study relies on volunteer

participation of subjects and controls. Some volunteer samples are considered biased

because the entire population is not represented by those who declined participation. It is
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possible that important differences exist between willing and non-willing groups.

However, practical and ethical considerations preclude the investigation of unwilling

people. Therefore, the use of volunteers or a convenience sample in this study limits

external validity and diminishes generalization of the results to other groups of people

and settings.

Additionally, internal validity is threatened when subjects are not selected

randomly from a larger population, making it difficult to tell if an independent variable is

responsible for the variation in the dependent variable or if it is due to some unknown

peculiarity or confounding property of the sample. For example, the return rate of

questionnaires was low and may reflect a systematic response bias in the findings.

Detailed descriptions of the participants are provided so that future researchers

may detect distinguishing features of the sample that may help to explain why findings

are or are not supported. If the characteristics of this sample are not significantly

different from other groups of parents in the same life cycle stage, it may be argued that '

cautious inference of findings to similar parents from a larger population is plausible. As

Ferguson (1981) notes, "Because the sample shows no bias on a number ofknown

characteristics, that is, it may not differ from a random sample as far as these

characteristics are concerned, the investigator may be prepared to regard it as

representative of the larger group or population and treat it as if it were a random

sample" (p. 145).

Another limitation of the study concerned the statistical analyses. The use of the

repeated measures MANOVA can result in an overly conservative investigation. In
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essence, it reduces the potential for committing a Type I error but increases the chance

for committing a Type 11 error. In other words there is greater possibility that one will

conclude there is no difference between groups when there really is. The small sample

size also results in diminished power. In spite of these constraints, significant

differences emerged.

Multiple regression analysis offers information regarding the strength of

associations between variables. No causal inferences can be drawn between the

independent and dependent variables. Additionally, the cross sectional study inhibits

interpretation of results across time. The process of how reports of marital satisfaction,

psychological functioning and coping style change with time will be speculative. Future

longitudinal studies would be necessary to address the issue of change across time.



  



CHAPTER IV

RESULTS

The analyses in this study are conducted to explore: (l ) whether TBI parents'

mood, coping style and marital satisfaction differ from control parents; (2) whether

mothers and fathers, in general, differ on measures of mood, coping style and marital

satisfaction; (3) whether group and gender interact to produce differential results on the

measures; and, (4) whether there is a predictive relationship between parents' global

emotional distress, coping style and global martial satisfaction. The basic design used to

answer the first three questions is a 2x2 fully crossed, repeated measures MANOVA.

Given interrelatedness, husbands and wives are treated as repeated measures and the unit

of analysis is the family or couple. The independent variables are family group and

parent gender. There are 23 dependent variables representing c0ping style, psychological

and marital functioning. Multiple regression analysis is conducted to investigate the

fourth question that explores the predictive relationship between mood, coping style and

global marital satisfaction.

Sample Characteristics

As Table 1 shows, the 19 experimental and 19 control couples are typically in

their mid 40's to early 50's. On an average, they have from one to two years of college.

The TBI and control parents have been married to their current partner for an average of

24 and 19 years, respectively. They are similar in the number oftimes that they have

been married. The couples have an average of three children, two of whom still live at

home.

106
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Table 1

Demographic Variables of TBI and Control Parents

Mean

TBI Families Non-TBI Families

Husbands M Husbands m

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Age 50.89 (7.43) 47.84 (5.71) 44.37 (6.98) 44.63 (6.77)

Education 14.05 (2.20) 14.53 (7.54) 13.83 (2.53) 13.58 (2.50)

Years Married ' 24.33 (8.68) 24.28 (8.65) 19.37 (7.08) 19.37 (7.08)

No. ofMarriages 1.53 (0.61) 1.58 (0.77) 1.79 (1.08) 2.05 (1.43)

No. of Children 3.47 (2.04) 3.42 (2.09) 2.74 (1.69) 2.74 (1.69)

Children At Home 1.53 (0.84) 1.58 (0.77) 1.79 (1.08) 2.05 (1.43)

Age of Child2 21.37 (3.08) 21.26 (3.14) 19.37 (7.12) 19.16 (3.20)

 

‘ Years married to current partner

3 Age of the adolescent / young adult child identified by parents for purposes of this study
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For the purposes of this study, the TBI parents referred to their injured

adolescent/young adult children when answering questions about children. The average

age of their child with TBI is 21 years old. For the control families, the parents indicated

that when filling out the questionnaires, they responded to questions concerning their

child who was typically 19 years old.

Comparisons of percentages of parents on specific demographic variables are

described on Table 2. The sample is primarily Caucasian, although 21% ofthe control

husbands were Afiican-American and Hispanic. Husbands and wives didn't always agree

on family income amount but most couples reported an average income between $25,000

and $100,000. For example, 47% of TBI wives, as compared to 32% of husbands,

estimated their family income to range between $50,000 and $100,000. As far as

employment, 90% of TBI husbands and 95% of control husbands were gainfully

employed. Eighty-four percent of control wives worked outside their home as compared

to 63% of the TBI mothers.

The couples were not in marital counseling. When asked to consider if their

marriage had changed in the past five years, 21% of the TBI husbands said it had not

changed, 47% felt it was better and 26% viewed it as worse. For wives in the TBI group,

21% did not feel their marriage had changed, 32% described it as improved and 37%

viewed it as worse. In contrast, the control parents were more consistent in their view of

marital change. Thirty-two percent of control husbands described their marriage as

unchanged over the past five years, 63% believed it to be better and 5% reported it as

worse. Their wives were similar, in that, 26% did not believe their marriage had
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Table 2

Comparison of Percentages of TBI and Non-TBI Parents on Select Demographic

Variables

 

Percent

 

TBI Families (n=l9) Non-TBI Families (n=l9)

Husbands Wives Husbands Wives

 

n=l9 n=l9 n=19 n=l9

Race

Caucasian 100.00 94.7 78.9 94.7

Afiican-Am. - - 15.8 5.3

Hispanic - - 5.3 -

Other - 5.3 - -

Income

$10-25,000 21.1 26.3 15.8 15.8

25-50,000 31.6 26.3 47.4 36.8

50-IO0,000 31.6 47.4 26.3 36.8

100,000 + - - 10.5 10.5

Employed

Yes 89.5 63.2 94.7 84.2

No 10.5 36.8 5.3 15.8

Marital Counseling

Yes 0 0 0 0

Change in Marriage '

No 21.1 21.1 31.6 26.3

Yes, better 47.4 31.6 63.2 63.2

Yes, worse 26.3 36.8 5.3 10.5

Better & worse 0.3 10.5 0 0

Missing Data 5.3 - - -

Past thoughts of Sep-

aration or Divorce 2

Yes 10.5 15.8 5.3 5.3

No 89.5 84.2 94.7 94.7
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Table 2 (continued)

Cornfimrisons of TBI and Non-TBI Parents on Select Dempgruphic Variables

 

Percent

 

TBI Families (n=l9) Non-TBI Families (n; 19)

Husbands Wives Husbands Wives

n=19 n=l9 n=l9 nll9

 

Receiving medical care

Yes 15.8 63.2 15.8 -1 1

No 84.2 36.8 84.2

Medication use

Antidepressant 0 21 . 1 0 l 5.8

Antianxiety 0 15.8 0 0

Sleep aide 0 5.3 0 0

Parent type 3

Biological 68.4 78.9 68.4 84.2

Step 21.1 10.5 15.8 5.3

Adopted 10.5 10.5 15.8 10.5

Child gender 4

Male 47.4 47.4 68.4 68.4

Female 52.6 52.6 31.6 31.6

 

' Marriage change in last five years or after 1131

: Thoughts of separation or divorce in last five years or before 1131

’ Parents relationship to adolescent /young adult child

‘ Gender of injured or non-injured adolescent / young adult child
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changed, 63% felt it was better and 11% reported it as worse. Most couples denied

having serious thoughts of separation or divorce in the past five years or preceding the

TBI.

The experimental and control parents significantly differed on their need for

medical treatment (p<.04). Although, only 16% of the men in each group reported being

under medical care, 21% of the control women and 63% of the wives with TBI children

indicated that they were under a physician's care. Control wives were being treated for

difficulties related to endometriosis (n=1), hypertension and hyperthyroidism (n=1),

depression (n=1), and hypertension and depression with panic attacks (n=1). The wives

in the TBI group were receiving treatment for cancer (n=2), multiple sclerosis (n=1),

menopause (n=1), diabetes and heart disease (n=1), amputation (n=1), hypertension

(n=1), stress (n=1), depression and anxiety(n=4).

Despite group membership, husbands denied using antidepressants,

antianxiolitics or sleep aides. Sixteen percent of control wives were taking

antidepressants, as compared to 21% of experimental wives. Several mothers of

adolescent/young adult children with TBI used antianxiety medications (16%) and -

medications to help them sleep (5%). None of the other parents reported use of these

medications.

Most couples were biological parents to the adolescent/young adult children

alluded to in the study. The percentage of adolescent/young adult children with TBI was

53% female and 47% male. The high number of injured daughters represented in this

study is somewhat unusual, given that males in this age range are more likely than
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females to sustain a TBI. In the control group, males accounted for 68% of the sample

and females represented the other 32%.

Demographics specific to parents of injured children are provided in Table 3.

Before their child's TBI, 100% of the fathers had been gainfully employed. Since the

injury, 89% report working outside the home. As noted earlier, 63% of the TBI mothers

indicate current employment, whereas 89% were employed outside the home before their

children's injuries.

The fathers estimate that they spend an average of one hour per day providing

care to their injured children. The mothers report spending an average of 3.4 hours each

day providing direct care to the injured child. Husbands and wives both estimate that

almost five hours a day are spent attending to other family matters.

Mcteristics of the Adolescent/Young Adult Children with TBI

As mentioned earlier, female and male adolescent/young adult children were

almost equally represented in the sample. The number of years since injury ranged from

one to eleven years (Table 4). Most had been living at their parent's home before the

injury (79%). Currently, 58% reside at home, while 21% live in a supervised setting and

21% live independently. Sixty-eight percent are receiving rehabilitation services,

typically from an outpatient brain injury clinic.

Mothers and fathers independently rated the injured adolescent/young adult child

on a simplified version ofthe Ranchos Los Amigos Scale (RLAS). The levels on the

RLAS represent severe cognitive impairment and total dependence (Level I) to
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Table 3

Demoggtphics Specific to Parents of Adolescent/Young Adult Children with TBI

 

 

Parents

Fathers Mothers

n=l9 n=19

(Frequency) (%) (mean) (Frequency) (%) (mean)

Number employed

Before injury 19 100 1 7 89

After injury 17 89 12 63

Avg. hours of care

given to injured child

Avg. hours spent on other

family matters 4.7

3.4

4.7
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Table 4

Characteristics of Adolescent / Young Adult Children with TBI

 

 

Frequency (n=1 9) Percent

Male 9 47.4

Female 10 52.6

Years since injuryl

One 3 15.8

Two 4 21.1

Three 1 5.3

Four 4 21.1

Five 1 5.3

Six 2 10.5

Seven 1 5.3

Eight 1 5.3

Nine 1 5.3

Eleven 1 5.3

Living at parent's home before injury 15 78.9

Current living setting

Parent's home 1 1 57.9

Supervised setting 4 21.]

Independent 4 21 . 1

Currently receiving rehabilitation services 13 68.4

Rehabilitation Provider 2

School 0 0

Hospital 1 5.6

Outpatient clinic 10 55 .6

Residential 2 1 1 .1

Not applicable 5 27.8

Missing Data 1 5.6

Ranchos Los Amigos Level VII 3 10

 

I Q30 derived from mothers' reports. Mean = 4.32, median = 4 and mode = 2

'3 (It yen missing data. percentages calculated with n=l8.

1m‘els I. II,& 111- 10.6%, Levels 1v. v a v1- 105%. Lcycl Vlll - 26.3%
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independent functioning (Level VIII). Mothers and fathers expressed similar perceptions

regarding their child's level of functioning.

Most of the TBI survivors were rated at Level Vll (52.6%), suggesting automatic

and appropriate behavior with occasional use of poor judgement. Level VII describes

thinking as typically concrete and plans for the future may seem unreasonable. Little

supervision is required and daily routines are accomplished with little, if any, confusion.

As for the remaining 47% of the sample, twenty-six percent were similar to Level VIII

descriptions of behavior and 21% were rated at Level VI or below.

Parents' Concerns for Adolescent/Young Adult Children with TBI

On the demographic questionnaire, fathers and mothers responded to an open-

ended question that asked, "When you think about your child's injury, what causes you

the greatest concern?". Table 5 lists the concerns expressed by the parents. Most

mothers and fathers expressed concern, in general, for their child's future (42%). They

worried about how much their loved one would recover and feared future health

problems or another injury. More mothers expressed concerns about TBI related

behavior problems (21%) than fathers (5%). One father noted concern over trying to

figure out why it happened. Another couple noted that their biggest concern was that

they did not want others to go through what they had gone through since the TBI. One

father was concerned about the school systems lack of knowledge about TBI and another

feared for his injured child's safety. One mother identified worrying that the TBI related

eXpenses were financially draining the family.
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Table 5

Concerns Exfipressed by Parents of Brain Injured Adolescent/Young Adult Children

 

  

 

Fathers (n=l9) Mothers (n=l9)

Raw Percent Raw Percent

Child's future 8 42 8 42

Extent of recovery 3 16 2 1 1

Behavior problems I 5 4 21

Fear of future health problems

or another injury 2 1 1 3 l6

Trying to figure out why the

TBI happened 1 5 0 0

Not wanting others to go

through it 1 5 1 5

School systems lack of knowledge I 5 0 0

Fear for child's safety 1 5 0 0

Financial drain on family 0 O 1 5

None noted 1 5 O 0
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Issues or Events Identified byTBIJand Control Parents on the Coping Responses

InventogLCRD 

As requested by the researcher, most TBI parents identified coping with TBI

related stressors, in general, when completing the CRI (58%, Table 6). Ofthe remaining

parents, 42% of the fathers focused on specific TBI related stressors, such as a son's

return home afier residential treatment and a personal increase alcohol use. Others

were attempting to cope with personal health, their spouse's health, their parent's death,

fear that they could not support their family in the future, and job change.

Besides the mothers who answered questions about coping with their children's

TBI, 16% of the TBI mothers described how they were coping with their own health.

Coping with aides and the injured child's behavior problems was also identified. Three

of the mothers and one father did not identify the issue that they were coping with, and it

is plausible that they took the instructions to heart and responded to the CRI items as

they thought about coping with their children's head injuries.

In the control group, fathers and mothers identified a variety ofproblems that

they were attempting to cope with. Work related stressors were noted by 32% ofthe

fathers and 5% of the mothers. Twenty-six percent of fathers and 26% of the mothers

identified coping with their non-injured adolescent/young adults' behavior problems.

Finances, personal and spouses' health and death of a parent were also sources of stress

listed by control parents. Concerns related to sex were identified by one father, whereas,

helping a friend with a difficult teen was noted by one mother. One father did not

describe the issue or event that he was attempting to cope with.
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Table 6

Issues or Events Identified by Parents on Coping Responses Inventory

 

 

Fathers (n=1 9) Mothers (n=l9)

Raw Percent Raw Percent

TBI PARENTS ':

Child's TBI 1 1 58 1 1 58

Personal health I 5 3 16

Spouse's health 1 5 O 0

Parent's death I 5 0 0

Ability to support family in future 1 5 O 0

Work / career change 1 5 0 O

Son's return home after residential tx l 5 0 0

Stress related to TBI, work and

increased alcohol use 1 5 O 0

Child's aides 0 0 1 5

Child's difficulty finding job 0 O l 5

Siblings' adjustment 0 0 1 5

Child's behavior problems 0 O 1 5

None given 1 5 3 16

CONTROL PARENTS 2: Fathers (n=l9) Mothers (n=l9)

Work 6 32 1 5

Child's behavior 5 26 5 26

Finances 3 16 5 26

Personal health 3 16 1 5

Spouse's health 1 5 0 O

Parent's death 1 5 l 5

Responsibility for parent's care 0 0 1 5

Sex 1 5 O 0

Helping friend with difficult teen 0 O 1 5

None given 1 5 0 O

 

‘ Two TBI mothers identified two issues that they were coping with

‘ TWO control fathers identified two issues that the} were coping with
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Respondents Results on Research Questionnaires

In addition to the demographic questionnaire, participants completed the Brief

Symptom Index (BSI), Coping Responses Inventory (CR1) and Marital Satisfaction

Inventory (MSI). Raw scores were used in obtaining the repeated measures MANOVA

results, and are provided in Tables 7, 8 and 9. For interpretive and clinical purposes, raw

scores were converted to T-scores and means for the individual subscales are provided in

Tables 10, 11 and 12. In the following text, the reader will be given the results of the

statistical analysis used to answer the research questions first. Then T-scores will be

provided for each measure so that clinical interpretation and meaningfulness can be

enhanced.

Since the interaction effect must be eliminated before interpretation of the main

effects can be made, the third research question will be discussed first.

Research Question #3: Doeigmup and gender interact to produce differential results on

the MSL BSI and CR1?

A group by gender interaction was not found using the omnibus F-test of the

repeated measures MANOVA analysis of raw scores (p_<_.155). Results are depicted in

Table 7. In other words, when testing overall significance, gender differences tended to

be the same, regardless of group. Group membership did not react with gender to

produce differential results. Experimental men were similar to control men and

experimental women were similar to control women in their responses on the dependent
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measures, despite group membership. However, as will be discussed below, a significant

difference (main effect) between the experimental and control groups was found,

Table 7

Rggeated Measures MANOVA - Group byGender Interaction

 

 

Test Name Exact F Hypoth. DF Error DF p

Hotellings 2.78022 23 14 .155

Wilks .26453 23 14 . 155

 

suggesting that the intensity or frequency of symptoms endorsed by parents varied

depending on whether or not they had a child with a brain injury.

Research Question #1: Are experimental parents different from control parents, as

measured by the MSI, BSI Ed CRI? If so, how?

The between subjects effect or differences in experimental vs control group are

presented in Table 8. In the omnibus test of significance, the two groups of parents were

found to significantly differ from each other (p_<_.013). The Scheffe post hoc analysis was

conducted to examine where the specific differences lay. The experimental and control

parents differed significantly on the MSI Global Distress Scale (p5.035, Standard error

1.44) and Affective Communication Scale (p3002, Standard error .898). In other words,

parents of brain injured children expressed more global marital dissatisfaction than

control parents. The TBI parents were also less satisfied with "the amount of affection

and understanding expressed by their spouse" (Snyder, 1992, p. 2) than the control



Table 8

Repeated Measures MANOVA Between - Subjects Effects for Experimental vs Control
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Groups

Test Name Exact F Hypoth. DF Error DF p

Hotellings 3.23225 23.0 14.0 .013

Wilks 3.23225 23.0 14.0 .013

Univariate F-tests with (1,36) Degrees of Freedom

Variable Error MS F Sig. of F

BSI GSI .35265 .13385 .717

BSI DEP .54210 .00062 .980

BSI ANX .66187 .58400 .450

BSI SOM .37505 .14600 .705

M31 CNV 43.46930 .75673 .390

M81 GDS1 78.49123 4.78783 .035

MS] AFC2 30.65351 11.54500 .002

M81 PSC 88.86257 2.35076 .134

MSI 'I'I‘O 32.19006 1.10528 .300

M81 FIN 32.28801 2.41616 .129

M81 SEX 71.98977 .55289 .462

M51 ROR 39.86550 .11915 .732

M81 FAM 20.60818 .57463 .453

M81 DSC 24.18275 .26335 .61 1

MSI CCR 17.51608 .01878 .892

CRI LA 21.19591 .27376 .604

CRI PR 17.89474 .01176 .914

CRI SG3 15.14474 8.86273 .005

CRI PS 21.35234 .00000 1.000

CRI CA 21.06871 1.95850 .170

CRI AR 15.55263 2.55922 .118

CRI SR 13.48246 2.15582 .151

CRI ED 16.10088 .04004 .843

 

' Marital Satisfaction Inventory - Global Distress

2 Marital Satisfaction Inventory - Affective Communication

3 Coping Responses Inventory - Seeking Guidance and Support
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parents. In addition, the TBI parents were significantly different from control parents in

their more frequent use of Seeking Guidance and Support as a coping strategy (p_<_.005,

Standard error .631). There were no significant statistical differences between the two

groups on the four BSI scales, (GSI, DEP, ANX and SOM).

ReseafrchQuestion #2: Ingeneral, in what ways do fathersfid mothers differ, as

measured tithe MSILBSI aLnd CRI?

As portrayed in Table 9, significant gender differences existed between responses

of men and women on the research questionnaires (p5.017). Scheffe's post hoc analysis

was conducted to find out where the specific differences were. In essence, regardless of

group, men and women differed significantly on the following MSI measures. Although

within normal limits, men responded to questions about their marriage in a more socially

acceptable fashion (CNV p5.049, Standard error .08) than their wives did. It should be

noted however, that the mean score of control mothers was similar to the fathers, but

when combined with the TBI mothers, the overall score was suppressed enough to

warrant significant findings.

As a group, the women also reported greater global marital distress (GDS p300 1 ,

Standard error 1.10) and less satisfaction with the affective communication (AFC

p5.053, Standard error .73) in their marriage. The mothers were also more dissatisfied

than their spouses with the handling of family finances (FIN p_<_.003, Standard error .62),

Despite group, the women reported greater flexibility in sharing traditional marital roles

(ROR p§.049, Standard error .61) and greater conflict regarding childrearing practices

(CCR p300], Standard error .39).



Table 9

ILepeated Measures MANOVA - Gender Effects

 

 

 

 

Test Name Exact F Hypoth. DF Error DF 2

Hotellings 5.00722 14 .017

Wilks . 16647 14 .017

Univariate F-tests with (1,36) Degrees of Freedom

Variable Error MS F Sig. of F

BSI GSI .21224 .44727 .508

BSI DEP .36051 1.38495 .247

BSI ANX .37694 .00050 .982

BSI SOM .27359 1.93315 .173

M81 CNV1 16.38743 4.16237 .049

M81 GDS2 45.83041 13.02542 .00]

MSI AFC3 20.05702 3.99125 .053

M81 PSC 52.41520 .22593 .637

MS] TTO 8.15789 .64516 .427

MS] FIN‘ 14.61257 10.30925 .003

M81 SEX 22.83480 2.28702 .139

M81 RORs 14.22515 4.15221 .049

M51 FAM 8.26901 .05728 .812

M81 DSC 1 1.59503 .11348 .738

MS] CCR‘ 5.71784 13.64383 .00]

CRI LA 11.63158 .25452 .617

CRI PR 13.65789 .00385 .951

CRI 867 10.75877 5.16714 .029

CRI PS 9.09211 .37048 .547

CRI CA 14.16520 1.3413] .254

CRI AR 12.06433 .13197 .719

CRI SR 7.77485 1.22373 .274

CR] ED“ 7.20029 8.20325 .007

 

' Marital Satisfaction Inventory - Conventionalization

2 Marital Satisfaction Inventory - Global Distress

3 Marital Satisfaction Inventory - Affective Communication

4 Marital Satisfaction Inventory - Disagreement About Finances

’ Marital Satisfaction Inventory - Role Orientation

6 Marital Satisfaction Inventory - Conflict Over Childrearing

7 Coping Responses Inventory - Seeking Guidance and Support

8 Coping Responses Inventory — Emotional Discharge
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There was also a significant gender difference on the CRI measure of preferred

coping behavior. Consistent with normative data for the general population, the women,

more commonly than the men, relied on guidance seeking and support (SG pg.029,

Standard error .53) and emotional discharge (ED p§.007, Standard error .44) as means of

coping.

Significant gender differences were not found between the mothers and fathers on

the four BSI subscales. Since more of the mothers reported using psychotropic

medications to reduce psychologically distressful symptoms, it is possible that actual

differences in psychological functioning may have been hidden. As noted earlier in the

demographic section, husbands did not report using psychotropic medications. However,

21% of experimental mothers and 16% of control mothers reported using

antidepressants. Also, 16% of experimental mothers took antianxiety medications and

one mother used medicine to help her sleep. The use of these medications likely helped

to reduce psychological complaints and resulted in the mothers reporting less distress

when completing the BSI. Without the use of medication, the mothers' may report more

psychological distress. However, the mothers were not asked what brand of medications

they were taking so it was impossible to determine if relationships exist between the

medication effectiveness and BSI subscales.
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Question #4: Does coping style (as measured by the eight subscales on the CRI),

psycholggical functioning (as measured by the BSI GSI subscale)gedictglobal marital

satisfaction in experimental and control mothers and fathers?

Multiple regression analyses were conducted using raw scores to answer the

fourth research question. Multiple regression analysis diminishes influences from other

independent variables (IV) making the effect of a particular IV more certain. A linear

combination of the IV's is useful in explaining the variation in the dependent variable

(DV). The IV's are entered in a stepwise fashion. However, the variables are weighted,

so to have adequate statistical power, it is optimum to increase the sample size when

multiple predictors are used (Lewis-Beck, 1980). In this study, nine variables were

entered into the equation, including scores on the eight coping scales and the BSI GSI

scale. The DV is the global severity index on the M81.

The results of the pooled analyses are presented first and provided in Table 10.

In the pooled multiple regression analysis, all scores were entered in the equation. The

BSI GSI score predicted marital satisfaction (p5000). It accounted for 21% of the

variance. When considering only the TBI group, the BSI GSI was again found to be

predictive of marital functioning (ngOl ). Approximately 25% of the variance in the

DV was explained by the BSI GSI score. In contrast, for the control group, of the nine

predictors, only the CR] ED predicted marital satisfaction (p§.0002). The CRI ED

accounted for 32% of the variance.

The pooled regression analysis assumes that after taking the differences out at the

mean level, the structural relationship among the variables is the same (W. Schmidt,
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1996). To explore the possibility that structural differences in the relationships might

differ by group, the regression model was fit to the four groups separately. Given the

small sample size of 19 per group, the analysis is recognized as merely exploratory in

identifying possible relationships between the independent and dependent variables.

As depicted in the bottom half of Table 10, preliminary findings suggest that for

mothers, scores on the BSI Global Severity Index are associated with marital functioning.

Elevated BSI GSI scores were associated with global marital distress (MSI GDS).

Specifically, for mothers of adolescent/young adult children with TBI, global

psychological distress was positively associated with global marital distress (p304) and

accounted for 23% of the variance in global marital functioning. For control mothers,

the BSI GSI explained 58% of the variance and was predictive of marital distress

(p5.0002). In contrast, control fathers who attempted to reduce tension by expressing

negative feelings (CRI ED) expressed greater global marital dissatisfaction (p302) and

31% of the variance was explained. Statistically significant predictive relationships were

not found for the group of experimental fathers.

ClinicaiRelevance of Scores on Questionnaires

Standardized T-scores are useful for clinical interpretation of raw scores and are

available in the research instruments' corresponding manuals. The mean of T-scores is

50 and the standard deviation is 10. Clinical meaningfulness was determined by the

authors of the instruments and will be used for the following interpretation of results.



Table 10

Multiple Regression of BSI GSI and Coping Style on MSI GDS

 

 

 

R2 Adj. R2 F Beta T Sig. T

All Parents

BSIGSI .20655 .19583 19.26403 .454482 4.389 .0000

TBI Parents

BSIGSI .25254 .23178 12.16337 .502538 3.488 .0013

Control Parents

CRI ED .31725 .29829 16.72806 .563251 4.090 .0002

Control Fathers

CRIED .31355 .27065 7.30827 .559954 2.703 .0157

Control Mothers

BSIGSI .57656 .55166 23.14781 .759319 4.81] .0002

TBI Mothers

BSIGSI .23242 .18727 5.14750 .482098 2.269 .0366
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Brief Symptom Index

Research participants' T-score means for the BSI Depression, Anxiety,

Somatization scales and Global Severity Index are presented in Table 11. As noted

earlier, there are no statistically significant differences between the two groups of parents

or between the mothers and fathers on the four BSI subscales. However, some important

characteristics of the two groups of parents are provided below for further consideration.

Caseness or clinical significance exists when the GSI T-score is equal to or

greater than 63 or when any two primary subscale T-scores equal or exceed 63

(Derogatis, 1993). The GSI score reflects the number of symptoms the respondent

endorsed and how distressing the symptoms are perceived to be. The GSI is considered

"the most sensitive indicator of the respondent's distress level" (Derogatis, 1993, p.31).

In this study, only the control fathers displayed clinically significant elevations on

the GSI (T=63). In addition, the control men nearly reached clinically significant levels

on the Depression subscale (T=62.32). The heightened emotional distress experienced

by the fathers of non-injured adolescent/young adult children may reflect reactions to

mid-life issues that are common in the launching phase of the life cycle.

Clinically significant levels of distress or caseness are also decided when an

individual has a T-score equal to or greater than 63 on two or more of the primary

subscales. Although only three primary scales were used in the analysis (DEP, ANX, and

SOM), raw and T-scores were obtained for all of the subscales. When calculating

percentages of parents who had two or more primary scale T-scores equal to or greater

than 63, some interesting findings emerged.



Table 1 l

BSI T Score Subscafle Mgrns and Standard Deviation (SD) for Group and Gender

 

 

 

 

 

     

Variable Control Men Control Women TBI Men TBI Women

Depression 62.32 (10.74) 54.53 (8.82) 59.32 (12.41) 57.05 (11.74)

(BSIDEP)

Anxiety 60.95 (12.44) 54.95 (9.44) 57.63 (11.90) 58.32 (9.07)

(BSIANX)

Somatization 57.37 (11.66) 52.32 (9.33) 51.79 (11.58) 57.84 (10.33)

(BSI SOM)

Global Severity 63.11l (11.08) 55.95 (8.68) 58.05 (12.98) 60.05 (11.13)

Index (BSI GSI)
 

' BSI GSI 2 63 = Caseness or clinical significance
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Fifty-eight percent of control fathers and 53% of TBI fathers in the study

demonstrated caseness or clinically significant levels of psychological distress. The high

percentage of TBI fathers with psychological distress suggests that the present study

omitted critical subscales of the BSI that would have detected emotional distress.

The mothers also experienced levels of psychological distress that warrant

clinical concern. Thirty-seven percent of control mothers and.63% of experimental

mothers met caseness criteria for psychological distress. These percentages can be

contrasted with a community screening study reported by Derogatis (1993, p.22) that

identified 35% of men and 25% of women as experiencing high levels of psychological

distress. The high frequency of marked distress is further supported by Kreutzer et. al

(1994) study of TBI caregivers. In his study, 50% ofTBI caregivers were noted to be

experiencing clinical levels of psychological distress as compared to the reported

prevalence rate of 10% in the general population. The life cycle stage of the community

sample was not identified and may be related to the high percentage of distressed parents

in this study. It is also reasonable to conclude, the additional TBI stressors contribute to

an already stressful period in the life of middle-aged parents.

Copingfltesgonses Inventogy

The parents' Coping Responses Inventory T-score subscale means are provided in

Table 12. It is interesting that control fathers relied on cognitive avoidance for coping,

more heavily than the other parents did. Other interesting findings can be noted as well.

As discussed earlier, (in reference to Table 8), regardless of group, when compared to

fathers, the mothers frequently coped by seeking and support and by expressing negative
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Table 12

CR] T-Score Sabscfle Means and Standard Deviation (SD) for Groupand Gender

 

Variable Control Men Control Women TBI Men TBI Women

 

Logical Analysis

(CRI LA)

49.21' (10.50) 49.37' (11.37) 48.95‘ (9.69) 46.68‘ (9.66)

 

Positive

Reappraisal

(CRI PR)

51.001 (8.04) 5047' (9.97) 50.21' (9.35) 51 .421 (7.63)

 

Seeking

Guidance and

Support

(CRI SG)

48.11' (8.21) 54.26' (8.74) 56.472 (9.23) 59.002 (9.85)*+

 

Problem Solving

(CRI PS)

5216' (8.83) 54.26' (10.40) 52.63‘ (9.55) 52.891 (8.95)

 

Cognitive

Avoidance

56.422 (11.53) 52.68' (9.17) 50.84' (10.56) 50.63' (7.61)

 

Acceptance or

Resignation

(CRI AR)

4932‘ (9.30) 49.21‘ (9.27) 53.21' (8.76) 52.001 (7.67)

 

Seeking

Alternative

Rewards

(CRI SR)

46.47I (8.96) 48.16' (6.94) 49.21l (5.08) 50.89I (8.20)

  EmotionalDischarge

(CRI ED)  52.11l (10.92)  58.422 (11.29)  52.58’ (9.92)  56.842 (8.63)+

  
’ Average score, 34th to 66th percentile

2 Somewhat above average score, 67 to 83rd percentile

* MANOVA Group Difference p502

+ MANOVA Gender Difference p_<_.02



132

feelings through emotional discharge. Although, seeking guidance and support is a

coping strategy more commonly used by women in general, (Moos, 1993) it should be

noted that as a group, TBI mothers and fathers used this strategy significantly more often

than control families (p<.005). This makes sense given the novel situation that TBI

creates. Families attempt to learn about TBI to better respond to the needs of the injured

child and to adjust to the newly imposed circumstances.

Marital Satisfaction Invento_ry

Snyder (1992, p.42) notes that compared to parents in other life cycle stages, it is

not uncommon for parents of adolescents to report "slightly above average distress" on

the Marital Satisfaction Inventory. For parents in this study, the extent of subscale

elevation is denoted by subscripts on Table 13.

While the BSI and CR1 use normalized T-scores, the T-scores on the MSI are

calculated as non-normalized standard scores (Snyder, 1992, p.8). Non-normalized

standard scores are a linear transformation of raw scores (X,>Z,>T-,) whereas, normalized

T-scores are a nonlinear transformation of raw scores (X,>P,>Z,>T,) that force the sample

data to be normally distributed. Normalized T-scores maintain the rank order of the

means but the relative distance between scores is not maintained (Glass & Hopkins,

1984, p.72). Non-normalized T-scores do not force the sample data to be normally

distributed and kertosis (how peaked or flat a distribution is) or skewness (lack of

symmetry of scores) can exist. Although the standardized T-score distribution maintains

a mean of 50 and a standard deviation of 10, the mode and median can be very different,

especially if outliers exist. When this happens, clinical interpretation of a T-score of 58
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in a sample with a mode of 30 may have very different meaning than in a sample with a

mode of 55.

Furthermore, as noted by the MSI manual, clinical significance varies when

interpreting elevations of non-normalized T-scores. Snyder (1992, p.8) indicates that

accurate clinical interpretation can be made after the empirical correlates of each scale

are identified. The empirical correlates allow for determination of the optimal range of

clinical interpretation for each correlate (Snyder, 1992, p.8). Correlates are determined

by multiple factors, such as the frequency of the behavior, attitudes or other clinical

findings that are correlated with an elevation on a particular scale (Snyder, 1992, p.8).

"Relationships are studied by noting the frequency of occurrence of clinical findings

within various score ranges on each MSI scale (e.g, the frequency of sexual dysfunction

referrals for subjects scoring greater than 6ST on the SEX scale)" (Snyder, 1992, p.8).

Snyder (1992) asserts that the arbitrary interpretation, based upon the Minnesota

Multiphasic Personality Inventory (MMPI), of 70T as clinically significant, does not

apply to measures similar to the MSI. He adds that even the MMPI provides an

interpretation for a range of scores, including those that are below 70T. A particular

range of scores are correlated with clinical findings or behavioral characteristics, that

provide the clinician with useful information. Therefore, in the following text the

interpretations will be based on the MSI manual that describes characteristics common to

spouses who score within a particular range. Additionally, statements about clinical

significance will be offered for each subscale. In accordance with the manual, all score

elevations will be described as Low, Moderate or High and are provided on Table 13.
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Table 13

MSI T- Score Subscale Means and Standard Deviation (SD) for Group and Gender

 

 

 

 

 

 

 

 

 

Variable Control Men Control Women TBI Men TBI Women

Global distress 46.25 (5.89)1 46.05 (5.94)l 45.42 (5.81 )1 54.16(11.07)‘*+

(GDS)

Affective

communication 45.32 (6.25)‘ 45.63 (7.23)l 51.58 (8.69)2 54.58(11.68)"*+

(AFC)

Problem solving

communication 50.37 (7.82)2 47.0 (7.16)I 50.42 (9.65)2 53.68 (11.58)2

(PSC)

Time together 50.11 (8.97)2 48.47 (5.53)‘ 51.00 (10.90)2 52.74 (10.97)2

(TTO)

Disagreement about

finances (FIN) 52.79 (9.52)2 54.95 (10.63)2 45.00 (50.09)' 54.42(12.68)=+

Sexual

dissatisfaction 48.95 (10.55)‘ 48.11 (8.76)‘ 50.26 (10.28)2 51.26(12.47)2

(SEX)

Role orientation 53.11 (8.38)2 54.53 (10.76)2 52.16 (8.85)2 53.37 (8.93)3+

(ROR)

Family history of

distress (FAM) 50.79 (9.32)2 44.42 (8.47)1 47.95 (10.57)2 51.89 (10.46)2

Dissatisfaction with 53.95 (9.55)2 54.42 (13.87)2 51.05 (11.13)2 53.79(10.76)2

children (DSC)

 

Conflict over

childrearing (CCR) 51.84 (7.84)2 50.63 (8.84)2 48.05 (6.00)‘ 53.00 (11.43)2+
  Conventionalization

(CNV)  52.16 (10.54)2  53.11 (8.16)2  52.05 (8.69)2  48.47 (1 1.62)=+

  
* MANOVA Group difference p_<_.01; + MANOVA Gender difference p502

'Low Score, 2Moderate elevation and 3High Score

(Higher score suggests greater dissatisfaction on all but CNV and ROR subscales)
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The CNV scale examines whether the marriage is being reported in an over

idealized or positive way. Moderate scores, ranging from 45 to 60T, are similar to scores

found in the general population. Although, both groups of parents in the study obtained

T-scores means in this range, the TBI mother's tendency to acknowledge marital

difficulties more readily than the other parents, contributed to the findings of significant

gender differences on the CNV subscale (p5049).

Mothers of TBI children reported moderate levels of global marital

dissatisfaction (GDS T-score mean = 54), suggesting "general dissatisfaction with the

marriage and thoughts of separation or divorce" (Snyder, 1992, p.25). In addition,

experimental mothers and fathers reported more dissatisfaction, than control parents,

with how much affection and understanding they were getting from their spouse (p505,

AFC experimental group T-score means = 55 and 52, respectively). Moderate elevations

on the AFC scale suggest "mutual lack of affection, emotional distance and a lack of

common interests or goals" (Snyder, 1992, p.26). According to Snyder (1992),

for couples in marital therapy, moderate elevations are also associated with motivation

to improve intimacy and mutual selfdisclosure.

All parents, except control mothers, reported moderate elevations on the PSC

scale (50-65T), suggesting that they had trouble resolving differences or disagreements

with their spouses. Moderate elevations on this scale suggest that some aspects of their

relationship are not open for discussion and either spouse may be considered too

sensitive or critical (Snyder, 1992, p.27).
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Similar findings existed for the TTO scale, measuring quality and quantity of

leisure time that couples spend together. All parents, except control mothers, obtained a

T-score mean that was in the moderately elevated range (50-65T). Scores in this range

are associated with reports of limited opportunity for or lack of desire for spending time

together. Of particular relevance for the parents of TBI children, when moderate

elevations on the TTO score coexist with elevations on the AFC scale, feelings of

isolation and alienation from their spouse likely exist.

Moderate elevations can be noted on the FIN scale for all but experimental

fathers (50-65T). Scores in this range suggest that "arguments about money are common

and frequently extend beyond the adequacy of income to meet necessary expenses"

(Snyder, 1992. p.28). For women, elevations on the FIN scale suggest that they strongly

disagree with their husbands' financial priorities. It is interesting that in spite of added

TBI-related expenses, the experimental fathers perceive their marriage as not being

affected by the financial strains.

Parents of brain injured children obtained moderate elevations, demonstrating

dissatisfaction, on the SEX scale (50-65T), whereas, control parents typically reported

satisfaction with their sex lives. However, the difference in group scores were not

enough to warrant statistical significance. Clinically though, couples with scores in the

moderate range report that their sexual relationship is contributing to marital distress.

They are experiencing dissatisfaction with either sexual frequency or variety of sexual

activity. Scores in the 50 to 6ST range are common for couples entering marital therapy

(Snyder, 1992, p.29).



137

The ROR scale scores increase as unconventionality in marital and parental sex

roles increase. It assesses role preferences and does not assess conflict over how the role

responsibilities are shared. All of the study parents achieved T-score means that were

moderately elevated (45-55T). It appears that both the control and experimental couples

flexibly share roles in a non-traditional manner. The husbands and wives are likely to

believe in equal employment opportunities and share decision making responsibilities,

although the husband probably has the final say in making important family decisions

(Snyder, 1992, p.29).

The mothers of non-injured children characterized their family of origin as having

been warm, harmonious and as positive models for expression of emotions and resolving

differences (Snyder, 1992, p.30). The other parents in the study obtained FAM T-score

means in the moderate elevationrange (45-60T). Scores in this range are associated with

recall of "significant distress" (Snyder, 1992, p.30) in their own parents' marriages.

Moderate elevations suggest that the respondent’s relationship with at least one parent

have been disrupted. Additionally, higher FAM scores "are strongly associated with their

current level of dissatisfaction with their own children" (Snyder, 1992, p.30).

The DSC scale assesses overall satisfaction with the parent-child relationship.

All groups of parents obtained T-score means in the range of moderate elevation (50-

65T). According to Snyder (1992), scores in this range suggest disappointment or

dissatisfaction with either the children or with childrearing responsibilities. At least one

of their children may have emotional or behavioral problems that contribute to marital

distress. Women with scores in this range, often relate dissatisfaction with their children
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to financial stress or their own lack of outside employment. For men with moderate

elevations on the DSC, it is common for the children to be viewed as an intrusion into the

marital relationship (Snyder, 1992, p.31).

The CCR scale assesses conflict over childrearing practices. Corresponding to

the scores on the DSC scale, all but control mothers obtained T-score means in the

moderate elevation range (50-65T). Snyder (1992) notes that for the groups of parents in

this range, childrearing is perceived to increasingly contribute to marital distress. The

parents are experiencing extensive conflict around parent roles with little support or

agreement from their spouse. For women, elevated scores can stem from their belief that

childrearing responsibilities are interfering with other areas of their lives.

Miscefillaflous Findigga

Using an analysis of variance (ANOVA), the possibility for gender differences

between the control mothers and fathers, as well as between the experimental mothers

and fathers were explored. There were no statistically significant differences between

the 19 control mothers and 19 control fathers on the 23 dependent variables (p508).

Similar to the control parents, significant gender differences were not found between

mother and fathers of TBI children on the omnibus F test of the 23 dependent variables

(155.399).
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Discussion

This study provides information about how TBI in adolescent/young adult

children affects parents' marital functioning, mood and coping style. It is the first

empirical TBI study known to the author, that takes into account the stage of the family

life cycle and includes responses from mothers and fathers from the same family unit. It

is also one of the few studies of family functioning following TBI, that includes a control

group.

Summary of Results

Grogp Differences 

1. Parents of TBI children reported being under a physician's medical care more

frequently than control parents (pf.04). Specifically, 63% ofTBI mothers were being

treated for serious medical problems, as compared to 21% of control mothers, 16% of

TBI fathers and 16% of control fathers.

2. Parents of brain injured children expressed more global marital dissatisfaction

than parents of non-injured children (p5035).

3. Compared to control parents, TBI parents were less satisfied with how much

affection and understanding they were receiving from their spouse (p§.002).

4. Parents of adolescent/young adult children with TBI, significantly differed

from control parents in their more frequent use of Seeking Guidance and Support as a

coping strategy (p§.005).
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Gender differences

5. Regardless of whether they were parents of brain injured children, men were

more prone to respond to questions about their marriage in a socially acceptable fashion

(pg.049). However, their score mean did not exceed that of the normative sample.

6. Compared to the husbands, the combined group of mothers reported greater

global marital distress (p5001), less satisfaction with the frequency and amount of

communication in their marriage (p3053) and more dissatisfaction with their spouse's

management of family finances (p_<_.003).

7. The mothers, as a group, were more likely than their husbands to report greater

flexibility in their marital roles (p5.049) and greater marital conflict stemming from

disagreement over childrearing practices (pg.001).

8. Consistent with the general population, of the two groups, women were more

likely to cope by seeking guidance and support (p5029) and expressing negative emotion

(p5007) then their husbands.

Interaction Effect

9. A group by gender interaction was not found on the overall test of significance

(pg.155).

Predicting Marital Distress

10. Global psychological distress (BSI GSI) was predictive of global marital

distress (MSI GDS) for TBI group mothers (p304) and control group mothers (p<.0002).

For fathers of brain injured adolescent/young adults, variables that predicted marital

functioning were not identified using raw scores in the statistical analysis. The group of
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control fathers was different from the others. For them, coping by expressing negative

emotions predicted global marital dissatisfaction (p302).

ClinicgirllLSignificant Findings

11. As a group, control fathers demonstrated clinically significant levels of

global psychological distress, as measured by the BSI GSI (T=63). Although fathers

from both groups did not report using psychotropic medications or sleep aides, 21% of

TBI mothers and 16% of control mothers were taking antidepressants. In addition, 16%

ofTBI mothers were using antianxiety medication and 5% required sleep aides. The

mothers use of medication likely contributed to diminished reports of psychological

distress.

12. Besides obtaining a BSI GSI T-score of 63 or greater, individuals who obtain

T-scores equal to or greater than 63 on any two primary scales are also considered

clinically distressed (Derogatis, 1993). In the current study, 53% ofTBI fathers and 58%

of control fathers in the launching phase of the life cycle, were experiencing clinical

levels of psychological distress. For women, 63% of TBI mothers and 37% of control

mothers met the caseness criteria for psychological distress.

13. TBI mothers reported moderate levels of global marital distress (MSI GDS T-

score mean = 54), suggesting "general dissatisfaction with the marriage and thoughts of

separation and divorce" (Snyder, 1992, p. 25). The other parents were generally satisfied

with their marriage.

14. As noted earlier, the TBI parents were more dissatisfied than control parents

with the quality and frequency of affective communication. Their moderately elevated
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T-score mean suggests that they were experiencing a "mutual lack of affection, emotional

distance and a lack of common interests or goals (Snyder, 1992, p. 26).

15. All groups of parents, except control mothers, obtained moderately elevated

T-score means on the Problem Solving Communication subscale of the MSI. Parents

with scores in this range commonly have trouble resolving differences, avoid talking

about some aspects of the marital relationship and perceive their spouse as too critical or

sensitive.

16. Except control mothers, the other groups of parents obtained moderately

elevated scores on the Time Together (TTO) scale of the MSI, suggesting limited

opportunity or lack of desire for spending time with their spouse. For TBI group couples,

the moderately elevated scores on the TTO combined with dissatisfaction with affective

communication, suggests feelings of alienation and isolation.

17. Control parents and TBI group mothers reported disagreement about finances

as a source of marital distress. For control and TBI group mothers, moderate elevations

on the MSI FIN scale suggested that they disagreed with their husband's fiscal priorities.

Interestingly, TBI fathers did not perceive their marriage as affected by financial matters.

18. TBI group parents reported moderate dissatisfaction with their sexual

relationship, whereas, control parents more commonly reported satisfaction.

19. In spite of fewer TBI group mothers being employed (63%), (as compared to

control mothers (84%) and fathers (95%), and 90% of TBI group fathers); all groups of

parents endorsed belief in equal opportunities for employment and decision making.
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20. TBI group mothers and fathers, and control fathers, reported a history of

distress in their own family of origin. Given their moderately elevated T-score mean

they were also likely to have had disruption in their relationship with at least one of their

parents. Furthermore, it is common for parents with scores in this range to also

experience dissatisfaction with their own children (Snyder, 1992). In contrast to the

other parents, control mothers characterized their family of origin as warm, harmonious

and as having been positive role models.

21. The average parents from both groups were experiencing moderate levels of

disappointment or dissatisfaction with their adolescent/young adult child or with the

childrearing responsibilities. For mothers, moderately elevated scores on the MSI DSC

scale suggest a relationship between the child and financial stress or personal lack of

outside employment. For men with moderately elevated MSI DSC scores, the child is

often viewed as an intrusion into the marital relationship.

22. Parents of injured adolescent/young adults and control fathers typically

reported moderate elevations on the MSI CCR scale that assesses marital conflict

resulting from disagreements over childrearing practices. In contrast, control mothers

did not have elevated scores. Moderate elevations suggest "extensive conflict around

parental roles" (Snyder, 1992, p.31), including how responsibilities are shared and

perception that their spouse is providing little support for childrearing tasks. They were

also likely to disagree about discipline, feel that the childrearing responsibilities are

unfairly shared and that their spouse lacks interest in their child (Snyder, 1992). In

addition, similar to the BSI normative mothers, moderately elevated scores suggest that
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the TBI mothers are feeling that childrearing is interfering with other aspects of their

lives.

Results in Context of Previous Research

Emotional Functioniag
 

Although no statistical differences existed between experimental and control

parents on the four BSI scales (GSI, DEP, ANX and SOM) measuring psychological

distress, important and clinically relevant information emerged. Mothers of

adolescent/young adult children with TBI were taking psychotropic medications more

often than their husbands and control parents. Similarly, Hall et al., (1994) studied

caregiver stress following TBI and found that reports of stress did not increase with

passing time but many caregivers worked less and reported increased medication and

substance use. It was also noted that parents who were the primary caregiver appeared

less stressed than caregiving spouses, but it was possible that the parents were self-

medicating more.

In addition, the present study found significant group differences between TBI

group parents and control parents' need for medical treatment. Sixty-three percent of the

TBI mothers were receiving medical treatment for serious illness as compared to 21% of

control mothers and 16% of the men in each group. This is consistent with Eiser's (1990)

citing of the Wallander et al., (1989) study that found mothers of children with spina

bifida and cerebral palsy to be more depressed and to express more physical complaints

than mothers of well children. Another study by Baranowski & Nader (1985) reported

those mothers of chronically ill or disabled children were more concerned about the



145

child's health than their own. Perhaps for mothers of older children with TBI, the TBI

related stress and the tendency to neglect her own health interact to produce physical

illness.

Another factor that may be related to poorer medical health in TBI mothers is

increased decision making responsibility. Ganong & Coleman (1991) found that for

normative families, decision making power was significantly correlated with adverse

health effects in wives. Women with good health reported less decision making power

and more positive feelings toward their spouse. TBI mothers who make most decisions

related to the injured child's welfare may experience greater stress, feel less supported

and view her husband's involvement as less than desirable. This is supported by

moderate elevations on the MSI AFC and CCR scale. It is then possible that her physical

well being will suffer. In the future, parents may benefit from treatment that encourages

the husband to actively participate in decisions regarding the child, as well as other

family matters.

More than half of the TBI mothers met caseness criteria for diagnosis of clinical

levels of psychological dysfunction on the BSI (63%), as compared to 37% of control

mothers, 58% of control fathers and 53% of TBI fathers (Table 14). The frequency of

distress in the present TBI sample is consistent with earlier studies. Kreutzer et al.,

(1994) found that 50% of TBI caregivers (spouse and parent) exhibited clinical levels of

psychological distress on the BSI as compared to 10% of the normal population.

It is interesting that many parents of non-injured children were experiencing

substantial levels of psychological distress. The percentage of distressed control parents
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in this study were higher than those found in other community samples. Derogatis

(1993, p.22) cites Bougsty & Marshall (1980) community study of the general population

that found that 35% of the men and 25% of women reported high levels of distress, as

measured by the BSI. It is probable that difficulties typical to the launching phase of the

life cycle contribute to the increased frequency of parent distress in this study. Perhaps

the control parents heightened levels of distress was related to being parents of

adolescents. Another possibility is that the control parents were unique from parents in

the general population in some way that went undetected, such as higher SES.

It is also important to consider that although the group of TBI fathers did not

appear clinically distressed on the BSI GSI, DEP, ANX and SOM scales, when all of the

BSI scales were considered, 53% met caseness criteria for clinical levels of

psychological distress. It is probable that the present study omitted BSI scales that more

accurately depict psychological functioning in TBI fathers.

A final consideration regarding mental health is that fewer TBI mothers were

employed. Earlier studies have shown that, in the general population, work and

marriage moderate the effects of depression (Mechanic, 1983, cited by Ensel, 1986).

Although it is more common for women than men to report depression, non-working

women were slightly more depressed than working women and significantly more

depressed than working married men. However, even when working, married women

were depressed significantly more often than working married men. It was believed that

the combined stress of working and childrearing responsibilities contributed to higher

levels of depression in mothers. When considering the added responsibilities a child's
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TBI might bring, it is not surprising to find many TBI mothers physically ill,

psychologically distressed and in need of psychotropic medications.

Coping Style

It is typical for women to cope by seeking guidance and support (CRI SG) more

frequently than men and this was replicated in the current study. A significant gender

difference was found on the CRI SG scale (p_<_.029). However, TBI fathers reported

using guidance and support seeking coping measures more frequently than control

fathers. This contributed to the significant finding that as a group, TBI parents used this

coping strategy more than control parents (p§.005). Attempting to cope with

extraordinary events by seeking guidance and support may be beneficial to overall family

adjustment. For example, Tunali & Powers (1993) studied families with chronically ill

children and found that information seeking and use of professional resources were

related to positive family adjustment. Another study by Kosciulek (1994) found that for

primary caregivers, coping by using positive reappraisal and managing family tension

was predictive of positive family adaptation.

A final finding concerning coping, is that mothers, regardless of group, tended to

cope by expressing negative emotions more so than fathers (CRI ED p§.007). For

control fathers, but not TBI group fathers, emotional discharge was predictive of marital

dissatisfaction (p_<_.02).

Marital Functioning

Parents of brain injured adolescent/young adult children expressed more global

marital dissatisfaction than control parents of non-injured children (p5035). This
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finding is consistent with Sabbeth & Leventhal's (1984) literature review of marital

adjustment following chronic illness in a child. It is also consistent with clinical

observations for marital distress following TBI (Lezak, 1988; Miller, 1991; Polionko et

al., 1985; Waaland, 1990). In this study, the TBI mothers in particular, obtained

moderate elevations on the global distress scale of the MSI, suggesting that many were

thinking of separation or divorce.

Compared to control parents, TBI parents were significantly less satisfied with

the amount of affection and understanding they were receiving form their spouse

(pg.002). The parents of brain injured older children were likely feeling "mutual lack of

affection, emotional distance and a lack of common interests and goals" (Snyder, 1992,

p. 26). This is consistent with the Bragg et al., (1992) comparison of parents ofTBI

adolescents with parents of non-injured teens. They found that parents of TBI families

scored more poorly on affective involvement, communication, problem solving and

general functioning than control families.

Gender Differences

Significant differences were found between responses of men and women on the

MSI. Compared to wives, husbands tended to respond to questions about their marriage

in a more socially acceptable fashion (p3049). When compared to the husbands, the

wives reported greater global marital distress (p_<_.001), less satisfaction with the

frequency and amount of affective communication in their marriage (p5.053) and more

dissatisfaction with how their spouse managed family finances (pg.003). The mothers

were also more likely to report greater flexibility in sharing traditional marital role
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responsibilities (p§.049). They were also more inclined than their husbands to believe

that disagreements over childrearing practices were negatively affecting marital

functioning (ngOl ).

Significant gender differences between the mothers and fathers in the TBI group

were not found on the overall test of significance for scores on the MSI, CR1 and BSI.

However, tentative and preliminary results raise the possibility that TBI mothers

experience greater global marital distress and more concern regarding finances than their

husbands.

Other studies have found that it is more typical for married men, in the general

population to report more marital satisfaction than women (Fowers, 1991). It has also

been found that when both partners report marital satisfaction, they are more likely to

report less stress related symptoms (Ganong et al., 1991). Thus, marital satisfaction has

the potential to act as a buffer to stressful life events, such as when a child sustains a

TBI.

Predictors of Maritflunctioning

Global psychological distress was predictive of global marital distress for TBI

mothers (p_<_.04) and control mothers (p:.0002). This finding suggests that if a mother of

an injured adolescent/young adult child present with complaints of psychological

distress, supportive inquiry regarding marital functioning is warranted. The converse is

also true. Complaints of marital distress suggest that exploration of psychological

functioning and measures used to cope should also be explored. The moderate level of

marital distress that the TBI mothers experienced was enough to warrant consideration of
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separation or divorce. Additionally, more than half were experiencing clinically

significant levels of psychological distress in spite of psychotropic medications.

Predictors of global marital distress were different for fathers, than mothers. For

fathers in the TBI group, being younger and infrequently using logical analysis (CRI LA)

as a c0ping style was predictive of global marital dissatisfaction. This suggests that it

may be useful for clinicians to identify at risk fathers and encourage use of logical

analysis as a coping style, in addition to seeking guidance and support. In contrast to TBI

fathers, for control fathers, expressing negative emotions as a coping measure, predicted

global marital dissatisfaction.

Limitations of the sum

It was intended that 25 experimental and 25 control parents participate in the

study. However, recruitment of participants proved arduous given the personal and

sensitive nature of the questionnaires, and also the time required to complete them. It

was not uncommon to receive only one of the parent's research packets back.

Additionally, several couples from both groups declined participation after reviewing the

questionnaires. Therefore, after two years of data collection, in spite of multiple referrals

for potential participants, the final sample size was smaller than we had hoped and

findings represent a systematic response bias. In the end, statistical analyses were

conducted using responses from 19 experimental and 19 control couples.

The difficulty in recruiting participants and the small sample size raises important

concerns. First, external validity, or ability to generalize the findings to other settings

and parents, is extremely limited and must be done with utmost caution. Participation
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was on a volunteer basis, so the entire population is not represented by those who

declined participation. It is possible that important differences exist between

participating and nonparticipating parents making it impossible to offer confident

generalizations about all TBI parents.

In addition, internal validity of the study is marginal, at best, because the TBI

parents were not selected randomly from all of the TBI parents in the population. The

couples who did agree to participate may have unique characteristics that make it

difficult to tell if the independent variables are responsible for variation in the dependent

variable or if it is due to some unknown peculiarity or confounding property of the

sample. The results could be considered biased because functioning of parents who

declined before receiving the research questionnaires and those who declined afterwards

are not represented.

Another consideration is that the sample was primarily comprised of Caucasian

families in the Midwest. Families from other cultures may define and react to illness or

disability differently than mainstream American culture. Geographic differences may

also exist. For example, many Michigan parents ofadolescents/young adults who

sustained a TBI in a motor vehicle accident likely had excellent health insurance

coverage through "no fault auto insurance." This may have diminished stress imposed by

TBI related expenses.

Another limitation of the study concerns the statistical analysis. The repeated

measures MANOVA is a conservative test of significance. There is an increased risk of

finding no difference between groups when one exists. Relevant to this study, it is
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important to note that in spite of the small sample size and the conservative analysis

important differences between parents of injured vs. non-inj ured children existed

between groups and gender. Additionally, the prediction analysis of the study does not

allow causal inferences to be made between the independent (mood and coping style)

and dependent variables (global marital satisfaction).

A final limitation of the study is that the design may have omitted important

scales from the BSI that would have given a better description of the parents'

psychological functioning. For example, recent studies of caregivers (Kreutzer, 1994)

suggest that the BSI Obsessive-Compulsive, Hostility and Psychoticism scales be

included in the analysis.

Implications for Clinical Treatment and Future Resegrgh

The life cycle stage is important when considering how the family will be

affected by TBI. Parents of injured adolescent/young adult children may experience

added stress to preexisting tension in their existing marital relationship. Although it is

typical for moderate levels of marital distress to exist during midlife when children are

being launched from the home, TBI appears to tax the relationship further. TBI group

mothers are particularly distressed. Both mothers and fathers are dissatisfied with the

amount of affection and support in their marital relationship. The control fathers in this

study displayed clinical levels of psychological distress that may reflect reactions to

midlife issues, while the TBI group fathers did not. It may be that TBI fathers abandon

thoughts of new found freedom and opportunities without children and forego

reevaluation of their life choices given the potential for lifelong care and responsibility
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to the injured child. It may also be that the novelty of having a brain inured

adolescent/young adult child results in the father's loss of confidence in his role as parent

of an adolescent. He then becomes less active in family matters and leaves the care and

decisions regarding the injured child up to his wife. His wife, however, may become

distressed by his lack of involvement and more dissatisfied with their marriage in

general. A final consideration is that The TBI father may experience emotional distress

in forms that are different from that of his wife: for example, hostility, fear of losing his

mind and obsessive compulsive behavior.

It is also important for the rehabilitation clinician to note that many TBI mothers

reported serious medical illness and need for psychotropic medications. Many therapists

currently encourage the caretaker to take care of herself and prepare for the long haul of

caretaking responsibilities. The need for this is underscored by the findings in this study.

However, the importance of careful clinical assessment cannot be emphasized enough. If

the assessment suggests that parents of brain injured adolescents are similar to parents in

this study, they may benefit from the following. It may be helpful to identify alternate

caregivers that can provide respite or help the mothers and fathers to distribute

responsibilities more equally. It appears to also be important to make every effort to

encourage the husband to be involved in decision making. Mothers, who are similar to

mothers in this study, may benefit from interventions that help to address the need to be

involved, and in control, to the extent that it damages their own health and other family

relationships. The health of the mother, the stability of the marriage and the outcome of

the injured child can depend on lowering her level of distress.



154

It may also be helpful to support the parents' coping efforts related to seeking

guidance and support. Providing information and education regarding the effects of TBI

on the survivor and the family would help normalize and validate the parents' experience.

For midlife couples who were in the process of reevaluating their life before the injury,

information about marital distress following TBI could increase the couples' comfort in

expressing marriage related concerns and preventative measures could be taken before

maladaptive adjustment occurs or the family unit disintegrates.

Future studies may wish to consider including a more varied measure of

psychological functioning. It would also be useful to compare responses of parents from

different life cycle stages. It would be interesting to explore if parents of older children

differ from parent of younger children with TBI. Another consideration for future

research was raised by one mother in the study who suggested that specific inquiry about

increased use of alcohol or other substances be made, as this had affected her family in

negative and dramatic ways. A final consideration concerns the poor health of the TBI

mothers in this study. It may be that their ill health influenced findings on the dependent

meaures, instead of the possibility that the TBI related stressors put them at higher risk

for illness. However, when the data was analyzed using Multiple Analysis of Covariance

(MANCOVA), and the variable (under a medical Doctor's care) was held constant, the

current results did not changed.

In summary, even for marriages that have existed for many years, TBI can

threaten the stability of parents' marital commitment, particularly for mothers. It is

important to recognize though, that in the general population, when marital satisfaction
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exists, both husbands and wives report less stress related symptoms (Ganong & Coleman,

1991). Thus, it is possible that enhanced marital satisfaction will be a buffer to the stress

produced by TBI and other life events. Stronger family units and healthier caretakers

will likely have a positive influence on family adjustment and the outcome of the TBI

survivor.
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APPENDIX A

LETTER TO REFERRAL SOURCE

(Date)

RE: Request for help in recruiting subjects for dissertation

Dear

I am conducting a doctoral research study designed to provide information about

parents' marital functioning after an adolescent/young adult child sustains a brain injury.

I need your help in identifying potential parents who are willing to participate in the

study. Their child must be currently between 15 and 25 years old and must be at least six

months post injury. There is no ceiling for amount oftime that has lapsed since the

injury. The couple will need to have been married for at least one year before the injury

occurred. Couples with biological, adopted and step—children will meet admission

criteria. In order to maximize sample homogeneity for parent - child attachment, the

head injury survivor will need to have lived with the couple for at least three years during

any phase of the family life cycle. A control group, identified by the subjects, will also

be completing the questionnaires.

Essentially, I will ask couples to complete a demographic questionnaire, the

Marital Satisfaction Inventory, Brief Symptom Inventory and Coping Responses

Inventory. It will take approximately 45 to 60 minutes to do so. For participating, a

$10.00 stipend will be given after the husband and wife have both returned their

completed inventories. Individual results will remain confidential in this study. If

requested, group results will be forwarded when available. Given the sensitive nature of

psychological tests and the issues that may surface after completing them, the

participants will be informed that upon written request, individual results can be released

to their treating psychologist. Referral sources will be provided to individuals who do

not have a therapist but do request follow-up. As the investigator of this study, I will not

provide participants with any feedback regarding their individual results. However, if

your client gives written permission, and you are willing, I will send you the raw data and

information that you may need to interpret the individual results.

In order to minimize your or your assistant's time involved in identifying potential

subjects, I have developed three different strategies for you to use. You may use any or

all ofthem. They are enclosed with this letter and are as follows:

1. A brief description of the study may be posted in your facility. It requests that

interested couples call me for further information.
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2. You or an assistant may wish to contact potential participants to request their

permission for you to release their name, phone number and/or address to me. A

structured description of the study is included for your convenience when talking with

potential subjects. Upon receiving your list of potential participants, I will attempt to

contact the couples by phone to answer any questions before sending the questionnaires.

If I am unable to reach them, I will mail the research packet directly to them.

3. You may wish to mail an introductory letter to prospective subjects discussing

the study. A sample introductory letter is enclosed for your convenience. It briefly

explains the purpose and intent of the study and asks interested readers to complete an

attached stamped and addressed post card to receive more information. After receiving

the post card, I will attempt to contact them or send them the research packet directly.

I really appreciate any help that you might give me. I know that you have

been through this process too and that you understand how important it is to have as

many subjects as possible. I have obtained approval from MSU‘s Human Subjects

Committee and am hoping to have my data collected by November. This will allow me

to formulate the results and discussion sections before completing internship training at

Henry Ford Hospital in August. Let me know ifyou would like to review my proposal or

the instruments. I'd be happy to call or meet with you ifyou have further questions or

concerns. I would also be pleased to share my results with you when available.

Additionally, Nancy Crewe, Ph.D., is my committee chair and although she will be on

sabbatical she will remain available for any questions or concerns that you might have.

Messages can be left for her at (517) 355-1838.

Thanks again. I look forward to hearing from you.

Sincerely,

Ann Marie Thompson, MS.

808 Community St.

Lansing, Mi 48906

(517)482-3775

157





APPENDIX B

POSTING

Parents wanted to participate in a doctoral research study. The study will

provide information on how and if parents' marriages are affected when an older

child sustains a brain injury. Participants will be reimbursed $10.00 per couple

when the husband and wife both return their completed questionnaires. It will

take approximately 45 to 60 minutes to fill out the four questionnaires. A l

stamped and addressed envelope will be provided for your mailing convenience.

The injured young person must currently be between 15 and 24 years old and the

injury must have happened at least six months ago. He or she must also have

lived with the parents for at least three years during any time oftheir upbringing.

The parents must have been married for at least one year before the injury. If

interested, please contact Ann Marie Thompson at (517) 482-3775 or (810) 788-

4522. You may also send questions or requests to participate to Ms. Thompson at

808 Community St., Lansing, MI, 48906.
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APPENDIX C

LETTER FOR REFERRAL SOURCE TO SEND TO SUBJECT

(Date)

Dear

As you are aware, head injury can affect many aspects of family life and have

great impact upon the injured person. Many rehabilitation specialists believe that

families can play a crucial role in the treatment oftheir loved one. Yet, we do not know

as much as we need to know about how head injury affects family relationships.

I have been advised of a doctoral research study that will explore the relationship

between marital functioning, mood and coping style in parents who have an

adolescent/young adult child, between 15 and 24 years old, with a head injury. Couples

who were married at least one year before the child's injury may be interested in

participating in the study. Because so little is known about how fathers are affected by

a child's injury, it is essential to this study that both parents complete the questionnaires.

If you want more information about participating, please complete and mail the attached .

postcard. Your inquiries and participation will be held confidentially.

Couples who do decide to participate will be reimbursed $10.00 for their time.

Your efforts are valued and will help us to better understand how parents are affected

after a child sustains a head injury. This, in turn, will hopefully lead to better assistance

and more resources.

Thank-you for your consideration in this important matter. If I can be of service

to you in the future, please let me know.

Sincerely,
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APPENDIX D

INFORMATION ON POST CARD

Thank-you for your interest in this study. You may sign and return this post card

to receive more information regarding participation or you can call me, Ann Thompson,

for more information at (517- 482-3775 or 810-788-4522).

Please send me information regarding participation in the research study that will

explore how parents are affected after a child sustains a head injury. I understand that I

am under no obligation to participate. I also understand that ifmy spouse and I do

participate our results will be treated confidentially and that we will be reimbursed

$10.00 for our time.

Name:
 

Address:
 

 

Telephone number:
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APPENDIX E

INFORMED CONSENT - Subjects' form

This research study is designed to provide information about parents'

marital functioning after an adolescent or young adult child sustains a brain

injury. Your answers are confidential and will not be released without your

written permission. Only group scores will be used in this study and all

identifying information will be held confidentially. When available, group results

will be provided to individuals who have requested them.

Participating couples will receive $10.00 for completing the

questionnaires. Your participation is voluntary and you may withdraw at any

time. If you do decide to participate, you will have a background sheet and three

questionnaires to complete. It will take approximately 45 to 60 minutes. The

background sheet includes a section that requests names of other parents with

non-injured children who are between 15 and 24 years old. The parents that you

list may be contacted to request their participation in the study. The results of

their group will be used to describe characteristics common to families with older

children. Their results will also help to identify what characteristics are unique

to families with children who have head injuries.

To ensure that your responses reflect yggr feelings or beliefs please

answer all items and do not discuss your answers with your spouse, at least until

you have completed the entire packet. Written instructions for each questionnaire

are provided at the beginning of each form. Please record your responses on the

corresponding answer sheet. Try not to skip any items. When answering

questions about children, please think about your child with a head injury.

Because you will be completing psychological inventories that require

interpretation by a psychologist, your individual results will only be released to a

psychologist who agrees to interpret and review the results with you. Referral

sources will be a offered upon request.

Your participation is greatly appreciated and will likely add to our

understanding ofhow brain injury in an older child impacts parents. While

participation will not benefit you directly, it is hoped that clearer understanding

will lead to better help and more resources for families. An addressed and

stamped envelope is enclosed for your convenience in returning the materials.

Please note that you indicate your voluntary agreement to participate by

completing and returning the questionnaires.

Thanks again! If you have any questions or concerns before or after

participating, please feel free to contact me at (517)482-3775 or (810)788-4522.

Ann Marie Thompson, M.S.

MSU Doctoral student in Counseling Psychology
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APPENDIX F

BACKGROUND INFORMATION - (Experimental Group)

 

 

 

 

 

Name:

Street Address:

City, State: Zip Code:

PARENT INFORMATION:

Sex: __ Male _ Female Age:
 

Race: _ Caucasian/White _ Black _ Hispanic _ Other

Highest educational level:

When did you and your spouse get married? (month and year)

How many children do you and your spouse have? __

How many children live at home?

Do you work outside the home? _ yes _ no

If not, did you work before your child's injury? _ yes _ no

Does your family earn _ less than $10,000 per year, _$10-25,000 per year

$25-50,000 per year, _ $50-100,00 per year _ more than $100,000?

From your point of view, has your maniage changed since your child's injury?

_ not at all _ yes, it is better _ yes, it is worse

If changes have occurred, has it been within the last 5 years? _yes _no

Before your child's injury, had you seriously considered separation or divorce?

__ yes __ no

Are you currently receiving marital counseling? __ yes _ no

Are you under a doctor's care? _ yes _ no

(Optional) If so, why?

Are you taking medications for depression, sleeplessness, anxiety or nerves? (Circle)

 

’ —

 

INFORMATION ABOUT SON OR DAUGHTER WITH HEAD INJURY:

Current age of injured child: Date of injury: Sex: _male _female

Was your child living at home at the time of the injury? _ yes _ no

Are you a biological, step, or adopted parent to your son or daughter? (Circle one)

Who does your child live with now?

  

 

Does he or she receive rehabilitation services? _ yes _ no

If yes, is it provided through a _ school, _ hospital, or_ outpatient clinic?

Are you able to leave him or her unsupervised?_ yes, for (time) _no

On an average, how many hours do you spend helping your child each day?

How many hours a day do you average taking care ofother family matters?

When you think about your child's injury, what causes you the greatest concern?
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Check only gr; of the following Ranchos Los Amigos levels that gait describes your

child, at this time:

_1. He or she does not respond to pain, noise, or things he or she sees.

_11. He or she moves away from pain. Although not alert, his or her activity level

changes when hearing something repeatedly (e.g., someone talking) and mood

changes sometimes occur depending on what is going on in his or her

‘ surroundings.

_III. There are localized responses, meaning that he or she responds to discomfort by

pulling tubes or restraints. He or she sometimes responds to simple demands.

_IV. He or she is often confused and agitated, but alert and in a heightened state of

activity. He or she cannot understand what is going on in their surroundings and

responds mostly to what is going on inside him or herself. Behavior is sometimes

bizarre, aggressive and non-purposeful.

__V. He or she is often confused and inappropriate but usually does not get agitated or

worked up. S/he is alert but has difficulty paying attention. Memory functions are

severely impaired. S/he may sometimes beCome confused and behaves

inappropriately in a situation. S/he seems to lack goals or direction. S/he may

become agitated in some environments. Assistance to maximum supervision is

needed when s/he tries to do activities and s/he may wander from the activities.

__VI. He or she is confused, yet mostly appropriate. Is sometimes confused about time

and where they are, yet able to follow simple directions all of the time. Requires

supervision for new learning and has little ability to apply what is learned to

different settings or situations. S/he can use some skills learned before the injury.

S/he needs a structure environment and routine lifestyle but is able to behave

purposefully and actively participate in activities.

_VII. His or her behavior is automatic and appropriate but s/he uses poorjudgement at

times. His or her thinking tends to be concrete causing him or her to take most

things literally. The plans s/he makes for the future may be unreasonable.

Although it takes longer to learn things, s/he is usually able to apply what was

learned to different situations or settings. Requires very little supervision for

safety. S/he is very familiar with or oriented to home and the treatment facility's

surroundings. S/he can go through daily routine with little, if any confusion.

\VIII. His or her behavior is purposeful and appropriate. Past and recent events are

recalled easily. S/he is not confused about date, time and where they are. S/he

can function without supervision and assistance, within physical capabilities,

once new tasks are learned. S/he can set reasonable goals for the future.

Judgement in daily living and community situations is adequate.
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Names, addresses and phone numbers of parents who have a non-injured child between

15 and 24 years old, who may be interested in participating in the study: (If possible,

please list the parents first who are most similar to you in geographic location and

lifestyle.)

Name Address Phone number
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APPENDIX G

MARITAL SATISFACTION INVENTORY
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Directions

This inventory consists of numbered statements. Read each

statement and decide whether it is true or false when applied

to you.

Mark your answers on the Special Answer Sheet provided.

If a statement is true or mostly true when applied to you,

blacken the circle labeled @. If a Statement is false or not

usually true when applied to you, blacken the circle labeled (9.

Answer each item to the besr of your ability. In the example,

Statement 10 is marked as being true and statement 11 is

marked as being false.

 

Example

7 F

10 O (D

it 6) O   

In marking your answers on the Answer Sheet, be sure

that the number of the statement agrees with the number on

the Answer Sheet. Your marks should be dark and should

completely fill the circle. Carefully erase any answer you wish

to change. Do not make any marks in this booklet.
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18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

l believe our marriage is reasonably happy.

My spouse almost always responds with understanding to my mood at a given moment.

Our marriage has never been in difficulty because of financial concerns.

The husband should be the head of the family.

I had a very happy home life.

There are some things my spouse and I just can’t talk about.

Our sex life is entirely satisfactory.

I have never thought of my spouse or myself as needing marital counseling.

My spouse and I don't have much in common to 'talk about.

. It is sometimes easier to confide in afriend than in my spouse.

. Our income is sufficient to meet my necessary expenses.

. My spouse and I often remain silent for long periods when we are angry with one another.

. A preschool child is likely to suffer if the mother works.

. I am quite happily married.

. My spouse has never been sexually unfaithful.

. My spouse and I enjoy doing things together.

The members of my family were always very close to each Other.

My spouse and I need to improve the way we settle our differences.

My spouse has no common sense when it comes to money.

I have never felt better in my marriage than I do now.

Sometimes my spouse just can’t understand the way I feel.

A husband should take equal responsibility for feeding and clorhing the children.

The one thing my spouse and I don't really fully discuss is sex.

My spouse does n0t take criticism as a personal attack.

Every new thing I have learned about my mate has pleased me.

All the marriages on my side of the family appear to be quite successful.

My mate rarely does things that make me angry.

My spouse is forever checking up on how I spend our money.

Our arguments often end with an exchange of insults.

Mosr women are better off in their own home than in a job or profession.

My spouse occasionally is unable to become sufficiently aroused for us to have sarisfacrory

intercourse.

I wish my spouse would confide in me more.
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33.

34.

35.

36.

37.

38.

3Q.

40.

41.

42.

43.

44.

45.

40.

47.

48.

49.

SO.

51.

52.

53.

54.

. Our marriage has never been in trouble because of our sexual relationship.

56.

57.

S8.

50.

00.

01.

There are some important issues in our marriage that need to be resolved.

My spouse and I Spend a good deal of time together in many different kinds of play and

recreation.

There are times when my mate does things that make me unhappy.

My spouse frequently misinterprets the way I really feel when we are arguing.

Serious financial concerns are n0t likely to deStroy our marriage.

Some things are too upsetting to discuss even with my spouse.

Two married persons should be able to get along better than my mate and I.

My spouse sometimes likes to engage in sexual practices to which I object.

I am quite satisfied with the amount of time my spouse and I spend in leisure.

During an argument with my spouse, each of us airs our feelings completely.

There are some things about my mate that I do nor like.

A woman should take her husband’s laSt name after marriage.

My spouse and I seem to have little in common when we are n0t busy with social

aCtivities.

I've gorten more out of marriage than I expeCted.

When upset, my spouse sometimes does a l0t of little things juSt to annoy me.

I have never been sexually unfaithful to my spouse.

I feel as though we outlive our financial means.

Some equality in marriage is a good thing, but by and large, the husband ought to

have the main sayso in family matters.

My spouse feels free to express openly Strong feelings of sadness.

At times I have very much wanted to leave my spouse.

My childhood was probably happier than mosr.

My spouse has no difficulty accepting criticism.

My mate and I seldom have major disagreements.

My spouse and I frequently sit down and talk about pleasant things that have

happened during the day.

If a child gets sick and the wife works, the husband should be jusr as willing as

she is to stay home from work and take care of the child.

My mate completely undersrands and sympathizes with my every mood.

Frequently when we argue, my spouse and I seem to go over and over the same

old things.

I trust my spouse With our money completely.

GO ON TO THE NEXT PAGE
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62.

63.

64.

65.

66.

85.

86.

87.

88.

89.

90.

CI.

92.

I have important needs in my marriage that are not being met.

My parents’ marriage would be a good example to follow for any married couple.

My spouse can usually tell what kind of day I've had without even asking.

My spouse and I rarely have sexual intercourse.

When my spouse and I disagree, my spouse helps us to find alternatives acceptable to

b0th of us.

. I am fairly satisfied with the way my spouse and I spend our available free time.

. I have wondered, on several occasions, whether my marriage would end in divorce. '

. If a mother of young children works, it should be. only while the family needs the money.

There is never a moment that I do n0t feel “head over heels" in love with my mate.

. My spouse has never taken pleasure in hurting me personally.

. My spouse and I rarely argue about money.

. There are some sexual behaviors I would like but which my spouse doesn't seem to enjoy.

. My spouse is so touchy on some subjects that I can't even mention them.

. My marriage has been disappointing in several ways.

My spouse and I rarely go for walks together.

. Basically, most men Still desire nurturant and “traditional" women.

It is unusual for my spouse to openly express Strong feelings of tenderness.

. There are some things about my mate that I would change ifI could.

. There are some serious difficulties in our marriage.

. My spouse often fails to understand my point of view on things.

. My spouse is sometimes overly modem or prudish in his (her) attitude toward sex.

. Our financial future seems quite secure.

. Women who want to remove the word “obey" from the marriage service don't

undersrand what it means to be a wife.

Whenever I'm feeling sad, my Spouse makes me feel loved and happy again.

My marriage could be much happier than it is.

My spouse and I seem to get carried away in an argument and say things we don’t

really mean.

I have never regretted my marriage, not even for a moment.

My parents' marriage was happier than most.

I nearly always gain complete sexual satisfaction from intercourse with my spouse.

My spouse keeps mOSt of his (her) feelings inside.

The future of our marriage is too uncertain to make any serious plans.

GO ON TO THE NEXT PAGE
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93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

III.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

Our daily life is full of interesting things to do together.

When my spouse and I have differences of opinion, we sit down and discuss them.

The man important thing for a woman is to be a good wife and mother.

I confide in my mate about everything.

I had a very unhappy childhood.

My marriage is less happy than the very successful ones.

I would like to improve the quality of our sexual relationship.

My spouse is pretty good when it comes to saving fnoney.

A lot of arguments with my Spouse seem to be about trivia.

There are some things about my marriage that do n0t entirely please me.

My spouse can always be trusred with everything I tell him (her).

Even when I am with my Spouse I feel lonely much of the time.

My spouse readily admits an error when he (she) has been wrong.

My spouse seems to enjoy sex as much as I do.

It is often hard for my Spouse and me to discuss our finances without getting upset with

each Other.

Only in emergencies should the wife contribute to the financial support of the family.

The unhappiest moments of my life are often caused by my marriage.

My spouse takes quite seriously my feelings and thoughts about an issue.

My spouse doesn't take enough time to do some of the things I'd like to do.

There are times when I do n0t feel a great deal of love and affection for my mate.

My spouse and I communicate very little simply through the exchange of glances.

I have never felt our marital difficulties were piling up so high that we could n0t

overcome them.

I would prefer to have intercourse more frequently than we do now.

My spouse often inSISts on getting his (her) own way regardless of what I may want.

My spouse is a very good manager of finances.

A woman should be able to choose a career outside the home juSt as her husband does.

It seems that we used to have more fun than we do now.

There have been moments of great happiness in my marriage.

My mate has all of the qualities I've always wanted in a mate.

My parents had very few quarrels.

I sometimes am reluctant to express disagreement with my spouse for fear that he (she)

will get angry.
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124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

I35.

I36.

137.

138.

I39.

140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

My spouse has too little regard sometimes for my sexual satisfaction.

My spouse and I argue nearly all the time.

I wish my Spouse shared a few more of my interests.

My Spouse does many different things to show me that he (she) loves me.

A major role of the wife should be that of housekeeper.

Minor disagreements with my spouse often end up in big arguments.

My spouse and I nearly always agree on how frequently to have intercourse.

I might be happier ifl weren’t married. 1

Sometimes I feel as though my spouse doesn't really need me.

My spouse doesn’t seem to underStand the importance of putting money into savings.

A woman's place is in the home.

I feel sometimes like my Spouse is “lecturing" at me.

I get pretty discouraged about my marriage sometimes.

We are as well adjusred as any two persons in this world can be.

Our sexual relationship does not lack at all in variety.

My Spouse and I seem able to go for days sometimes without settling our differences.

The recreational and leisure life of my spouse and myself appears to be meeting bOth our

needs quite well.

My spouse does many things to please me.

Sometimes I wonder just how much my Spouse really does love me.

My parents never really underStood me.

When arguing, we manage quite well to restrict our focus to the important issues.

A wife should not have to give up her job when it interferes with her husband's career.

I am somewhat dissatisfied with how my spouse and I talk about better ways of pleasing

each other sexually.

My spouse and l are happier than mOSt couples 1 know.

Trying to work out a family budget makes more trouble with my spouse than it is worth.

I feel free to express openly strong feelings of sadness to my spouse.

We get angry with each Other sometimes.

My spouse sometimes seems intent upon changing some aspect of my personality.

I am thoroughly committed to remaining in my present marriage.

My spouse likes to share his (her) leisure time with me.

I wish sometimes my spouse would take more initiative in our sexual relations.

Whenever he (she) is feeling down, my spouse comes to me for support.
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156.

157.

158.

181.

182.

183.

184.

185.

186.

My Spouse often complains that I don't understand him (her).

I usually feel that my marriage is worthwhile.

A husband and wife should share responsibility for housework if both work outside

the home.

. My spouse doesn’t alWays appreciate the importance of keeping good financial records.

. I have never seriously considered having an affair.

. In mosr matters, my spouse undersrands what I'm trying to say.

. My spouse and I enjoy the same types of amusement.

. My‘mate rarely does things that make me unhappy.

. I'm n0t sure my spouse has ever really loved me.

. My parents didn't communicate with each other as well as they should have.

. My spouse seems committed to settling our differences.

. I enjoy sexual intercourse with my Spouse.

. I am certain our decision to get married was the right one.

. I might have been happier had I married somebody else.

. When I'm upset, my spouse usually underStandS why, even without my telling him (her).

. Earning the family income is primarily the responsibility of the husband.

. My spouse sometimes buys too much on credit.

. My spouse desires intercourse too frequently.

. I have known very little unhappiness in my marriage.

. I sometimes am reluctant to discuss certain things with my spouse because I'm afraid I

might hurt his (her) feelings.

. My mate occasionally makes me feel miserable.

. The responsibilities of morherhood are a full-time job.

. I sometimes avoid telling my spouse things that put me in a bad light.

. My marriage is as successful as any I know.

. I often wonder what it would be like to have intercourse with someone other than

my spouse.

My spouse and I decide together the manner in which the family income is to be Spent.

Even when angry with me, my Spouse is able to appreciate my viewpoints.

I was very anxious as a young person to get away from my family.

I spend at leaSt one hour each day in an aCtivity with my spouse.

The good things in my marriage seem to far outweigh the bad.

1 don't think any couple could live together with greater harmony than my mate and I.
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1.87.

188.

189.

190.

191.

192.

193.:

194.

195.

190.

197.

198.

199.

200.

201.

202.

203.

204.

205.

200.

207.

208.

209.

210.

211.

212.

213.

214.

215.

216.

217.

218.

A lot of our arguments seem to end in depressing stalemates.

I am sometimes unhappy with our sexual relationship.

A wife's career is of equal importance to her husband's.

My spouse has much difficulty keeping our checkbook balanced.

My spouse and l have never come close to separation or divorce.

My spouse sometimes seems to spend more time with his (her) friends than with me.

My marriage could be happier than it is.

I often wondered whether my parents' marriage would end in divorce.

Our arguments frequently end up with one of us'feeling hurt or crying.

We seem to do more arguing than a couple should.

My spouse sometimes shows too little enthusiasm for sex.

JuSt when I need it the most, my spouse makes me feel important.

A woman should expect her husband to help with the housework.

My spouse buys too many things without consulting with me first.

During our marriage, my spouse and I have always talked things over.

About the only time I‘m with my spouse is at meals and bedtime.

I believe that our marriage is as pleasant as that of mosr people I know.

I certainly h0pe our marriage turns out better than the marriages of some of my relatives.

There are times when I wonder if I made the best of all possible choices.

Talking about sexual performance with my Spouse is not difficult.

My Spouse and I are often unable to disagree with one an0ther without losing our tempers.

My Spouse is often too concerned with financial matters.

If it weren't for fear of hurting my mate, I might leave him (her).

There should be more day-care centers and nursery schools so that more m0thers of

young children could work.

My mate and I underStand each other completely.

My spouse and I sometimes enjoy juSt sitting down and doing things together.

We could have many fewer marital difficulties if our family income were larger.

My spouse rarely nags me.

I would like my Spouse to express a little more tenderness during intercourse.

I think my marriage is less happy than mOSt marriages.

When disagreements arise they are always settled in a peaceful, fair, and democratic manner.

I am apt to hide my feelings in some things, to the exrent that my spouse may hurt me

without his (her) knowing it.
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219.

220.

221.

222.

223.

224.

225.

226.

227.

228.

229.

230.

231.

232.

233.

234.

235.

236.

237.

238.

239.

Before marrying, l was quite eager to leave home.

My spouse's feelings are too easily hurt.

My marriage is an unhappy one.

Where a family lives Should depend mostly on the husband's job.

My Spouse invests money wisely.

My spouse rarely refuses intercourse when I desire it.

We sometimes seem unable to settle calmly even our minor differences.

I have often considered asking my spouse to go with me to seek marital counseling.

We juSt don't get the chance to do as much together any more.

My marriage is not a perfect success.

It's only natural for a man to be b0thered if his wife makes more money than he does.

My spouse doesn't take me seriously enough sometimes.

Frankly, our marriage has not been successful.

My spouse and I almost always discuss things together before making an important decision.

There is n0thing I would like to change about our sex life.

My parents loved each other.

Such things as laundry, cleaning, and child care are primarily the wife's responsibility.

My spouse seems to enjoy juSt being with me.

There are many things about my marriage that please me.

There is a great deal of love and affection expressed in our marriage.

My marriage has been very satisfying.

Couples WITHOUT CHILDREN Should STOP here.
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All couples WITH CHILDREN should continue to answer EACH of the following items.

240. Having children has increased the happiness of our marriage.

241. My spouse and I nearly always agree on how to respond to our children's requeSts for

money or privileges. ‘

242. For the most part, our children are well behaved.

243. Our children often manage to drive a wedge between my spouse and me.

244. Raising children is a nervewracking job.

245. Our children seem to fight among themselves more than children in other families.

246. My spouse and I rarely disagree on how much time to spend with the children. E

247. My children and I don't have very much in common to talk about.

248. My Spouse doesn’t assume his (her) fair share of taking care of the children.

 
249. Having children has nor brought all of the satisfactions I had hOped it would.

250. A large portion of arguments l have with my spouse are caused by the children.

251. I wish my children would Show a little more concern for me.

252. My children have learned that if they can’t get something from me they can often

get it from my spouse.

253. Having children has not kept my spouse and me from doing as much together as we

used to do. .

254. My spouse doesn't Spend enough time with the children.

255. Our children don’t seem as happy and carefree as other children their age.

256. Most of the work involved in caring for the children falls on my shoulders.

257. Our marriage might have been happier if we had not had children.

258. My spouse and I rarely argue about the children.

259. My children rarely seem to care how I feel about things.

260. Quite frequently my children come and talk with me about routine events in their

daily lives.

261. My Spouse and I decide together what rules to set for our children.

262. Having children has interfered with pursuit of my own career.

263. My Spouse and I assume equal responsibility for rearing the children.

264. Words don't seem to have any impact on kids these days.

265. The children and I often work together in the yard or on projects around the house.

266. My spouse shows a great deal of enthusiasm in our children’s interests and

accomplishments.

267. I sometimes think my spouse and I should have waited longer before having children.
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. Our marriage has never been in difficulty because of the children.

. Our children rarely fail to meet their responsibilities at home.

. Sometimes my spouse really spoils the children.

. I frequently get together with one or more of the children for fun or recreation at home.

. My spouse and I always try to support each Other when one of us praises or punishes our

children.

. Our children do not Show adequate respect for their parents.-.

. My spouse doesn’t diSplay enough affection toward the children.

. My children's value syStems are very much the samé as my own.

. My spouse and I seem to argue more frequently since having children.

. Before having children, I didn't realize how much of a burden raising a family could be.

. My spouse and I nearly always agree on what our children's responsibilities at home

should be.

. My children consider me an important part of their lives.

. My spouse and I rarely disagree on when or how to punish the children.

END
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   BriefSymptom Inventory"

Leonard R. Derogatis, PhD

 

  

Last blame 1 N First -_ h - M1

 

10 Number

//
Age Gender Test Date

 

 

INSTRUCTIONS:

On the next page is a list of problems people sometimes have. Please

read each one carefully. and blacken the circle that best describes

HOW MUCH THAT PROBLEM HAS DISTRESSED OR BOTHERED

YOU DURING THE PAST 7 DAYS INCLUDING TODAY. Blacken the

circle for only one number for each problem and do not skip any items.

If you change your mind. erase your first mark carefully. Read the

example before beginning. and if you have any questions please ask

 

them.
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‘1 HOW MUCH WERE YOU orsrnesseo 3v:

Nervousness or shakiness inside

Faintness or dizziness

The idea that someone else can control your thoughts

Feeling others are to blame for most of your troubles

Trouble remembering things

Feeling easily annoyed or irritated

Pains iii heart ()1 011051

Feeling afraid in open spaces or on the streets

Thoughts of ending your life

Feeling that most people cannot be trusted

Poor appetite

Suddenly scared for no reason

Temper outbursts that you could not control

Feeling lonely even when you are with peOple

Feeling blocked in getting things done

Feeling lonely

Feeling blue

Feeling no interest in things

Feeling fearful

Your feelings being easily hurt

Feeling that people are unfriendly or dislike you

Feeling inferior to others

Nausea or upset stomach

Feeling that you are watched or talked about by others

Trouble falling asleep

Having to check and double-check what you do

Difficulty making decisions

Feeling afraid to travel on buses. subways. or trains

Trouble getting your breath

Hot or cold spells

Having to avoid certain things, places, or activities because they frighten you

Your mind going blank

Numbness or tingling in parts of your body

The idea that you should be punished for your sins

Feeling hopeless about the future

Trouble concentrating

Feeling weak in parts of your body

Feeling tense or keyed up

Thoughts of death or dying

Having urges to beat, injure. or harm someone

Having urges to break or smash things

Feeling very self-conscious with others

Feeling uneasy in crowds. such as shopping or at a movie

Never feeling close to another person

Spells of terror or panic

Getting into frequent arguments

Feeling nervous when you are left alone

Others not giving you proper credit for your achievements

Feeling so restless you couldn't sit still

Feelings of worthlessness

Feeling that people will take advantage of you if you let them

Feelings of guilt

The idea that something is wrong with your mind
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APPENDIX 1

COPING RESPONSES INVENTORY

180



CRI-ADULT FORM

Item Booklet

 

 

Directions:

On the accompanying answer sheet, please fill in your name. today's date, and your

sex, age, marital status, ethnic group, and education (number of years completed).

Please mark all your answers on the answer sheet. Do not write in this booklet.
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Part 1

This booklet contains questions about how you manage important problems that come

up in your life. Please think about the most important problem or stressful situation you

have experienced In the last 12 months (for example, troubles with a relative or friend,

the illness or death of a relative or friend, an accident or illness, financial or work prob-

lems). Briefly describe the problem in the space provided in Part 1 of the answer sheet. If

you have not experienced a major problem, list a minor problem that you have had to

deal with. Then answer each of the 10 questions about the problem or situation (listed

below and again on the answer sheet) by circling the appropriate response:

 

 

 

 

 

 

Circle“DN" if your response is DEFINITELY NO. KITNTMI‘I MY DYJ

Circle “MN” if your response is MAINLY NO. [DH (Ml‘b MY DYJ

Circle “MY" if your response is MAINLY YES. Lon MN (Min DY) i
 

Circle “DY" if your response is DEFINITELY YES. (on MN Mflbv] ;

 I. Have you ever faced a problem like this before?

Did you know this problem was going to occur?

.
w

r
9

Did you have enough time to get ready to handle this problem?

When this problem occurred, did you think of it as a threat?

When this problem occurred, did you think of it as a challenge?

Was this problem caused by something you did?

5
’
9
3
”
.
“

Was this problem caused by something someone else did?

Did anything good come out of dealing with this problem?

$
0
.
9
9

Has this problem or situation been resolved?

10. If the problem has been worked out, did it turn out all right for you?
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Part 2

Read each item carefully and indicate how often you engaged in that behavior in connec-

tion with the problem you described in Part 1. Circle the appropriate response on the

answer sheet:

Circle “H” if your response is NO, Hot at all. KIN‘F O 5 FJ

Circle “0" If your response is YES, Once or Twice. {TTTB‘LIS‘ FJ

Circle '8" if your response is YES, Sometimes. I N :31 g S I F I

Circle "F' if your response is YES, Fairly ofter. [1‘1 0 S (g

 

 

 

 

There are 48 items in Part 2. Remember to mark all your answers on the answer sheet.

Please answer each item as accurately as you can. All your answers are strictly confiden-

tial. If you do not wish to answer an item, please circle the number of that item on the

answer sheet to indicate that you have decided to skip it. If an item does not apply to you.

please write PIA (Not Applicable) in the box to the right of the number for that item. If you

wish to change an answer, make an X through your original answer and circle the new

answer. Note that answers are numbered across in rows on Part 2 of the answer sheet.

I. Did you think of different ways to deal with the problem?

2 Did you tell yourself things to make yourself feel better?

3 Did you talk with your spouse or other relative about the problem?

4. Did you make a plan of action and follow it?

5 Did you try to forget the whole thing?

6 Did you feel that time would make a difference—that the only thing to do was wait?

I. Did you try to help others deal with a similar problem?

8. Did you take it out on other people when you felt angry or depressed?

9. Did you try to step back from the situation and be more objective?

10. Did you remind yourself how much worse things could be?

I I. Did you talk with a friend about the problem?

12. Did you know what had to be done and try hard to make things work?

13. Did you try not to think about the problem?

14. Did you realize that you had no control over the problem?

15. Did you get involved in new activities?

16. Did you take a chance and do something risky?

17. Did you go over in your mind what you would say or do?

18. Did you try to see the good side of the situation?

19. Did you talk with a professional person (e.g., doctor. lawyer. clergy)?

20. Did you decide what you wanted and try hard to get it?

183



21.

22.

24.

26.

27.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

Did you daydream or imagine a better time or place than the one you were in?

Did you think that the outcome would be decided by fate?

Did you try to make new friends?

Did you keep away from people in general?

Did you try to anticipate how things would turn out?

Did you think about how you were much better off than other people with similar

problems?

Did you seek help from persons or groups with the same type of problem?

Did you try at least two different ways to solve the problem?

Did you try to put off thinking about the situation, even though you knew you

would have to at some point?

Did you accept it; nothing could be done?

Did you read more often as a source of enjoyment?

Did you yell or shout to let off steam?

Did you try to find some personal meaning in the situation?

Did you try to tell yourself that things would get better?

Did you try to find out more about the situation?

Did you try to learn to do more things on your own?

Did you wish the problem would go away or somehow be over with?

Did you expect the worst possible outcome?

Did you spend more time in recreational activities?

Did you cry to let your feelings out?

Did you try to anticipate the new demands that would be placed on you?

Did you think about how this event could change your life in a positive way?

Did you pray for guidance and/or strength?

Did you take things a day at a time, one step at a time?

Did you try to deny how serious the problem really was?

Did you lose hope that things would ever be the same?

Did you turn to work or other activities to help you manage things?

Did you do something that you didn't think would work, but at least you were doing

something?
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CRI-ADULT ANSWER SHEET Form: Actual Ideal,

 

 

 
  

Name Date / / Sex __ Age -

Marital Status Ethnic Group Education

Part 1

Describe the problem or situation
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DN - Definitely No MN - Mainly No MY - Mainly Yes DY - Definitely Yes

I. Have you ever faced a problem like this before? ] DN MN MY DYJ

2. Did you know this problem was goingtooccur? [ON MN MY DY]

3 Did you have enough time to get ready to handle this problem? “3N MN MY DH

4. When this problem occurred, did you think of it as a threat? [on MN MY DY]

5. When this problem occurred. did you think of it as a challenge? LDN MN MY DY]

6. Was this problem caused by something you did? “3N MN MY DY]

7. Was this problem caused by something someone else did? [DN MN MY 0“

8. Did anything good comeoutof dealing with this problem? Ion MN MY DY]

9. Has this problem or situation been resolved? lDN MN MY DYJ

to. it the problem has been worked out, did lttum out all right for you? [on MN MY DY]

Part2

N-No.Not at all 0-Yes, Once or twice 8-Yes. Sometimes F-Yes. Fairly often

1 2 3 4 5 6 7 8

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF

9 10 11 12 13 14 15 16

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF

17 1O 19 20 21 22 23 24

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF

25 26 27 28 29 30 31 32

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF

33 34 35 36 37 33 39 40

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF

41 42 43 44 45 46 47 48

NOSFNOSFNOSFNOSFNOSFNOSFNOSFNOSF          
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APPENDIX .1

DESCRIPTION OF THE STUDY

This study will provide information about parent's marital functioning after an

adolescent/young adult child sustains a head injury. All results will be kept confidential

and will be reported only in group form. It will take approximately 45 to 60 minutes to

complete the background sheet and three questionnaires. Couples will receive $10.00 for

completing and returning the packet of materials. A return envelope that is addressed

and stamped will be provided for your convenience. Results ofthe study will be

forwarded to you (when available) upon request.
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APPENDIX K

BACKGROUND INFORMATION - (Control Group)

Name:
 

Address:
 

 

PARENT INFORMATION:

Sex: __ Male __ Female Age:

Race: __ Caucasian/White _ Black _ Hispanic _ Other

Highest educational level:

How long have you been married to your current partner?_year(s)

How many children do you and your spouse have? __

How many children live at home?

Do you work outside of the home? _ yes _ no .

Does your family earn _ less than $10,000 per year, _510-25,000 per year,

_$25-50,000 per year, _ $50-100,00 per year, _ more than $100,000? ‘

 

 

From your point of view, has your marriage changed in the last five years?

__ not at all _ yes, it is better _ yes, it is worse

Have you seriously considered separation or divorce in the last five years?

_ yes _ no

Are you currently receiving marital counseling? _ yes _ no

Are you under a doctor's care? _ yes _ no

(Optional) If so, why?
 

Are you taking medication(s) for depression, sleeplessness, anxiety or nerves?

(Circle any that you take)

INFORMATION ABOUT YOUR ADOLESCENT/YOUNG ADULT CHILD

Current age of child:_ Sex: _male _female

Is this child your biological, step, or adopted child? (Circle one)

Does he or she live on their own, outside of your home? _ yes _ no

If not, do you think that he or she should be living on their own? _yes _no
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APPENDIX L

INFORMED CONSENT - (Control Group)

This research study is designed to provide information about parents'

marital functioning after an adolescent or young adult child sustains a brain

injury. Results from parents who have a non-injured child will be helpful in

understanding what is common for families with teen-age or young adult children

and what characteristics are unique to families with an older child who has a head

injury.

Ifyou decide to participate, your answers will be confidential and will not

be released without your written permission. Because you will be completing

psychological inventories that require interpretation by a psychologist, your

results will only be released to a psychologist who agrees to interpret and review

the results with you. Referrals will be offered upon request. Only group scores

will be used in this study and all identifying information will be confidential.

When available, group results will be sent to those who have requested it.

Your participation is voluntary and you may withdraw at any time. If you

do decide to participate, you will have a background sheet and three

questionnaires to complete. It will take approximately 45 to 60 minutes. To

ensure that your responses reflect you; feelings or beliefs please answer all items

and do not discuss your answers with your spouse, at least until you have

completed the entire packet.

Written instructions for each questionnaire are provided at the beginning

of each form. Please record your responses on the corresponding answer sheet.

Try not to skip any items. When answering questions about children, please think

about your 15 to 24 year old child.

Your participation is greatly appreciated and will likely add to our

understanding ofhow brain injury in an older child impacts parents. While

participation will not benefit you directly, it is hoped that clearer understanding

will lead to better help and more resources for families.

For participating, a check for $10.00 will be sent to couples when both

spouses have completed and returned the research packet. An addressed and

stamped envelope is enclosed for your convenience. Please note that you indicate

your voluntary agreement to participate by completing and returning the

questionnaires. Thanks again! If any questions or concerns arise before or after

participating, please feel free to contact me at (517)482-3775 or (810)788-4522.

Ann Marie Thompson, M.S.

MSU Doctoral student in Counseling Psychology
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APPENDIX M

HUMAN SUBJECTS APPROVAL
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March l6, I994

TO: Ann Marie Thompson

1186 Wild Cherry Drive

Williamston, Michigan 48895

RE: IRB #: 94-099

TITLE: PARENTAL MARITAL FUNCTIONING FOLLOWING TRAUMATIC BRAIN

INJURY IN AN ADOLESCENTIYOUNG ADULT CHILD
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