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ABSTRACT

THE RELATIONSHIP OF PERCEIVED RESOURCES AND PERCEIVED

MARITAL FUNCTIONING IN THE HUSBAND AND WIFE

POST-MYOCARDIAL INFARCTION

By

J11] Kresge Rogers

The mediating effect of various resources on maritai functioning

post-MI has been studied infrequentiy to date. A descriptive correla-

tiona] study was thus conducted to ascertain the reiationship between

perceived resources and perceived marita] functioning in the husband

and wife post-myocardiai infarction. Data were taken from an eariier

research study (Kline & Warren. 1981). The sampie consisted of 97

married coupies in which the husband had experienced a myocardiai

infarction within the past 12 months. Subjects compieted a maritai

functioning instrument and sociodemographic questionnaire. The Pearson

product-moment.correlation coefficient and step-wise muitipielregres-

sion were emp1oyed to anaiyze the data. Husbands' and wives' percep-

tions of the importance of the husbandhs sociai contacts. reiigion. and

medicai resources were significantiy correiated with marita] function-

ing for both partners. Reiigion was the best predictor of maritai

functioning for the husbands. whiie medicai resources best predicted

marita1 functioning for the wives.
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CHAPTER I

INTRODUCTION TO THE STUDY

.Intnoduction

Coronary heart disease. a major clinical manifestation of which is

the myocardial infarction (MI). poses a major health problem in the

United States. In 1981 alone. 559.000 people in this country died of

myocardial infarctions. Despite a steady decrease in mortality since

1968. coronary heart disease remains the leading cause of death in the

United States yearly (National Heart. Lung. & Blood Institute. 1982).

The American Heart Association (1984) estimated that there are

4.600.000 Americans still living who have experienced an MI. The

incidence may be as high as 1.500.000 victims per year (American Heart

Association. 1984). In Michigan alone. over 13.000 individuals die of

myocardial infarctions each year (American Heart Association. 1984).

Individuals who suffer an MI will be affected by the experience.

not only physically. but psychologically and socially as well. An MI

is a crisis of major dimensions: life-threatening. painful. and

debilitating. The occurrence of an MI transforms those who experience

it from healthy individuals into persons who must live the remainder of

their lives with the knowledge of the potential consequences of their

condition (Croog & Levine. 1977).
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Researchers have extensively studied the emotional and

psychological consequences of an M1 upon the individual experiencing

it. Denial (Croog. Shapiro. & Levine. 1971). depression (Hackett &

Cassem. 1975). and anxiety (Mayou. Foster. & Williamson. 1978a) are

common symptoms of MI patients during convalescence. Psychological

distress may persist up to 1 year post-infarction with patients

reporting tension. anxiety. fatigue. irritability. and depression

(Mayou et al.. 1978a).

The psychological trauma of a heart attack leaves its impact on

the victinfls family as well. particularly on the spouse. According to

Skelton and Dominion (1973). wives of MI patients report the convales-

cent period to be stressful due to marital tension resulting from their

husbands' dependency and irritability. Interpersonal friction may

result from conflict regarding the patient's therapeutic regimen and

the wife's overprotectiveness (Wishnie. Hackett. 8. Cassem. 1971). In

addition. many wives express fears of precipitating another MI either

by quarreling with their husbands (Mayou et al.. 1978a: Wishnie et a1"

1971) or by resuming sexual relations (Papadopoulos. Larrimore. Cardin.

8. Shelley. 1980).

In spite of these conflicts. however. marital deterioration post-

myocardial infarction is not an inevitable outcomet In a study by

Mayou et aL.(l978a)..a number of couples reported an improvement in

marital and family relations after the MI. A lasting revaluation of

their relationship resulted from the experience. The predictive



factors for marital outcome post-infarction were»premorbid marital

quality and the occurrence of other major life events during the year

(Mayou et al.. 1978a).

Role changes and task reallocation are inevitable after an MI.

Failure to adapt to these changes may result in family dysfunction

(Bruhn. 1977). To maintain their marital relationship. the husband and

wife must seek positive methods for coping with the stress of the

husband's MI.

A familyNS ability to cope successfully with the problems created

by heart disease is dependent on the resources available to it

(Jacobson & Eichhorn. 1964L Family members. neighbors. friends.

family goals and values. and adequate financial reserves are all

valuable resources reported by families experiencing heart disease

(Jacobson & Eichhorn. 1964). According to Croog. Lipson. and Levine

(1972). the primary sources of support for patients post-MI were family

and friendship networks. Institutional and agency services were seldom

used during convalescence.

Finlayson (1976) has related the availability of resources to

patient outcome in post-MI patients. In Finlayson's study. those

families in which the wife reported fewer sources of network support

and in which the support was primarily restricted to the marital

couple's families of origin. experienced less favorable outcomes than

those families with greater support resources.

In summary. researchers have demonstrated that a myocardial

infarction is a significant and stressful event for both the patient



and the spouse. This experience necessitates changes in the marital

relationship and may negatively affect marital functioning. Resources

are important in enabling the family to cope with the changes which

occur following an M1. Thus. adequacy of resources may be a signifi-

cant factor in determining patient outcome.

There remains a need for research regarding the mediating effect

of various resources on marital functioning post-myocardial infarction.

Identification of a positive relationship between specific types of

resources and marital functioning would enable health care profes-

sionals to better assist the husband and wife in developing strategies

to cope effectively with the crisis of an MI.

W):

The purpose of this study is to describe the relationship of

selected perceived resources and perceived marital functioning in the

husband and wife post-myocardial infarction. Increased understanding of

the relationship between resources and marital functioning after an M1

will enhance nursing's ability to assist the marital couple in identi-

fying. strengthening. and using their available resources. Nurses may

then develop intervention strategies to improve the couple's use of their

resources and increase the couple's level of marital functioning. thus

enabling them to cope more effectively with the MI experience.

W

The problem posed by this researcher is as follows: Is there a

relationship between perceived social. cultural. religious. and medical



resources and perceived marital functioning in the husband and wife

post-myocardial infarction?

Winn:

1. Is there a relationship between the husband's perception of

his resources (social. cultural. religious. and medical) and his

perception of marital functioning after the MI?

. 2. Is there a relationship between the wife's perception of her

husband's resources (social. cultural. religious. and medical) and her

perception of marital functioning after the MI?

3. How do husbands' and wives' perceptions of the husband's

resources and their perceptions of marital functioning compare after

the husband's MI?

W

For the purpose of this study. the concepts within the problem

statement are defined as follows:

Busband_and_w1Ie_n9sIzmxncandial_1n£anctinn: A male patient.

between the ages of 35 and 69. who has been diagnosed and hospitalized

with a heart attack within the past 12 months. and his spouse. Couples

were married and living together at the time of the study.

.Ma:1151_1nngt19n1ng: The way in which the patient and his spouse

relate to one another across a number of parameters. including Adapta-

tion. Eartnership. Growth. Affection. and Besolve (APGAR). to maintain



their integrity as a nurturing unit (Smilkstein. 1978). Each of the

APGAR dimensions is defined below:

1. Amapjatign is the use of intra- and extrafamilial resources

for problem solving when family equilibrium is stressed during

a crisis.

2. .Eantnenship is the sharing of decision-making and nurturing

responsibilities by family members.

3. fiflznmflh is the physical and emotional maturation and self-

fulfillment that is achieved by family members through mutual

support and guidance.

4. Afijegtign is the caring or loving relationship that exists

among family members.

5. Regalia is the commitment to devote ti me to other members of

the family for physical and emotional nurturing. It also

usually involves a decision to share wealth and space (Smilk-

stein. 1978. p. 1232).

.Basgunces: Those social. cultural. religious. and medical assets

available to the patient and his spouse that serve the process of

marital nurturing (Smilkstein. 1980). Marital resources are considered

effective under the following circumstances:

1. 599131 interaction is evident among family members. Family

members have well-balanced lines of communication within areas

of extrafamilial social interaction such as friends. support

groups. clubs. and other community organizations.

2. .Cultucal Pride or satisfaction can be identified. especially

in distinct ethnic groups.

3. .Bellgign offers satisfying spiritual experiences as well as

contacts with an extrafamilial support group.

4. .Medical care is available through channels that are easily

established and have previously been experienced satisfac-

torily (Smilkstein. 1978. p. 1237).



.Egngeptign: The personal. subjective way in which each individual

views experiences: the process by which information is organized.

interpreted. and transformed from sensory data and memory to give

meaning to one's experiences (King. 1981).

Assumptions

The following assumptions were made regarding this study:

1. A myocardial infarction is a crisis situation in the family

life cycle.

2. ‘The experience of a myocardial infarction will require

adjustment on the part of the patient and his spouse.

3. All marital dyads possess some inherent resources to enable

them to cope with crises.

'4. The experience of a myocardial infarction will affect the

level of functioning of the marital couple.

5. The husband's and wife's perceived level of marital

functioning can be measured.

6. The husband's and wife's perceptions of social. cultural.

religious. and medical resources can be measured.

7. The instruments used in this study are sensitive enough to

measure the variables accurately.

8. The study participants will respond honestly to the instru-

ments measuring marital functioning and resources.

9. The husband and wife will not confer while completing the

instruments.



Limitations

Limitations of the study include the following:

1. Measures of marital functioning for the sample population pre-

myocardial infarction are not available.

2. This study does not control for other variables which could

affect marital functioning. such as health status of the wife. other

chronic health problems of the patient. severity of MI. occurrence of

other major life events during the convalescent period. history of a

previous M1 or cardiac surgery. and post-MI complications such as

congestive heart failure. angina. and pericarditis.

3. The measurement of marital functioning is subjective.

Variation may occur in the husband's and wife's responses from day to

day.

4. The resource instrument contains only one item for each of the

cultural. religious. and medical dimensions and two items for the

social dimension. Not all aspects of the couple's perception regarding

those dimensions may be tapped.

5. The study uses a convenience sample whose responses may differ

from those of a randomized sample.

6n Questionnaires were mailed to participants. allowing for

potential conferring of the husband and wife while completing the

instruments.

7. The length of time since the husband's MI is a potential

confounding variable in this study. Husbands and wives may perceive



their marital functioning differently at 3. 6. 9. and 12 months post-

MI. and results may differ across the trajectory.

8. The data used in this research were collected for a previous

study (Kline & Warren. 1983). Sensitivity of the instruments to

measure the variables may thus be decreased.

9. Clinical documentation of MI (alteration in electrocardiogram

and elevation of serum enzymes) is not available for study participants

as subjects were referred by their physicians. Subjects may have been

admitted to the study who do not meet the clinical criteria for diag-

nosis of an MI.

Wants

This research study is organized into six chapters. Chapter I

included the background and purposes of the study. the problem state-

ment. research questions. definition of the concepts. and the assump-

tions and limitations of the study. The concepts of marital function-

ing. resources. the husband and wife post-myocardial infarction. and

the post-MI period are delineated in Chapter II. The relationship

among these concepts is explored. and a conceptual model for the post-

MI couple proposed. based on the nursing theory of Imogene King. In

Chapter III a review of literature pertinent to the research problem is

provided. A description of the research methodology and design used in

the study is included in Chapter IV. Study findings are presented in
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Chapter V. In Chapter VI. the researcher provides a summary of the

study. draws conclusions. and explores the implications of the findings

for nursing practice. nursing education. and further nursing research.



CHAPTER II

THE CONCEPTUAL FRAMEWORK

Perceived resources and perceived marital functioning in the

husband and wife post-myocardial infarction were the focus of this

study. In this chapter. relevant theories and concepts are provided to

delineate the research problem. The concepts pertinent to this study

are perceived resources. perceived marital functioning. the husband and

wife. and post-myocardial infarction. Each of these concepts is

explicated and the relationships among them explored. Based on this

relationship. a model will be constructed for the marital dyad post-

myocardial infarction using the nursing theory of Imogene King (1981).

W

The establishment of an intimate relationship with another human

being is considered by researchers to be a primary developmental task

of young adulthood (Duvall. 1977; Erickson. 1963; Gould. 1978; Newman 8.

Newman. 1979). Erickson (1963) stated that young adults desire to

commit themselves to partnerships with others and to abide by these

commitments despite necessary sacrifices and compromises.

Marriage is one context in which work on intimacy and mature

social relationships occurs (Newman & Newman. 1979L According to

Duvall (1977). marriage itself is one of the developmental tasks of

11
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young adults within the family life cycle. Thus within a larger

framework. the marital dyad. consisting of a husband and wife. may be

viewed as a subdivision of the family unit.

The family may be defined as a small social system in which indi-

vidual members are related to one another by bonds of affection and

loyalty. Families possess a sense of permanence. establishing house-

holds that persist over years and decades (Terkelson. 1980).

Smilkstein (1978) defined the family in the context of the health

care system. A family is a psychosocial unit. consisting of the

patient and one or more persons. in which the individuals have a

commitment to nurture one another.

In this study the husband and wife are viewed as a family unit and

defined as follows. ‘The husband and wife are a psychosocial unit

comprised of a male patient. who has experienced an M1. and his spouse.

These individuals are related to one another by bonds of affection.

loyalty. and permanence and are committed to nurturing one another.

.E951:M¥Q§i£flifll.1fl£fl£§112n

A myocardial infarction is most simply termed a "heart attackJ'

An MI results from narrowing of one or more of the coronary arteries

which supply oxygen and nutrients to the heart. When a portion of

coronary artery becomes occluded. there is a cessation of blood flow to

the myocardium. Contraction in the affected area ceases due to lack of

oxygen. and tissue necrosis occurs. Anaerobic metabolism will be ini-

tiated in the infarcted area. resulting in lactic acid accumulation in

the tissues and loss of potassium and creatine from the cells.
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Enzymes. such as lactic dehydrogenase (LDH). will be released from the

damaged cardiac muscle into the systemic circulation (Jones. Dunbar. &

Jirovec. 1978).

Following the infarct. the myocardial tissue will undergo numerous

changes. Collateral circulation will develop to provide the deprived

area with an alternate source of oxygen and nutrients. 'The myocardial

cells will not regenerate. however. Healing of the damaged tissue

occurs by replacement of the necrotic cells with nonfunctional

connective tissue. The formation of scar tissue begins within 6 to 10

days following completion of the infarct and continues for up to 6

weeks post-infarction (Jones et al.. 1978).

During the acute phase. within 48 hours of admission to the

hospital (Billing. Lindell. Sederholm. & Theorell. 1980). patients are

at greatest risk for the development of complications such as conges-

tive heart failure. cardiogenic shock. arrhythmias. rupture of the

ventricular wall. and embolus formation (Jones et al.. 1978). It is

therefore typical for patients to spend several days in a coronary care

unit. After their condition is stabilized. patients are transferred to

a stepdown unit for an additional 6 to 10 days before discharge.

Current medical practice stresses early ambulation for patients

with uncomplicated myocardial infarction (Winslow & Weber. 1980). A

rehabilitation program is frequently initiated in the hospital. which

includes a graded activity program. education regarding medications.

diet and exercise. and discussion of risk factors (Devney. 1980;



14

Winslow & Weber. 1980A Stress testing is also typically completed

before discharge.

The rehabilitation process continues after discharge. It is

during the post-hospital convalescence that the patient must begin the

process of resolution. The consequences of the MI must be dealt with.

and the patient must begin to set goals for recovery and work to

achieve them (Scalzi. 1973). Patients face adjustments in physical

activities. social activities. and family relationships during

convalescence (Mayou et al.. 1978a). Psychological adjustmemts are also

comnuuu Depression (Hacket & Cassem. 1975). weakness. anxiety. insomnia.

and ennui (Wishnie. Hackett. & Cassem. 1971) have all been reported

following discharge.

According to Hackett and Cassem (1975). the period of post-

hospital convalescence for the MI patient begins at discharge and ends

when the point of maximum rehabilitation potential is reached in terms

of family role. employment. and personal happiness. Similarly. Stern.

Pascale. and Ackerman (1977) measured successful rehabilitation after

an M1 by the patient's return to work. sexual functioning. and the

absence of anxiety and depression. A review of pertinent literature

indicated that researchers have assessed patients and spouses during

hospitalization and at varying intervals up to 1 year post-infarction

to determine their degree of adjustment (Mayou et aL» 1978a; Skelton &

Dominion. 1973; Stern et al.. 1977; Wishnie et al.. 1971).
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In this study. the concept post-myocardial infarction is defined

as the period from hospital discharge following an MI to 1 year post-

infarction.

Emma

A familyds resources have been viewed by researchers as a valuable

mediator of life stress (Hill. 1958; McCubbin. 1979: McCubbin &

Patterson. 1983: Pearlin & Schooler. 1978). Such resources are seen as

serving a dual function for families: buffering the negative conse-

quences of stressors on family life and facilitating family adjustments

given a crisis situation (McCubbin. Joy. Cauble. et al.. 1980). In

spite of an agreement on the importance of resources for families.

however. there is confusion in terms of how resources should be

defined.

Hill (1958) was one of the earliest theorists to identify family

resources as an important factor in helping families cope with crises.

He defined family resources as the characteristics within the family

organization that. by their presence or absence. will either prevent a

crisis or lead the family into one. According to Hill. resources are

primarily internal: iua. they "lie within the family itself and must

be seen in terms of the family's structure and values" (p. 14).

Internal resources were also the central focus of Olson. Sprenkle.

and Russefll's (1979) Circumplex Model of Marital and Family Systems.

Olson et a1. delineated two dimensions. adaptability and cohesion.

which describe family members' manner of relating to one another.

Cohesion is the emotional bonding and degree of individual autonomy of
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family members. Adaptability is the family's ability to respond to

stress by changing its role relationships. power structure. and rela-

tionship rules. According to Olson et al.. families in which cohesion

and adaptability are balanced tend to function more adequately than

families in which there are extremes of these dimensions. The degree

of cohesion and adaptability within a given family is fluid. however.

and will change as families are faced with and adapt to stress.

Integration and cohesion were also identified by McCubbin (1979)

as valuable internal resources enabling the family to withstand social

and psychological stressors. In addition. McCubbin argued that a

second set of resources is important to ensure the family"s adaptation

in a crisis. iua. the development of a set of coping behaviors aimed

at strengthening the family"s functioning. reducing the sources of

stress. and securing external supports.

In contrast to McCubbin (1979). Pearlin and Schooler (1978) viewed

resources and coping behaviors as distinct categories. These authors

clearly differentiated between resources (those things that are avail-

able to individuals in developing their coping repertoires) and the

specific coping responses (what individuals actually do to mediate the

sources of stress). According to Pearlin and Schooler. there are two

types of resources of importance in enabling an individual to respond

positively to life stressors: social resources and psychological

resources.

Psychological resources reside within the personality and can be

drawn upon by the individual in times of need. These responses include
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self-esteem (the positive attitude one holds about oneself). self-

denigration (the extent to which one holds negative feelings about

oneself). and mastery (one's belief in one's ability to control one's

own life (Pearlin & Schooler. 1978).

Social resources. on the other hand. are the interpersonal

networks of which the individual is a part. such as extended family.

friends. neighbors. and the work group (Pearlin & Schooler. 1978L

These social networks are external to the family unit itself. but are a

potential source of support in times of crisis.

The importance of social networks as a resource for families

facing crises was also documented by Finlayson (1976A. Finlayson

described social networks as those persons perceived by wives as lay

helpers and consultants during the crisis of their husbands' hospitali-

zation and afterward. Finlayson's study indicated that strong and

varied social support is positively related to favorable outcome post-

myocardial infarction.

From the above discussion. two categories of family resources can

be identified. internal and external. Internal resources lie within

the family unit itself and encompass characteristics of the family‘s

structure. values. and manner of interacting with one another as well

as the individual assets of family members. External resources lie

outside the family unit. encompassing social networks such as rela-

tives. friends. neighbors. and the larger community. Both internal and

external resources are of value in assisting families to adapt in a

crisis situation.
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The majority of the studies discussed above focused either on

internal resources (Hill. 1958; Olson et aL» 1979: McCubbin. 1979) or

external resources (Finlayson. 1976). Their applicability to a study

of family resources is therefore limited. Pearlin and Schooler's study

(1978). while encompassing both categories. was directed to the

individual rather than the family. It is thus inappropriate for the

purpose of this study.

A framework for assessing family resources which encompasses both

the internal and external dimensions was developed by Smilkstein (1978L

According to Smilkstein. family resources are those "assets that serve

the process of family nurturing" (p. 226). Family resources include

social. cultural. religious. economic. educational. and medical assets.

These are designated by the acronym SCREEM (Smilkstein. 1978L

Smilkstein (1980) stated that when stressful events occur. the

family maintains its equilibrium by use of family resources to meet the

needs of its members. Assessment of a family's SCREEM resources aids

in ascertaining whether or not these resources are adequate to enable

the family to cope with a crisis situation (Smilkstein. 1978).

Smilkstein (1980) considered family resources to be effective

under the following circumstances:

1. Social interaction is evident among family members. Family

members have well-balanced lines of communication within areas

of extrafamilial social interaction such as friends. support

groups. clubs. and other community organizations.

2. .Qultunal pride or satisfaction can be identified. especially

in distinct ethnic groups.
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3. .Beligign offers satisfying spiritual experiences as well as

contacts with an extrafamilial support group.

4. jkuununic stability is sufficient to provide both reasonable

satisfaction with financial status and an ability to meet the

economic demands of normal life events.

5. am of family members is adequate to allow members to

solve or comprehend most of the problems that arise within the

format of the life-style established by the family.

6. ‘Medigal care is available through channels that are easily

established and have previously been experienced satisfac-

torily.(p.1236)

For the purpose of this study. resources will be defined using

four of Smilkstein's six dimensions: social. cultural. religious. and

medical. Use of these four categories allows assessment of both

internal (social. cultural. religious) and external (social. religious.

medical) resources. The clarity of Smilkstein's definition of each

resource category enhances their operationalization for use in the

research setting. Resources. then. are the social. cultural.

religious. and medical assets that the husband and wife perceive they

have available to draw on in times of need.

MamaLEunctionlng

Marital functioning. as a concept. has not been delineated in the

literature to date. Other dimensions have been used by researchers.

however. to describe the relationship of the marital couple. These

include "satisfaction" (Snyder. 1979). “quality" (Lewis & Spanier.

1979). "vital ity" (Ammons 8. Stinnett. 1980). and "adjustment" (Spanier.

1976). All of these descriptors represent multidimensional concepts

which attempt to delineate the marital relationship qualitatively.
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Ammons and Stinnett (1980) defined the marital relationship in

terms of its vitality. Their Vital-Total Marital Relationship Scale is

designed to measure marital partners' degree of emotional involvement.

the satisfaction they derive from their relationship. the extent to

which they do things together. and the degree of enjoyment they derive

from living their lives togethen. According to Ammons and Stinnett.

marital vitality is dependent on a couple's balance of mutuality and

individuation. Vital marriages are characterized by reciprocity.

determination. commitment. and well-developed ego strength in both

partners.

Similar dimensions to describe the marital relationship were

developed by Snyder (1979). Snyder used the term "satisfaction" to

describe such areas as communication. time together. role orientation.

and reported dissatisfaction with sexual activity and children.

Communication and the quality and amount of a couple's time together

were found by Snyder to be the best predictors of marital satisfaction.

Spanier (1976) discussed the marital relationship in terms of the

dyad's adjustment. Dyadic adjustment is a dynamic process. the outcome

of which is a result of a couple's expressed degree of dyadic satisfac-

tion. dyadic cohesion. dyadic consensus. and affectional expression.

According to Spanier. dyadic adjustment may be viewed as a continuum.

A couple will move back and forth along the continuum from good

adjustment to poor adjustment as they interact and are influenced by

life experiences.
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Each of the concepts described above provides a multidimensional.

qualitative measure of the marital relationship. The dimensions

measured are similar despite differences in terminology. It is not

possible to differentiate the concepts of satisfaction (Snyder. 1979).

adjustment (Spanier. 1976). and vitality (Ammons a. Stinnett. 1980)

based on the researchers' descriptions. In addition. insofar as all of

these concepts delineate to same degree how the marital couple func-

tions as a unit. the concepts could also be termed marital functioning.

An additional concept relevant to marital functioning is that of

family functioning. Family functioning has been described by a number

of researchers including Barnhill (1979). Pless and Satterwhite (1973).

and Smilkstein (1978). The work of each of these authors is discussed

below.

Barnhill (1979) identified eight basic dimensions of healthy

family functioning which are interrelated and form an interlocking.

mutually causal system. These eight dimensions are subcategories of

four family themes: identity processes. change. information

processing. and role structuring. Assessment of functioning in each of

the eight areas determines the familyds degree of health in terms of

how members rel ate to one another within the family unit. According to

Barnhill. this model has implications for assessment of family

functioning. for intervention to strengthen areas of deficit. for

training of family therapists. and for family education to prevent

family dysfunction. In spite of the comprehensiveness of Barnhill's

model. however. it has limited applicability in research or practice at
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present as the eight dimensions have not been operationalized. It is

thus inappropriate for the purpose of this study.

Pless and Satterwhite (1973) defined family functioning as "the

dynamics of everyday life: the way in which the family. as a unit.

operates across many dimensions" (p. 619). They developed a Family

Functioning Index (1973) designed to assess the family holistically in

terms of life style and strength of family relationships. ‘The Index

consists of 15 items which assess the areas of communication. marital

satisfaction. problem solving. frequency of disagreements. and feelings

of happiness and closeness. Pless and Satterwhite developed the

instrument in the research setting and adapted it for administration by

physicians in the practice setting.

A similar. but shorter. instrument to assess family functioning

was developed by Smilkstein (1978). His family APGAR (1978) was

designed as a five-item screening tool to assess the family's

functioning in areas of adaptation. partnership. growth. affection. and

resolve. Smilkstein compared family functioning to an organ system

in the body. Each organ has its own unique function. but all are

interrelated. He saw the family in health as a nurturing unit striving

to maintain the integrity of its component parts. The five components

of the family APGAR were defined as follows:

1. Winn is the utilization of inter- and extrafamilial

resources for problem solving when family equilibrium is

stressed during a crisis.

2. .Eantnecsbip is the sharing of decision making and nurturing

responsibilities by family members.
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3. .Gngnjh is the physical and emotional maturation and self-

fulfillment that is achieved by family members through mutual

support and guidance.

4. .Affegtign is the caring or loving relationship that exists

among family members.

5. Resolve is the commitment to devote time to other members of

the family for physical and emotional nurturing. It also

usually involves a decision to share wealth and space.

(p. 1232)

Smilkstein's conceptualization of family functioning is particu-

larly apropos to this research for the following reasons. The dimen-

sions proposed by Smilkstein are qualitative. distinct. and clearly

defined to enable them to be operationalized for use in the research

setting. In addition. the components are as appropriate to describe

marital functioning as they are to describe family functioning.

Finally. the dimensions address the areas of growth and adaptation

which are particularly important for a couple facing the crisis of a

myocardial infarction.

For the purpose of this study. then. marital functioning is

defined as conceptualized by Smilkstein (1978). Marital functioning is

the manner in which the husband and wife operate in the areas of

adaptation. partnership. growth. affection. and resolve to maintain

their functional integrity as a nurturing unit. The level of marital

functioning is reflective of how the individual partners perceive they

relate to. and communicate with. one another within the boundaries of

the marital unit.
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WW

Winn

To comprehend the relationship between resources and marital

functioning proposed in this study. an understanding of crisis theory

is necessary. Hill (1958) proposed an ABCX Model to study how families

react to stressful life events. The proposed formula is as follows:

A (the event) --- interacting with B (the familyWs crisis-meeting

resources) -—- interacting with C (the definition the family makes of

the event) --- produces X (the crisis). Thus. a stressful event. such

as an MI. will interact with the marital couple's available resources

and with their perception of the MI to determine whether or not the

experience will precipitate a crisis for them.

According to Hill. one can chart family adjustment to a crisis

situation using a roller-coaster model. (See Figure 25L) Facing a

crisis will lead the family into a period of disorganization. lhis

will be followed by recovery and eventual reorganization as the family

uses its resources to cope with the situation.

Angle ofmm

1 Level 0‘ "organisation 

 

 

Figure 2.1.--Roller—coaster model of family adjustment. (From

Hill. 1958, p. 146.)
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Smilkstein (1980) incorporated concepts from Hill's framework into

a model that illustrates family response to stressful life events such

as a myocardial infarction.

the positive relationship between marital resources and marital func-

tioning proposed in this study.

This Cycle of Family Function demonstrates

The model is shown in Figure 2.2.
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Figure 2.2.--The Cycle of Family Function:

response to stressful life events.

stein. 1980. p. 227.)

A model for family

(From Smilk-
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According to Smilkstein. a nurturing family maintains its equilib-

rium on a daily basis by using its resources to meet the needs of family

members. When faced with a stressful life event. however. the family

experiences a measure of disequilibrium that requires a special coping

response and tests the available family resources. Disequilibrium

results in impairment of functioning. nurturing. or role complimen-

tarity within the family. The family is thus unable to escape or solve

problems using their customary methods of problem solving (Smilkstein.

1980). If the family possesses adequate resources (social. cultural.

religious. economic. educational. and medical). however. it will ulti-

mately be able to cope or adapt. Adaptation occurs as family members

use their resources to resolve the stressful situation. The functional

equilibrium of the family unit will thus be restored (Smilkstein.

1980).

On the other hand. a family faced with a stressful life event may

find their resources to be inadequate. which may precipitate a crisis

for the family (Smilkstein. 1980L. In the crisis state the family is

in disequilibrium due to lack of resources to assist in coping (Smilk-

stein. 1980). The family must be assisted to strengthen available

resources. as well as to identify extrafamilial resources. Strengthen-

ing of family resources will strengthen the family‘s functioning and

enable the family to regain its integrity as a nurturing unit.

All families will ultimately find some way of coping with

stressful life events. If adaptation does not return the family to

functional equilibrium. it will adopt pathological defense mechanisms
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such as avoidance. denial. and somatization in order to cope. These

defense mechanisms allow the family to escape from the anxiety of the

unresolved crisis but may lead to a state of pathological equilibrium

in which family members' ability to interact with and nurture one

another is impaired (Smilkstein. 1980L. Far some families unresolved

crises. pathological defense mechanisms. and impaired nurturing will

result in terminal disequilibrium and family disintegration. It is

therefore crucial for health care professionals to assist families in

identifying and using resources to strengthen their integrity as

nurturing units at all stages in the Cycle of Family Function.

A myocardial infarction is a stressful life event for both the

husband and wife. An MI has the potential for disrupting the

functioning of the marital couple and moving them into a period of

disequilibrium. As the couple seeks to cope with the MI experience.

they will use their available social. cultural. religious. and medical

resources. Use of resources will restore the husband and wife to

functional equilibrium. Couples who lack adequate resources to aid

them in coping are at risk for the development of pathological defense

mechanisms. For these couples. inadequate resources. given the MI

experience. result in a lower level of marital functioning.

MW

Imogene King (1981) formulated a theory for nursing based on a

systems model. This theory provides a framework for applicationtof the

concepts of perceived resources and perceived marital functioning in

the husband and wife post-myocardial infarction proposed in this study.
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The focus of King's conceptual framework is the individual

interacting with other individuals and with the environment. Man is

perceived as a social being who is rational and sentient. He is a

reacting being capable of choosing between alternatives. setting goals.

making decisions. and participating actively in the nursing process.

According to King. individuals react to persons. events. and

objects in terms of their perceptions. Perception is an individual's

unique and personal manner of viewing the world; it is the process by

which information is organized. interpreted. and transformed to give

meaning to one's experiences. An individual's perceptions are

influenced by past experiences. values. needs. and one's role and

status both within the family and society.

Individuals possess unique concepts of self- and body-image which

are also influenced by life experiences and will change as the individ-

uals grow and develop over time. Self-concept is the sum total of the

individual as he/she is known to him/herself (Jersild. in King. 1981).

The concepts of selfe and body-image are related. Illness. trauma. and

other life-threatening experiences will alter a person's sel f-concept

and body-image. Assistance from health care personnel may then be

required by the individual in order to cope with the changes experi-

enced.

Nursing's responsibility is to provide this needed assistance for

clients. According to King (1981). the goal of nursing "is to help

individuals maintain their health so they can function in their roles"

(pp. 3-4). Nursing accomplishes this aim through nurse-client
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interactions. In this process the nurse and the client share

information regarding their perceptions. identify specific areas of

concern. and explore means to achieve an agreed-upon goal (King. 1981).

A schematic diagram of the process of goal attainment is shown in

Figure 2.3.

t/“’72:;.\ '\
erception \\ Perceptio\n\

m Action\ .

t NURSE ~ ‘°"""' mm§~CLIENT 2

51‘2”" .. /'

\\Comr1nung “3:12;: wlatiog/

cal \\§eumg,//' ’L///
\N

"x

\ ”N-Ououwofioo’
“CO-m0".

\\

Figure 2.3.--Schematic diagram of the process of goal attainment.

(From King. 1981. p. 157.)

King (1981) stated that goal attainment is the focus of all nurse-

client interactions. To understand the theory of goal attainment.

knowledge of the concepts pertinent to the theory is necessary. These

concepts include interaction. perception. communication. and trans-

action.

Interaction is the interpersonal process in which individuals

communicate their perceptions to one another. The communication may be
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verbal or nonverbal. but will be goal-directed. Individuals interact

based on their past experiences. expectations. knowledge. needs. and

goals. When the nurse and client interact. they perceive one another.

the situation. make judgments. and make decisions to act (King. 1981).

A key element in the concept of interaction is perception.

Perception is each individual's unique manner of viewing the world. a

composite of one's experiences. background. biological inheritance. and

self-concept (King. 1981). Perception gives meaning to one's experi-

ences. influences one's behavior. and determines one's image of real-

ity. Clients entering the health care system may have their percep-

tions distorted by illness. anxiety. anger. or stress. The nurse must

therefore assess the accuracy of the client's perception as well as

her/his awn perception of the situation. Perceptual accuracy is vital

if mutual goal setting is to occur (King. 1981).

If perceptual accuracy is attained. transaction will result

between the client and the nurse. Transactions are observable

behaviors of human beings in interaction with their environments. In

the nursing process. transaction involves an exchange of values by the

nurse and the client to identify commonalities and thereby to set

mutual goals. Transaction thus results in goal attainment and an

increased level of health for the client.

Based on King's (1981) conceptual framework. a model was con-

structed for the husband and wife post-myocardial infarction that

integrates the concepts of perceived resources and perceived marital

functioning. (See Figure 2.4.) The model is discussed below.
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The MI patient. his wife. and the nurse are all unique human

beings. Each of them reacts to. and interacts with. other individuals

and the environment based on their perceptions of the world around

them. Their perceptions of events are influenced by their particular

blend of knowledge. past experiences. values. and needs. As a result.

the husband. the wife. and the nurse will react differently to the

husband's myocardial infarction.

Reactions of the husband to his MI may include anxiety. denial.

anger. and depression. The experience of a life-threatening illness.

and the necessary role changes precipitated by it. may alter the

husband's sel f-concept and body-image. He may thus view himself

differently and find it difficult to cope with the life-style changes

necessitated by his illness. The husband may also perceive differences

in his wife's reactions to him since his infarct. which may negatively

affect the couple's marital functioning.

The wife may experience anxiety regarding her husband's condition.

She may react by becoming overprotective and encouraging her husband to

be dependent. Responsibilities may increase for the wife as she adopts

roles that have traditionally been the domain of her husband.

The clinical nurse specialist must assess the husband's and wife's

individual reactions to the MI. Using the nursing process. data will

be obtained regarding the partners' knowledge. past experiences.

values. and needs. The clinical specialist will assess the husband's

sel f-concept and body-image and the wife's level of anxiety concerning
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her husband's MI. Based on this information. nursing diagnoses will be

formulated to describe areas of strength and deficit in the couple's

ability to cope with the husband's illness. Nursing actions will be

directed at improving the husband's sel f-concept and body-image.

decreasing the wife's anxiety and overprotectiveness. enhancing the

couple's awareness of their individual reactions to the MI experience.

facilitating communication of their reactions to one another and health

care personnel. and clarifying the couple's distorted perceptions

regarding the MI.

The husband's and wife's reactions to the husband's MI will also

affect their perception of available social. cultural. religious. and

medical resources. Anxiety and other emotional states. which are

common after an MI. may distort the partners' perceptions of these

resources and thus hinder their ability to use the resources effec-

tively in the coping process. If resources are lacking or ineffec-

tively used. the couple's marital functioning may be negatively

affected. and their ability to nurture one another may be impaired.

Nursing interventions directed at perception of resources and percep-

tion of marital functioning are therefore vital.

Initially. the husband and wife must be assisted to accurately

assess the resources available to them. This should include an

exploration of the social networks available to help and support them.

the cultural and religious heritage and world views that are

significant in their lives. and their understanding of and ability to

gain access to the health care system when needed. Specific nursing
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interventions will then be implemented to use existing resources more

fully. strengthen resources that are weak. and establish new lines of

support for the couple.

Interventions aimed at enhancing the marital couple's resources

may increase the couple's level of marital functioning and aid in the

process of adaptation after an MI. In addition. insofar as the husband

and wife may experience conflict in their relationship due to the

stress of the MI. specific nursing interventions may need to be

directed at the couple's marital functioning. An assessment of each

dimension of the couple's APGAR (Smilkstein. 1978) may be completed to

identify strengths. weaknesses. and differences in the husband's and

wife's perceptions of marital fUnctioning. The clinical nurse special-

ist will then be able to assist the couple to communicate their indi-

vidual perceptions of their relationship to one another.

Perception and communication are essential components of the

processes of interaction and transaction. Distorted perceptions of

resources or marital functioning. ineffective communication between the

partners. or dysfunctional reactions to the MI on the part of the

husband or wife will hinder the processes of interaction. transaction.

and ultimately goal attainment. Perceptual accuracy on the part of all

participants is therefore vital if successful adjustment is to occur

after an MI.

The husband and wife post-myocardial infarction are active

participants in health care decisions. The focus of the nurse-client

interaction with the marital dyad is goal attainment: ensuring
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accurate perception of available resources to assure healthy perception

of marital functioning post-MI so that the functional equilibrium of

the couple may be restored.

Goal attainment will occur as the husband. the wife. and the nurse

share perceptions. exchange values to identify commonalities. and set

mutual goals. The marital couple and the nurse will share their

individual values and perceptions regarding the MI, their social.

cultural. religious. and medical resources, and their level of marital

functioning. Finally. appropriate action will be taken to identify

available resources and to enhance their use. thus strengthening the

marital couple's functional integrity as a nurturing unit.

Summary

In this chapter each of the concepts pertinent to the study was

delineated and the relationship among them explored. 'The theory of

Imogene King (1981) was used as a basis for application of the concepts

to nursing science. A conceptual model was constructed for the husband

and wife post-myocardial infarction to depict the relationship between

perceived resources and perceived marital functioning as it is proposed

by this researcher.

A review of current literature pertinent to social. cultural.

religious. and medical resources. and marital functioning for the

husband and wife post-myocardial infarction will be provided in

Chapter III. The strengths and weaknesses of previous research will be

described to establish the relevance of and need for this study.



CHAPTER III

REVIEW OF THE LITERATURE

In this study. the relationship of selected perceived resources

and perceived marital functioning in the husband and wife post-

myocardial infarction was explored. ‘The purpose of the literature

review is to document current research findings on the marital rela-

tionship and the psychosocial aspects of a myocardial infarction in

order to establish the rationale for this research. To accomplish this

purpose. the researcher will focus on the following areas: (a) perti-

nent instruments to measure marital functioning and closely related

concepts. (b) resources used by the husband and wife post-myocardial

infarction. and k» the effect of an MI on the marital relationship.

Waning

W

A number of researchers have developed instruments to assess

multidimensionally the marital relationship (Ammons 8 Stinnett. 1980;

Barnhill. 1979; Epstein. et al.. 1978; Pless 8 Satterwhite. 1973;

Smilkstein. 1978; Snyder. 1979; Spanier. 1976). "Satisfaction"

(Snyder. 1979). "quality" (Lewis 8. Spanier. 1979). "vitality" (Ammons 8

Stinnett. 1980). "functioning" (Pless 8 Satterwhite. 1973). and

"adjustment" (Spanier. 1976) are terms that have been used to delineate

36
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the dyadhs manner of relating to one another. In spite of differences

in terminology. however. each of the researchers has attempted to

measure the interaction of the marital couple qualitatively.

Snyder (1979) formulated a Marital Satisfaction Inventory (MSI).

consisting of 280 items. that assesses areas such as communication.

time together. role orientation. and reported dissatisfaction with

sexual activity and children. The MSI consists of 11 scales: one

global affective scale. one validity scale. and nine additional scales

which focus on specific areas of marital interactions. In the process

of tool development. Snyder administered the instrument to two differ-

ing populations. involving a total of 150 couples selected at large and

40 couples currently in marital therapy. Snyder reported that a high

degree of internal consistency within the 11 scales. as well as ade-

quate distinction between the scales. was revealed by item and factor

analyses. but statistics were not provided to confirm this. Couples'

scores on the MSI scales correlated highly with their scores on the

Locke-Wallace Marital Adjustment Test and also a therapy criterion.

thus giving evidence of the Inventory's construct and criterion valid-

ity. Correlational analysis indicated that measures of affective and

problem-solving communication were consistently the best single predic-

tors of global marital satisfaction. The author concluded that the

Marital Satisfaction InVentory has indications for clinical practice

and for further research.

A shorter instrument to measure marital satisfaction was conceived

by Ammons and Stinnett (1980L The Vital-Total Marital Relationship
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Scale consists of seven statements designed to measure the following

areas: (a) the degree of satisfaction the couple derives from their

relationship. (b) the couple's degree of emotional involvement. (c) the

degree to which the couple does things together. and (d) the degree to

which the couple enjoys living their lives together. Ammons and

Stinnett administered their scale to a volunteer sample of rural.

middle-aged. middle-class individuals who had been designated as members

of "strong families." Only those individuals scoring at least 25. out

of a possible 35 points. on the scale were included in the final data

analysis (fl = 48). The split-half reliability coefficient of the scale

was .83. An item analysis using chi-square statistics demonstrated

that each item was able to significantly discriminate between the upper

and lower quartiles of the sample (p < .0001). Due to the small.

homogeneous sample used in this study. however. the reliability and

validity of the scale. as well as the generalizability of the findings.

are questionable. Further research is needed with larger and more

heterogeneous samples to validate the findings of the study.

Spanier (1976) developed a 32-item dyadic adjustment scale to

assess the relationship of marital and cohabiting dyads. The instru-

ment consists of four subscales which measure dyadic satisfaction.

dyadic cohesion. dyadic consensus. and affectional expression. The

Dyadic Adjustment Scale was tested for reliability and validity using a

sample of married (N = 218) and divorced (N = 94) persons living in one

county in Pennsylvania. Total scale reliability using Cronbach's alpha

was .96. Measures of content. criterion. and construct validity were
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also reported. Spanier concluded that the scale was a reliable and

valid measure of dyadic adjustment which represented a significant

improvement over previous measures of the same construct. Further

research is needed. however. with different populations to validate the

utility of the tool for both clinical practice and research. In addi-

tion. Spanier recommended that future researchers might focus on the

broader concept of marital functioning. which would include dimensions

of both marital adjustment and marital quality.

The concept "marital functioning" has not been delineated in the

literature to date. Family functioning has been described. however.

and a number of researchers have developed instruments or models to

attempt to measure this construct conceptually (Barnhill. 1979;

Dhooper. 1983; Epstein et al.. 1978; Moos 8 Moos. 1976; Olson et al..

1978; Pless & Satterwhite. 1973; Roberts 8 Feetham. 1982; Smilkstein.

1978).

Barnhill (1978) formulated a theoretical model titled the "Family

Health Cycle)‘ The cycle consists of eight dimensions which can be

grouped into four basic family themes: (a) identity processes.

(b) coping with change. (c) information processing. and (d) role struc-

turing. The eight dimensions are interrelated and "can be integrated

into an interlocking. mutually causal system" (Barnhill. 1978. p. 96L

An improvement in one or more of the family functioning dimensions

should thus result in an improvement in other dimensions. Barnhill

proposed that the model has implications for clinical practice. train-

ing of family therapists. and family life education. It was suggested
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that families could be rated by therapists on the various dimensions

and interventions formulated based on the findings. For research

purposes. however. a rating system remains impractical and subjective.

Instruments to test Barnhill's model empirically have not been found in

the literature to date.

A more complex model for assessing family functioning was devel-

oped by Epstein et aL.(l978L The McMaster Model of Family Function-

ing (MMFF) is based on a systems approach and consists of six

dimensions: (a) problem solving. (b) communication. (c) roles.

(d) affective responsiveness. (e) affective involvement. and (f) behav-

ior control. According to Epstein ettaL. the model was formulated

based on a Judeo—Christian value set in order to account for the cul-

tural differences which influence family functioning. The authors

stated that the Model has utility for family therapy and the training

of family therapists. For research purposes or for use by other health

care professionals. however. the model is too complex to be of value.

To increase the practicality of the McMaster Model of Family

Functioning. Epstein. Baldwin. and Bishop (1983) developed the McMaster

Family Assessment Device (FAD). a 53-item screening instrument. based

on the Model. The FAD consists of seven scales. a general functioning

scale which assesses the family"s overall health/pathology and six

additional scales based on the six dimensions of the MMFF. Tests of

reliability were completed on the FAD using a total sample of 503

individuals (194 individuals from a group of 42 families and an addi-

tional 209 from students in an introductory psychology class).
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Coefficient alphas for the seven scales ranged from .74 to .92. with

intercorrelations between the scales ranging from .4 to .6. The

authors argued that the high scale intercorrelations are indicative of

the fact that various aspects of family functioning are not totally

independent of each other. Further. they contended that the seven

scales are sufficiently independent as to be distinguishable. Tests of

criterion. concurrent. and predictive validity using the FAD indicated

that the instrument is a valid measure of family functioning. The

McMaster FAD provides the most detailed tool available to date for

assessing family functioning and has applicability for both research

and clinical practice. Further research using the FAD is warranted to

determine the effectiveness of the tool for assessing family function-

ing in families experiencing a sudden. severe illness such as an MI.

In addition to the McMaster Family Assessment Device. four instru-

ments were found by the investigator that measure the concept of family

functioning empirically: the Family Functioning Index (Pless 8 Satter-

white. 1973). the Family APGAR (Smilkstein. 1978). the Family Adapta-

bility and Cohesion Evaluation Scales (Olson. Bell. 8 Partner. 1979).

and the Family Environment Scale (Moos 8 Moos. 1976L All of these

instruments provide a means of assessing the family‘s level of func-

tioning multidimensionally. Each of them is discussed below.

The Family Functioning Index (FFI) developed by Pless and

Satterwhite (1973) consists of five categories: "communication."

"togethernessfl'"closenessfl'"decision-making." and "child

orientatiomfl' To test the Index for construct and criterion validity.
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Pless and Satterwhite administered the FFI to several differing

samples. The FFI scores of husbands and wives participating in two

counseling programs (N = 82 and N = 65) were found to correlate

moderately with ratings of the families by counselors. The authors

also administered the Index to the parents of 399 school-aged children.

a 1% random sample of families in Monroe County. New York. Two hundred

nine of these children had some type of chronic disorder; the remainder

were normal. A comparison showed the mean Index scores of the agency

sample were significantly lower than those of the random sample. Relia-

bility of the Index was indicated by a correlation oflL72 between the

FFI scores of the husbands and wives obtained independently. Tests of

internal consistency were not conducted on this sample. however. so the

reliability of the tool is incompletely established.

In a later study. Satterwhite. Zweig. Iker. and Pless (1976)

examined the test-retest reliability of the Family Functioning Index

over a 5-year period. 'The authors administered the instrument to

families of 399 children. 209 of whom had a chronic illness. Five

years after the original interview. 29 families of the chronically ill

children completed the Index a second time. .A significant correlation

was discovered between the original and retest scores on the FFI.

Satterwhite et a1. (1976) thus concluded that family functioning may

remain stable over time and that the FFI appears to have adequate test-

retest reliability. While test-retest reliability indicates the toolfis

stability over time. it does not indicate whether or not the five

subscales are internally consistent. The authors did not report tests
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of internal or external consistency which would strengthen the

instrument's reliability.

The Family Functioning Index (Pless 8 Satterwhite. 1973) was also

used to assess family functioning in a sample of married patients (M =

46) with chronic stable angina (Brown. Rawlinson. 8 Hardin. 1982). In

this study. the authors explored the relationship between family func-

tioning and health status 9 months after the initiation of medical

treatment or coronary bypass surgery. The FFI was administered only to

the patients. and the child-orientation scale was deleted as most of

the subjects did not have minor children. To determine the reliability

of the altered Index. a correlation of the total scores with the sub-

scale scores was completed. Correlation coefficients ranged from .37

to .81. and all were statistically significant (p < .01). The mean

score of subjects on the FFI was TLZ. out of a possible 24. indicating

that. on the average. subjects saw their families as functioning mod-

erately well. The onset of illness had not resulted in major changes

in functioning for most families. Further. health status was not

significantly correlated to level of family functioning for any of the

variables except anxiety. Subjects' extent of anxiety was found to be

negatively correlated bu30) with family functioning. Brown et a1.

concluded that the lack of significant findings in the Study might be

related to the homogeneity of the sample. reliance on retrospective

data to assess family functioning prior to illness. and/or lack of data

regarding family functioning from patients! spouses. Further. the fact

that all patients had a stable chronic disease of at least 9 months'
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duration may have negated the effect of health status on marital

functioning. IDifferent results might have been obtained from patients

experiencing a sudden. severe illness such as a myocardial infarction.

Olson. Bell. and Partner (1978) developed the Family Adaptability

and Cohesion Evaluation Scales (FACES) to provide a self-report measure

of individual family members' perceptions of the unit's functioning in

the areas of cohesion and adaptability. The FACES. which is based on

the Circumplex Model of Marital and Family Systems (Olson et ale

1979). consists of a total of 111 items developed to tap each of 7

concepts related to adaptability. 9 related to cohesion. and 15 items

from Edmond's Social Desirability Scale. Two items were selected for

the high. moderate. and low levels of each concept. Construct validity

was demonstrated by factor analysis. while clinical validity was estab-

lished by counselor agreement regarding the levels assigned to indi-

vidual items. Using the FACES. data were collected from 201 families

consisting of a father. mother. and adolescent child (total N = 603) to

test the instrument for reliability. Fifty-three of the families were

currently in counseling. 31 had a runaway adolescent. and the final 117

were nonproblem families who served as a control group. Coefficient

alphas of .E = .75 and I: = .83 were computed for the adaptability and

cohesion subscales. respectively. The authors concluded that the FACES

appears to be a reliable and valid tool for assessing family function-

ing in the areas of adaptability and cohesion. Further. as adaptabil-

ity and cohesion are pertinent dimensions in families experiencing
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severe illness. the instrument may be effective in assessing family

functioning in MI patients.

The Family Environment Scale (FES) (Moos 8 Moos. 1976) consists of

90 true-false items which assess the social environment of families

along three dimensions: (a) interpersonal relationships. (b) personal

growth and development. and (c) system maintenance. Within the three

dimensions. there are ten subscales with alphas ranging from .68 to

.86. Average intercorrelations between the subscales are approximately

.20. indicating that the scales measure distinct. but somewhat related

concepts. The FES was developed using a volunteer sample of 285 fami-

lies. According to Moos and Moos. the instrument is able to signifi-

cantly discriminate among families and is sensitive to differences in

perception of family functioning among family members. The Family

Environment Scale appears to be a valid and reliable tool for measuring

family functioning. Use of a true-false format. however. may be a less

effective manner of measuring a familyds perception of its functioning

than the usual Likert-type format.

A shorter instrument to measure family functioning was developed

by Smilkstein (1978). Smilkstein's Family APGAR was designed as a

five-item screening tool to assess an individual's perception of family

functioning across five dimensions: adaptation. partnership. growth.

affection. and resolve. Researchers have tested the reliability and

validity of the APGAR with several populations. A test of construct

validity with a group of nonclinical families (N = 38) and a group of

adult outpatients at a community mental health center (N = 20)
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indicated a strong correlation (0.80) between subjects' scores on the

APGAR and the Pless and Satterwhite (1973) Family Functioning Index.

The subjects' APGAR scores and a family therapist's evaluation corre-

lated .64. Interspouse correlation for the APGAR was .67. The authors

concluded that the Family APGAR is a valid measure of family function-

ing and is useful for both clinical practice and research (Good. Smilk-

stein. Good. 8 Shaffer. 1979).

In a subsequent study. Smilkstein. Ashworth. and Montana (1982)

reported on trials of the APGAR in three college-student populations

(N = 529. N = 486. and N = 297). psychiatric outpatients (N = 158).

family medical center patients (M = 133). and a cross-cultural popula-

tion of students at the University of Taiwan (N = 2.541). A Cronbach's

alpha of .80 was obtained for the first sample of college students.

revealing adequate internal consistency for the APGAR instrument. The

test-retest reliability of the APGAR at an interval of 2 weeks was $5

in the Taiwanese population. From these findings. the authors con-

cluded that the APGAR is a reliable. valid. and versatile instrument

for assessing family functioning. Due to the instrument's brevity.

however. it cannot be considered more than a screening tool for indi-

cating problem families. Further. the APGAR has not been tested using

a population of adults experiencing sudden. severe illness.

Using Smilkstein's (1978) APGAR as a base. Bednarz (1980) devel-

oped a 70-item instrument to measure family functioning in the marital

dyad 8 to 16 weeks post-mastectomy. The tool was adapted from the

instrument used in this study designed to assess marital functioning in



47

the dyad post-myocardial infarction (Kline 8 Warren. 1982). Develop-

ment of Kline and Warren's marital functioning instrument is discussed

in Chapter IV. Bednarz's family functioning instrument included items

to measure the dimensions of Adaptation. Partnership. Growth. Affec-

tion. and Resolve. Items were also included from the Symptom Checklist

90 that measure anxiety and depression in order to provide a measure of

construct validity. Reliabilities for each of the APGAR dimensions

were computed using alpha coefficients. The following alphas were

reported: Adaptation .72. Partnership .74. Growth .61. Affection .78.

and Resolve .65. No significant differences were discovered in the

husbands' and wives' individual perceptions of family functioning.

Further. there was no significant relationship between the woman's

perception of her health. family developmental stage. or use of adju-

vant therapy for breast cancer and difference in perception of family

functioning. Additional research is needed to establish the reliabil-

ity and validity of this instrument due to the small sample.

The investigator's review of nursing literature revealed one addi-

tional instrument to measure family functioning developed by a nurse

researcher. The Feetham Family Functioning Survey (FFFS) (Roberts 8

Feetham. 1982) assesses three areas of family functioning: (a) the

relationship between the family and broader social units. (b) the

relationship between the family and subsystems. and (c) the relation-

ships between the family and each individual member. Roberts and

Feetham argued that the instrument is distinct in that it is based on

an ecosystem framework. derives from nursing practice. and assesses



48

family relationships from three perspectives. The instrument consists

of 21 items. each containing three scales. According to Roberts and

Feetham. the FFFS has been tested in longitudinal and cross-sectional

studies using families with normal infants and with children born with

myelodyplasia. The authors reported a Cronbach's alpha of .81 and a

2-week test-retest reliability of .85 for the instrument using a sample

of 103 mothers of myelodysplasic children. Concurrent validity was

established by administration of both the FFFS and the Family Function-

ing Index (Pless 8 Satterwhite. 1973) to 103 respondents. Subjects'

scores on the two instruments correlated -.54 (p < .001). The FFFS

thus appears to be a valid and reliable tool for assessing family

functioning in families with normal infants and myelodysplasic chil-

dren. The instrument has not been used with childless couples or with

families in which the husband or wife has a chronic illness. Further

research is therefore needed to establish the reliability and validity

of the tool with these populations.

Only one instrument was found. in addition to that of Kline and

Warren (1980). designed specifically to assess family functioning post-

myocardial infarction (Dhooper. 1983). The author developed a Family

Adjustment to Crisis Scale (3 = .78) to measure four areas of family

functioning: (a) financial management. (b) household management.

(c) dealing with the needs of children. and (d) maintenance of family

members' emotional health. Dhooper administered the tool to spouses

of patients (N = 40) who had suffered a first myocardial infarction to

identify the areas of family functioning most vulnerable to crisis
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during the patient's hospitalization. and at l and 4 months after

discharge. Results indicated that financial management and family

members' emotional health were the two areas of functioning in which

the patient's MI had the greatest effect. At 4 months post-infarct.

while the crisis was over for most of the families. spouse anxiety

(73%) and financial management (38%) continued to be of concern. The

reliability and validity of the tool are incompletely established due

to the small sample. Further research is therefore needed to validate

the results.

In summary. the investigator's review of literature pertinent to

marital functioning indicated that the terminology used by researchers

to delineate the marital relationship qualitatively is confusing. The

terms "satisfaction" (Snyder. 1979). "adjustment" (Spanier. 1976).

"vitality" (Ammons 8 Stinnett. 1980). and "functioning" (Pless 8

Satterwhite. 1973; Smilkstein. 1978) were all used to describe similar

constructs. Common dimensions of the marital relationship measured by

the various instruments include problem solving. decision making. role

relationships. affection. and communication.

Eight studies were found in which researchers addressed the

concept of family functioning specifically (Barnhill. 1979; Dhooper.

1983; Epstein et al.. 1983; Moos a Moos. 1975; Olson etal.. 1978;

Pless 8 Satterwhite. 1973; Roberts 8 Feetham. 1982; Smilkstein. 1978).

The work of one of these researchers. however. has limited applicabil-

ity in research at present because an instrument has not been developed
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to measure his conceptualization of family functioning empirically

(Barnhill. 1979).

Smilkstein (1978). Moos 8 Moos (1976). Olson et a1. (1978). and

Pless and Satterwhite (1973) offered instruments with reasonable

reliability and validity. Smilkstein's (1978) APGAR. while valuable

for screening purposes. does not provide for comprehensive assessment

of family functioning due to its brevity. In addition. only one of

these instruments. the Family Functioning Index (Pless 8 Satterwhite.

1973). was developed using samples in which family members had chronic

health problems. While the focus of Pless and Satterwhite's research

has been families with chronically ill children. one study was found in

which the FFI was administered to married adults with chronic stable

angina (Brown et al.. 1982).

From nursing literature. the investigator discovered only one

instrument with acceptable reliability and validity (Roberts 8 Feetham.

1982). The Feetham Family Functioning Survey is distinct in that it

was derived from nursing practice and is based on an ecosystem perspec-

tive. To date. the instrument has been tested only on families with

normal infants or children with myelodyplasi a. Research with other

samples is therefore needed to increase the utility of the tool.

Two studies were found. in addition to that of Kline and Warren

(1980). in which the authors developed instruments to measure family

functioning in a specific patient population (Bednarz. 1980; Dhooper.

1983). Bednarz explored family functioning in the marital dyad post-

mastectomy using an instrument based on Smilkstein's Family APGAR.
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Bednarzfls study was the only nursing work discovered. other than that

of Kline and Warren. to address family functioning in the context of

adult chronic illness. Dhooper (1983) measured family functioning

during hospitalization and at l and 4 months post-myocardial infarction

to determine the areas of functioning most affected by the crisis.

Acceptable reliabilities were reported for both Bednarz's (1980) and

Dhooper's (1983) instruments. Insofar as the samples used to test the

psychometric properties of the instruments were small. however. further

research is needed to establish their reliability and validity.

WWW

EastzlixocacdiaJJniacctinn

Resources are defined by researchers as those assets or capabili-

ties upon which individuals and families may draw to cope when faced

with a stressful situation (Lazarus 8 Folkman. 1984; McCubbin 8 Patter-

son. 1983). According to Folkman. Schaefer. and Lazarus (1979).

resources are an integral part of cognitive appraisal and information

processing in dealing with stress. Resources provide data for the

individual and/or family to evaluate in ascertaining the effect of a

given stressor on individual and family well-being and thus serve as

mediators of stressful situations within the family.

While numerous types of resources have been identified by research-

ers. the focus of this study is the use of resources post-myocardial

infarction and more specifically. the social. cultural. religious. and

medical resource dimensions. The literature review is therefore limited'
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to those studies that address resources used by patients and spouses

post-MI.

Identification and use of resources is crucial for families in

which the husband has experienced an MI. Because a myocardial

infarction is a crisis of major proportions for the patient and family.

numerous adjustments are required for those who survive. Life-style

changes. reordering of priorities. and altered self-concept are comnuui

reactions after an MI. In coping with these life contingencies. the

individual uses the set of resources and capacities which he possesses.

Jacobson and Eichhorn (1964) were among the first researchers to

delineate a specific set of resources used by families experiencing

heart disease. The authors used an exploratory design to study farm

families (N = 54) in which the husband had hypertensive or

atherosclerotic heart disease. An open-ended. semi-structured

interview was used to obtain information from the wives. while data

from the husbands were gathered via structured interviews and medical

examinations. According to Jacobson and Eichhorn. the resources used

by subjects derived from a number of sources. including individuals.

the community. and society. The largest number of resources. however.

originated from within the family itself. Innmediate and extended family

were named as the greatest sources of help for both physical work and

emotional support by 65% of the wives. Other resources indicated by

subjects included neighbors. friends. hired help. the value system of

the family. financial reserves. communication among family members. and '

stage of the family life cycle. Although the sample was small and
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homogeneous in character. the findings have some valuable implications

for patients post-MI. First. families experiencing severe illness are

able to identify a number of resources to assist them in coping;

second. these resources derive from multiple levels: the individual.

the community. and the family system.

Similar findings were reported in later studies by Croog and

Levine (1977. 1982). The work of these authors has contributed most

significantly to the understanding of resources post-myocardial infarc-

tion. In their prospective study of men experiencing a first myocar-

dial infarction (N = 293 and N = 205. respectively). the authors sought

to describe what happened to patients after an MI and what factors

influenced patient outcome at 1 year and 8 years post-infarction.

Extensive interviews were conducted with both patients and spouses

during hospitalization and at 2 months. 1 year. and 8 years after the

infarct. using a schedule consisting of standardized questions. probes.

check-lists. and multiple-choice and fill-in-the—blank items.

One of Croog and Levineus(l977. 1982) basic assumptions was that

patients possessed an "armory of resources" that would influence

patient outcome. The "armory of resources" refers to the array of

institutional. psychological. and social resources that are available

for patients to use in problem situations. Croog and Levine identified

three levels of resources important to patients post-MI: (a) indi-

vidual assets such as personality characteristics and physical status;

(b) assets which derive from social institutions such as family.

church. work. and friendship groups; and (c) formal organizations at
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the community level such as hospitals and the medical care network.

The authors analyzed the various levels of resources in relation to

patient outcome. focusing on statistical relationships rather than on

the differential meaning of specific support for individuals.

Like Jacobson and Eichhorn (1964). Croog and Levine (1977) discov-

ered that family and others in the patient's social network were impor-

tant resources during the post-infarction year. The authors inter-

viewed subjects (N = 293) at 12 months post-MI to determine the types

of help received from various sources. Subjects were asked to indicate

the types of help provided by both kin and nonkin sources and to rate

them according to helpfulness. Kin (parents. siblings. family of

orientation) and nonkin (friends. neighbors) were both listed as "very

helpful" by a number of subjects. Moral support was the most fre-

quently reported type of assistance rendered by all sources. followed

by provision of services. Financial aid was a less common type of help

for patients and was most often received from either parents or sib-

lings. ‘The authors examined a number of correlates of the level of aid

reported from kin and nonkin sources. including social status. age.

education. pro—illness visiting patterns. and illness setbacks by com-

puting gamma scores. Among these variables. pro-illness visiting pat-

tern was found to be most significantly related (:2 < .01) to perceived

support from both kin and nonkin sources. Further. significant asso-

ciations (p, < .01) were discovered between the subject's level of

perceived help in one category of kin and nonkin and level of perceived ‘

helpfulness in other categories. Croog and Levine concluded that those
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individuals who are socially integrated have positive relationships

with others and thus are more likely to receive aid from others when

111.

Family and friends were also identified as sources of support by

wives of myocardial infarction patients (N = 59) in a Finnish study by

Hentinen (1983). Subjects were mailed a questionnaire 8 weeks after

their husbands' infarct occurred. The majority of subjects (60%)

reported receiving support from relatives during their husband's ill-

ness. For an additional 37% of the wives. a neighbor was the source of

support. Seventeen percent of the respondents. however. stated that

they had not received support from anyone during the first 8 weeks

post-MI. A number of wives also expressed the need for more instruc-

tion from health care professionals regarding care of their husbands at

home. Most wives reported experiencing one or more physical symptoms

of stress in the first 2 months after the infarct. Eighty-three per-

cent had suffered from insomnia. 69% from fatigue. and 56% from depres-

sion. In addition. 54% found it necessary to consult a physician for

either a previously diagnosed or a new health problem. Hentinen con-

cluded that symptoms revealed by the wives indicated that they experi-

enced stress following their husbands' myocardial infarctions and that

instruction and support might have helped to mediate the stress. The

author reported only descriptive statistics. however. and did not

attempt to correlate support and symptoms of stress. Use of inferen-

tial statistics would have strengthened Hentinen's findings.
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Finlayson (1976) conducted an exploratory study of wives of heart

patients to determine if differences in outcome after an MI were asso-

ciated with the type and amount of network support available to the

family. Seventy-six wives were interviewed during their husband's

hospitalization and at 1 year post-infarction to identify whom the

wives perceived as helpers and lay consultants during their husbandks

illness. Help was identified in five categories: (a) children.

(b) wife's kin. (c) husband's kin. (d) nonkin. and (e) spouse. Sub-

jects' responses were then related to measures of patient outcome

(husband working and wife defining the illness as over). Although

differences in types of help were identified by different socioeconomic

groups. families in which the wife acknowledged help and lay consulta-

tion from a greater number and variety of sources had more favorable

outcomes than those with fewer and more limited sources of network

support. Although the purpose of Finl ayson's research was to describe

the relationship between network support and patient outcome. only

descriptive statistics were presented in the study. The significance

and degree of relationship between the variables are therefore unclear.

Network support and patient outcome were also the focus of a 9-

year prospective study of noninstitutionalized adult residents in

Alameda County. California (N = 6W928) conducted by Berkman (1982).

The author explored the effect of four types of social connections

(marriage. extended family and close friends. church membership. and

other group affiliations) on morbidity and mortality risk. A Social

Network Index was developed to assess the four areas. Examination of
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the Index in relation to subjects' cause of death indicated that as

social connections decreased individuals had a significantly increased

risk of dying from a number of causes including ischemic heart disease

(9 < .001). The Index was also found to be related to mortality risk

independent of a large number of other variables including smoking.

obesity. and eating patterns. It thus seems that adequate social

networks may serve to protect individuals from disease and death.

Insofar as the major outcome variable in this study was mortality.

however. it is impossible to determine where. along the trajectory of

severe illness. social network support has the greatest effect.

Implementation of intervention strategies by health care professionals

is therefore difficult.

From the above discussion. it is evident that social networks are

an important resource for the marital couple after the MI. Kin and

nonkin have both been identified as sources of support by couples

(Croog 8 Levine. 1977; Finlayson. 1976; Hentinen. 1983; Jacobson 8

Eichhorn. 1964). Types of assistance provided to couples post-MI

include moral support. physical help. and. less frequently. financial

assistance (Croog 8 Levine. 1977). Several researchers have postulated

that social networks or social support positively influence patient

outcome post-MI (Finlayson. 1976; Hentinen. 1983). but tests of sig-

nificance were not completed to determine the degree of relationship

between variables in these studies. Berkman explored the relationship

between social networks and morbidity and mortality from ischemic heart.

disease. Insofar as the major outcome variable in Berkman's study was
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mortality. however. her findings have limited applicability to this

study.

Religion was another resource addressed by Croog and Levine (1972.

1977. 1982) in their prospective study of males experiencing a first

MI. The authors (1972. 1977) examined religious outlook. secular

outlook. and church attendance in subgroups of Jews. Catholics. and

Protestants post-myocardial infarction (Total N = 345). According to

Croog and Levine. the majority of subjects (85%) considered their

religion to be "very important." "important." or "fairly important" to

them. No significant changes were discovered in the patients' personal

valuation of religion or in church attendance during the post-

infarction year. however. Further. only 6% of the sample (16 subjects)

indicated that they had contacted a clergyman for guidance or support

during convalescence. Thus. while religion was important to the

majority of patients. they did not perceive clergyman as a resource for

them after the MI. In addition. the experience of a life-threatening

disease did not result in a change in religious orientation for

patients. Religion continued to be important for those who valued it

before the infarct. but it was not a resource for the nonreligious

either pre- or post-infarction. It should also be noted that the

authors did not measure the respondents' depth of religious feeling or

piety. Data on these parameters may have yielded different results.

Eight years after the patients' first myocardial infarction. Croog

and Levine (1982) reexamined subjects' (N = 205) religious resources in

relation to long-term outcome. Operational measures of religious
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organization and spiritual resources included the following: religious

affiliation. church attendance. and importance of religion. Both

church attendance and importance of religion were significantly corre-

lated (p, < .05) with the outcome measure "perceived gains from the

illness." as measured by the chi-square test. In addition. importance

of religion was significantly related (3 < .05) to subjects' satisfac-

tion with life 8 years post-MI. Religion may thus have long-term

positive effects on patients' recovery from a myocardial infarction.

In spite of Croog and Levine's promising findings. no other

studies were discovered in medical. psychological. sociological. or

nursing literature in which the researchers addressed religion as a

resource post-myocardial infarction. Further. the investigator found

no studies which addressed religion as a resource in chronic disease or

other acute illnesses. Studies were found in which researchers exam-

ined the prevalence of physical. mental. and social symptoms in rel a-

tion to subjects' religious allegiance (Hannay. 1980) and the role of

religious attendance in facilitating assimilation into a new culture in

a sample of immigrants (Walsh. 1980). but the focus of these authors

was the prophylactic effect of religion in a relatively healthy

population. The investigator's focus in the present study is religion

as a resource in facilitating recovery from an MI and its relationship

to marital functioning.

A further important resource examined by Croog and Levine (1977.

1982) was medical care. In the authors' prospective study of patients

at 1 year post-MI (N = 293). physicians were the most consistently used



60

professional resource cited by subjects. Patients reported maintaining

consistent and continuous contact with their physicians during

rehabilitation. At 1 year post-infarction. 96% of the respondents

reported having a regular physician. and 90% of these planned to

continue with the same physician in the future. In addition. 90% of

the subjects had no negative comments on the performance of their

physicians. Other types of institutional and professional resources

such as cardiac rehabilitation clinics. social service agencies. and

visiting nurse services were used by patients less frequently during

the first year post-infarction. Only 28% of the subjects had contacted

one or more of the resources listed. The findings of Croog and Levine

indicated that patients perceived their physicians to be the most

valuable health care resource available to them post-MI and thus used

physician services more frequently than other types of services such as

rehabilitation programs.

In a follow-up study of the same population (N = 205) at 8 years

post-MI. Croog and Levine (1982) cited similar findings. At Year 8.

90% of the subjects reported having seen a physician in the preceding

year. and for 94 of those subjects the visits were for health mainte-

nance reasons. rather than for acute problems. Seventy-two percent of

the patients had a regular physician for cardiac care. and 96% planned

to continue seeing the same physician in the future. Further. 62% of

the subjects reported seeing the same physician at Year 8 as they had

seen at Year 1. Other types of services had been used by patients

infrequently between Years 1 and 8. with the most frequently used
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additional resources being outpatient hospital services (15.1%) and

unemployment services (12.5%). The findings of Croog and Levine

indicated the importance of the physician as an ongoing resource for

patients post-MI. Stability of the physician-patient relationship is

also indicated by the findings. It is surprising. however. that

additional services were used so seldom by subjects. particularly as

the authors stated that such services were readily accessible in the

Boston area. Croog and Levine failed to report whether or not use of

adjuvant services was encouraged by subjects' physicians. which may

have influenced the study findings.

In contrast to the findings of Croog and Levine (1977. 1982).

Hentinen (1983) discovered that only 24% of the wives (N = 59) of MI

patients reported receiving support from a physician during their

husbands' illness. A slightly greater number (32%) cited the regis-

tered nurse as a provider of support. The wives also expressed the

need for more information regarding care of their husbands at home.

Diet. the procedure to follow during a subsequent MI. and drug informa-

tion were the subjects about which wives reported receiving the least

instruction. Hentinen proposed an instructional model based on the

nursing process to insure adequate support and instruction for the

wives of MI patients. Henti nen's findings also pointed to the need for

both patients and spouses to receive better instruction and support

from all health professionals involved in their care to assist them in

coping post-MI.



62

Mayou. Williamson. and Foster (1976) used a semi-structured sched-

ule to interview patients and relatives (N = 40) at 1 week post-MI and

1 month after hospital discharge to determine subjects' understanding

cfi'the information they received and their satisfaction with treatment.

The majority of patients (73%) expressed general satisfaction with

their treatment but felt that the information they had received from

health care professionals was inadequate and vague. Sixty-five percent

of both the patients and family members reported receiving little or no

advice from health professionals regarding the patients'illness. In

addition. 54% of relatives were dissatisfied with the care received by

the patient. The authors' findings indicated the need for better

instruction for the relatives of patients after the MI.

The work of researchers in the area of medical resources has

indicated conflicting findings. As part of their large prospective

study. Croog and Levine (1977) interviewed subjects to determine what

institutional and comnunfity resources had been used during the post-

infarction year. The authors reported that the physician is the most

important source of support for patients post-MI and that subjects were

satisfied with the care they received from their physicians. On the

other hand. only 24% of the wives of MI patients identified the physi-

cian as a support to them during their husbands' illness (Hentinen.

1983). Both patients and families also reported the need for more

information regarding the patient's disease process and the post-

myocardial infarction regimen (Hentinen. 1983; Mayou et aL» 1976).

Further research is needed to validate the use of the physician as a
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resource and also to identify other health care resources of value

during rehabilitation. The findings discussed above also pointed to

the need for better instruction as well as ongoing support for both

patients and families post-myocardial infarction.

One other resource of interest in this study. which has been

infrequently examined to date. is cultural resources. Culture is most

commonly studied in relation to differences in pain perception

(Zborowski. 1952). illness behavior (Almeida 8 Wenger. 1982; Mechanic.

1963). or presenting complaints (Zola. 1966) among various ethnic

groups such as Jews. Germans. Italians. and Irish. Three of the

studies were published over 18 years ago and were completed using

samples of healthy individuals. Their application to the present study

is therefore limited. One recent study was found in which the authors

described cultural differences in reactions to an M1 (Almeida 8

Wenger. 1982). Where the focus of the studies cited above was that

of cultural differences. the identification of such differences did not

enable the researchers to make claims regarding cultural resourceful-

ness. More specifically. the authors did not address the concept of

culture as resource post-myocardial infarction. which is the focus of

this study.

Croog. Levine. and Lipson (1972) explored cultural differences

from an alternate perspective. In their previously mentioned study of

help patterns post-MI. the authors examined ethnic origin of subjects

as a possible associated variable to the level of help received.

Subgroups of patients of Irish (N = 61). Italian (N = 47). Jewish (N =
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43). and British-Old American UN = 29) were compared with each other

and the remainder of the sample. No significant differences were found

between members of the ethnic groups or the rest of the sample in

regard to the level of assistance received by patients from kin or

nonkin sources. Croog and Levine (1977) concluded that ethnic differ-

ences in terms of social networks and assistance patterns may be mini-

mized in a crisis situation such as a myocardial infarction. Lack of

pertinent literature related to cultural resources may result from

incorporation of the concept of cultural resources into the broader

concept of social support. The work of Lin. Ensel. Kuo. and Simeone

(1979) gave credence to this theory. The authors studied the effects

of social support and stressful life events on psychiatric symptoms in

a Chinese-American population (N = 170). The authors' nine-item scale

(alpha = .52) to measure social support contained several items which

tapped the respondents' involvement and interaction with the Chinese

subcultural community. Cultural traditions were viewed as a part of

the social support system available to clients. The relationship

between cultural resources and social support is still unclear. how-

ever. Further research is needed to clarify those aspects of culture

which serve as assets upon which the individual and family may draw

when faced with a crisis situation.

In summary. researchers have delineated the importance of

resources for both patients and families post-myocardial infarction. .A

number of specific resources have been described. including social

networks (Croog 8 Levine. 1977; Finlayson. 1976; Hentinen. 1983). the



65

medical care system (Croog 8 Levine. 1977. 1982; Mayou et al.. 1976).

and religion (Croog 8 Levine. 1977). While the majority of studies

were exploratory in nature. a few researchers have sought to relate the

availability of specific resources to patient outcome post-MI (Croog 8

Levine. 1977. 1982; Finlayson. 1976). No studies were found. however.

in which researchers explored the relationship between resources and

marital functioning after an infarct. In addition. Hentinen's (1983)

study of social support for wives post-MI was the only nursing work

discovered which addressed resources. Further research is needed to

delineate the mediating effect of various resources on patient and

family outcome post-myocardial infarction.

MW
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The psychosocial sequelae of a myocardial infarction have been

extensively studied by researchers. Attention has been focused on the

effects of an MI on the patient (Croog. Shapiro. 8 Levine. 1971;

Hackett 8 Cassem. 1975; Mayou et a1» 1978a). the spouse (Hentinen.

1983; Mayou et al.. 1978a; Papadopoulos et al.. 1980; Wishnie et al..

1971). and the marital relationship (Croog 8 Levine. 1977; Mayou et

al.. 1978a; Meddin 8 Brelje. 1983). While the emphasis in this study

is on the marital relationship. and more specifically on marital func-

tioning post-MI. a brief summary of the research regarding the psycho-

social effects of myocardial infarction on the patient and the spouse

will be provided first as a background for the discussion of the mari-

tal relationship.
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Researchers have documented the emotional and psychological conse-

quences of a myocardial infarction upon the individual experiencing it.

Denial (Croog et al.. 1971). depression (Hackett 8 Cassem. 1975). and

anxiety (Mayou et al.. 1978a) are common symptoms of MI patients during

conval escence. Psychological distress may persist up to 1 year post-

infarction with patients reporting tension. anxiety. fatigue. irrita-

bility. and depression (Mayou et al.. 1978a).

The psychological trauma of an M1 leaves its effect on the

victim's spouse as well. According to Skelton and Dominion (1973).

wives of MI patients report the convalescent period to be stressful due

to marital tension resulting from their husbands' dependency and irri-

tability. Interpersonal friction may result from conflict regarding

the patient's therapeutic regimen and the wife's overprotectiveness

(Wishnie et al.. 1971). In addition. many wives express fears of

precipitating another heart attack either by quarreling with their

husbands (Mayou et al.. 1978b; Wishnie et al.. 1971) or by resuming

sexual relations (Papadopoulos et al.. 1980). Wives also report psy-

chological symptomology post-infarction including insomnia. fatigue.

depression. and loss of appetite (Hentinen. 1983).

The distress generated in the patient and spouse as a result of

the myocardial infarction may affect the couple's marital interaction.

A number of studies were found which examined husbands' or wives'

perceptions of the marital relationship post-infarction (Croog 8

Levine. 1977. 1972; Mayou. 1979; Mayou et al.. 1978a. 1978b; Meddin 8 i
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Brelje. 1983; Skelton 8 Dominion. 1973; Stern 8 Pascale. 1978;

Tyzenhouse. 1973; Wishnie. Hackett. 8 Cassem. 1971).

Tyzenhouse (1973) conducted home interviews with 20 wives of male

patients who had experienced an MI in the last 6 to 20 months to

determine the family's reaction to the husband's illness. The author's

hypothesis was that those wives who were the most knowledgeable about

their husband's disease and the therapeutic regimen would demonstrate

the best adjustment and have husbands who made the most progress during

convalescence. Most of the wives reported that the husband's MI placed

a financial strain on the family. In addition. 70% stated that their

husbands were more irritable and demanding following the illness.

Eight wives reported that their husbands were depressed. and four

families experienced problems severe enough to warrant professional

counseling. No correlation was found between the wife's knowledge and

the husband's progress or family stability. Tyzenhouse concluded that

emphasis should be placed on mobilizing the personal resources of the

patient post-MI in order to promote his recovery. The data indicated

that the MI may be disruptive to marital and family relationships.

Insofar as the study was descriptive in nature and the sample was

small. however. further research is needed to validate the author's

findings.

Wishnie et a1. (1971) used a semi-structured format to interview a

group of male and female MI patients (N = 24) 3 to 9 months after

hospital discharge to explore areas of emotional distress experienced

during convalescence. Of the 24 patients. 18 had families with whom
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they resided. All 18 patients reported the occurrence of conflict and

family anxiety regarding the patient's progress during rehabilitation.

In 11 families the conflict resulted from confusion regarding the

meaning of instructions received from the physician. Wives tended to

be oversolicitous of their husbands. which contributed to tension

within the family unit. Difficulties were reported even in families

with stable marriages pro-infarction. and for those couples with mari-

tal problems of long duratidn. conflicts tended to worsen after the MI.

The authors concluded that better follow-up was needed by physicians to

anticipate problems and thus to assist families to cope more effec-

tively. While study findings seemed to indicate that the MI has a

negative effect on the marital relationship. the findings have limited

generalizability due to the small sample and exploratory nature of the

study design. Statistical analysis of the data was not done. In

addition. the authors failed to report at what point during convales-

cence the interviews were completed. According to the work of other

authors (Skelton 8 Dominion. 1973). conflict is most common in the

first 3 months post-MI and gradually diminishes by 12 months post-

infarction.

Skelton and Dominion (1973) used a semi-structured format to

interview 65 wives of men who had suffered a first myocardial infarc-

tion. The wives were interviewed during their husbands' hospital in-

tion and at 3. 6. and 12 months post-MI to explore the psychological

consequences of this experience on the wives during the first 12 months

following the infarct. By 1 year post-MI. 38 of the couples had
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returned to their usual pattern of sexual activity. 11 couples reported

a decrease. and 3 couples had stopped having intercourse altogether.

The remaining three wives reported an increase in sexual activity

which they attributed to an increase in their husband's libido

following his illness. In addition. marital quality post-MI appeared to

be related to the quality of the couple's relationship pre-infarction.

Ten of the 65 wives reported experiencing marital problems before the

MI. Of this group. eight thought the MI had exacerbated the problems.

one wife thought the relationship had improved. and one reported no

change. Twenty-seven of the remaining wives reported a change in

marital relationship during the first 3 months post-MI and attributed

it to increased anxiety and irritability of both partners. By 1 year

post-MI. only ten of the wives whose husbands had made a good recovery

reported an appreciable change in marital relationship. These wives

tended to be overprotective. while their husbands remained anxious and

demanding. While the study was exploratory in design and no statistics

were reported. the findings seemed to support the work of Wishnie et

a1. (1971) regarding a change in the marital relationship during the

first few months of the post-infarction year. Further. those couples

who experienced marital difficulties before the infarction seemed to be

at greater risk for further marital deterioration following the MI.

Similar findings were documented in a study by Stern and Pascale

(1978). The authors interviewed spouses of MI patients UN = 38) during

their partners' hospitalizations and at 6 months post-infarction.

Those spouses (N = 7) who were anxious or depressed at the 6-month
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Those spouses (N = 7) who were anxious or depressed at the 6-month

interview had significantly higher scores in areas of marriage (p <

.01). friction (p < .01). and distress (a < .01) on an instrument to

assess maladjustment compared with the remainder of the sample. No

correlations were observed between psychological symptoms of patients

and spouses. but the husbands of anxious wives were invariably those

who denied their illness. Many of the symptomatic spouses. who had

stated marital problems before the MI. cited increased difficulties

post-infarction. Fear of precipitating another infarct resulted in

marital estrangement and a decrease in communication between partners.

From the first to the second interview 13 subjects. the majority being

husbands of female patients. were lost to follow-up. rendering statis-

tical analysis of the data difficult. Nevertheless. the authors'

findings seemed to support the work of Skelton and Dominion (1973). who

also found that the marital relationship post-MI tended to deteriorate

in couples experiencing difficulties before the infarct.

Mayou et al. (1978b) explored the relationship between

pre- and post-infarction marital adjustment in a population of

women whose husbands had experienced a first MI. The authors inter-

viewed wives (N = 82) during their husband's hospitalization and at 2

and 12 months post-MI to determine the wives' psychological adjustment.

Using chi-square statistics. variables hypothesized to be determinants

of the wives' psychosocial adjustment post-MI were analyzed for sig-

nificance. Mental state was found to be significantly related (a <

.05) to the authors' ratings of marriage and family life and changes in
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also discovered between subjects'inarital and family quality and sexual

satisfaction before the husband's illness and these variables at 1 year

post-MI. 'The authors concluded that the measures of psychosocial

adjustment before the infarct are the best predictors of outcome for

the wives 1 year after the heart attack. These measures may thus be of

value in identifying wives who are at risk for the development of

marital difficulties so that interventions may be formulated to assist

them in coping with problems that occur after the MI.

Using the same sample. Mayou (1979) examined the psychosocial

outcomes of patients and spouses at,2 months and 1 year post-MI by

using a semi-structured interview format to obtain detailed information

from patients and spouses. Mayou (1979) reported that the heart attack

influenced subjects' family life and marriage in two ways: (a) the MI

increased the dyad's awareness of the value of their relationship. and

(b) problems resulted from changes in the partners' mental states and

behavior after the MI. Changes in the marital relationship. either for

better or for worse. were common after the infarct. The significant

predictors of these changes were the couple's marital quality pre-

infarction and the occurrence of other stressful life events during the

year. Chi-square and KendaLPs tau were used to determine the signifi-

cance and strength of relationships between selected variables. Pre-

morbid satisfaction with marriage. family life. and sexual activity

was found to be significantly correlated (p < .05) with satisfaction in

these areas at 1 year post-MI. In addition. changes in marital and

family satisfaction at 1 year were found to be significantly associated
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(p, < .05) with both previous satisfaction and chronic marital and

family difficulties. While Mayou and his associates relied on sub-

jects' retrospective reports for their marital quality pre-infarction.

which may be inaccurate. the authors were the only researchers to

identify variables that predict marital changes post-MI. The quality

of the couple's relationship after the infarct is adequately'understood

only by assessing both premorbid satisfaction and the occurrence of

other life events during the convalescent year.

The focus of most authors has been the disruptive effects of the

MI on the marital relationship. Changes. usually for the worse. have

been well documented after the infarct. but marital deterioration is by

no means inevitable. Mayou et al. (1978a) cited evidence of marital

stability and even marital improvement in a sample of 100 male and

female patients 1 year after they had experienced a first MI. ‘The

majority of the patients (55%) reported no change in their marital

relationships at 1 year post-infarction. Of the remainder of the

sample. 24% noted improvement in their relationship. while the other

20% reported a deterioration. For those couples whose marriages had

improved. the crisis of the infarct had prompted a lasting reevaluation

of their relationship.

Improvement in the marital relationship was also noted in a case

study of five couples post-MI conducted by Meddin and Brelje (1983).

The authors used an unstructured format to interview five couples to

determine how social workers might be of assistance to them after the

heart attack. In all cases. the husband had experienced an MI 2 to 10
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years before the infarct. Husbands and wives reported experiencing

feelings of anxiety and depression during convalescence from the MI.

In addition. three wives reported that their husbands had become

demanding during the illness. Two couples. however. reported that the

convalescent period had had a positive effect on their relationship due

to a slower life pace and increased time together as a couple. In both

cases. the couples reported having had a strong relationship pre-

infarction as well as the necessary social support during the crisis

and recovery. The authors"findings indicated the possible role of

resources in mediating the effect of the MI on the marital relationship.

Due to the small sample and lack of statistical analysis. further

research is needed to validate the findings. In addition. because

subjects had experienced the MI 2 to 10 years previously. the couples'

perceptions of its effect on their marital relationship may have been

different than they were in the first year.

A significant weakness of the previously cited studies is that the

authors relied on subjects' sel f-reports of marital quality both before

and after the infarct. which may be biased. Further. the authors

assessed the quality of subjects'inarriages based only on self-reports

obtained in interviews. Multidimensional assessments provide more

accurate information regarding the marital relationship post-MI. A few

studies were found in which the authors measured more than one dimen-

sion of marriage and family relationships after the infarct (Croog 5

Levine. 1977. 1982; Dhooper. 1983).
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In their prospective study of myocardial infarction patients (N =

209). Croog and Levine (1977) examined the effects of an MI on the

marital relationship during the post-infarction year by measuring the

husband's perception of the couple's level of reported disagreement on

selected issues and the patient's appraisal of his own marital

happiness as well as that of his wife. The husbands were asked to

complete a 12-item Index of Marital Disagreement Questionnaire and to

respond to two items with Likert—type response formats designed to rate

marital happiness. The authors discovered that at 2 months post-

infarction 38% of subjects reported low disagreement. 38% medium

disagreement. and 23% high disagreement. Further. in contrast to the

findings of other researchers (Mayou et al.. 1978a; Wishnie et al..

1971). the level of marital consensus remained fairly stable over the

study year with 48% of respondents reporting no change in the level of

disagreement. Of those couples who experienced a change. the greatest

number (40%) reported a decrease in the number of issues over which

they disagreed. Ratings of marital happiness were also relatively

stable over the post-infarction year. At 1 year post-MI. 16% of

patients reported an increase in marital happiness. while 14% noted a

decrease. In regard to their wives' happiness. patients stated that

19.5% were more happy and 24% less happy than before the illness.

Marital happiness was not found to be significantly related to the

health rating of the patient by his physician.

In a follow-up study (Croog 8 Levine. 1982) of the same population

7 years later. 88% of the subjects were still married. 95% of these to
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the same women who were their spouses at 1 year post-MI. Married

subjects (N = 180) were asked to evaluate both marital happiness and

level of marital disagreement using the same instrument they had

completed at 2 months and 1 year post-MI. Fifty percent of the men

reported being "very happily married." 33% were "happily married." 15%

considered their happiness "average." and 2% were "unhappy or very

unhappy." The husbands perceived the marital happiness of their wives

in the following manner: 46% "very happy." 35% "happy." 16% "average."

and 3% "unhappy" or "very unhappy." Calculation of cross-tabulations

indicated no relationship between ratings of marital happiness and the

patients' health status at Year 8. In terms of marital disagreement.

ratings at Year 8 were found to be similar to the ratings at 1 year

post-infarction. Couples' reported marital happiness and level of

marital disagreement at Year 1 were the best predictors of these

variables at Year 8. Gamma correlations for Years 1 and 8 were .50 for

marital happiness and .66 for marital disagreement. Thus it appears

that marital happiness and marital disagreement remain relatively

stable over time.

Only one study was found in which the researcher's central focus

was family functioning post-MI. Dhooper (1983) studied families of

patients (N = 40) who had suffered a first myocardial infarction to

identify areas of family functioning most vulnerable to crisis. to

determine coping strategies used by families to adjust. and to explore

the process of adjustment over time. Data were collected from

patients' spouses during hospitalization of the family member and at



76

l and 4 months post-MI. The areas of family functioning examined

included (a) maintenance of family members' emotional health.

(b) financial management. (c) household management. and (d) dealing

with the needs of children. By 4 months post-infarction. 20% of the

families considered their overall family functioning to be worse than

before the infarct. 40% rated it as "betterfl'and 40% saw it as

unchanged. Financial management and spouse's emotional health were the

two areas of functioning most negatively affected by the crisis of the

MI. The author concluded that the findings pointed to the need for use

of social service workers to assist families in coping with the MI

experience. Further research is needed to validate the author's find-

ings due to the small sample and descriptive nature of the study. In

addition. the author measured family functioning only up to 4 months

post-MI. at which time the crisis may still be acute for families.

Results may have differed if functioning were measured at 1 year past-

infarction.

In summary. a number of researchers have sought to describe the

effect of an MI on marital and family relationships. Studies have been

completed in which the perspective of the patient (Croog 8 Levine.

1977. 1982; Wishnie et al.. 1971). the spouse (Mayou et al.. 1978b;

Skelton 8 Dominion. 1973; Stern 8 Pascale. 1978). or both partners

(Mayou. 1979) was reported.

It is evident that experiencing an MI is considered a crisis for

the marital couple. Tension and conflict are frequently reported.

especially in the first few months of convalescence (Skelton 8
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Dominion. 1973; Stern 8 Pascale. 1978; Tyzenhouse. 1973; Wishnie et

al.. 1971). The patient's therapeutic regimen is one of the most

common areas of conflict for couples. with husbands tending toward

dependency and wives toward overprotectiveness (Skelton 8 Dominion.

1978; Wishnie et al.. 1971). Financial difficulties (Dhooper. 1983;

Tyzenhouse. 1973) and problems of sexual adjustment (Skelton 8

Dominion. 1973) have also been reported post-MI.

At 1 year post-infarction. the crisis of adjustment seems to be

over for most families. Studies were found in which authors reported

that the marital relationship improved (Mayou et a1" 1978a; Meddin 8

Brelje. 1983). deteriorated (Mayou. 1979; Stern 8 Pascale. 1978). or

remained unchanged (Croog 8 Levine. 1977; Mayou et al.. 1978a) by the

end of the posteinfarction year. Marital deterioration most frequently

occurred. however. in those marriages in which there were problems

before the infarct (Mayou et ah. 1978b; Wishnie et ah» 1971L The

quality of the marital relationship preinfarction (Mayou. 1979; Meddin

8 Brelje. 1983; Skelton 8 Dominion. 1978; Stern 8 Pascale. 1978). the

occurrence of other major life events during convalescence (Mayou.

1979). and adequate social support (Meddin 8 Brelje. 1983) have been

proposed as possible predicting factors for the quality of the marital

relationship post-MI.

While research in this area to date is promising. a number of

methodological limitations are evident. The majority of the studies

were exploratory in design and reported only descriptive statistics. A '

few studies were found. however. in which the authors explored the
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relationships among adjustment and possible predicting variables after

the infarct (Croog 8 Levine. 1982; Mayou. 1979; Mayou et al.. 1978b;

Stern 8 Pascale. 1978). In addition. some of the samples were small in

size and thus were somewhat limited in their generalizability (Dhooper.

1983; Tyzenhouse. 1973; Stern 8 Pascale. 1978; Wishnie et al.. 1971).

Further. most of the researchers used sel f-report data from subjects to

document the quality of the couple's relationship post-MI. Only two

studies were found in which the quality of marital or family function-

ing was evaluated on more than one dimension (Croog 8 Levine. 1977.

1982; Dhooper. 1983). None of the authors reported both husbands' and

wives' assessments of the marital relationship or explored differential

effects of the MI on the partners. Further. no studies were found in

which interventions such as marital counseling were included to follow-

up the couples who experienced problems post-MI.

Summary

The marital couple's manner of relating to one another has been

described using a variety of terms. One of the most helpful conceptu-

al izations of the marital relationship for the purpose of this study

is that of family functioning. The concept of family functioning has

been extensively explored by researchers. A number of instruments have

been developed to measure family functioning. and five of the instru-

ments have been shown to be reliable and valid. Common dimensions of

family functioning measured by the instruments include problem solving.

decision making. role relationships. affection. and communication. Few

studies were found in which researchers developed tools to measure
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family functioning in a specific patient population. The samples in

these studies were small. and the reliabilities and validities of the

instruments were incompletely established. ‘There is thus a need to

develop valid and reliable instruments to measure marital functioning

in couples experiencing acute and chronic illnesses. Further research

is also needed to determine how marital functioning is affected by the

illness of one of the partners.

Resources have been shown to be important in aiding the process of

recovery post-myocardial infarction. Social resources have been the

most extensively studied resource to date. with researchers focusing on

the amount of network support or assistance available to patients and

spouses after the infarct. Two studies were found in which the level

of social network support positively influenced patient outcome post-

MI. but inferential statistics were used in only one of the studies.

There is thus a need for correlational studies to delineate more fully

the relationship between social resources and family or patient outcome

post-MI. Further. researchers to date have explored only the quanti-

tative aspects of social resources after an MI (frequency of contacts.

number of relationships). The qualitative aspects of social resources

post-infarction such as the strength and quality of the individual's

personal relationships remain a needed area for future research. There

is also a need for intervention studies to delineate more fully the

mediating effect of specific resources on marital functioning post-

myocardial infarction.
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Medical resources have been described by several researchers. The

physician has been identified as the primary medical resource for

patients post-MI. with other services such as rehabilitation programs

and visiting nurse services being used less frequently. Researchers

have indicated that spouses and other family members may be less

satisfied than patients with the care and support received from the

physician. Lack of adequate instruction regarding the post-MI

rehabilitation regimen is another area that has been studied in rela-

tion to medical resources. Further research is needed to determine the

factors that influence the use of services post-MI. There is also a

need for studies which explore issues related to family education after

the infarct to enable hospital- and community-based rehabilitation

programs to meet patient and family needs more effectively.

Religion as a resource post-MI has not been as extensively studied

as social or medical resources. ‘The crisis of the myocardial infarc-

tion has not been shown to alter individual religious orientation

either for better or for worse. For those individuals to whom religion

was important before the infarct. it remains an important resource

after the MI. No studies were found in which respondents' depth of

religious feeling or piety was explored in relation to recovery after

an infarction or in which religious resources were related to marital

functioning post-MI.

Cultural resources. as defined in this study. have not been

delineated by researchers. Studies were found in which differences in

ethnic groups were explored in relation to illness behavior. pain
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perception. and presenting complaints. No studies were found. however.

in which researchers described culture as a resource post-myocardial

infarction. .

The effect of a myocardial infarction on the marital relationship

has been extensively studied by researchers. Tension and conflict

between the partners are frequently reported symptoms in the first few

months post-MI. Studies were found in which the marital relationship

deteriorated. improved. and remained unchanged after the infarct.

Marital deterioration seems to occur most frequently. however. in those

marriages in which there were problems before the infarct. The quality

of the marital relationship preinfarction. the occurrence of other life

events during convalescence. and social support have been proposed as

possible predictors of marital functioning post-MI. Few studies were

found in which the quality of the marital relationship was assessed on

more than one dimension. Further. no studies were discovered in which

husbands' and wives' perceptions of marital functioning were measured

individually and compared post-MI. There is thus a need for studies in

which both the husbands' and wives' perceptions of marital functioning

are measured multidimensionally.

Nursing research in the areas of marital functioning and use of

resources after an M1 is sparse. Three studies by nurse researchers

were found in which the authors sought to develop instruments to meas-

ure family functioning. Research in this area is promising. but

studies are needed in which family functioning is described in popula-

tions of adults with chronic and acute illnesses. Only one nursing
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study was found in which the researcher explored a specific resource

post-MI. but inferential statistics were not used to delineate the

relationship between the variables. In the area of marital functioning

post-MI. one exploratory study was found in which the nurse researcher

sought to describe the areas of family functioning most affected by the

MI. Due to the small sample and lack of statistical analysis. however.

the findings of this study are of limited value. There is need for

nursing research in the areas of family theory. resource use post-MI.

and the effect of an M1 on the marital relationship. Studies in which

statistical analysis is used to delineate the relationship between

variables and also intervention studies to further nursing practice

would be of particular benefit to the nursing profession.

In conclusion. there are several implications for research from

this literature review. The necessity of studying both the husbands'

and wives' perceptions of marital functioning post-myocardial infarc-

tion is evident as studies of this type have not been completed. Dif-

ferences in the partners' perceptions need to be identified as such

differences may increase the potential for marital deterioration post-

MI. Multidimensional assessments of marital functioning are necessary

to delineate the areas of functioning most affected by the MI experi-

ence. In addition. there is a need for research in which the relation-

ships between specific types of resources and patient outcome post-MI

are explored. Identification of resources that mediate the negative

effects of the MI on patient outcometwould be of value in developing

interventions for use with families post—MI. Research is also needed
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to describe the relationship between selected resources and marital

functioning in the husband and wife post-myocardial infarction as this

relationship has not ban delineated to date.

In Chapter IV the sample-selection criteria. procedures for data

collection. operational definitions of the variables. hypotheses.

instrumentation. scoring techniques. and statistical analysis will be

discussed.



CHAPTER IV

METHODOLOGY

W

A descriptive. correlational analysis was used in this study to

explore the relationship between perceived social. cultural. religious.

and medical resources and perceived marital functioning in the husband

and wife post-myocardial infarction. It was hypothesized that

resources and marital functioning were positively correlated such that

those individuals (both husbands and wives) who perceived the husbandks

resources to be adequate would perceive a higher level of marital

functioning than those individuals who perceived resources to be

inadequate. In addition. perceptions of the partners within the

marital dyad regarding resources and marital functioning were examined

individually and compared to determine similarities and differences.

In this chapter the research methodology and design used in the

study are discussed. Operational definitions of the variables and the

instruments used to measure them are described. Sample selection.

procedures for data collection. scoring techniques. statistical

analysis. and protection of human subjects are also delineated.

84
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Sample

The subjects for this study were a convenience sample of 98

couples (196 individuals) living in Lansing and the surrounding area.

Flint and Grand Rapids. A formal cardiac rehabilitation program at

Lansing Community College and six physicians' offices provided names of

potential subjects. Criteria for couple inclusion in the study were:

1. Males between the ages of 35 and 69 years.

2. Diagnosed and hospitalized with a myocardial infarction within

the past 12 months.

3. Married and living with spouse at the time of the study.

4. Able to read. write. and speak the English language.

No attempt was made to randomize the subject selection or to limit the

sample based on severity of myocardial infarction. history of cardiac

bypass surgery or previous M1. or the presence of residual cardiac

problems such as angina or congestive heart failure.

W

The data used by this researcher were collected from 1981-1983 for

a study conducted by Kline and Warren (1981). two nursing faculty

members at Michigan State University. The data-collection procedures

followed by Kline and Warren are described below.

To secure an adequate subject pool. physicians and agencies with

potential contacts with MI patients were identified by the investi-

gators. A letter introducing the research project was sent to those

identified requesting their participation. (See Appendix AJ Six

physician offices (12 participating physicians) and a formal cardiac
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rehabilitation program offered through the local community college

responded to the request and agreed to provide names of potential

subjects for the study.

In each setting. the investigators met with the registered nurse

designated by the physician as having primary responsibility for

identifying patients appropriate for the study. The sample-selection

criteria were discussed with the nurse at this time and a written copy

of the criteria left at each office for reference. Ongoing contact was

maintained with each office by the investigators at regular monthly

intervals to ensure continuation of the established selection procedure

and to provide a channel for feedback with the participating sites.

The nurse at each site selected male MI patients who met the study

criteria. These men and their wives were then mailed a letter signed

by the husband's physician inviting their participation in the study.

(See Appendix BJ A postcard was enclosed in each letter for the

couples to return to the investigators if they were interested in

participating and/or receiving more information about the research

study.

Couples who agreed to be contacted were telephoned by project

members and the study explained. At this time. the couples were

advised of the type of information asked in the questionnaires and the

amount of time required to complete them. In addition. couples were

informed that participation in the study was voluntary. would in no way

interfere with the health care they received. and that they were free

to withdraw at any time without jeopardizing their future health care.
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Assurances of subject anonymity and the confidentiality of question-

naire responses were also made to all couples contacted.

Those couples who agreed to participate were then formally

enrolled in the study and mailed consent forms. instruction letters.

and two sets of questionnaires. Husbands and wives were instructed to

complete the appropriate questionnaires separately and to Aanswer each

question as honestly as possibleJ' In addition. because the marital

functioning instrument was designed to measure the husbands' and wives'

current perceptions of their relationship. subjects were instructed to

respond to each item based on their current feelings. (See instruction

letter--Appendix C.)

Consent forms and completed questionnaires were returned to the

investigators by mail in an envelope provided for this purpose and

stored until data from the first 50 couples were received. At that

time. the data were coded on Fortran coding sheets. keypunched. and

logged into the computer to prepare for data analysis. Concomitantly.

data from the second 46 couples were collected using the procedure

described above. After the second set of questionnaires was received.

the data were coded. keypunched. and logged into the computer. Data

from the second 46 couples were analyzed separately to provide a cross-

validation sample.
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.QnaratianalizatiatLQLSIunmLiabias

Wain

Perceived marital functioning was measured using a 42-item instru-

ment.(Kline 8 Warren. 1981L The items were used to operationalize the

five dimensions of Adaptability. Partnership. Growth. Affection. and

Resolve (APGAR) conceptualized by Smilkstein (1978L Definitions and

sample items for each dimension are shown in Table 45L

Table 4.1: Definitions and Sample Statements for APGAR Dimensions.

 

APGAR Dimension/Definition

(Smilkstein. 1981)

Sample Questionnaire

Statement

 

AQAEIABILIJI:

Utilization of intrafamilial and extra-

familial resources for problem-solving

when family equilibrium is stressed

during a crisis.

BABINEBSHIE:

Sharing of decision-making and nurtur-

ing responsibilities by family members.

.GBQWJH:

Physical and emotional maturation and

self-fulfillment achieved by family

members through mutual support and

guidance.

AEEEQIIQN:

Caring or loving relationships exist-

ing among family members.

BESQLILE:

Commitment to devote time to other

members of the family for physical and

emotional nurturing usually involving

decision to share space and money.

My husband/wife is able to

support me during rough

times.

On matters of concern to

both of us. I feel we make

decisions together.

I feel I am free to grow as

an individual.

I enjoy being physically

close to my husband/wife.

It is difficult for me to

make time for family

activities.
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The marital functioning items are in statement form and are

designed to tap both the respondent's perception of marital functioning

post-myocardial infarction and the respondent's view of the partner's

perception. Sample questions demonstrating how self-perception and

perception of spouse were measured are shown below:

I find our sex life satisfying since my husband's heart

attack. (Item 26)

My husband finds our sex life satisfying since his heart

attack. (Item 36)

Questionnaires for the husbands and wives contained identical items

with appropriate gender adaptation for the two perspectives. (See

Appendix D. Instrument 1.)

EamaiiLeLBasauLcas

Perceived social. cultural. religious. and medical resources are

measured by use of five items included in the sociodemographic ques-

tionnaire. One item is included for each of cultural. religious. and

medical resources. and two items for social resources. Items are based

on dimensions of Smilkstein%s(1978) family SCREEM resources and are

designed to tap the husbandsfliand wives' perceptions of the adequacy of

the husbandhs resources post-myocardial infarction. Definitions and

sample items for each resource dimension are depicted in Table 4.2.

Questionnaires for the husbands and wives contained identical resource

items with appropriate gender adaptation for the two perspectives.

(See Appendix D. Instrument ZJ
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Business:

The following hypotheses were tested in this study:

10.

There is no relationship between the husband's perception of

the importance of his social contacts and his perception of

marital functioning after the MI.

There is no relationship between the husband's perception of

the limitation of his social contacts and his perception of

marital functioning after the MI.

There is no relationship between the husband's perception of

his cultural resources and his perception of marital function-

ing after the MI.

There is no relationship between the husband's perception of

his religious resources and his perception of marital func-

tioning after the MI.

There is no relationship between the husband's perception of

his medical resources and his perception of marital function-

ing after the MI. .

There is no relationship between the wife's perception of the

importance of her husband's social contacts and her perception

of marital functioning after the MI.

There is no relationship between the wife's perception of the

limitation of her husbandhs social contacts and her perception

of marital functioning after the MI.

There is no relationship between the wife's perception of her

husband's cultural resources and her perception of marital

functioning after the MI.

There is no relationship between the wife's perception of her

husband's religious resources and her perception of marital

functioning after the MI.

There is no relationship between the wife's perception of her

husband's medical resources and her perception of marital

functioning after the MI.
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BMW

11. There is no difference in the husbands' and wives' percep-

tions of the importance of the husband's social contacts

after the MI.

12. There is no difference in the husbands' and wives' percep-

tions of the limitation of the husband's social contacts

after the MI.

13. There is no difference in the husbands' and wives' percep-

tions of the husband's cultural resources after the MI.

14. There is no difference in the husbands' and wives' percep-

tions of the husband's religious resources after the MI.

15. There is no difference in the husbands' and wives' percep-

tions of the husband's medical resources after the MI.

16. There is no difference in the husbands' and wives' percep-

tions of marital functioning after the MI.

Dexeinnmnmuhelnsnumanis

MaritaLEunctinninaInsinument

The marital functioning instrument and resource items used in this

study were developed by Kline and Warren (1982L Kfline and Warren

conducted a research study to establish the reliability and validity of

eight scales designed to measure the husband's and wife's perceptions

of (a) the post-myocardial infarction rehabilitation regimen. (b) adher-

ence to the health regimen. (c) responsibility for adherence to the

health regimen. and (d) the level of function in the marital dyad.

Development of the marital functioning instrument and sociodemographic

questionnaire are discussed below.

In the process of tool development. Kline and Warren (1982)

examined a variety of scales designed to operationalize the broad
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construct of marital relationship. Kline and Warren's (1982) instru-

ment to measure marital functioning was based on work by Pless and

Satterwhite (1973). Tapia (1972). and Smilkstein (1978). Items were

included which tapped the husband's and wife's perceptions of the

couple's internal resources such as problem solving. cohesiveness and

reciprocity. as well as sexual relationships and marital distress.

Originally. each item was formulated to fit one of the five

dimensions of Smilkstein's (1978) family APGAR (Adaptation.

Eartnershi p. Growth. Affection. Resolve). Items are in statement form

followed by a 6-point Likert scale. "strongly agree" to "strongly

disagree." For example:

I feel my husband accepts my feelings. (Item 41)

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

The level of perceived marital functioning was determined by

assigning a numerical score to each point of the Likert scale. For

example:

I feel we make a good couple. (Item 42)

o 5 4 3 ‘ 2 1

strongly moderately agree disagree moderately. strongly

agree agree disagree disagree

For those items indicating negative responses. the scoring was

reflected as follows:
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Since my husband's heart attack. I am unable to talk openly

with my husband about things that bother me. (Item 38)

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Thus. positive responses received a high numerical score for

"strongly agree." while negative responses received a low numerical

score for "strongly agree."

Subjects received a single score for the total instrument to

indicate perceived level of marital functioning. High scores reflected

a high level of functioning. while low scores reflected a low level of

functioning.

Resauccaliems

The items measuring social. cultural. religious. and medical

resources were developed by Kline and Warren (1982) as part of the

sociodemographic questionnaire using Smilksteinks(l978) family SCREEM

resource dimensions as a base. Husbands' and wives' perceptions of

both internal resources (cultural. religious) and external resources

(medical. religious. social) are tapped by the items.

Resource items are in statement form. followed by a 6-point Likert

scale. "strongly agree" to "strongly disagree." For example:

My husband has cultural traditions which are a support to

him. (Item 27)

strongly moderately agree disagree moderately strongly

agree agree disagree disagree
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The level of perceived social. cultural. religious. and medical

resources was ascertained by assigning a numerical score to each point

of the Likert scale. For example:

Socializing with friends is an important part of my

husband's life. (Item 29)

6 5 4 3 2 1

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Only one of the resource items indicated a negative response (Item

30L. For this item. the assigned numerical score was reflected as

follows:

Since his heart attack. it has been necessary for my husband

to limit socializing with friends. (Item 30)

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Subjects received a single score for each of the resource items.

High scores reflected a high level of resources. while low scores

indicated a low level of resources.

Numerous other variables affecting the couple's perception of the

myocardial infarction experience were also included in the sociodemo-

graphic questionnaire. Education and occupation of each spouse. income

level of the couple. perceived jab-related stress. and living arrange-

ments are found in the instrument. Additional questions are included

regarding the couple's perception of the severity of the husband's

heart attack. discharge teaching received by the husband in the
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hospital. participation in a rehabilitation program. the husbandus

current activity level. the husband's use of alcohol and tobacco

before his M1. the presence of chronic health problems. and the occur-

rence of other significant life events during the past year.

Items from the sociodemographic questionnaire were used in this

study to describe the characteristics of the sample. In addition.

potential relationships between the husband's and wife's perceptions of

marital functioning and other variables affected by the MI experience

were explored.

W

W

Reliability refers to the degree of consistency with which an

instrument measures the underlying attribute it is designed to measure.

The reliability of an instrument can be assessed by determining its sta-

bility. internal consistency. and equivalence (Polit 8 Hungler. 1983).

The validity of an instrument refers to the degree to which the

instrument measures what it is intended to measure. Three primary

types of validity can be identified: content validity. criterion-

related validity. and construct validity (Polit 8 Hungler. 1983). In

evaluating the marital functioning instrument. Kline and Warren (1982)

used measures of content validity.

Content validity is based on judgment regarding the sampling

adequacy of the content area being measured (Polit 8 Hungler. 1983).

For the marital functioning instrument. content validity was evaluated A

based on review of pertinent literature by Kline and Warren. In
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addition. the completed instrument was reviewed by a Clinical Nurse

Specialist and a family psychiatrist with expertise in the area of

family theory. The evaluators determined the marital functioning

instrument to be congruent with the hypothetical construct of marital

functioning.

Initial tests of reliability and construct validity were attempted

by Kline and Warren using data from the first 50 couples. but the

findings were inconclusive. The results are not of value for the

present study and thus are not included here. For the purpose of this

study. reliability and validity testing were completed using data from

98 couples. The results of the analysis are presented in Chapter V.

StatisticaLAnastis

Sociodemographic data were analyzed using descriptive statistics

in order to describe and summarize the sample characteristics. Fre-

quencies. percentages. and measures of central tendency (the mean) were

applied as appropriate. Results of the data analysis are presented in

Chapter V.

Analysis of the marital functioning instrument and resources items

required several steps. These are presented below.

Since final tests of reliability and construct validity had not

been completed for the marital functioning instrument by Kline and

Warren. the first step involved such a testing of the husbands! and

wives' scores using the entire sample of 98 couples. An oblique

multiple-group factor analysis was computed for the husbands and wives

separately using pair-wise deletion of missing data. Factor analysis
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is a statistical procedure whereby clusters representing a unitary

attribute are identified and grouped together. The purpose of factor

analysis is to reduce a large group of variables into a smaller set of

measures which are conceptually unified. The underlying dimensionality

of a large number of measures can thus be elucidated (Polit 8 Hungler.

1983L. Factored items were examined to ensure that the contents of

item clusters were indicators of the underlying construct.

The internal consistency of the item clusters was then obtained by

computing Cronbach's alpha. Cronbach's alpha is a measure of the

extent to which the subparts of an instrument measure the same attri-

bute. Calculation of a coefficient alpha produces a reliability coef-

ficient ranging in value from 0.0 to +1.00 with higher values indicat-

ing a greater degree of internal consistency (Polit 8 Hungler. 1983).

Testing for external consistency involved examining the intercor-

relation of items in one cluster with items in other clusters to deter-

mine the degree of overlap between the scales. Items were deleted

based on internal and external consistency criteria to obtain an

appropriate measure of marital functioning. Results of reliability and

validity testing for the marital functioning instrument are presented

in Chapter V.

It was not known whether the subjects would perceive social.

cultural. religious. and medical resources as a unidimensional or as

multidimensional constructs. Thus. to determine the underlying dimen-

sionality of the resource items. a correlation matrix was computed for



99

husbands and wives separately. Results of this analysis are discussed

in Chapter V.

Following initial analysis of the marital functioning instrument

and resource items. the hypothesized relationships between marital

functioning and social. cultural. religious. and medical resources

(Hypothesis 1-10) were tested using correlation and regression

statistics. Each of these procedures is discussed below.

A correlation matrix was computed using the Pearson L (the

product-moment correlation coefficient) to determine the extent of

relationship between marital functioning and each resource item. The

Pearson L is a numerical index. appropriate for use with Likert-type

scales. which expresses the direction and magnitude of the relationship

between two variables. Correlation coefficient values range from -1J)

(a perfect negative relationship) to +1.0 (a perfect positive relation-

ship). Values of 04) indicate that no relationship exists between the

variables (Polit 8 Hungler. 1983). The correlations computed between

the study variables were interpreted based on the following criteria

(Borg 8 Gall. 1979):

< .20 No relationship

.20-.35 Slight relationship

.35-.65 Moderate relationship

.65-.85 Strong relationship

> .85 Very strong relationship

In addition to its usefulness as a descriptive statistic. the

Pearson I has value as an inferential statistic for the testing of

hypotheses regarding the significance of the correlations between

variables (Polit 8 Hungler. 1983). At.05 level of significance was set
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in this study to determine whether or not the null hypotheses (Hypothe-

ses l-lO) would be accepted or rejected. A summary of the correlations

is found in Chapter V.

Regression statistics were used to further analyze the data from

the marital functioning instrument and resource items. Regression

analysis was done to determine how much of the variance in the vari-

able. marital functioning. could be accounted for by the combined

influence of the relevant independent variables (the four resource

dimensions and other sociodemographic factors). Multiple regression

analysis was also done to assess which combination of resource dimen-

sions best predicted marital functioning and to determine the relative

importance of each predictor (Polit 8 Hungler. 1983). Data from the

regression analyses are presented in Chapter V.

To compare the husbands' and wives' perceptions of marital func-

tioning and perceptions of the husband's social. cultural. religious.

and medical resources (Hypotheses 11-16). _t-tests for paired samples

were computed using a .05 level of significance. The _t-test is a

parametric statistic used for testing the differences between group

means on a specified variable (Polit 8 Hungler. 1983). Discussion of

results for the :t-tests is presented in Chapter V.

W

Kline and Warren's study protocol was approved by UCRIHS at

Michigan State University and the Ingham Medical Center Committee on

Research Involving Human Subjects. Informed consent was obtained from

all participants before enrolling them in the study. An investigator's
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statement and consent form were mailed to all subjects with the ques-

tionnaire packet. The consent form was to be signed before completing

the questionnaires and returned to the investigators with the packet.

The investigator's statement included the following information:

(a) a brief explanation of the purpose of the study. (b) the kinds of

information included in the questionnaires.(c0 the amount of time

required of subjects. and (d) assurance to participants that their

rights to privacy. confidentiality. continuing care from their physi-

cian. and the freedom to withdraw at any time would be maintained.

Copies of the investigator's statement and consent form are found in

Appendix E.

Insofar as the data collected by Kline and Warren had been coded

and entered into the computer before initiation of the present

research. the data could not be traced. The researcher had access to

the data in coded form only. No further risks to the subjects were

identified from the present study.

Samara.

In this chapter. the research methodology and design used in the

study were discussed. The study variables. perceived marital function-

ing and perceived resources. were defined operationally. Development

of the instruments used to measure the concepts was described. includ-

ing the testing of the marital functioning instrument for reliability

and validity. Research hypotheses were presented. and the statistics

used to analyze the data were delineated. A.description of the sample
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population and the procedures to protect the rights of human subjects

were also included in this chapter.

A discussion of the research findings is provided in Chapter V.

The sociodemographic characteristics of the sample are delineated.

Results obtained for each of the hypotheses are presented. In addi-

tion. the reliability and construct validity of the marital functioning

instrument using the total sample of 98 couples is explicated.



CHAPTER V

DATA ANALYSIS

Quarries:

In this chapter the study sample is described and data are

presented to delineate the relationships between perceived social.

cultural. religious. and medical resources and perceived marital

functioning in the husband and wife post-myocardial infarction. 'Tests

of reliability for the marital functioning instrument and resource

items are discussed. In addition. data are presented comparing the

mean scores of husbands and wives for marital functioning and each of

the five resource items. A convenience sample of 98 couples in which

the husband had experienced a myocardial infarction comprised the study

sample. Data from these couples were analyzed to test the following

hypotheses:

Husbands

1. There is no relationship between the husband's perception of

the importance of his social contacts and his perception of

marital functioning after the MI.

2. There is no relationship between the husband's perception of

the limitation of his social contacts and his perception of

marital functioning after the MI.

3. There is no relationship between the husband's perception of

his cultural resources and his perception of marital function-

ing after the MI.

103
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There is no relationship between the husband's perception of

his religious resources and his perception of marital func-

tioning after the MI.

There is no relationship between the husband's perception of

his medical resources and his perception of marital function-

ing after the MI.

There is no relationship between the wife's perception of the

importance of her husband's social contacts and her perception

of marital functioning after the MI.

There is no relationship between the wife's perception of the

limitation of her husband's social contacts and her perception

of marital functioning after the MI.

There is no relationship between the wife's perception of her

husband's cultural resources and her perception of marital

functioning after the MI.

There is no relationship between the wife's perception of her

husband's religious resources and her perception of marital

functioning after the MI.

There is no relationship between the wife's perception of her

husband's medical resources and her perception of marital

functioning after the MI.

HusbandLandJixas

11.

12.

13.

14.

There is no difference in the husbands' and wives' percep-

tions of the importance of the husband's social contacts

after the MI.

There is no difference in the husbands' and wives' percep-

tions of the limitation of the husband's social contacts

after the MI.

There is no difference in the husbands' and wives' percep-

tions of the husband's cultural resources after the MI.

There is no difference in the husbands' and wives' percep-

tions of the husband's religious resources after the MI.
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15. There is no difference in the husbands' and wives' percep-

tions of the husbandhs medical resources after the MI.

16. There is no difference in the husbands' and wives' percep-

tions of marital functioning after the MI.

W

Data from the sociodemographic questionnaire were used to describe

the sample characteriStics. Subjects were asked to respond to items in

three categories: (a) sociodemographic information. (b) clinical

status of the husbands post-MI. and (c) other potential factors influ-

encing marital functioning post-MI. Findings in each of these cate-

gories are discussed below.

Sociodemaamabic

The sample consisted of 98 English-speaking males who had experi-

enced a myocardial infarction within the past year and their legally

married spouses. With the exception of one husband who reported his

ethnic background as Indian. all husbands and wives were white. There

were two cases of missing data for the wives.

Male subjects ranged in age from 40 to 74 years. with a mean age

of 5644 years. The wives ranged in age from 28 to 72 years. Mean age

for the wives was 53:7 years. ‘Two of the wives failed to report their

ages on the questionnaire. The age distributions and percentages for

husbands and wives are presented in Tables 5.1 and 5.2. respectively.
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Table 5.1: Age Range Distribution of Husbands (N = 98)

 

 

Age Range Number Percent

40-44 6 6.1

45-49 15 15.3

50-54 15 15.3

55-59 29 29.6

60-64 21 21.4

65-69 7 7.1

70-74 5 5.2

Total ‘ 98 100.0

 

Table 5.2: Age Range Distribution of Wives (N = 96)

 

 

Age Range Number Percent

25-29 1 1.0

30-34 0 0.0

35-39 7 7.3

40-44 5 5.2

45-49 16 16.6

50-54 17 17.7

55-59 25 26.2

60-64 17 17.7

65-69 5 5.2

70-74 3 3.1

Total 96 100.0

 

Years of marriage of the couples as reported by the husbands ranged

from 1 to 48 years. The mean years of marriage was 29.8 years. There

was one case of missing data. Distribution for years of marriage is

shown in Table 5.3.



Table 5.3:

107

Distribution of Years of Marriage as Reported by

Husbands (N = 97)

 

 

Years of Marriage Number Percent

1-10 9 9.3

11-20 11 11.3

21-30 17 17.5

31-40 51 52.6

41-50 9 9.3

Total 97 100.0

 

The number of children of the couples as reported by the husbands

ranged from 0 to 13. as can be seen in Table 5.4. The mean number of

children per couple was 3.7. There were seven cases of missing data.

Table 5.4: Number of Children as Reported by Husbands (N = 91)

 

 

Number of Children Number Percent

0 2 2.0

1 8 9.0

2 16 18.0

3 27 30.0

4 15 16.0

5 6 7.0

6 6 7.0

7 4 4.0

8 2 2.0

9 l 1.0

10 3 3.0

13 l 1.0

Total 91 100.0
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Fifty-eight of the husbands (59%) reported that they had no

children living at home. while the remainder of the husbands (N = 40)

reported from one to five children still living at home. For the total

sample. the mean number of children living at home was less than one

child. A sumary of the data is shown in Table 5.5.

Table 5.5: Number of Children Living at Home as Reported by Husbands

 

 

(N = 98)

Number of Children Number Percent

O 58 59.2

1 20 20.4

2 10 10.2

3 6 6.1

4 3 3.1

5 1 1.0

Total 98 100.0

 

One of the husbands and three of the wives did not respond to the

question regarding educational level. Of the remainder of the husbands

and wives. levels of education ranged from "junior high school" to

"beyond four years of college." Distributions of husbands and wives

according to level of education are sumarized in Table 5.6.

Work status was obtained from the husbands and wives separately.

F‘Ifty of the husbands (51%) and 43 of the wives (43.9%) reported they

Were currently working outside the home. Of the remainder of the

Sample. 47 husbands (48%) and 53 wives (54.1%) were not working. In



109

addition. one husband and two wives failed to answer the item on work

status.

Table 5.6: Educational Levels of Husbands (N = 97) and Wives (N = 95)

 

 

Husbands

Level of Education

Number Percent Number Percent

Less than 7 years school 0 0.0 O 0.0

Junior high school 7 7.2 4 4.2

Partial high school 10 10.3 11 11.6

High school graduate 39 40.2 45 47.4

Partial college 23 23.7 21 22.1

College graduate 8 8.2 6 6.3

Beyond 4 years college 10 10.4 8 8.4

Tatal 97 100.0 95 100.0

 

A total of 94 husbands and 72 wives responded to the question

regarding current occupation. This is a larger number of both

husbands and wives than reported that they were presently working

outside the home. Twenty-two of the husbands and seven of the wives.

however. listed their occupation as retired. which may account for the

discrepancy. Further. it is possible that some of the husbands and

wives had not yet returned to work after the MI but planned to do so in

the future. A summary of the distributions of occupations for both

husbands and wives is found in Table 5.7.

Eighty-four of the husbands and 67 of the wives responded to the

question regarding work-related stress. Reported levels of stress

ranged from "high" to "none" for both husbands and wives. Distributions
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and percentages of stress associated with subjects' work are shown in

Table 5.8.

Table 5.7: Frequency Distribution of Occupations for Husbands (N_= 94)

and Wives (N = 72)

 

Husbands Wives

 

Occupation

Number Percent Number Percent

Clerical 2 2.1 13 18.1

Professional 13 13.8 14 19.4

Executive 11 11.7 2 2.8

Skilled worker 18 19.2 0 0.0

Semi-skilled/unskilled

worker 7 7.4 3 4.2

Own business 6 6.4 3 4.2

Retired 22 23.4 7 9.7

Unemployed. but looking

for work 1 1.1 1 1.4

Other 14 14.9 29 40.3

Total 94 100.0 72 100.0

 

Table 5.8: Frequency Distribution of Stress Associated With Job for

Husbands (N = 84) and Wives (N|= 67)

 

 

Husbands ‘Wives

Amount of Stress

Number Percent Number Percent

High 21 25.0 14 20.9

Medium 37 44.1 26 39.8

Low 17 20.2 22 32.8

None 9 10.7 5 7.5

Total 84 100.0 67 100.0
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Three of the husbands failed to respond to the question regarding

their total combined income yearly. Subjects' incomes ranged from

under $9.999 to over 580.000 yearly. The majority of husbands (76%)

reported incomes of $20.000-SZ9.999 or more yearly. A summary of

distributions and percentages for combined annual income is presented

in Table 5.9.

Table 5.9: Frequency Distribution of Combined Annual Income as

Reported by Husbands (N = 95)

 

 

 

Income Number of Couples Percent

$O-$9.999 8 8.4

$10.000-Sl9.999 12 12.6

$20.000-529.999 28 29.5

S30.000-$39.999 17 17.9

$40.000-S49.999 19 20.0

550.000-559.999 2 2.1

S60.000-$69.999 2 2.1

370.000-379.999 3 3.2

580.000 and over 4 4.2

Total 95 100.0

W

Wanna

To provide a description of the husbands'tclinical status post-

myocardial infarction. husbands were asked to respond to the following

items: (a) number of months since the MI. (b) previous hospitaliza-

tions for an MI. (c) severity of the MI. (d) current activity level.

(e) presence of other chronic diseases. (f) adherence to a special
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diet. (9) participation in teaching programs before hospital discharge.

and (9) current participation in an organized heart education program.

Husbands' responses to each of these areas are presented below.

Three of the husbands failed to respond to the item regarding

length of time since the MI. For the remainder of the sample. answers

ranged from O to 12 months. with a mean of 5.3 months. Frequency

distribution for number of months since the MI is shown in Table 5.10.

Table 5.10: Distribution for Length of Time in Months Since Husband's

 

 

MI (N = 95)

Time in Months Number Percent

1 5 5.3

2 14 14.7

3 12 12.6

4 16 16.8

5 9 9.5

6 6 6.3

7 10 10.5

8 5 5.3

9 6 6.3

10 5 5.3

11 4 3.2

12 3 4.2

Total 95 100.0

 

A total of 28 husbands (29%) reported they had been hospitalized

more than one time for a heart attack. The remaining 70 husbands (71%)

denied being previously hospitalized for an MI.

Four of the husbands did not respond to the item regarding

perceived severity of their MI. Responses for the remainder of the
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husbands ranged from "Very severe; I have a lot of heart damage" to "I

have no heart damage." A summary of distributions and percentages for

severity of the MI is presented in Table 5.11.

Table 5.11: Distribution of Husbands' Perceptions of Severity of the

 

 

MI (N = 98)

Severity Number Percent

Very severe 30 32.0

Moderately severe 35 37.2

Mild 22 23.4

None 7 7.4

Tatal 94 100.0

 

Current physical activity level was obtained from all 98 husbands.

None of the husbands reported being either completely disabled or

capable of only limited self-care. The distributions and percentages

of the husbands' current activity levels are presented in Table 5.12.

Table 5.12: Distribution of Husbands' Current Physical Activity Level

 

 

(N = 98)

Activity Level ‘ Number Percent

Capable of all self-care 17 17.3

Restricted in physically

strenuous activity only 54 55.1

Fully active 27 27.6

Total 98 100.0
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Ninety-seven of the husbands responded to the question regarding

presence of chronic health problems. A total of 47 husbands (48%)

reported having chronic health problems. while 50 husbands (51%) denied

having such problems. A summary of distributions for specific chronic

diseases reported by the husbands is found in Table 5.13.

Table 5.13: Distribution of Other Chronic Diseases Reported by

Husbands (N = 47)

 

 

Disease Number

Cancer 1

Hypertension 16

Lung disease 11

Diabetes mellitus 6

Arthritis 12

Other 19

In answer to the question regarding whether they follow a special

diet. 87 husbands (89%) responded in the affirmative. The remaining 11

husbands (11%) denied following a special diet.

Two husbands failed to respond to the question regarding partici-

pation in a cardiac education program during hospitalization for the

MI. Seventy of the husbands (71%) stated they had participated in such

a teaching program. while 26 husbands (27%) stated they had not. A

total of 48 husbands (49%) stated that the program had included

instruction on ways of dealing with problems that could develop at

home. In addition. 23 of the husbands (23%) reported that they were
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currently participating in an organized cardiac program. The remaining

75 husbands denied participating in such a program.

Weaning

MariiaLEunctioninLEast:

Wham

Information regarding the husband's use of alcohol and cigarettes

before the MI and the occurrence of other life events during the year

before completing the questionnaire were obtained from the subjects as

these factors were thought to have the potential for affecting the

couple's perception of marital functioning post-MI.

Seventy-one of the husbands (72%) reported they drank alcoholic

beverages before the MI. while 24 husbands (24%) stated they did not

use alcohol. There were data missing on three individuals. Husbands

were also asked how much they drank before the MI. Distributions and

percentages for the amount of alcohol consumed are shown in Table 5.14.

Table 5.14: Distribution of Amount of Alcohol Consumed by Husbands

before the MI (N = 71)

 

 

Amount Number Percent

Occasional 37 52.1

Weekends only 5 7.0

Several times weekly 13 18.3

1 or 2 drinks daily 9 12.7

2 to 5 drinks daily 6 8.5

More than 5 drinks daily 1 1.4

Total 71 100.0
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Two of the husbands failed to respond to the question regarding

smoking before the MI. Of the remainder of the husbands. 49 (50%)

stated they had smoked before the infarct and 47 (48%) denied a history

of smoking. A summary of distributions and percentages for the amount

smoked before the MI is presented in Table 5.15.

Table 5.15: Distribution of Amount Smoked by Husbands Before the MI

 

 

(N = 48)

Amount Number Percent

< -5 pack/day 3 6.2

.5-1 pack/day 12 25.0

l-‘l.5 packs/day 9 18.8

1 -5-2 packs/day 14 29.2

> 2 packs/day 10 20.8

Total 48 100.0

 

Husbands were asked to record life events that had occurred in

the-l r families in the year before completing the questionnaire. Number

01’ husbands reporting in each category of life events is shown in Table

5-16-



117

Life Events Occurring in Family During the Past Year asTable 5.16:

Reported by Husbands

 

 

Event Number

Menopause 3

Pregnancy 2

Addition in household 5

Retirement 13

Moving 9

Marital problems 2

Divorce or separation 0

Major sickness in the family 25

Death of close friend or family member 14

Laid off or fired from work 6

Concern aver aged parents 23

18Change in work hours

 

BeiiaizfliiiuuhLInstrumanIs

WW9

To ascertain the construct validity and reliability of the marital

functioning instrument. the following procedure was completed. Using

items formulated for each of the five APGAR dimensions. an inter-item

correlation matrix was computed for the husbands and wives separately

“5‘! ng pair-wise deletion of missing data. Oblique multiple-group factor

"131 ysis was then applied to each matrix. Various factor solutions

were attempted using from one to five scales. Items were examined to

Insure that the contents of item clusters were indicators of the

u"'C-ier'lying construct. The internal consistency of the item clusters

"as evaluated using coefficient alpha. Testing for external

ConSistency involved examining the intercorrelation of items in one
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cluster with items in other clusters to determine the degree of overlap

between the scales. Items were deleted based on failure to evidence

adequate internal and external consistency to obtain an appropriate

measure of marital functioning.

The five scales (Adaptation. Partnership. Growth. Affection. and

Resolve) (Smilkstein. 1978) conceptualized by Kline and Warren ”98”

during tool development were not validated by the factor analyses.

Instead a single scale was identified for both the husbands and wives.

consisting of 24 items. The alpha coefficient for this scale was .9l

for the husbands and .94 for the wives. indicating a high degree of

interrelationship among the items. At least two items from each APGAR

dimension are contained in the instrument. The 24-item scale is found

in Appendix G.

Wen:

To assist in determining the underlying dimensionality of the five

resource items. correlation matrices were computed for the husbands and

wives separately. Several significant correlations were found for both

husbands and wives. For wives. the cultural resource item was most

h"ghly correlated with religion (1: = .47. p = .001) and importance of

SOC‘I a1 contacts (1: = .33. p = .001). The strongest correlations for

the husbands were found between religion and cultural resources (1: =

37. g .001) and also religion and importance of social contacts (1: =

.OOl). Correlation coefficients computed between the resource
.49, n
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items for husbands and wives are presented in Table 5.17 and 5.18.

respectively .

Table 5.17: Correlation Matrix for Resource Items (Wives) Using the

Pearson J:

Importance Limitation

Medical Cultural Religious of Social of Social

Contacts Contacts

Medical 1.00

Cultural .10 1.00

Religious -.12 .47* 1.00

(p=.001)

Importance of .29* .33* .19* 1.00

social contacts (p=.002) (p=.001) (p=.03)

Limitation of .07 -.10 -.04 -.09 1.00

social contacts

*Statistically significant at p < .05 level.

Highly correlated items were content analyzed to determine if the

UHderlying constructs measured by items were similar. Based on content

analysis and the diversity of correlations among the items. the deci-

5" On was made to treat the resource items as separate indicators rather

than as a single scale.
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Table 5.18: Correlation Matrix for Resource Items (Husbands) Using

the Pearson ,1:

Importance Limitation

Medical Cultural Religious of Social of Social

 

Contacts Contacts

Medical 1.00

Cultural .04 1.00

Religious .19* .37* 1.00

(p=.028) (p=.0001)

Importance of .22* .21* .49* 1.00

social contacts (p=.015) (p=.02) (p=.001)

Limitation of .04 -.05 .10 .09 1.00

soci al contacts

 

*Statistically significant at p < .05 level.

W535

The goal of this study was to describe the relationship between

Perceived social. cultural. religious. and medical resources and

Perceived marital functioning in the husband and wife post-myocardial

wife rction. To analyze the degree and direction of relationship

between the variables. correlation coefficients were computed using the

Pearson product-moment correlation coefficient. Null hypotheses were

accepted or rejected based on the significance level of the relation-

sh‘P between variables. The minimum acceptable level of significance

591‘- for this study was .05.

A secondary goal of the study was to compare the husbands' and

wives' perceptions of each resource item and marital functioning after
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the MI. .I-tests for paired samples were computed to determine

differences in the mean marital functioning scores and the mean

resource scores of husbands and wives. ‘The null hypothesis was

accepted or rejected based on significant differences in mean scores

for the two groups.

In this section each research question and its associated hypoth-

eses are presented. followed by pertinent findings for the hypotheses.

Levels of significance computed for each hypothesis are provided and a

statement made regarding acceptance or nonacceptance of the null

hypothesis.

Warm

Is there a relationship between the husband's perception of his

resources (social. cultural. religious. and medical) and his perception

of marital functioning after the MI?

W: There is no relationship between the husband's

perception of the importance of his social contacts

and his perception of marital functioning after the

MI.

A correlation coefficient of .21 (p = .025) was computed between

the husband's marital functioning and importance of social contacts

scores, The null hypothesis was therefore rejected. There is a

S“'"Ql'tificant relationship between importance of social contacts and

marital functioning for the husbands.
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W: There is no relationship between the husband's

perception of limitation of social contacts and his

perception of marital functioning after the MI.

The correlation between the husbandhs limitation of social

contacts score and marital functioning score was .23 (p, = .014).

Because the level of significance surpassed the acceptable limit set

for this study. the null hypothesis was rejected. There is a signifi-

cant relationship between the husband's limitation of social contacts

and marital functioning after the MI.

Hypothesis_3: There is no relationship between the husbandus

perception of cultural resources and his perception

of marital functioning after the MI.

A correlation coefficient of .03 (p, = .39) was computed between

the husband's cultural resources score and marital functioning score.

The level of significance was below the established limit and the null

hypothesis was not rejected.

Wham: There is no relationship between the husband's

perception of religious resources and his percep-

tion of marital functioning after the MI.

The correlation between the husband's religious resources score

and marital functioning score was .37 (p = .001). A significant

relationship was thus found between religious resources and marital

functioning for the husband. The null hypothesis was rejected.

11112911125115: There is no relationship between the husband's

perception of medical resources and his perception

of marital functioning after the MI.

A correlation coefficient of .26 (p, = .007) was computed between

medical resources and marital functioning for the husbands. and the

null hypothesis was therefore rejected. There is a significant
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relationship between the husband's medical resources and his perception

of marital functioning after the MI.

A summary of correlations between marital functioning and the five

resource items for the husbands is presented in Table 5.19.

Table 5.19: Correlations of Marital Functioning and the Five Resource

Items for the Husbands Using the Pearson I

 

 

 

Resource Item Correlation

Importance of social contacts .21*

Limitation of social contacts .23*

Cultural .03

Religious .37**

Medical .26**

in < .05.

**R < .0].

W

Is there a relationship between the wife's perception of her

husband's resources (social. cultural. religious. and medical) and her

perception of marital functioning after the MI?

film—9.51M: There is no relationship between the wife's

perception of the importance of her husband's

social contacts and her perception Of marital

functioning after the MI.

The correlation between the wife's importance of social contacts

score and marital functioning score was .33 (n = .001). A significant

relationship was therefore found to exist between the variables. and the

null hypothesis was rejected.
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W: There is no relationship between the wife's

perception of the limitation of her husband's

social contacts and her perception of marital

functioning after the MI.

A correlation coefficient of .02 (g = .43) was computed between

limitation of social contacts and marital functioning for the wives.

The null hypothesis was not rejected as an acceptable level of signifi-

cance was not achieved.

W: There is no relationship between the wife's

perception of her husband's cultural resources and

her perception of marital functioning after the MI.

The correlation between the wife's cultural resources score and

marital functioning score was 432 (p = .002). A significant relation-

ship was found between cultural resources and marital functioning for

the wife. The null hypothesis was therefore rejected.

W: There is no relationship between the wife's

perception of the husband's religious resources and

her perception of marital functioning after the MI.

A correlation coefficient of .29 (p, = .004) was computed for the

wife's religious resources score and marital functioning score. The

null hypothesis was rejected as a significant relationship was found

between the variables.

W: There is no relationship between the wife's per-

ception of the husband's medical resources and her

perception of marital functioning after the MI.

The correlation between the wives'lnedical resources score and

marital functioning score was .53 (p = .001). There is a significant

relationship between medical resources and marital functioning for the '

wives. The null hypothesis was thus rejected.
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In Table 5.20. the correlations computed between marital function-

ing and the five resource items for the wives are recorded.

Table 5.20: Correlations of Marital Functioning and the Five Resource

Items for the Wives Using the Pearson L

 

 

 

Resource Item Correlation

I Importance of social contacts .33**

‘ Limitation of social contacts .02

Cultural .32*

Religious .29*

Medical .53**

in < .01.

*%p < .001.

W

How do husbands' and wives' perceptions of the husband's social.

cultural. religious. and medical resources and their perceptions of

marital functioning compare after the MI?

‘Hypgthesls_11: There is no difference in the husbands' and wives'

perceptions of the importance of the husband's

social contacts after the MI.

The mean importance of social contacts score was 4.50 for the

husbands and 4.24 for the wives. Computation of a t—test for paired

samples indicated that the difference between the two means was not

significant (1 = -l.72. p = .09). The null hypothesis was not

rejected.
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W: There is no difference in the husbands' and wives'

perceptions of the limitation of the husband's

social contacts after the MI.

A mean limitation in social contacts score of 3.74 was obtained

for the husbands. The mean score for the wives was 4.01. A t-value of

1.59 (p = .12) was obtained using a _t-test for paired samples. No

significant differences were found in the husbands' and wives' limita-

tion in social contacts score. and the null hypothesis was not

rejected.

W: There is no difference in the husbands' and wives'

perceptions of the husband's cultural resources

after the MI.

The mean cultural resources score was 3.65 for the husbands and

3.47 for the wives. Computation of the .t-test for paired samples

indicated that there was no significant difference in mean scores of

the two groups (1: = -1.07. p = .29). The null hypothesis was not

rejected.

W: There is no difference in the husbands' and wives'

perceptions of the husband's religious resources

after the MI.

A mean religious resources score of 4.50 was obtained for the

husbands and a score of 4.15 for the wives. Computation of a I-test

for paired samples yielded a t—value of -2.57 (p = .01). There is a

significant difference in the husbands' and wives' mean scores for

religious resources. and the null hypothesis was thus rejected.
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W: There is no difference in the husbands' and wives'

perceptions of the husband's medical resources

after the MI.

The medical resources score was 4.89 for the husbands and 4.86 for

the wives. No significant difference was found in group means using

the .t-test for paired samples (3; = -.16. p = .87). The null hypothesis

was not rejected.

W546: There is no difference in the husbands' and wives'

perceptions of marital functioning after the MI.

A mean marital functioning score of 4.64 was obtained for the

husbands and 4.43 for the wives. Computation of a t-test for paired

samples yielded a _t-value of -2.51 (p = .014). There was thus a

significant difference in the mean marital functioning scores of the

husbands and wives. and the null hypothesis was rejected.

Differences in the mean scores of husbands and wives for marital

functioning and each resource item are shown in Table 5.21.

The findings for each hypothesis were presented in this section.

No significant relationships were found between the variables in

Hypotheses 3. 7. ll. 12. 13. and 15. The null hypotheses were not

rejected. Significant relationships were found between variables in

Hypotheses 1. 2. 4. 5. 6. 8. 9. 10. 14. and 16. however. and the null

hypotheses were rejected. A summary of the results of hypothesis

testing is shown in Table 5.22.
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Results of I-Tests for Husbands' and Wives' Scores

 

 

Table 5.21:

for Marital Functioning and Each Resource Item

Mean

Variable Mean Diff. eralue d1 Signif.

Marital functioning (W) 4.43

Marital functioning (H) 4.64

Medical (W) 4.86

-.027 -.16 73 .872

Medical (H) 4.89

Cultural (W) 3.47

-.176 -1.07 73 .290

Cultural (H) 3.65

Religious (W) 4.15

-.351 -2.57 73 .012*

Religious (H) 4.50

Importance of social

contacts (W) 4.24

-0257 -1072 73 .089

Importance of social 4.50

contacts (H)

Limitation of social

contacts (W) 4.01

.270 1.59 73' .117

Limitation of social 3.74

contacts (H)

“'0 Wives

('4) Fiusbands

*Significant at.p < .05.
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Summary of Acceptance and Nonacceptance of Null Hypotheses

 

Hypothesis Rejected Not Rejected

 

1(3.

I I.

IJZ.

'23.

11%-

155.

ltS.

Husband's perception of importance of social

contacts and marital functioning

Husband's perception of limitation of social

contacts and marital functioning

Husband's perception of cultural resources

and marital functioning

Husband's perception of religious resources

and marital functioning

Husband's perception of medical resources and

marital functioning

Wife's perception of importance of husband's

social contacts and marital functioning

Wife's perception of limitation of husband's

social contacts and marital functioning

Wife's perception of husband's cultural

resources and marital functioning

Wife's perception of husband's religious

resources and marital functioning

Wife's perception of husband's medical

resources and marital functioning

Difference in couple's perceptions of impor-

tance of husband's social contacts

Difference in couple's perceptions of limi-

tation of husband's social contacts

Difference in couple's perceptions of

husband's cultural resources

Difference in couple's perceptions of

husband's religious resources

Difference in couple's perceptions of

husband‘s medical resources

Difference in couple's perceptions of

marital functioning
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.chsLEJndings

In addition to the five resource items. several other variables

were found to be significantly correlated with marital functioning for

both the husbands and wives. Correlations computed for these variables

are presented below.

For the husbands. marital functioning was significantly correlated

with three additional variables: the husband's rating of his wife's

job-related stress. the husband's perception of his current activity

level. and the husband's adherence to a special diet. A correlation of

.20 (p = .047) was computed between the husband's marital functioning

score and his rating of his wife's job-related stress. The husband's

marital functioning score and rating of current activity level were

correlated .21 (p = .025). Adherence to a special diet was correlated

-.18 (p = .042) with marital functioning. indicating a slight negative

relationship between the variables.

To determine which variables best predicted the husbands' marital

functioning post-MI. a step-wise multiple regression was computed using

the five resource items and the three additional variables discussed

above. The religious resources item was found to be the single best

predictor of the husbands' marital functioning (E = 11.16. p = .001).

accounting for approximately 14% of the variance. The ether signifi-

cant predictors of the husbands' marital functioning were medical

resources. diet. and limitation of social contacts. The combined

1"71 uence of these variables accounted for approximately 27% of the

va r1 ance in the husbands' marital functioning score post-myocardial
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infarction. A summary of the significant predictors of the husbands'

marital functioning is presented in Table 5.23.

Table 5.23: Significant Predictors of Husbands' Perceived Marital

Functioning Based on Step-Wise Multiple Regression

 

 

Variable ,B ‘E Signif.

Religious resources .191 8.39 .005

Limitation of social contacts .119 4.54 .037

Adherence to special diet -.498 5.19 .026

Medical resources .123 4.08 .047

 

Additional significant correlations with the wives'lnarital func-

tioning score included years of marriage. the wife's educational level.

the wife's rating of the stress associated with both her job and her

husband's job. the amount of alcohol consumed by her husband before the

infarction. the husband's use of cigarettes before the infarct. occur-

rence of life events. the husband's current activity level. husband's

following a special diet. and the wife's rating of the husband's cur—

rent physical activity compared to his physical activity before the

infarct. A summary of the correlations computed for these variables

along with the levels of significance achieved is shown in Table 5.24.

A step-wise multiple regression was computed using the five

resource items and the other variables described above to determine

which of the variables best predicted marital functioning for the

u"'Ves. The wife's perception of the husband's medical resources was

the single best predictor of the wife's marital functioning score (E =
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18.15. p < .001). Medical resources accounted for 28.3% of the

variance in marital functioning. Other significant predictors of

marital functioning for the wives included religious resources. life

events. the husband's current activity level. and the husband's current

physical activity in comparison to his activity before the MI. A

summary of the significant predictors of the wives' marital functioning

is presented in Table 5.25.

Table 5.24: Variables Significantly Correlated With Wives' Perceived

Marital Functioning Using the Pearson I

 

 

Variable Correlation Level of Signif.

Life events ' -.33 p = .001

Current activity vs. preinfarction

activity .24 p = .014

Years of marriage .26 .p = .008

Wife's education -.21 p = .029

Wife's job stress .29 p = .012

Husband's job stress .22 p = .036

Current activity .28 p = .005

Husband's adherence to special diet -.28 p = .006

Husband's use of alcohol -.32 p = .006

Husband's smoking .22 p = .024

 

Table 5.25: Significant Predictors of Wives' Perceived Marital

Functioning Based on Step-Wise Multiple Regression

 

Variable B E Signif.

Medical resources .346 18.26 < .001

Religious resources .160 5.68 .022

Current vs. previous physical activity .188 7.43 .009

Current activity level .368 5.74 .021

‘
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Sum

In this chapter. data were presented to describe the sociodemo-

graphic characteristics of the study sample. Reliability indices for

the marital functioning instrument and resource items were provided.

The Pearson product-moment correlation coefficient was used to deline-

ate the degree and direction of relationships between the major study

variables. To compare husbands' and wives' scores for marital func-

tioning and the five resource dimensions. the results of t-tests for

paired samples were described. .Additional variables found to be sig-

nificantly correlated with marital functioning were also identified and

a step-wise multiple regression computed to determine those variables

that best predict marital functioning for both the husbands and wives.

A summary and discussion of the study findings is provided in

Chapter VI. In addition. the implications of the findings for nursing

practice. nursing education. and further research are delineated.



CHAPTER VI

SUMMARY AND CONCLUSIONS

M1191

A descriptive. correlational design was used in this study to

explore the relationship between perceived resources and perceived

marital functioning in the husband and wife post-myocardial infarction.

In this chapter. a summary and interpretation of the study findings are

presented. Sociodemographic and clinical characteristics of the study

sample as well as data from hypothesis testing are examined in the

context of other recent research findings in the areas of marital

functioning and recovery after an MI. The implications of this

research for nursing practice and nursing education are delineated and

recommendations made regarding further research.

Wounds

Wigs

nLtsttudeamle

The mean ages of both husbands and wives in this study were

consistent with those reported by other researchers. Mean age of the

husbands was 5644 years. which is similar to M1 patients studied by

Stern et aL.(l977). whose mean age was 53 years. and those of Wishnie

et a1. (1971) with a mean age of 59.9 years. Wives' mean age in this

I34
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study was 53.7 years. which closely compares to the mean of 52 years

reported by Skelton and Dominion (1973) and Bedsworth and Molen (1982).

Husbands in this study ranged in age from 40 to 74 years with

33.6% of the sample being 60 years of age or older. The large

percentage of men in the older age group differs from studies completed

by Croog and Levine (1977) and Dhooper (1983). in which male subjects

were limited to those who were 60 years of age or unden. The authors'

rationale for the age limitation was to secure a homogeneous sample

without a history of previous MI or other major illnesses. Only one

other study was found in which patients over 69 years of age were

included in the sample (Bedsworth & Molen. 1982L Failure to limit the

age of husbands to those under 65 is a confounding variable in this

study as chronic diseases and the likelihood of sustaining a second

infarction increase with age.

Years of marriage as reported by the husbands in this study ranged

from 1 to 48 years with a mean of 29.8 years. The majority of the

couples (61.9%) had been married more than 31 years. which indicates

that a large proportion of the marriages were stable in character.

These findings are congruent with those of Croog and Levine (1977). who

reported that half of their subjects had been married at least 21

years and that 95% were married to the same spouse at the 8-year

follow-up.

With the exception of one male Indian. all of the husbands and

wives in this sample were Caucasian. Only three studies were found in

the literature in which race was used as a descriptor for patients
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post-MI (Croog & Levine. 1977; Dhooper. 1983: Stern et aLu 1977). ‘Two

of the studies included nonwhites in the sample (Dhooper. 1983: Stern

et al.. 1977). In the third study. which encompassed the largest

sample'(N = 345). the authors included only Caucasians (Croog &

Levine. 1977).

The numbers of children of the couples as reported by the husband

ranged from 0 to 13. with a mean of 3.7 children. Twenty-nine percent

of the couples had two children or less. 30% had three children. and

41% had four or more children. While the mean number of children

reported by the couples is well above the national average of less than

one child for Caucasian families HIS. Bureau of the Census. 1984a).

the majority of the couples were in the 50 and over age group. in which

larger families were the norm.

In this study. 58 of the husbands (59%) reported they had no

children living at home. The remainder of the husbands reported from

one to five children still at home with a mean of .8 children. These

findings are congruent with the mean ages of the husbands and wives and

the mean years of marriage. which indicate that the majority of couples

are in Duvall's (1977) Stages VI (Families Launching Young Adults) and

VII (Middle-Aged Parents) of the family life cycle. ‘Two studies of MI

patients were found in which a larger proportion of the sample reported

children living at homee(Croog & Levine. 1977: Dhooper. 1983). In both

of these studies. however. the samples were younger. with the oldest

subjects being_60 years of age.
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Level of education for both husbands and wives ranged from

"junior high school" to "beyond four years of college." For the

husbands. 17.5% reported having less than a high school education.

40.2% were high school graduates. 23.7% had a partial college educa-

tion. and 18.5% had 4 or more years of college. Similar distributions

were reported for the wives. In this group. 15.8% had less than a high

school education. 47.4% were high school graduates. 22.1% had completed

some college. and the remaining 14.7% had finished 4 or more years of

college. Distributions for levels of education in this study were

higher than those reported in other studies of MI patients and spouses.

Forty-four percent of the subjects in Croog and Levine's (1977) study

had less than a high school education. and only 50% of the wives of MI

patients in the study by Bedsworth and Molen (1982) had a high school

education or more. In contrast. over 80% of both husbands and wives

in this study had at least a high school education. Because an

adequate level of education may enhance the family's ability to

comprehend and solve its problems (Smilkstein. 1978). education may

serve as a resource for families experiencing the crisis of an MI.

Information regarding work status indicated that 51% of the

husbands and 43.9% of the wives in this study were currently working

outside the home. This is a smaller number of husbands than has been

reported in studies by other researchers. Stern et a1. (1977) reported

that 90% of the subjects in their study who were working pre-infarction

returned to work post-MI. The mean time for return to work was 8.5

weeks post-infarction. In the study by Croog and Levine (1977). 27.5%

 



138

of the sample returned to work less than 2 months after the infarct.

By the end of the post-infarction year. 83.6% were employed. on either a

full- or part-time basis. While return to work is considered to be an

important indicator of the husband's recovery post-MI. there are

several factors which render the data regarding work status in this

study difficult to interpret. First. information was not collected

regarding the husband's employment before the MI. For those 49 husbands

who were not working after the infarct. it is not known whether the MI

precipitated the change in work status. In addition. a significant

proportion of the husbands in this study were 60 years of age and over

and may thus have been retired before the infarct. The smaller number

of husbands employed in this study post-MI may thus reflect the older

age of the sample.

A larger number of both husbands and wives responded to the

question related to current occupation than had reported they were

currently working outside the home. Of the 94 husbands who responded.

the largest proportion (23.4%) indicated that they were retired. In

addition. 19.2% listed their occupation as skilled worker. 13.8% as

professional. and 11% as executive. For the wives. the largest

percentage (40.3%) listed their occupation as‘ "other." Additional

common occupations reported by the wives were clerical (18.1%) and

professional (19.4%). Only seven of the wives stated that they were

retired. The discrepancy between the number of subjects working and

those reporting an occupation may reflect the fact that some husbands '
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and wives had not yet returned to work following the infarct. but have

plans to do so in the future.

Eighty-four of the husbands and 67 of the wives responded to the

question regarding work-related stress. which is again a larger number

than reported they were currently working outside the home. A total of

69.1% of the husbands and 60.7% of the wives indicated a moderate or high

amount of stress associated with their jobs. No studies were found in

which wives' job-related stress was assessed post-MI. Croog and Levine

(1977). however. examined job-related stress in post-MI patients during

convalescence. In comparing subjects' responses regarding pre-illness

job stress and the stress experienced post-MI. the researchers found that

subjects' perceptions of stress decreased by the end of the post-

infarction year. Nevertheless. work-related stress continued to be

reported by a number of patients. particularly those in executive or

professional occupations. The findings of this study appear to support

those of Croog and Levine (1977). but inclusion of a question regarding

pro-illness stress would have aided interpretation of the findings.

Combined annual income was disclosed by all but three of the

husbands. Twenty-one percent reported an income between 30 and 319.999

yearly. The largest percentage of husbands (29.5%) stated their income

was between 320.000 and 329.999 per year. and the remaining 51.5% had

incomes of 330.000 or more yearly. Only one other study was found in

which income levels were reported. but the data cannot be accurately

compared as the reported salaries are for the period from 1965 to 1967'

(Croog 8. Levine. 1977). The median income for Caucasian families in
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1982 was 321.117 HIS. Bureau of the Census. 1984b). It is thus

evident that the majority of the study sample had yearly incomes well

above the national average.

In summary. while the study sample is similar in some respects to

other samples described in the literature. significant differences are

evident. The mean ages of the husbands and wives were 56.4 years and

53.7 years. respectively. which is congruent with the literature. One-

third of the subjects in this study. however. were 60 years of age and

over. and the high number of subjects in this upper age group resulted

in findings that were different from those of other authors. The

couples in this study had been married longer. had fewer children

living at home. and had a higher proportion of retired persons than

other samples of MI patients. The study sample also tended to be more

educated and to have higher annual incomes than other populations

described. Because a convenience sample was used in this study.

education and income levels may reflect a sampling bias. Those couples

whose education and income were higher may have been more likely to

participate than couples at the lower end of the spectrum. In

addition. it is not known whether the patient populations of the

physicians and rehabilitation program providing subjects for the study

were representative of the community-at-large. Generalizations from

this sample to the larger population must therefore be made cautiously.

W

The husbands were quite heterogeneous in relation to the number of

months since their MI. Responses ranged from 0 to 12 months. with a
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mean of 5.3 months post-MI. Approximately one-third of the husbands

(32.6%) were in the first 3 months of rehabilitation. which is

considered by researchers to be the time of greatest disruption and

adjustment for both the patient and the spouse. Of the remainder of

the husbands. 30.6% were 4 to 6 months post-MI. 22.1% were 7 to 9

months. and 12.7% were 10 to 12 months post-MI. No other studies were

found in which patients were included at all points across the trajec-

tory of rehabilitation. The focus of other authors has been to study a

cohort of patients longitudinally as the cohort moves through the post-

infarction year (Croog & Levine. 1977; Mayou et al.. 1978a). Because

the clinical status of husbands across the trajectory may differ.

development of a single profile of the MI patient in this study is

difficult.

An additional confounding variable in this study is that the

sample was not limited to those husbands experiencing a first MI. which

is in contrast to other studies found in the literature. A total of 28

husbands (29%) reported they had been hospitalized more than one time

for a heart attack. The perceptions of these 28 subjects regarding

physical status and severity of MI may differ from the remainder of the

sample.

The majority of husbands (69.2%) perceived their heart attack as

moderately or very severe. Only seven CLA%) of the husbands reported

they had no heart damage. and the remaining 22 husbands rated their MI‘

as mild ("a little heart damage"). The findings seem to indicate that

the husbands take their illness seriously. What is not known from the
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findings is whether or not the husbands perceive the severity of their

illness accurately or if perceptions of those who had experienced more

than one MI differed from the remainder of the sample. Physician

ratings of the husbands! clinical status were not included as part of

the assessment. which would have strengthened the findings.

In spite of their perceptions of severity. none of the husbands

reported being either completely disabled or capable of only limited

sel f-care. Over half of the husbands (55.1%) stated they were

restricted in physically strenuous activity only. and an additional

27.6% were fully active. The reported level of activity would seem to

indicate that the physical status of the husbands is good and that they

are experiencing few. if any. residual complications from the MI.

A total of 50 husbands (51%) denied having any chronic health

problems. The remaining 47 husbands (48%) reported experiencing at

least one chronic disease. with the most frequently recorded problems

being hypertension (16 cases). arthritis (12 cases). and lung disease

(11 cases). No other studies were found in which the presence of other

chronic diseases was reported for MI patients. Two studies were found

in which participation was limited to those without a history of other

major illness (Croog & Levine. 1977; Dhooper. 1983). Chronic diseases

are a confounding variable in this study because they may have altered

the husband's perception of his physical status and activity level.

Seventy of the husbands (71%) stated they had participated in a

teaching program during hospitalization for the MI. Only 48 husbands.

however. reported that the program had included instruction on ways of
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dealing with problems that could develop at home. Further. only 23% of

the husbands were currently participating in an organized heart pro-

gram. Thus. 27% of the husbands received no formal instruction before

hospital discharge. and an additional 51% had received no assistance in

anticipating and solving future problems. These findings support those

of other researchers regarding lack of adequate instruction and support

for patients and spouses post-MI and point to the need for improvement

in patient education and on-going follow-up of families after dis-

charge.

A summary of the clinical status of the husbands in this study

indicates that the majority were 5.2 months into convalescence following

a first MI. perceived they sustained some heart damage during the

infarct. were free of other chronic diseases. and were physically

active. through restricted in strenuous activity. In addition. most of

the husbands had received instruction regarding the post-MI regimen

before hospital discharge but were not participating in an organized

heart program at the present time.

WW9

WWI

Husbands were questioned regarding use of both alcohol and

cigarettes before the MI. Use of alcohol was denied by 24 of the

husbands. while history of smoking was denied by 47 (48%) of them.

Forty-nine of the husbands had smoked before the infarct. and 68.8% of

these reported smoking one or more packs of cigarettes daily. Seventy-

one of the husbands admitted to drinking alcohol before the infarct.
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but 52.1% of this group reported only occasional use. Only 22.6%

(total N = 16) stated they had used alcohol on a daily basis before the

infarct. Information regarding current use of cigarettes and alcohol

was not included in the sociodemographic questionnaire. Inclusion of

these data would have provided valuable information regarding the

influence of the MI experience on the husbands' health behaviors.

The husbands were also asked to record life events that had

occurred in their families in the year before completing the question-

naire. Events most frequently reported by husbands included (retire-

ment:(13 cases). major sickness in the family (25 cases). death of a

close friend or family member (14 cases). concern over aged parents (23

cases). and change in work hours (18 cases). ‘These events are con-

gruent with the husband's experience of an M1 and also with Stages VI

and VII of Duvall's (T977) family life cycle into which most of the

couples fall. It is also of significance that none of the husbands

reported the occurrence of a divorce or separation within the past

year. and only two husbands reported the incidence of marital problems.

These findings seem to indicate that the husbands did not perceive the

MI as having a disruptive influence on the marital relationship and

that the vast majority of the marriages remained stable over the post-

infarction year.

W

The marital functioning instrument (Kline 8. Warren. 1980) used in

this study was designed to measure marital functioning across the five
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dimensions of Adaptation. Partnership. Growth. Affection. and Resolve

conceptualized by Smilkstein (1978). Smilkstein compared the familyWS

functioning to an organ system in the body in that each organ has its

own unique function. but all are interrelated. The family is thus a

nurturing unit striving to maintain the integrity of its component

parts.

As initially conceptualized. Kline and Warren's marital

functioning instrument consisted of 42 items with five scales. one

scale to measure each dimension of Smilksteinhs APGAR. The five

scales. however. were not validated by factor analysis. Instead a

single 24-item scale was identified with a Cronbach's alpha of .91 for

the husbands and .94 for the wives indicating a high degree of interre-

lationship among the items. At least two items from each of the five

APGAR dimensions are contained in the instrument.

The validation of a unidimensional scale to measure marital

functioning is in contrast to the findings of other researchers who

view the construct as multidimensional (Epstein et aLu 1983; Moos &

Moos. 1983; Pless & Satterwhite. 1973L Examination of established

instruments. however. provides possible explanations for this finding.

First. the instrument was based on work by Smilkstein (1978). who

viewed the family's functioning as "interrelated." Tests of reliabil-

ity on Smilkstein's original five-item instrument yielded a Cronbach's

alpha of .80. It is thus not surprising that an instrument based on

Smilkstein's conceptualization would demonstrate a high degree of

interrelationship among the APGAR components.
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In addition to Smilkstein (1978). several other researchers have

indicated that an interrelationship may exist between the dimensions of

family functioning (Barnhill. 1978; Epstein et at” 1983: Moos & Moos.

1976L Two of the authors developed instruments in which intercorrela-

tions were found between various scale dimensions of family function-

ing. Moos and Moos (1976) reported intercorrelations around .20 for

the 10 subscales of the Family Environment Scale. In the more recent

McMaster Family Assessment Device. Epstein et aL.(l983) found that the

correlations between the seven scales ranged from .40 to .60. The

findings of these authors seem to indicate that it may be unrealistic

to expect the marital couple to artificially dichotomize individual

areas of functioning. Such a dichotomy is in contrast to the work of

Barnhill (1978). who proposed that the dimensions of family functioning

are interrelated and "can be integrated into an interlocking. mutually

causal system" (p. 96). Husbands and wives in this study may thus have

viewed the items of Kline and Warren's marital functioning instrument

as closely correlated and consequently failed to identify five separate

dimensions on the questionnaires.

W

The purpose of this study was to describe the relationship between

selected perceived resources and perception of marital functioning

after an M1 by addressing the following research questions:

1. Is there a relationship between the husband's perception of

his resources (social. cultural. religious. and medical) and his

perception of marital functioning after the MI?

F
u
g
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2. Is there a relationship between the wife's perception of her

husband's resources (social. cultural. religious. and medical) and her

perception of marital functioning after the MI?

3. How do husbands' and wives' perceptions of the husband's

resources and their perceptions of marital functioning compare after

the husband's MI?

For each research question. null hypotheses were formulated as a

basis for statistical testing of the relationship between variables. A

summary and interpretation of the findings for each research question

and related hypotheses are presented below.

W: Is there a relationship between the husband's

perception of his resources (social. cul-

tural. religious. and medical) and his per-

ception of marital functioning after the MI?

Five null hypotheses. one for each resource item. were used to

test the relationship between perceived resources and perceived marital

functioning for the husbands. Statistically significant relationships

were found for religious and medical resources and the two items

related to social resources (Hypotheses 1. 2. 4. and 5). The four null

hypotheses were therefore rejected. No significant correlation was

found. however. between the husband's perception of cultural resources

and marital functioning post-MI (Hypothesis 3). The null hypothesis

was not rejected. Thus. in answer to the first question: There is a

significant relationship between the husband's perception of his

social. religious. and medical resources and his perception of marital
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functioning after the MI. but no relationship between cultural

resources and marital functioning post-MI.

In addition to the resource items. marital functioning was found

to be significantly correlated with three other variables: the hus-

band's perceptions of his wife's job-related stress and the husband's

perception of his current activity level and therapeutic diet. Slight

positive relationships were found for the wife's job stress and hus-

band's activity. while the relationship between diet and marital func-

tioning was negative. Although statistically significant. the correla-

tion coefficients were less than .22. indicating only a minimal

relationship between the variables. The number of significant. though

small. correlations for the husbands is probably a result of the large

sample employed in this study. Detection of slight relationships among

variables improves as the sample size increases (Borg a Gall. 1979).

The correlation coefficients indicate the degree and direction of

relationships between the variables. What cannot be inferred from the

correlation coefficients is a cause-effect relationship between vari-

ables. Thus. it is not possible to state that the husband's perception

of resources. activity. his wife's job stress. or therapeutic diet

results in a higher (or lower) level of marital functioning post-MI.

Because a number of the relationships between the variables were

statistically significant. a step-wise multiple regression was computed

to determine those variables which best predicted the husband's marital

Functioning post-MI. The religious resource item was found to be the

single best predictor of marital functioning for the husbands.

.
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accounting for the largest proportion of the variance. Other

significant predictors of the husband's marital functioning included

medical resources. adherence to a special diet. and limitation of

social contacts.

The findings regarding religion are of particular interest in that

no other studies were found in which religious resources were

correlated with marital functioning after an MI. Further. only one

study was found in which the authors examined religion as a resource

for patients post-infarction (Croog & Levine. 1977). The majority of

1
7
4
:
“
m

21

patients in Croog and Levine%;(l977) study considered their religion

to be of importance to them. but the crisis of the MI did not alter

patients' religious orientation. Religion seems to be a resource only

for those to whom it was important beforerthe infarct. ‘The findings of

this study seem to support those of Croog and Levine regarding religion

as a significant resource post-MI. In addition. insofar as the item

regarding religious resources was designed to tap the husbandhs percep-

tion of religion as a comfort and support during difficult times. it is

likely that religion was a long-term resource for husbands in this

study.

Access to medical care as a resource for patients post-MI has been

documented by other researchers. Croog and Levine (1977) indicated

that physicians were the most frequently used professional resource

cited by patients post-MI. Patients reported maintaining consistent

and continuous contact with their physicians during rehabilitation.

The physician is a significant figure in the lives of MI patients
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during the post-infarction year. It is the physician who assesses the

patient's progress. increases the activity level. grants permission for

return to work. and alters the post-MI regimen. Ability to make con-

tact with the physician easily when needed may thus serve to allay some

of the husband's anxiety regarding his condition. The significance of

medical resources as a predictor of the husband's marital functioning

post-MI in this study is therefore not unexpected.

Adherence to a therapeutic diet was another variable found to be a

significant predictor of the husbandhs marital functioning after the

infarct. The relationship between dietary adherence and marital

functioning was a negative one. Dietary restriction of cholesterol is

one of the key components of the post-MI rehabilitation regimen. For

the husbands. adherence to a low-cholesterol and/or low-calorie diet

may result in significant life-style changes. Adjustments may also be

required from the wife as she is typically the partner responsible for

cooking. According to other researchers. the post-MI rehabilitation

regimen is an area of conflict for couples after the MI (Skelton &

Dominion. 1973; Wishnie et aln. 1971). Wives tend to be overprotective

of their husbands. while the husbands are prone to dependency and

irritability (Skelton 8. Dominion. 1978). Diet and adherence to diet

for the husbands in this study may have resulted in conflict with their

wives and thus negatively predicted marital functioning after the MI.

A further significant predictor of the husband's marital function-

ing in this study was his perception of the limitation of his social

contacts post-MI. Two possible explanations may be offered for this



151

finding. First. limitation of social contacts may remind the husband

of his increased dependency and loss of social roles. which may result

in increased marital tension. Second. the limitation of socialization

with friends may reflect a loss of the social support to which the

husband has become accustomed. Social networks have been explored by a

number of researchers as a resource post-MI (Croog & Levine. 1977;

Finlayson. 1976; Jacobson & Eichhorn. 1964). Friends are considered to

be nearly as important as family in providing help and support to

patients after the MI (Croog & Levine. 1977). Those husbands who find

it necessary to limit socializing with friends may feel more socially

isolated. and marital tension may result.

WW: Is there a relationship between the wife's

perception of her husband's resources

(social. cultural. religious. and medical)

and her perception of marital functioning

after the MI?

One null hypothesis was formulated to test the relationship

between each of the five resource items and marital functioning for the

wives. Significant correlations were found for the cultural. reli-

gious. and medical resource items and one of the social resource items

(importance of social contacts). For these items. the null hypotheses

were rejected (Hypotheses 6. 8. 9. and 10). The fifth resource item.

limitation of social contacts (Hypothesis 7) was not significantly

related to the wife's perception of marital functioning post-MI. and

the null hypothesis was not rejected. An affirmative response may be

given to the second research question insofar as there is a relation-

ship between the wife's perception of her husband's social. cultural.
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religious. and medical resources and her perception of marital func-

tioning after the MI. There is no relationship. however. between the

wife's perception of the limitation of her husband's social contacts

and her perception of marital functioning after the MI.

Because the sample in this study was large (N = 98 wives). a number

of significant. though slight. relationships between the variables were

detected. In addition to the resource items. significant relationships

were found between marital functioning and the following variables: life

events. the husband's current activity versus pre—infarction activity.

years of marriage. wife's education. wife's job stress. husband's job

stress. and husband's current activity level. therapeutic diet. and use

of alcohol and cigarettes before the MI. Although the correlations for

the wives were generally higher than those for the husbands. all of the

relationships described above were less than .35. indicating only a

slight relationship among the variables.

To determine the variables which best predicted marital function-

ing for the wives. a step-wise multiple regression was computed using

the five resource items and the other significantly correlated vari-

ables. The following items were found to be significant predictors of

the wife's marital functioning post-MI: medical resources. religious

resources. life events. current versus previous activity. and current

activity level.

The single best predictor of the wife's marital functioning in

this study was the wife's perception of her husband's medical resources

post-MI. Medical resources accounted for 28.5% of the variance in the
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wife's marital functioning score. This finding is congruent with those

reported by other researchers (Croog 8 Levine. 1977). The convalescent

period is documented to be a stressful time for wives due to their

husbands' dependency and also due to fears of precipitating another

infarct (Wishnie et al.. 1971). In addition. wives have reported the

need for more information regarding care of their husbands at home and

particularly the procedure to follow if another infarct occurs

(Hentinen. 1983L. Thus. if the wife perceives her husband can make

contact with his physician easily when he needs medical attention. her

anxiety level may decrease. A decrease in anxiety regarding her

husband's condition may positively influence her perception of marital

functioning post-infarction.

Religious resources were another variable found to be predictive

of the wife's marital functioning. The previously mentioned study by

Croog and Levine (1977) was the only work in which religion was

addressed as a resource post-MI. The explanation for the finding

regarding the wife's perception of her husband's religious resources as

a predictor of her marital functioning post-MI is unclear; A possible

interpretation. however. is that if the wife perceives her husbandks

religion is a comfort and support to him during difficult times. her

anxiety regarding his condition may decrease. Further. although the

wife's perception of her religious resources was not measured in this

study. it is likely that husbands and wives who have been married for a

long period have similar values regarding religion. Those who perceive
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religion as a comfort and support may have a different perception of

the MI than those without a religious orientation.

Another significant predictor of marital functioning for the wives

was her perception of the life events that had occurred in her family

in the last year. Life events were a negative predictor of the wifeks

marital functioning after the MI. In a study by Mayou et a1. (1979).

life events were found to be a significant predictor of changes. either

for better or for worse. in the marital relationship after the MI. The

findings of this study seem to support those of Mayou and his asso-

ciates. For couples struggling to adapt to a serious illness. the

addition of other stressors may be more than the couple is capable of

handling. Marital deterioration may thus result.

The two other significant predictors of the wife's marital

functioning. the husbandhs current versus previous physical activity

and the husband's current activity level. are related concepts and are

therefore discussed together. The husbandls current activity level is

an indicator of his progress toward full recovery. ‘Those husbands who

are fully active are unlikely to have residual complications from the

M1 or to have a complex medical regimen. It is thus likely that

current activity is an indication to the wife of her husband's progno-

sis. As the husband approaches his pre-infarction level of activity.

the wife's anxiety and overprotectiveness as well as the couple's

marital tension may decrease.

W: How do husbands' and wives' perceptions of'

marital functioning and their perceptions of

resources compare after the MI?
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Null hypotheses were formulated to test differences in husbands'

and wives' perceptions of marital functioning and the social. cultural.

religious. and medical resource items. Computation of .t-tests for

paired samples indicated that husbands' and wives' mean scores differed

on two of the variables: marital functioning and religious resources

(Hypotheses 14 and 16). The null hypotheses were thus rejected. No

significant differences were discovered in husbands' and wives' mean

scores for importance or limitation of social contacts. cultural

resources. or medical resources (Hypotheses ll. 13. and 15). Null

hypotheses for these variables were not rejected. Thus. in answer to

the third research question: There are significant differences in

husbands' and wives' perceptions of marital functioning and religious

resources after the MI. but no differences in perceptions of social.

cultural. or medical resources after the MI.

The findings in regard to differences in husbands' and wives'

perceptions of marital functioning after the MI are not surprising.

Marital tension and conflict are commonly reported problems in the

first few months of convalescence (Skelton 8. Dominion. 1973: Stern 8.

Pascale. 1978: Wishnie et al.. 1971). The patients' therapeutic

regimen is one of the most common areas of conflict for couples. with

husbands tending toward dependency and wives toward overprotectiveness

(Skelton 8 Dominion. 1978). In addition. many wives express fears of

precipitating another MI by quarreling with their husbands (Mayou et

al.. 1978a). Fatigue. depression. and anxiety have been reported in

both husbands (Mayou et al.. 1978a) and wives (Hentinen. 1983).
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According to King (1981). emotional states such as fear may

distort individuals' perceptions of‘ the world around them. A The anxiety

and tension experienced by the husband and wife after the MI may thus

distort their perception of the marital relationship. Further. the

partners. and particularly the wife. may fail to communicate their

concerns to one another due to fear of precipitating another infarct.

Lack of communication and marital tension are two possible interpreta-

tions of the differences in husbands' and wives' perceptions of marital

functioning found in this study.

Differences in perceptions of the husbands' religious resources in

this study are more difficult to interpret than differences in percep-

tions of marital functioning. No studies were found in which di ffer-

ences in husbands' and wives' perceptions of religion as a comfort and

support were assessed after the MI. The mean score of the husbands in

regard to religion was 4.50. while the mean score of wives was 4.15 of

a possible 6.0. It is thus evident that both partners agreed that the

husband's religion was an important resource for him. The husbands.

however. rated religion as slightly more important than did the wives.

which may be due to the fact that the wives were recording their

perceptions of their husbands' religious resources while the husbands

were reporting their own perceptions. Further. as the husbands were

the partner experiencing the life-threatening illness. they may have

perceived their religion as being more significant to them than their

wives did.
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Significant differences were not found in husbandsfl.and wives'

perceptions of medical and cultural resources or importance and

limitation of social contacts. No other studies were found in which

husbands' and wives' perceptions of resources were assessed following

the MI. One explanation for the lack of significant findings in

relation to differing perceptions of resources may be that the majority

of couples had been married 30 years or more. Husbands and wives with

a mutual history of this length may have fewer areas in which their

perceptions differ from those who have been married for shorter

periods.

WW

While the results of this study are promising. a number of method-

ological limitations are evident from the summary and interpretation of

the findings. Inclusion of husbands over 65 years of age. those who

had experienced more than one MI. and those with a history of chronic

diseases resulted in a heterogeneous population and made generalization

of the findings difficult. The study could have been strengthened

either by excluding subjects in these groups or by examining them

separately and comparing them to the rest of the sample.

An additional limitation of the study was the inclusion of sub-

.jects at all points across the trajectory of rehabilitation. While

significant relationships were found between resources and marital

functioning. it is not known whether the importance of specific

resources varied at different points along the trajectory.
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Another limitation of the study is that the wife's perceptions of

her resources were not assessed. Resource items tapped only the wifeus

perception of her husband's resources. It is thus not known if differ-

ences exist in husbands' and wives' perceptions of individual resources

after the MI or if the same resources are considered to be of value to

both partners.

A final limitation of the study is that only one item was used to

measure the couples' perceptions of religious. medical. and cultural

resources. Multidimensional assessment of resources would have pro-

vided more information regarding the specific resource dimensions and

their importance for couples after an MI.

WWII

In Chapter II of this study a conceptual model was presented for

the husband and wife post-myocardial infarction in which the antici-

pated relationships between the study variables were delineated. Based

on the study findings. the following conclusions and modifications in

the model are proposed. (See revised Model. Figure 6.1.)

The sociodemographic items provided information regarding the

knowledge. past experience. needs. and values of the husbands and

wives. These factors were considered to be of crucial importance in

determining the partners' individual reactions to the MI. For the

wife. knowledge (education) and past experiences (husband's use of

alcohol and cigarettes before the MI; years of marriage) were found to

be significantly correlated with her perception of marital functioning

after the infarction. Further. the occurrence of life events during
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the post-MI year was found to be a significant predictor of the wives'

marital functioning. It is thus recommended that life events be added

to the model as a factor influencing the wife's perception of the MI

and. ultimately. her perception of marital functioning.

Reactions of the husbands and wives to the myocardial infarction

were conceptualized as involving anxiety and overprotectiveness on the

part of the wives and changes in sel f-concept and body image for the

:1

husbands. Although these factors were not measured in this study.

1
?interpretation of the identified relationships between resources and

marital functioning supports the importance of these factors in deter-

mining the couple's reaction to the MI. Various components of the

post-MI regimen. such as diet and current activity level. were also

found to be significant predictors of marital functioning post-

myocardial infarction. The husband's (medical regimen has been reported

to be a significant area of conflict for couples during rehabilitation.

It is thus evident that the husband and wife react not only to the MI.

but to the life-style changes precipitated by it. The husbands' and

wives' reactions to the post-MI rehabilitation regimen have therefore

been incorporated into the model.

It was hypothesized that a relationship existed between husbands'

and wives' perceptions of resources and their perceptions of marital

functioning post-MI. Adequate resources were viewed as an asset upon

which the couple could draw in times of need. Lack of resources or

ineffective use of resources was thought to negatively affect the

couples' marital functioning. The findings of this study indicated that
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there are significant relationships between perceived resources and

perceived marital functioning in the husband and wife post-myocardial

infarction. Further. religious and medical resources were found to be

significant predictors of both partners' perceptions of marital func-

tioning after the infarct. What cannot be inferred from the study

findings. however. is a cause-effect relationship between the variables.

It cannot be stated that adequate resources result in a higher level of

1

marital functioning.

-
i
:
:
;
_
"

Interaction between the husband and wife after an M1 was proposed

to be dependent on accuracy of perception and their ability to communi-

cate. Study findings indicated that there are significant differences

in the husbands' and wives' perceptions of marital functioning and also

the husbands' religious resources after the MI. Differences in percep-

tion on the part of the husband and wife will hinder the processes of

interaction. transaction. and. ultimately. goal attainment. Nursing

interventions aimed at insuring perceptual accuracy and enhancing com-

munication between the partners will thus be of value for husbands and

wives post-myocardial infarction.

ImpJJsations

Significant relationships were found in this study between

selected perceived resources and perceived marital functioning in the

husband and wife post-myocardial infarction. Further. religious and

medical resources were found to be significant predictors of marital

functioning for both husbands and wives post-MI. The findings of this

study have implications for nursing practice. nursing education. and
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further research in nursing. In this section. implications for each of

the three areas are delineated and application made to the conceptual

model formulated for use with families post-MI where appropriate.

Washes

A number of implications for nursing practice derive from this

research. King's theory of goal attainment (1981) was used in this

1

study as a basis for understanding the application of the study

variables to the nursing process. Implications of the research

‘
3
.
L
a
n
n
'
M
A
S

findings for nursing practice are delineated in the context of this

conceptual model for nursing.

The findings of this research point to the need for Clinical Nurse

Specialists in primary care to develop an awareness of the psychosocial

sequelae of a myocardial infarction for the patient and the spouse. An

MI is viewed as a crisis experience by both partners. and as a result

has the potential for creating individual as well as marital disrup-

tion. Because the period of greatest disruption occurs after hospital

discharge. a comprehensive nursing assessment is vital at the coupleus

follow-up visits to the primary care site. The nursing assessment will

enable the Clinical Specialist to gain a holistic perspective of both

partners.

Husbands' and wives' knowledge. past experiences. values. and

needs may differ. As a result. they may have different perceptions of

the MI and its consequences in their lives. The factors influencing '

husbands'.and wives' perceptions must be assessed by the Clinical Nurse
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Specialist so that areas in which the partners' perceptions differ may

be delineated. Factors influencing perceptions as well as possible

differences in perceptions should be added to the family data base

during assessment. Complete individual and family bases will assist in

insuring that continuous and comprehensive care is provided to the

couple throughout the recovery period.

The findings of this study also point to the need for knowledge of

family theory and the normative changes experienced by couples at L

various stages of the family life cycle. Life events have been shown M.

by researchers to be associated with changes in the marital relation-

ship after the infarct. Further. life events were found to be a sig-

nificant predictor of the wives'lnarital functioning post-MI. Because

the majority of couples in this study were at Stages VI and VII of

Duvall%s(l977) family life cycle. they are vulnerable to the normative

stressors of middle age. These normative stressors. added to the

nonnormative stressor of the MI. may result in deterioration of the

marital relationship. Stage of the family life cycle should thus be

included as part of the family data base by Clinical Nurse Specialists

in primary care. Knowledge of family life stage will aid in identi-

fying those couples at risk for the development of marital disruption

post-MI.

Knowledge. past experiences. values. needs. life events. and stage

of the family life cycle are the factors that determine individuals'

perceptions of the world around them. Perception. in turn. determines

how the husband and wife react to the MI.
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Individual reactions of the partners are another needed area of

nursing assessment for Clinical Nurse Specialists in primary care. The

findings of this study indicate that couples react not only to the

experience of an MI. but to the life-style changes necessitated as a

result of the rehabilitation regimen. Selected aspects of the post-MI

regimen were found to be significant predictors of husbands' and wives'

marital functioning. The post-MI regimen may be an area of marital

conflict as a result of different perceptions of the regimen itself as

well as differing perceptions of responsibility and adherence. Hus-

bands' and wives' perceptions of the therapeutic diet and the husbandhs

activity level must therefore be assessed on follow-up visits to the

primary care site so that problem areas can be addressed.

The stress generated in the husband and wife as a result of the MI

may be mediated by the identification and use of resources. Social.

religious. and medical resources were found to be significantly

correlated with husbands' and wives' perceptions of marital functioning

post-MI. Further. the medical and religious resources dimensions were

found to be significant predictors of marital functioning for both

partners. There is therefore a need for Clinical Nurse Specialists in

primary care settings to assess resources multidimensionally in working

with families after an M1. In addition. the necessity of assessing

both husbands' and wives' perceptions of religious resources is evident

from this research. Nurses in advanced practice need to develop

expertise in assessing clients' spirituality as these values are a

crucial resource for coping after an MI.
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A final area of assessment indicated by this research is marital

functioning. The potential for marital disruption is great after an

M1. Anxiety. which may occur in both partners. distorts the couple's

perception of their functioning and thus results in differences in

husbands' and wives' perceptions of marital functioning after the MI as

was found in this study. The Clinical Nurse Specialist in primary care

is in a unique position to assess multidimensionally marital function-

ing after an M1 and also to identify changes in the marital relation-

ship across the trajectory of rehabilitation. Smilkstein's (1978)

Family APGAR and Spanier's (1976) Dyadic Adjustment Scale are examples

of screening tools that may be of value to the Clinical Specialist in

identifying couples at risk formarital dysfunction. Use of screening

tools will pinpoint differences in perceptions of marital functioning

between husbands and wives and delineate specific problem areas for

both partners.

A comprehensive nursing assessment in the areas delineated above

is vital in providing needed information for individual and family data

bases within the primary care setting. Following assessment. the data

bases. in conjunction with family and individual care standards. provide

the framework for planning. implementation. and evaluation of nursing

interventions by the Clinical Nurse Specialist. Nursing interventions

are needed at all points across the trajectory of rehabilitation. With

the advent of Diagnosis-Related Groups (DRG's). the average hospital

stay for the MI patient has decreased to approximately 10 days.

Clients are discharged at a time when they are still vulnerable to
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physical and psychosocial complications. Ongoing follow-up of patients

and families by health professionals in the primary care setting is

greatly needed for this at—risk group.

Nursing interventions can be directed at increasing the husbands'

and wives' understanding of their past experiences. values. and needs

and the influence of these factors on their individual perceptions of

the MI. If differences in perceptions are detected. the Clinical Nurse

Specialist may serve as a facilitator to assist the husband and wife in

communicating to one another their differences in knowledge. needs. and iii}

values so that perceptual accuracy is assured. This intervention may

be accomplished through education and counseling with the couple during

their visits to the primary care site.

-The findings of this research also point to the need for the

Clinical Specialist to facilitate the couple's understanding of their

developmental stage and the normative versus nonnormative stressors

experienced during that stage. This intervention may be of value in

enabling clients to anticipate problems and to seek appropriate

solutions. Further. discussion of family life cycle stages provides a

forum for the Clinical Nurse Specialist and the marital couple to

identify past strengths and successful coping strategies that could be

used in the present situation.

Given the couple's reaction to the MI and the life-style changes

necessitated by the post-MI regimen. interventions directed at increas-

ing the couple's knowledge are appropriate. Inadequate instruction

after discharge is a problem commonly reported by both patients and
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spouses in the literature. Instruction regarding the pathophysiology

of the MI. therapeutic diet. medications. and activity is one strategy

which the Clinical Nurse Specialist may employ to increase the couple“;

knowledge. .Although instruction of this type may have been initiated

in the hospital. reiteration of it will undoubtedly be required during

convalescence. Such a structured education program can be incorporated

into the couple's visits to the primary care site. Further. the

couple's visits to the clinic provide an ideal opportunity for the

Clinical Nurse Specialist to identify potential problems that may arise

at home and to assist the couple in developing strategies to address

them. The Clinical Nurse Specialist may also work with the couple to

develop a procedure for the wife to initiate should the husband experi-

ence another MI at home.

Identification and use of resources are crucial in assisting the

couple to adapt to the crisis of the MI. Anxiety and other emotional

states. which are common after an MI. may distort the couple's percep-

tion of their resources and thus hinder their ability to use the

resources effectively in the coping process. If resources are lacking

or ineffectively used. the couple's marital functioning may be nega-

tively affected. and their ability to nurture one another may be

impaired. Nursing interventions directed at perception of resources

are therefore vital.

Social. religious. and medical resources were found to be of

significant value to both the husbands and wives in this study.

Consequently. the Clinical Nurse Specialist may encourage couples to
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maintain contacts with family. friends. and church groups after the MI

as the husband's physical status permits. Further. referral of couples

to community resources such as rehabilitation programs and heart clubs

may provide a cost-effective means for families to increase their self-

care capabilities and maintain social contacts post-MI. For the wife.

referral to a cardiopulmonary resuscitation class may alleviate her

anxiety regarding care of her husband at home. It is also crucial for

the couple to maintain ongoing contact with health care providers at

the primary care site. The couple should be familiar with the proce-
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dure for accessing the health care system 24 hours a day. Follow-up

phone calls to the couple by the Clinical Nurse Specialist between

their visits to the clinic may be of further assistance in providing

support for the couple.

Another needed area for nursing intervention is the coupleus

perception of marital functioning. The findings of this study indicate

that husbands' and wives' perceptions of marital functioning differ

significantly after the MI. The potential for conflict and tension

between the partners is therefore great. Data collected using a family

screening tool during assessment may provide a vehicle for facilitating

discussion of differences and clarifying the perceptions of each part-

ner. In the context of the nurse-client relationship. an atmosphere

may be created in which the husband. the wife. and the Clinical Spe-

cialist are encouraged to communicate openly with one another. Inter-

action between the husband and wife will thus be enhanced.
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A final implication of this research for nursing practice is that

the husband and wife post-MI are active participants in health care

decisions. The attainment of goals set within the nurse-client rela-

tionship is the focus of the Clinical Nurse Specialist's interaction

with the husband and wife. Goal attainment occurs as the husband. the

wife. and the nurse share perceptions. exchange values to identify

commonalities. and set mutual goals. The couple and the Clinical

Specialist share their individual values and perceptions regarding the

M1; the couple's social. cultural. religious. and medical resources;

and level of marital functioning. Finally. appropriate action is taken

to identify available resources and to enhance their use. thus

strengthening the couple's functional integrity as a nurturing unit.

Wu

Implications of the study findings for nursing education are

pertinent for both graduate and undergraduate programs. There is need

for nurses at all levels to increase their knowledge of family stress

theory and its application to nursing practice. Content in relation to

stress theory should be integrated into nursing curriculums as such

theories provide a basis for holistic assessment of clients experienc-

ing acute and chronic illnesses.

The findings of this study and those of other investigators indi-

cate that the husband and wife post-myocardial infarction experience

psychosocial distress in the process of adjustment. In many nursing

school curricula. however. the focus of instruction is the pathophysi-

ology of an MI and the medical regimen during rehabilitation.
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Psychosocial aspects of rehabilitation are neglected due to the empha-

sis on hospital care. Instructors of nursing should incorporate perti-

nent research findings regarding the psychosocial aspects of the MI

into the curriculum. Further. insofar as the bulk of rehabilitation

for MI patients occurs after discharge. student nurses on the under-

 graduate level should be exposed to clinical experiences with post-MI

patients in the community.

Nursing school curricula should be reexamined in relation to

 

content on spiritual assessment. Although a frequently neglected area

of instruction in educational programs. religion was found to be an

important resource for both husbands and wives post-MI in this study.

Nurses at all levels must develop expertise in assessing and facilitat-

ing the client's use of spiritual resources. This presupposes that

nurses will become comfortable with their own spirituality. which is an

additional area of consideration for educational programs.

The concept of resources and the significant role they play in

assisting families to cope with crises should be included in nursing

education. The findings of this research as well as those of other

authors indicate that MI patients do not use the services available in

the community even though such services may be of value to them. Both

undergraduate and graduate students in nursing need to be aware of the

plethora of community services available for clients so that approp-

riate referrals may be made in clinical practice.

Implications of the study findings in relation to marital func-

tioning after the MI are also of value to nursing education. The
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concept of family/marital functioning should be included in nursing

curricula on the undergraduate and graduate levels. Students should be

introduced to the screening tools available to assess marital function-

ing and have the opportunity to use them in clinical practice.

In relation to marital functioning post-MI. the potential for

marital disruption and particularly the possible differences in hus-

bands' and wives' perceptions of marital functioning should be included

in nursing education. Nurses should also be aware of the possible

 

moderating factors of marital functioning post-MI. such as life events

and social support.

Awareness on the part of nurses regarding the need for support and

instruction reported by patients and spouses post-MI should be empha-

sized in nursing curricula. Although many hospitals have developed

formal in-patient and out-patient teaching and rehabilitation programs

for MI patients. the findings of this study as well as those of other

authors indicate that instruction and support are often inadequate.

These are areas of continuing need throughout rehabilitation.

Wasatch

In this study. the researcher sought to describe the relationship

between perceived resources and perceived marital functioning in the

husband and wife post-myocardial infarction. 'The findings of the study

indicate that a number of questions remain for future consideration.

Recommendations for further research are outlined below.



172

1. Studies should be conducted employing more stringent criteria

for inclusion in the sample to limit confounding variables which could

obscure the relationships between study variables. Specifically.

participants should be limited to those under 60 years of age who have

experienced a first MI.

2. Minority groups and individuals from lower socioeconomic

classes should be included in future study samples. Subjects such as

these may differ in their perceptions of marital functioning and use of

resources after an MI from the white. predominantly upper-middle-class

sample included in this study.

3. It is recommended that a study be conducted including both

subjects experiencing a first MI and subjects experiencing additional

infarctions in the sample. Subjects' scores on the resource items and

marital functioning could be compared using t-tests. 'Dhe differential

effects of a second infarction on marital functioning and resource use

could thus be delineated.

4. A study should be developed in which the sample is divided

into groups according to age. Subjects 59 years of age and under could

be compared to those 60 years and older to determine if age is a

significant factor affecting perceptiOn of resources and/or marital

functioning post-MI.

5. A study should be conducted employing subjects who are

homogeneous in regard to length of time since the MI. Because subjects

in the present study were included at all points across the first year.

it was not possible to identify the point of greatest marital
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disruption. It would be beneficial to measure marital functioning

within the first 2 to 3 months post-MI as this is the period of

greatest tension and conflict for couples according to the literature.

6. Kline and Warren's (1983) marital functioning instrument needs

to be tested further to insure the reliability of the tool for use with

other samples. Particularly. there is a need to administer the tool to

nonwhites. low-income groups. and those with less than a junior high

school education. It is possible that these groups differ appreciably

in their perceptions of marital functioning from the sample employed in

the present study. Further. insofar as the incidence of myocardial

infarction is increasing in women. the instrument should be adapted for

use with couples in which the wife has experienced an MI.

7. Longitudinal studies should be conducted to enable researchers

to describe variations in marital functioning and perception of

resources as couples move through the post-infarction year. The cohort

could be measured on the variables at 2. 6. and 12 months post-MI. and

their scores compared to determine differences. Profiles of couples at

various points across the trajectory of rehabilitation could then be

developed.

8. Research should be carried out to delineate wives' perceptions

of the resources available to them after the MI. In this study. only

wives' perceptions of their husbands' resources were measured. Differ-

ences in husbands'.and wives' perceptions of their individual resources

are an additional. related area for further research.
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9. The resource items need to be expanded to measure more

completely those resources which are of value to husbands and wives

after the MI. Additional items should be incorporated to form a series

of resource scales which tap different aspects of the social. cultural.

religious. and medical resource dimensions. Resource scales would

provide better predictors of marital functioning after the MI than

single items.

4

H -

10. Religion as a resource in chronic and acute illness is a

i
t
s

needed area for further research. Although religious resources were a

significant predictor of marital functioning for both husbands and

wives in this study. the investigator's review of the literature

revealed only one study in which the author addressed religion as a

resource post-MI (Croog et ah. 1972L Studies are needed to describe

those aspects of religion (church attendance. religiosity. etc.) which

are of the greatest value to families experiencing a crisis.

11. There is a need for nurses to develop tools to assess the

spiritual health of clients. Spirituality is an area of assessment

which is frequently neglected by health care professionals. The

findings of this study indicated. however. that religious values are a

significant resource for couples after an M1. Descriptive studies are

therefore needed to delineate the elements inherent in the concept of

spirituality.

12. There is also a need to conduct studies with marital dyads

post-MI using marital functioning instruments which are multidimen-

sional in nature. Because the marital functioning instrument employed
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in this study was unidimensional. specific areas of significance to

couples post-MI may not have been delineated.

13. Nursing intervention studies should be conducted to determine

the significance of such interventions as a resource for couples post-

MI. Subjects could be divided into experimental and control groups

with the experimental group receiving a structured education program.

while the control group receives routine medical treatment. The

marital functioning instrument could be administered to both groups

before and after the intervention to determine the effect of this

treatment on the husbands' and wives' marital functioning scores.

Summ

In Chapter VI. the findings of this study were summarized and

interpreted. Conclusions were drawn from the findings in relation to

the conceptual model for nursing. and implications were delineated for

nursing practice. education. and further research.
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MICHIGAN STATE UNIVERSITY

 

COLLEGE Of NURSING EAST LASSING ' HOIIGAN ' «an

January 28, 1981

Mr. Mark Veenendaal. M.D.

Cardiac Clinic. Suite 220

405 w. Greenlawn

Lansing. MI 48910

Dear Dr. veenendaal:

T
a
m
m
i

As a professional working with.post myocardial infarction and other cardiac

inpaired clients, you are well aware of ths‘pervasiveness of these problems

upon the lifestyle of their victims and families. we are in the process of

conducting a research.project designed to collect descriptive data from

marital couples who have recently experienced myocardial infarction.

Specifically. we are studying men between the ages of 39 and 65 who have

experienced an M1 within the past year and their wives. It is.55§3

mandatory that both members of the marital unit.participate in the study.

volunteers are being asked to complete a five part questionnaire which

would take approximately 45 minutes of their time. The materials covered

include: perception of and adherence to the health regimen. level of

functioning as a marital unit. and general socio-denographic data,

Yen could greatly aid our efforts by asking for participation from among

your clients who meet the above criteria. We will gladly set up appoint-

ments to administer the questionnaire to the MI victims and their wives. at

their convenience. Subjects will be free to withdraw from the study at any

time. Also. we will he more than happy to share our findings*with you and

the participants.

we will be contacting you within the next few weeks in order to explain the

study further. answer any questions you mdght have. and to clarify the

administrative protocol. Our research methodology is designed to require

gg.ti:m from you personally.

Thank you for your consideration!

Sincerely.

Brigid A. Warren. R.N.. M.s. and Nancy W. Kline. R.N.. M.N.

Assistant Professor of Nursing Assistant Professor of Nursing

Co-Principal Investigator Co-Principal Investigator

33W : .‘n’K/dds

MSU is an (illuminant-o llama/Equal Opportunity (actuation
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MICHIGAN STATE UNIVERSITY

 

COLLEGE 0' “"5““ m1 ussmc - mamas - em

January 28, 1981

George Kleiber. D.O.

Cardiac Clinic. Suite 220

405 w. Greenlawn

Lansing. MI 48910

Dear Dr. Kleiber:

This is a follow-up to the letter of January 22, 1980 in which we described

our research project about the postqnycardial infarction rehabilitation experience.

Since that time we have discussed the project with Dr. Halter Baird who

advised us that our project had been approved by the human Subjects Review

Comittee and the Board of Directors at Ingham Medical Center. Dr. Baird

has given us permission to contact his patients to participate as

subjects in this investigation. We are hoping that you will also agree

to allow us access to your patient population. we will be happy to share

the results with you upon completion of the study.

Again, this project will require gg_time from you personally. beyond the

initial discussion and approval.

We will be contacting you soon to discuss the study further.

Thank you for your consideration!

Sincerely.

Brigid Am warren. Rmn.. M.S. and Nancy'w. Xline, Reu., M.N.

Assistant Professor Assistant Professor

BAWdfiw-‘K/Sjt

I"! 5 II as Allar—unm- A; tum Fun-.41 Oppuflunily Inuuunmu
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October 23. 1980

Dear :

I am writing to you about a research study being conducted by Nancy Kline and

Brigid Warren. Assistant Professors in the Michigan State University College

of Nursing. They are gathering information about how the experience of a

heart attack has affected the lives of married couples like yourself. Through

this study. they hope to gain information that will help nurses more effectively

assist couples who have recently undergone a heart attack experience.

Agreeing to participate in this study would be of no cost to you other than

approximately forty-five minutes of your time. Both of you would individually

complete a five-part questionnaire which asks about yourself. your spouse. and

the post-heart attack treatment plan. You would be free to withdraw from the

study at any time and your identity would be kept strictly confidential.

Please consider their request for your participation. Complete the enclosed

postcard and return it to the College of Nursing at your earliest convenience.

Thank you.

Sincerely.

Dr. Martin Jones. M.D.

MJ:ds
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MICHIGAN STATE UNIVERSITY

 

COLLEGIOINAWIALW°WGW mums-W-«m

Hello:

Thank you very much for agreeing to participate in our research study. Your

assistance will help guide nurses and other health professionals in the care of

people who have had a heart attack.

Following this letter, you should find five (5) questionnaires asking

different questions about yourself, your spouse and the post-heart attack

treatment plan. They will take about 45 minutes to complete.

Please answer each question as honestly as possible. There are no right or

wrong answers.

PLEASE DO NOT CONSULT YOUR SPOUSE WHILE YOU ARE FILLING OUT THE FORMS.

Thank you again! If you have any questions or comments, feel free to contact

any of the investigators.

Sincerely,

nova/(4.10

Nancy W. Kline, R.N., M.N.

MM WW

3 gid A. Warren, R.N., M.S.N.

M/BAW/jmm
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Pt. No.

91-4

Site

D t 5—6

(unsrlounanua # a ‘ ‘ 7 9

Card No.07

Rehab. Code 10‘11

12

Below is a series of statements dealing with the relationship between you and

your wife since your heart attack. These statements are personal because they ask about

a special relationship. Please be honest in selecting the statement which most closely

reflects how you feel now. There are no right or wrong answers.

 

Please indicate the extent of agreement or disagreement with the statement by

circling the appropriate response as follows:

1. Strongly agree

2. Moderately agree

3. Agree

4. Disagree

5. Moderately disagree

6. Strongly disagree

1. I feel I consider the household expenses before spending money on myself. 13

1 2 3 6 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

2. My heart attack is the worst thing that ever happened to me. 14

2 3 4 6

stroggly moderately agree disagree moderately strongly

agree agree disagree disagree

3. I am dissatisfied with the way my wife shares time with me. 15

1 2 3 4 6

strongly moderately agree disagree moderately - strongly

agree agree disagree disagree

4. Changes since my heart attack are not easy for me to deal with. ' 16

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

5. My wife is physically attracted to me. 17

1 2 4 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

C) 1980 Brigid A. Warren

Nancy W. Kline
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For each statement below, circle the appropriate response which most reflects the

relationship between you and your wife since your heart attack.

 

 

 

6. On matters of concern to both of us, I feel we make decisions together. 18

1 2 3 A 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

7. I feel responsible for the well-being of my wife. 19

1 2 6 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

8. I do not know my wife's goals in life since my heart attack. 20 a.

1 2 3 I. 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

9. Changes since my heart attack are easy for my wife to deal with. 21

1 2 3 6 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

10. Since the heart attack, my wife enjoys being physically close to me. 22

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

11. I owe a lot to my wife. 23

1 2 A 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

12. Since my heart attack, I feel we have a caring and loving relationship. 2A

1 2 3 d S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

13. My heart attack is the worst thing that has happened to my wife. 25

1 2 3 A S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

14. My wife is able to recognize when I am facing a highly stressful situation. 26

1 2 ' 3 6 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

15. I feel my wife considers household expenses before spending money on herself. 27

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree
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For each statement below, circle the appropriate response which most reflects the

relationship between you and your wife since your heart attack.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

My wife is dissatisfied with the time I spend with her.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Since my heart attack, I feel my wife should make the same health care changes

that I must make.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I am physically attracted to my wife.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My wife enjoys spending some spare time doing things separately from me.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Since my heart attack I show more affection toward my wife.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I find our sex life satisfying since my heart attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

It is difficult for me to make time for family activities since my heart attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I feel I accept my wife's feelings.

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree ~ disagree

I get upset when my wife spends time away from home.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My wife is able to support me during rough times.

1 2 3 4 5 6'

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

28

29

3O

31

32

33

34

35

. 36

37
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For each statement below, circle the appropriate response which most reflects the

relationship between you and your wife since your heart attack.

26.

’ 27.

28.

29.

31.

32.

33.

34.

I feel I am free to grow as an individual.

moderately aggee disagree

agree

strodgly

agree

my wife feels responsible for my well-being.

2 3 4

moderately agree disagree

agree

1

strongly

agree

Compared to other couples, we quarrel a lot.

1 2 3 4

strongly moderately agree disagree

agree agree

My wife knows what I want out of life.

1 2 4

strongly moderately agree disagree

agree agree

I try to get my wife to change habits that irritate me.

2 4

moderately disagree

agree

1

strongly

agree

agree

moderitely

disagree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

Since my heart attack, my wife does not know my goals in life.

1 2 4

strongly moderately agree disagree

agree agree

I enjoy being physically close to my wife.

1 2 3 4

strongly moderately agree disagree

agree agree

5

moderately

disagree

5

moderately

disagree

strgngly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

I am able to recognize when my wife is facing a highly stressful situation.

32 4

moderately agree disagree

agree

1

strongly

agree

5

moderately

disagree

6

strongly

disagree

Since my heart attack, my wife feels she should make the same health care

changes that I must make.

32 4

moderately agree disagree

agree

1

strongly

agree

5

moderately

disagree

6

strongly

disagree

38

39

4O

41

42

43

44

45

46
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For each statement below, circle the appropriate response which most reflects the

relationship between you and your wife since your heart attack.

35.

36.

37.

38.

39.

41.

42.

My wife owes a lot to me.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My wife finds our sex life satisfying since my heart attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

It is difficult for my wife to make time for family activities.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Since my heart attack, I am unable to talk openly with my wife about things

that bother me.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

my wife shows more affection toward me since my heart attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I enjoy spending some spare time doing things separate from my wife.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I feel my wife accepts my feelings.

I 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I feel we make a good couple.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

47

48

49

50

51

52

53

54
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Pt. No. 9

7‘2-3-4

Site

’5;6

QUESTIONNAIRE #5 page

7-8-9

Card No.11

”10:1:

Rehab. Code

’12

 

SOCIO-DEHDGRAPHIC

The following questions describe general things about yourself and your

wife. Please answer all the questions to the best of your ability. There are

no right or wrong answers. All information will be confidential!

 
  

 

 

 

 

 

 

 

 

1. Age: 13-1

2. Ethnic background: (Please check (X) appropriate category) 15

White Black

1 I

Oriental Mexican-American
""'S""’

Indian Other
.____1r____.

3. Marital status: (Please check (X) appropriate category) 16

Married Separated Widowed

""_'3"" ""'5“"'

Single Divorced
""'—I'_"

4. If married, age of your wife: 17‘1

5. How long have you been married to your current wife? 19"

6. Your educational level: (Please check (X) highest grade completed) 21

fewer than seven years of school (grades 1-6)

1

Junior high school (grades 7-9)

2

partial high school (grades 10-11)

3

high school (completed 12th grade)

4

partial college education (3 years or less)

5

college education (4 years)
6’

beyond 4 years of college
7 

GD 1980 Nancy w; Kline

Brigid A. Warren  
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The following questions describe general things about yourself and your wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

 

 

  
 

 

 

 

 

 
 

 

 

 

 

 

 

 

  

7. Wife's level of education: (Please check (X) highest grade completed) 22

fewer than seven years of school (grades 1-6)

I

junior high school (grades 7-9)

2

partial high school (grades 10-11)

3

high school (completed 12th grade)
4*

partial college education (3 years or less)

5

college education (4 years)

6

beyond 4 years of college
7

8. Are you presently working outside the home? Yes No 23

I 2

a) If yes, are you working: full time part time 24

b) What is your current occupation (check(X) one)? 25

clerical

0

professional

1

executive in large-to-mediumrsized business

7

skilled worker

3

semiskilled or unskilled worker

4

owner of business establishment

5

retired

6

currently unemployed. but looking for work
7

other (please specify):

8

26

c) How would you rate the stress associated with your job (check (X) one)

high stress
 

 

 

I

moderate stress

2

low stress

3

no stress
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The following questions describe general things about yourself and your wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

 

 

 

 

 

 

 

 

 

 

  

 

 

  
 

9. Is your wife currently working outside the home? Yes No 27

a) If yes, is your wife working: full time pirt time 28

b) What is your wife's current occupatisn (check (X) one)? 2 29

clerical

0

professional

1 executive in large-to-medium-sized business

: skilled worker

4 semiskilled or unskilled worker

5 owner of business establishment

retired

6

currently unemployed, but looking for work

7 other (please specify):

c) 32w would you rate the stress associated with your wife's job (check (X) one)? 30

high stress

1 moderate stress

2 low stress

3 no stress

4

10. What is your combined annual income? 31

______ O - 9.999 __1;__ S0,000—S9.999

__o_ 10. GOO-19,999 __ 60,000-69.999

______ 20,000-29,999 __::__ 70,000-79,999

_2__ 30,000-39,999 _a- greater than 80,000

40.000-49.999

4

ll. How many children do you have? 32-31
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The following questions describe general things about yourself and your wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

12. How many children do you have living at home? 34'35

13. Living arrangement: (please check(X) the description which best fits your 36

current living arrangement)

married, living with wife alone
 

 

 

 

 

  

 

 

 

: married, living with wife and children

3 married, living with wife, children and other relatives

4 unmarried, living alone (include widower, single, divorced)

5 unmarried, living with relative(s) or non-related person

6 other (please specify):

14. Have you been hospitalized more than one time for a heart attack? 37

Yes Nb 38-39

15. How long ago did you have your 1325 heart attack? 40’41

I years # months
.__:___.

16. How severe was your last heart attack? 42

1 Very severe; I have a lot of heart damage

2 Moderately severe: I have some heart damage, but not a lot

3 Mild; I have only a little heart damage

I have no heart damage
 

 

 

 



 

191.

The following questions describe general things about yourself and your wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

17.

18.

19.

When you were in the hospital for your last heart attack, did you participate

in a heart teaching program? (1) Yes (2) No

If yes, please check (X) what topics were covered and if the information was

presented to you alone, to your wife alone, or to both of you together.

 

 

 

 

 

myself my wife my wife and

medication: alone alone and myself

I myself 2 my wife 3 my wife and

diet: alone alone and myself

1. myself 2 my wife 3 my wife and

smoking: alone alone and myself

1 myself 2 my wife 3 my wife and

alcohol: alone alone and myself

I myself 2 my wife 3 my wife and

exercise: alone alone and myself

1, myself 2 my wife 3 my wife and

stress: alone alone and myself

I myself 2 ‘my wife 3 my wife and

work activity: alone alone and myself

1 2 3

Did your instruction include ways to deal with problems that could develop

at home? Yes No

l 2

These statements deal with your current activity level. Please check the one

statement that best describes your current activity level.

Completely disabled. Cannot carry on any self-care; totally confined

l to bed or chair.

Capable of only limited self—care; confined to bed or their more

2 than 502 of waking hours.

Whlking about and capable of all self-care; but unable to carry out

3 any work activities; up and about more than 502 of waking hours.

Restricted in physically strenuous activity, but walking and able to

4 carry out work of a light or quiet nature, i.e., light housework,

office work.

Fully active; able to carry out all pre-heart attack activities

5 without restriction.

43

44

45

46

47

48

49

50

51

52

A
r
—
W
f
“
:
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The following questions describe general things about yourself and your wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

 
 

 

 

 

  

20. Do you eat a special diet? Yes No 53

""I"" ""2_"—"

a) If yes, please check(X) all the responses that apply: 54

low salt

1

low calorie

2

low cholesterol

3

other (please specify):

1

21. In some communities there are special organized programs for people who have had

heart attacks. Are you presently participating in any organized heart program?

 

 

 

  
 

 

  

 

 

 

 

 

Yes No 55

a) If yes, does the program include (Please check (X) all that apply):

physical exercise 55

relaxation techniques 57

methods of stress reduction 58

diet instruction 59

general information about a heart attack 50

participation of wives 51

other (please specify): 52

22. Do you have any chronic health problems? Yes No 2 53

a) If yes, please check (X) all that apply:

arthritis 64

cancer 65

high blood pressure 66

lung disease (asthsma, bronchitis, emphysema) 6?

sugar diabetes - 68
 

other (please specify): 69
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The following questions describe general things about yourself and your Wife.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

23. Before your heart attack, did you drink alcoholic beverages? Yes “'17" No 2 70

a) If yes, please specify: 71

occasional

l weekends only

2 several times a week

3 one or two drinks a day

4 two to five drinks a day

5 more than five drinks a day

24. Deforf your heart attack, did you smoke cigarettes? Yes No 72

a) If yes, please specify: 1 2 73

less than 1/2 pack a day

1 1/2 - 1 pack a day

2 l - 1-1/2 packs a day

3 1-1/2 - 2 packs a day

4 more than 2 packs a day

S

CARD 12 (Keypunch: Dup. 1-9. 1 2 Dup. 12)

    

10 11
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25. Below is a list of things which happen in many families. Which of these have

you experienced in your family during the past year? Please check (X) all

  
 

 

 

 

 

 

 

 

 

 

 

 

 

that apply.

menopause 13
If

pregnancy 14

1

an addition in the household 15

1

retirement ( your retirement your wife's retirement)16

1 e 3

moving
l7

1 ‘E

marital problems 13

l

divorce or separation from your wife 19

1

major sickness or injury in your family 20

1

death of a close friend or family member 21

1

children left home 22

1

got laid off or fired from work 23

1

concern over aged parents or inlaws 24

1

change in work hours or responsibility 25

1

 

PLEASE TURN TO THE NEXT PAGE
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For questions 26 through 32, circle the response which best describes how you

feel about that statement.

 

26. I am able to make contact with.my doctor easily when I need medical 26

attention.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

27. I have cultural traditions which are a support to me. 27

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

28. My religion is a source of comfort and support during difficult times. 28 ‘2

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

29. Socializing with friends is an important part of my life. 29

1 2 3 4 5 6

strongly moderately agree- disagree moderately strongly

agree agree disagree disagree

30. Since my heart attack, it has been necessary for me to limit socializing with 30

friends.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

31. My treatment plan will allow me to return to my pre-heart attack level of 31

physical activity.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

32. My current physical activity level is no different than before my heart 32

attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

PLEASE TURN TO THE NEXT PAGE

 



199

 

33. Is there anything about yourself or your wife, not covered in this 33

questionnaire, that you would like to tell the investigators?

Yes 2 No

If yes, please describe below.

 

YOU HAVE COMPLETED ALL 5 QUESTIONNAIRES. PLEASE CHECK AND MAKE SURE

YOU HAVE ANSWERED ALL QUESTIONS. THANK YOU!!

 



 

ZOO

 

 

 

 

Pt. No. 8

1-1.

Site

QUESTIONNAIRE # I. Date 5’6

7T

Card No. as

lU-Ll

Rehab. Code.___

12  

Below is a series of statements dealing with the relationship between you and

your husband since his heart attack. These statements are personal because they ask

about a special relationship. Please be honest in selecting the statement which most

closely reflects how you feel now. There are no right or wrong answers.

Please indicate the extent of agreement or disagreement with the statement by

circling the appropriate response as follows:

1.

l. Strongly agree

2. Moderately agree

3. Agree

4. Disagree

5. Moderately disagree

6. Strongly disagree

I feel I consider the household expenses before spending money on myself.

4

stroégly modergteiy aggee disagree modegately straggly

agree agree disagree disagree

My husband's heart attack is the worst thing that ever happened to me.

2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

I am dissatisfied with the way my husband shares time with me.

3 4 5

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Changes since my husband's heart attack are not easy for me to deal with.

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

(3 1980 Brigid A. Warren

Nancy W. Kline

13

14

15

16
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For each statement below, circle the appropriate response which most closely reflects the

relationship between you and your husband since his heart attack.

 

 

 

5. My husband is physically attracted to me. 17

l 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

6. 0n matters of concern to both of us, I feel we make decisions together. 18

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

7. I feel responsible for the well-being of my husband. 19

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

8. I do not know my husband's goals in life since his heart attack. 20

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

9. Changes since my husband's heart attack are easy for him to deal with. 21

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

10. Since the heart attack, my husband enjoys being physically close to me. 22

1 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

11. I owe a lot to my husband. 23

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

12. Since my husband's heart attack, I feel we have a caring and loving relationship. 24

6l 2 3 4 5

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

13. My husband's heart attack is the worst thing that has happened to him. 25

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

14. My husband is able to recognize when I am facing a highly stressful situation. 26

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree
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For each statement below, circle the appropriate response which most closely reflects

the

16.

17.

18.

19.

20.

21.

22.

23.

relationship betweeg;you and your husband since his_heart attack.

I feel my husband considers household expenses before spending money on himself.

modegately

disagree

4

modegately aggee disagree

agree

1

strongly

agree

My husband is dissatisfied with the time I spend with him.

modegately

disagree

2 4
moderately aggee disagree

agree

1

strongly

agree

6

strongly

disagree

6

strongly

disagree

Since my husband's heart attack, my husband feels I should make the same

health care changes that he must make.

1 4

strongly modegately aggee disagree modegately

agree agree disagree

I am physically attracted to my husband

1 4
strongly modegately aggee disagree modegately

agree agree disagree

6

strongly

disagree

6

strongly

disagree

My husband enjoys spending some spare time doing things differently than me.

modegately

disagree

4

modegately aggee disagree

agree

1

strongly

agree

I show more affection toward my husband since his heart attack.

modegately

disagree

4

modegately aggee disagree

agree

1

strongly

agree

I find our sex life satisfying since my husband's heart attack.

modegately

disagree

4

modegately aggee disagree

agree

1

strongly

agree

It is difficult for me to make time for family activities.

1 2 3 4

strongly moderately agree disagree modegately

agree agree disagree

I feel I accept my husband's feelings.

1 2 3 4 5

strongly moderately agree disagree moderately

agree agree disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

27

28

29

3O

31

32

33

34

35
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For each statement below, circle the appropriate response which most closely

reflects the relationship betweeggyou and your husband since his heart attack.

24.

25.

26.

27.

28.

30.

31.

32.

I get upset when my husband spends time sway from home.

1 2 3 4

strongly moderately agree disagree

agree agree

My husband is able to support me during rough times.

3 4l 2

strongly moderately agree disagree

agree agree

I feel I am free to grow as an individual.

1 2 3 4

strongly moderately agree disagree

agree agree

My husband feels responsible for my well-being.

l 2 3 4

strongly moderately agree disagree

agree agree

Compared to other couples, we quarrel a lot.

1 2 3 4

strongly moderately agree disagree

agree agree

My husband knows what I want out of life.

1 2 3 4

strongly moderately agree disagree

agree agree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

5

moderately

disagree

I try to get my husband to change habits that irritate me.

1 2 3 4

strongly moderately agree disagree

agree agree

Since my husband's heart attack, my husband does not

1 2 3 4

strongly moderately agree disagree

agree agree

I enjoy being physically close to my husband.

1 2 3 4

moderately disagree

agree

strongly

agree

agree

5

moderately

disagree

know my goals in life.

5

moderately

disagree

5

moderately

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

6

strongly

disagree

36

37

38

39

4O

41

42

43

44
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For each statement below, circle the appropriate response which most closely

reflects the relationship between youggnd your husband since his heart attack.

33. I am able to recognize when my husband is facing a highly stressful

 

 

situation. 45

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

34. Since my husband's heart attack, I feel I should make the same health 46

care changes that he must make.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly \e

agree agree disagree disagree

35. My husband owes a lot to me. 47

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

36. My husband finds our sex life satisfying since his heart attack. 48

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

37. It is difficult for my husband to make time for family activities. 49

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

38. Since my husband's heart attack, I am unable to talk openly with my husband 50

about things that bother me.

1 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

39. My husband shows more affection toward me since his heart attack. 51

l 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

40. I enjoy spending some spare time doing things different than my husband 52

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

41. I feel my husband accepts my feelings. S3

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree
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For each statement below, circle the appropriate response which most closely

reflects the relationship between you andgyour husband since his heart attggk.

42. I feel we make a good couple. S4

str6ngly modefately agfee diségree modefately strgngly

agree agree disagree disagree

PLEASE GO ON TO THE NEXT SET OF QUESTIONS
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Pt. No. 3

I;4

Site

3-6

Date

QUESTIONNAIRE 1.: 5 7‘9

1 Card No. 39

lO-ll

Rehab. Code

12

 

SOCIO—DEMOGRAPHIC  
The following questions ask general things about yourself and your husband.

Please answer all the questions to the best of your ability. There are no right

or wrong answers. All information will be confidential!

 

 

 

 

2. Ethnic background: (Please check (X) appropriate category) 15

White Black
.___1r___.

Oriental Mexican-American
'—"!F—"'

Indian Other
_.__3____.

3. Marital status (Please check (X) one appropriate category: 15

Married Separated Widowed
.____3___. ._______

Single Divorced
""‘Z""

4. If married, age of your husband: . 17’18

5. How long have you been married to your current husband? . 19'2°

6. Your educational level (Please check (X) highest grade completed): 21  
fewer than seven years of school (grades 1-6)

junior high school (grades 7-9)

partial high school (lo-ll)

high school (completed 12th grade)

4

partial college education (3 years or less)

college education (4 years)

beyond 4 years of college
7

C) 1980 Nancy W. Kline

Brigid A. warren
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7. Husband's level of education (Please check (X) highest grade completed):

fewer than seven years of school (grades 1-6)

 

L

___T_____junior high school (grades 7-9)

partial high school (lo-ll)

high school (completed 12th grade)
”"1F""

partial college education (3 years or less)

college education (4 years)

beyond 4 years of college

8. Are you presently working outside the home? Yes No
""TF—"

a) If yes, are you working:

full time part time
._____!____.

b) What is your current occupation (check (X) one)?

clerical

professional"'17"-_'_'

executive in large-to-medium—sized business'_'77'-'_"'

skilled worker
___3________

semiskilled or unskilled worker
___1r_______

owner of business establishment
"_TF_'_—_"

retired
'-—?T___—__'

currently unemployed, but looking for work"'"T_'-'—"

other (please specify): .

c) How would you rate the stress associated with your job (check (X) one)?

high stress-—_T_-_—-_-

moderate stress

2

low stress

3

no Stress

4

22

23

24

25

26
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9. Is your husband currently working outside the home?

Yes No

l 2

a) If yes, is your husband working:

 

full time part time

1

b) What is your husband's occupation (check (X) one)?

clerical

0

professional

1

executive in large-to-medium-sized business

2

skilled worker

3

semiskilled or unskilled worker

4

owner of business establishment

5

retired

6

currently unemployed, but looking for work
7

other (please specify):

8

c) How would you rate the stress associated with your husband's job

(check(X) one)?

high stress

1 moderate stress

2 low stress

3 no stress

4

10. What is your combined annual income?

0 - 9.999 50.000-59,999

O l0,000—l9,999 5 60,000-69.999

l 20,000-29,999 6 70,000-79.999

2 30.000-39,999 7 greater :han 80.000

3 ao.ooo-a9.999 3

27

29

3O

31

 

 

 

 



14.

15.

16.

1209

 

 

How many children do you have? 32-33

How many children do you have living at home? 34-35

Living arrangement (please check the description which best fits your 35

current living arrangement):

married, living with husband alone

 

  

 

1 married, living with husband and children

2 married, living with husband, children and other relatives

3 unmarried, living alone (include widow, single, divorced)

4 unmarried, living with relative(s) or nonprelated person

5 other (please specify):

Has ygur husband been hospitalized more than one time for a heart attack? 37

’08

l 2

How long ago did your husband has his lagg_beart attack? 38'39

# years 9 months 40'41

How severe was your husband's last heart attack? 7 42

Very severe; he has a lot of heart damage

1 Moderately severe; he has some heart damage, but not a lot.

: Mild; he has only a little heart damage.

He has no heart damage.
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17. When your husband was in the hospital for his last heart attack, did he

participate in a heart teaching program? Yes No
.17..

"T'

If yes, please check (X) what topics were covered and if the information

was presented to your husband alone, to you alone or to both of you

together.

medication:

diet:

smoking:

alcohol:

exercise:

stress:

work

activity:

1

l

l

1

my husband

alone

my husband

alone

my husband

alone

my husband

alone

my husband

alone

my husband

alone

my husband

alone

 

._____,myself

2 alone

myself

2 alone

myself

2 alone

myself

2 alone

_______myself

 

2 alone

myself

2 alone

myself

2 alone
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and

and

and

and

and

and

my husband

3 myself

my husband

3 myself

my husband

3 myself

my husband

3 myself

my husband

3 myself

my husband

3 myself

my husband and

3 myself

18. Did your instruction include ways to deal with problems that could develop

at home? Yes

1

No

2

19. These statements deal with your husband's current activity level.

check the one statement that best describes your husband's current activity

level.

Completely disabled.

tOtally confined to bed or chair.

Cannot carry on any self-care;

Please

Capable of only limited self-care; confined to bed or chair more

than 502 of waking hours.

Walking about and capable of all self-care, but unable to carry

out any work activities; up and about more than 502 of waking hours.

Restricted in physically strenuous activity, but walking and able

to carry out work of a light or quiet nature, i.e., light housework,

office work.

Fully active; able to carry out all pre-heart attack activities

without restriction.

44
 

 



21]

 

 

 

20. Does your husband eat a special diet? Yes No 53

‘1 ‘5

a) If yes. please check all the responses that apply: 54

low salt

1

low calorie

2

low cholesterol

3

other (please specify):

4

 

21. In some communities there are special organized programs for people who have had

heart attacks. Is your husband presently participating in any organized heart

 

 

program? Yes No 55

a) If yes, does the program include (please check all that apply):

physical exercise 56

relaxation techniques 57

methods of stress reduction 58

diet instruction 59

general information about a heart attack so

participation of wives 61

Other (please specify): 62

22. Does your husband have any chronic health problems? Yes No 53

a) If yes, please check all that apply. 1 2

arthritis 64

cancer 65

high blood pressure 66

lung disease (asthsma, bronchitis, emphysema) 67

sugar diabetes 68

other (please specify): 69



23.

24.

.212

Before your husband's heart attack, did he drink alcoholic beverages?

Yes No

l 2

a) If

Before

Yes

yes, please specify:

occasional

weekends only

several times a week

one or two drinks a day

two to five drinks a day

more than five drinks a day

your husband's heart attack, did he smoke cigarettes?

No

—_l——- —2—_

a) If

CARDlO

yes, please specify:

less than 1/2 pack a day

1/2 - 1 pack a day

l - l-l/2 packs a day

l-l/2 - 2 packs a day

more than 2 packs a day

 

k
)

v(Key punch: Dup. l-9, Sup. 1

10 ll \

 
  

71

72

73
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25. Below is a list of things which happen in many families. Which of these

have you experienced in your family during the past year? Please check (X)

all that apply.

menopause

pregnancy

an addition in the household

retirement ( your retirement; your husband's retirement)
._2__ __3_.

moving
'—"I""-'

marital problems

divorce or separation from your husband

major sickness or injury in your family

death of a close friend or family member

children left home
""IT""'

got laid off or fired from.work
.___I_____.

concern over aged parents or inlaws
.___I_____.

change in work hours or responsibility

14

15

16

17

18

19

20

21

22

23

24

25
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For questions 26-32. please circle the best response which describes how you

feel about that statement.

27.

28.

29.

31.

32.

My husband is able to make contact with his doctor easily when he 26

needs medical attention.

1 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My husband has cultural traditions which are a support to him. 27

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My husband's religion is a source of comfort and support during difficult times.

1 2 3 4 S 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Socializing with friends is an important part of my husbands life. 29

l 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

Since his heart attack, it has been necessary for my husband to limit 30

socializing with friends.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My husbnad's treatment plan will allow him to return to his pre-heart attack 31

level of physical activity.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

My husband's current physical activity level is no different than before 32

his heart attack.

1 2 3 4 5 6

strongly moderately agree disagree moderately strongly

agree agree disagree disagree

PLEASE TURN TO THE NEXT PAGE
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33. Is there anything about yourself or your husband, not covered in this 33

Questionnaire, that you would like to tell the investigators?

 

 

If yes, please describe below.

 

YOU HAVE COMPLETED ALL 5 QUESTIONNAIRES. PLEASE CHECK AND MAKE SURE YOU

HAVE ANSWERED ALL QUESTIONS. THANK YOU!!!



 
APPENDIX E

CONSENT FORM AND INVESTIGATORS' STATEMENT
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MICHIGAN STATE UNIVERSITY

COLLEGE OF NURSING

w

Investigators: Brigid A. Warren, R.N., B.S., M.S.N.

Assistant Professor of Nursing, Michigan State University

A107 Life Sciences Building

Telephone: 353-8686

Nancy Kline, R.N., B.S., M.N.

Assistant Professor of Nursing, Michigan State University

A129 Life Sciences Building

Telephone: ‘353-6499

Investigators Statement

The experience of a heart attack may affect peoples' lives in many ways.

The purpose of this study is to gather more information about the experience

of a heart attack and how it affects the lives of married couples like yourself.

We hope that the information gained from this study will provide a better

understanding of how nurses can assist couples who have recently undergone

a heart attack experience.

Participation in this research study will require approximately forty-five

minutes of your time. You will be asked to complete a questionnaire about

the health information you haye received, your present health practices and

your view of your relationship as a couple since your heart attack. In

addition, you will be asked information about yourself and your spouse.

Your participation in this study will in no way interfere with the care

you are now receiving. There will be minimal risk or expense to you. You are

free to ask questions now and throughout the study. You may withdraw from

the study at any time without jeopardizing your future care. Your identity

will be kept confidential and £2 information that could identify you will

be used in any reports of the study. Responses you make on your question-

naire will not be revealed to your physician or spouse with any identifying

information, unless you so request. The results of the study will be made

available to you upon request.

‘TZELQ‘TLE' 6L}. £16&4;‘;>

KAI mm/

ture of Investigator  
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Subject's Statement

I, the undersigned, agree to participate in this study about people who

experience heart attacks.

 'I understand that this study may not benefit me personally but could help

future patients with heart attacks.

I have been given the opportunity to ask questions and I understand that I

may ask questions at any time during the study.

I understand that this study will not affect the care I am now receiving.

‘

I also understand that my anonymity will be maintained and that my responses

will be kept confidential.

I understand my participation in this study is voluntary and that I may withdraw

at any time.

 

Signature of Subject Date

  
Witness Date
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MICHIGAN STATE UNIVERSITY

L’mvsksn‘v cowmrree 0N assent" Lyvou'lwc m? mono -W - an

HUMAN a'sjecrs (m1

:5: nowmsrnnlou moms

um Sis-2m July 13, 1981

Professor Nancy W. Kline

College of Nursing

Deer Professor Kline:

Subject: Proposal Entitled, "The Relationship Between Husband

and Wife Perceptions of the Prescribed Health Regimen

and Level of Function in the Marital Couple Post-

Myocardial Infarction“

The above referenced project was recently submitted for review to the UCRIHS.

We are pleased to advise that the rights and welfare of the human subjects

appear to be adequately protected and the Committee, therefore, approved this

project at its meeting on J“'Y 5. 193' .

Projects involving the use of human subjects must be reviewed at least annually.

If you plan to continue this’project beyond one year, please make provisions for

obtaining apprOpriate UCRlHS approval prior to the anniversary date noted above.

Thank you for bringing this project to our attention. If we can be of any

future help, please do not hesitate to let us know.

Sincerely,

H nry E. Bredeck

Chairman, UCRIHS

HEB/jms

cc: Professor Brigid A. Warren
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d

IO.

ll.

l2.

1}.

l4.

)5.

16.

l7.

l8.

19.

20.

21.

22.

23.

24.
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Final Zl-Itae Marital Functioning Instrument - Husbands

I be dissatisfied with the way my wife shares tiee with we. (Resolve)

My wife is physically attracted to ee. (Affection)

On matters of concern to both of us. I feel we make decisions together. (Partnership)

I do not know ey wife's goals in life since my heart attack. (Growth)

Since the heart attack. my wife enjoys being physically close to me. (Affection)

I owe a lot to ey wife. (Affection)

Since ey heart attack. I feel we have a caring and loving relationship. (Affection)

My wife is able to recognize when I an facing a highly stressful situation. (Adaptation)

My wife is dissatisfied with the tile I spend with her. (Resolve)

I an physically attracted to ey wife. (Affection)

I find our sex life satisfying since ey heart attack. (Affection)

I feel I accept ey wife's feelings. (Growth)

My wife is able to support we during rough tines. (Adaptation)

I feel I an free to grow as an individual. (Growth)

My wife feels responsible for ey well-being. (Partnership)

Coepared to other couples. we quarrel a lot. (Affection)

Since ey heart attack. ey wife does not know ey goals in life. (Growth)

I enjoy being physically close to my wife. (Affection)

My wife finds our sex life satisfying since ey heart attack. (Affection)

It is difficult for ey wife to wake tiee for faeily activities. (Resolve)

Since ey heart attack. I an unable to talk openly with ey wife about things that bother we.

(Adaptation)

My wife knows what I want out of life. (Growth)

I feel my wife accepts my fallings. (Partnership)

I feel we make a gooo couple. (Partnership)

 



 

ll.

)2.

l3.

)5.

l6.

)7.

20.

21.

22.

23.

24.
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Final 24-Itam Marital Functioning Instrument - Hives

I am dissatisfied with the way my husband shares time with ma. (Resolve)

My husband is physically attracted to me. (Affection)

On matters of concern to both of us. I feel we make decisions together. (Partnership)

I do not know my husband's goals in life since his heart attack. (Growth)

Since the heart attack. my husband enjoys being physically close to me. (Affection)

I owe a lot to my husband. (Affection)

Since my husband's heart attack. I feel we have a caring and loving relationship. (Affection)

My husband is able to recognize when I am facing a highly stressful situation. (Adaptation)

My husband is dissatified with the time I spend with hie. (Resolve)

I am physically attracted to my husband. (Affection)

I find our sex life satisfying since my husband's heart attack. (Affection)

I feel I accept my husband's feelings. (Growth)

My husband is able to support me during rough times. (Adaptation)

I feel I am free to grow as an individual. (Growth)

My husband feels responsible for my well-being. (Partnership)

Compared to other couples. we quarrel a lot. (Affection)

Since my husband's heart attack. my husband does not know my goals in life. (Growth)

I enjoy being physically close to my husband. (Affection)

My husband finds our sex life satisfying since his heart attack. (Affection)

It is difficult for my husband to make time for family activities. (Resolve)

Since my husband's heart attack. I am unable to talk openly with my husband about things that

bother me. (Adaptation)

My husband knows what I want out of life. (Growth)

I feel my husband accepts'my feelings. (Partnership)

I feel we make a good couple. (Partnership)
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