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/[ : ABSTRACT ,

The purpose of this correlational descriptive study was to

examine the relationships between family life event demands (family

‘_stress) family coping and behavior problems in children A
a ~convenience sample composed of forty families who had children
ypsdmitted‘totone oé two. pediatric psycHiatric assessment units was
:;:mseqrfor this study.” The Double ABéX Model of Family Adaptation

(ﬁcCubbin;&éﬁatterson. 1981) provided the theoretical framework.

Data was gathered -using the Family Inventory of Life Events and

Changes (McCubbin Patterson & Wilson 1981), Family Crisis Oriented

‘Personal Scales (McCubbin, Olson & Larson, 1981) and the Child

Behavior Checklist (Achenbach & Eldebrock, 1983). Statistically

sigrnificant correlations between the composite measures of - the three
’ L - , ~
variables of interest were not obtained. Furthén analysis using

:‘central tendency and frequency measures. did provide substantial
«amounts of information describing these relationships Results

_ suggest that as family stress increases, family coping decreases and

of coping strategies to deal with different types of childhood
behavior problems. ihe amount of stress, numbers and types of coping
strategies used and numbers of negative behaviors demonstrated by
children showed considerable veriation_among families.\Information
of.value is provided to nurses caring for families of children with'
behavior problems in both hospital and community settings.

(5N

B

children's behavior problems increase. Families used different types _



(nfaxmntidn prdvided byﬁ -Shia .ru;arch will assist nurses‘ to gain a
botce\xl underltandin_g of wl'1y slpme famfilies can succeufuily

. paftic(pat:a in their children's fherapeucic regimes‘ while other
families bacome totally immobilized nnd simply cannot cope with the

‘l’d}itional demands of caring for childten with behavior problems

vi
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CHAPTER I
Introduction - | ' .

All families experience stress as they stri§e,to meegrthe eyer
changing but normal dgvelop@ental n;eds creatqﬂ.by both individuél .
memberé, aﬁd the family unit #crasé their life.spans;‘Some f&milies
expérience additional stress related to the occurgénces of
non-normative or unexpected life events. Familieé of children with
behavior problems serve as examples of familie; who may experience
stress exceeding normal developmental levels.mNof only dé these
families have to cope with their ch#ldren's_disrﬁptive‘and
un?redictable behaviors, they must‘also deal with the multitudé of
‘prqbiems created by these behaviors. The a;ilities of fﬁmiltés to
gsué;essfully'ﬁeet challenges presenteq by consfantly changing 1?%?
%}tﬁations are dependent upon thgir coping abilities, which, in
turn, depend upon availability of intefnal and external faﬁi%j
resources. |

Chronic behavior problems of childhood éfe Qmong those 16hg term
physical and péychogociél illAé#seé being incorporatedrinto“home
care programs. fhese‘programé provide cost effectivé and humane
‘methéds of treatment fér children with behévior problems and‘théir
families; Consequently, families of children with miid to moderately
severe behavior problems are frequently expected t; be rggsfnsible
for'maintaining a therapeutic milieu for their children af home. In
addition, these families are encouraged to partidipate in thelir

children's eduégﬁioﬁal programs as well as become involved with

their children in normal community activities. The educational

] X . Q
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sysnam advocates mainstreaming or placing problematic children into
\

regular classrooms rather than segregating them into special classes
(Guralnick, 1976). The purpose of mainstreaming is to aylow children
nith physical and/or p57choeoc1a1 disabilities the oppdftunit&ito'be.
in contact with normal children who serve as behavioral role models.

These attempts to normalize children's problematic behaviors may.

create additional strains for families,‘especially if children's

dfsruptive and unpredictable behaviors result in rejection rather

than acceptance by other children and adults (Blacﬁigb& Turnbull,

1983; Silverman, 1979).

7* ’ .
AN L f

When children's behaviors become problematic at home or_a+-
school, formal essessment on a pediatric psychiatric unit may be
-requjired, The abilities of families to cope not only with their
children's behaviors but also with the therapeutic regime prescribed
V by the health care' team uill be influenced by a variet:y of factors.
These fadtors include‘ﬁﬂe .rate of onset and severity of children s
behaviors (Lipowski; 1970), ages of children (Mash, 1984), family
developmental stage and associated normative stresso;s. In addition,
families must cope yith other non-norméti&i (unexpecred)’life evenrs
as they occur (Olson, HcCubbin, Barnes, Ldrsentouuxen & Wilson, |
1983). Supervised home based therapy can improve problematic
behaviors in children and can increase éducationelyachievement
Short term outcomes of these progrems have been described, but long
term effects on children s problematic behaviors and families

adaptation_to these programs have not been well documented B

(Winsberg, Bailer, Kupietz, Botti & Balka, 1980). Nurses are
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f;eqﬁggtly involved in both assessment and treatment phases of
providing care for familie{ of children with behavior disorders.
Such involvement is'p#tticularly érue for community health.nurses
who ‘frequently act as mediators between the family and the many
professionals involvedbin providing health and educﬁtional guidaﬁce.,
Adaptation cheorf‘provides an alternative to the traditional
‘-ﬁed;cal model wﬁich tends to £esu1t in prqvision of standar§ized and .
-stereotypic "interventions with littl; consideration for unique needs
of singular fa@ilyvﬁnits. Stereotypic interventions m;y only serve
to provide additiona1 stfess for families whose demands already — '
exceed their ‘physical, psychoso;;al and economic resou;ées
(Cronenwett & Brickman, 1983; McCubbin & Patterson, 1981). The
medical modgl does Mot easily lend itseif to provision of nursipg
1gtérventions which must be altered in érder to meet different and
"evef changing needs qf individual families. Some families of
children with behavior problems may function well even though they
—are~expgfienciﬁg extreme stress. At other times, families may simply
fall apart under minimal threat to the fgmily system. Stress and »
Eqping theory have potential for helping to'explain’why these family
differences occur. In addition, .this theory provides a basis fgr

- family assessment and establishment of realistic care plans which

assist families to care for their ﬁfoblematic children at home,

. 4 a
Development ‘of Problem and Study Ratiopnale -
Prevalence»rétes of behavioral/emotiohal problemsﬁin school

- | . - . .
populations have been reported in/literature as varying from 2-49%



but the rate most commonly ;ited is 8-10% (Csapo, 1981; Links, 1983;l
*Stott, 1978). Based upon statistics received from a Western Canadian -
urban school board (Personal communication, Septembér, 1985) and
using the prevalence rate of 108, it could be expected that
apﬁroximatel§ 10,000 school children in the city ih which this study
was condugted ejther have or will develop somg,form of beh&vioral/
eﬁotioﬁa{ problems during their school experience.

Most often, behavior problems are not identified until children
reach school age although, it has been demonstrated that many
;hildtén wﬁo are probiematic during early schooi years, have also
éemonstrated these same behaviots*as=%gr1y as three years of age
(Prior & Leonard, 1983). This delay th tdentification and treatment
can be détrimental'to nofﬁal growth andvdevelopment of affected
children as well as to their families (Lurie,’1970, 1974) . These

v . -

children may never regain what is lost in gducational\hnd

psychosocial development (McGee, Silva & Williams, 1984? Robins,
1983). Furtherimore, these families may suffer mahy yearg of undue,

stress created by their children's untreated behavior problems. This

stress may well have-loﬁg term negative-éonsequences fof the'family

unit and/or for other individual family ﬁemberé (HAlmes & Rahe,

1967).

Many familieS‘vithlpre-school children exhibiting behavior

"problemﬁ do not seek the assistance of professional counséllors. In
. s;me faﬁilies, éhildren'é disruptivé, negative and uncontrolled

behaviors are simply accepted and tolerated. Perhaps these families

do not perceive their children's behaviors as creating significant

=
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‘Other families may fear rejeccion due to societal'écig‘:f

threats to the‘stab111c§ of their family units. Other f*@ilies may

)

recognize that their children’s behaviors are unacceptab

these behaviors do cause a great deal of stress for the|

.

quethelehi. they may refrain from obtaining professidi'l assistance

because of their lack of knowledge of available coﬁmuﬁﬁlﬂi

¢

occurs whenba child and his family are lgbe iedyas ~fgﬂﬁ ';fffman.
1963). Once children reéch school age, théi?g"? bt
neither accepted nor téleratéd by other children or by teachers in

the "school setting. At this time, referrals may be m#de by Ceache;s.

to educational or medical professionals for formal assessment and

treatment of behavior problems. v

'

Mass screening for behavior problems among‘pre-school children

is not routinely carried out in Canada. Many of the sgreening.tools
which have been considered as.pofentially usefui for assessment of
chilﬁren’s.behaviors lack reliability and validity {Csapo, 1981).
Without instfuments which accurately ideﬁglfy behavior probléms,
screening programs are not economiéally or ethically feasible due to
§ub;equent increqéed‘economic and emotional costs associated with
high false‘diagnosis'rates (Mausner & Kramer, 1985). Several ﬁeglth
units in Canada have included items related:to childhood behaviofs
behaviors on questionnaires parents are asked to complete during
children's Preschool assegsments. Specifically, these items ask if
children ;emonstrate behaviors such as fighting, temper tantrums or

hyperactivity. When parents express concern regarding their

children’s behaviors,bthe issue may be pursued by a community

families. .

ﬁ-}ih often
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health nurse, in which case, a referral is made to a family
physician of to a related community. agency. * \
Accurate assessment is the foundation upon‘which realisﬁlc\\
and effective nursigg interventions are based (Erickson & Swain, \
1982). Researchers.have,suggestéd that coping and adaptation theory
may provide an e;fective framework for éuiding accurate assessment
of all families including thoge families of childrén with behavior
ptoblehs (Marcus, 1977).’This framework allo&s nurses to evaluat;
psychdlogical,,sociological, biological and physical stresses
'experieﬁced by families as well a§ to identify family strengths
including effective family coping and resource utilization. These
resources serve to reduce the effects of stress upon normal family
functioning. Researchers have demonstrated thaxfﬁﬁen 1ndividuals'ana
families experience an accumulation of normative familyvlife éycle
stressors and non-normative\or.unexp?gted stressors, the health of
individual family members or total family uﬁits may be affected
(Holmes & Rahe, 1967). This notion of s;ressér accumulation within
the family unit has bgen §hown to be predictive of cﬁanges in the
health_pf children with otﬁer kinds of problems, for example, the
pulmonary function status of children with cystic fibrosis N
(Patterson & McCubbin, 1983). Family stress accumulation also is‘
;ssociated with the develoément\of behavior problems in children
B (Gersten, ﬁisenberg, Orzeck, 1974). A prospective study which
compared behavior changes in children ts numbers of. lifg event
changes occurring over a three year pe; od,ydemonstrated that for

- ° o

¢ A



children under the age of three, accunulntion of family lifo events
is associated with négativo childhood bohnviots (Beautrais,
Fergusson & Shannon. 1982). °

Healch.promotion or 111nens ptovonﬁion is the primary goal of
vcommunity health nursing. In order for community health nurses to
identify families at risk for having a child develop behavior . ’
problems or to 1d6ntify chlldhood behawviér prob{fml prior to school
éntry, a vaiid screening . instrument must szdeveloped. Raseanghers
have identified facto:s such as socloeconomic status; broken hones X
gnd parent-child relationships to ne associated with behaviof
problems in children (Rutter, 1985) However, these faétors do not
explain why family stability and genefal well -being of individual
members—can vary g;;atly among families even though family life
circum;%ances are very similnt; Furgbarmore, few regéarchers have
been ablé to isolate and provide quanéitéfive measures of the
effects of individual family variables upon family stability andL
health. - | o

The first step in the development of a screening protocol fnr“'
identification of famiiies at risk rgIative'éo the developmént of.
_behavior problems in childfen‘is to 1so;ate measurable
characteristics or conditions commbn to families of children with
behavior problems. Based upon clinical observatinns and litérature
reyie;s*_the researcher fe}t that it was-quite possible that family

ijgéress né coping measures had potential for identifying families at

riskﬂgf,naving children who may develop behavior problems. The

B .
ggneral purpose of this study was to utilize a family stress and

>
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coping framiwork‘in-ordor to describe family 1life event demands

(fanily atroil) flniiy coping patterns in families of children with

. behavior problems.

Bugpbae of the Study o
The specific research question guiding this study Jas: What aret

the relationships between accumulation of family life event demand]f

family coping and behavior problems 1n'éhildren?

The specific research objectives were:‘ﬂ e
1. To exfmine the relationship between accumulptizn of lyfe event
dumun;s in families of children with behevior‘problems énq'
coping behaviors qti}ized by these familie§. .

2. To examine the ralationship between coping behaviorﬂiatilized
by families of,cﬁiquen with behavior proBlems'and thelir
children;s behaviors.

3. To examing the relationship between accumulation of life event

demands in families of children with behavior probleys and

their children's behaviors.

4. To identify andfdescribe types of behaviors demonstrated by

children being. assessed for béhﬁvior’problems.

5. To identify normsative and ﬁon-normative life event démands%
experienced by families of children with béhavior;problems.

6. To identify coping behi@iofs utilized_by'families;of children

with behavior problems. e

-
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The Double ABCXYModel of Family Adaptation (HcCpbbin_&
Pattetson. 1981) provided the theoretical framewotk fot exemintﬁg
the telationehipn between family iife event‘demend- family coping
-and behavior probleml in children. The Double ABCX Model is based

upon the work of Reuben Hill (1958). Hill’s ABCX Hodel of Family

Stress was developed to study families separated and reunited durihg'

C &
2

war time; This pre-crisis mode] ‘states that “the interaction of thfeet~"

L

factors: A factot (the ;ttessor>evenC) B faéﬁot.(the famlly ctteis{

me:;yng tesourcos) and C factor (th:/definition the fnmily ﬂikes of

thé event) determines whether familles will aucceslfully adapt to

Y

their Iife conditions or will end up experienC1ng crisis situations

(%—factor) (see Table 1). /ﬁf o A -

' McCubbin & Patterson (1981) added the post- crisis dimension to

V ] Hill ‘8 model (1958) (see Figure 1) These researchers based the

events ot occuttences(s)

Doublo ABCX Hodel on the assumptiona that family edaptation is a

dynamic ~process occurring over time and that all families
Bl

continually encounter stressots sgxggggxg -are defined as " life

N

which produce(s) change in the

Ffemily sociel system"” (McCubbin & Patterson 1981 PN This

dbfinition is consistent with family systems theory which states

- that any change within a family unit w111 eventually affect all
, o
members of the family. These changes may involve any aspect of

family structure and/or function For example when children are

o

admitted to a pediatric/ psychiatric assessment unit, many changes
P _

N

o
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Permission to-use the Double ABCX
Model of Family Adaptation and the
FILE and F-COPES instruments develop:
for use with this hodeliobtained from

Dr. Hamil@bn‘McChbbin (see Appendix G)..
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must be nade‘within the‘family system Iin order for families to
successfully meet additional demands created by the: behavioral
“prograns established by health care professionals Family boundaries
must expand in order to include those professionals worhing with
family units. Changes in family interaction, and/or family roles and
rules nay he neﬁé§§ary to facilitate decreases in children's |
problematic behaviors{ Changes created by life event demands may
cause §£I$§§ for families, particula;ly if families do not have the
psychological, sociological or material Lesources necessary to
facilitate change McCubbin & Patterson (1981) refer to 6his'
phenomenon as a gmagd capa 9111 x imbalance. This imbalance‘may
result in distress if families perceive this change process to be
very difficult or in some cases to be totally impossible. In other
words: family distress occurs only‘when resources are unavailahle'or
when resources are not utilized. ‘In-these cases, families may become
totally incapacitated‘by stress resulting from life demands Extreme
distress may, result in ﬁgmilx__gisis defined ds the "amount of

disruptiveness disorganization, or incapacitatedness in the'family

sockal system" (Burr, 1973; cited in McCubbin & Patterson, 1981,

., p.8).

v , \
The concept of stressor-pile up.is a major component of the

: Double ABCX Model. This model portrays families experiencing ’ o
nultiple étressors or demands simultaneously. Hospitalization of
children‘for assessment of behavior problems may be defined as a
stressor since changes in family systems must occur if families are
to participate successfully in fassessnent and treatment processes.

A ) - .

-



At the same time, these families are striving to meet normative

family life cycle demands' such as having children enter scﬂdol or

pected or non- norm#tive events such as 1oss of jobs, transfers
-té new localities, or sudden deaths in familiese Copi;g r§hponses
made by families in response to these stressors may also\add to
Eamilynstress For example, if a mother quits her job in 6rder to
follow a behavior modification program with her chiLésat home- and/or
at school, the family may ﬁ&ge»financiél problems due to loss of
income. Some coping behaviof; such as ekcessive‘iﬁtake of food and
noﬁ-food substances such as alcohol may also negacivefy affect
.families these behaviors become a source of f;mily stress,

McCubbin & Patterson (1981) allude to the concept of gg_i_l
ambiguitx Such ambiguity is experienqu by families during
k children'S'hoséitalization-for assessment of behavior problems since
families are often gncqgt#in as-to their roles in the treatmént of
ﬁheir&children.’ln addition, families are often concerned about
reactions of exteﬁd;d families,}friendé ang comﬁQnities to their
children's hospitalizatidn on a pi?éhiatric unit.

When family stress 1évels beé&ﬁ; ver&zhigh (stressor pile-up),
families become mo;e vulnerable to the éffect§nof any additional
demands made upon the famtly system In other words regenerative
powers (Burr 1973) or abilities to make adaptive changes decrease
It is vitél that nurses take .such situations into conside;a;ion when
caringlfor families 6f children wich‘behavior problems. I1f families

are already experiencing excessive stress, it is unrealistic to
L S
S
8

“o
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. i ' ' .
expect them to successfully carry out behavioral regimes with their =~

. . - by
children at home without provision of additional resources.
“t

Family coping “ includes the behavioral responses of family

members and the collective family unit to eliminate_ stressors, °

manage hardshipé of the situatiqn,'resolvg intra-family conflicts

and £gnsions, as well as acquire an@ develop social, psychdlbgica1<ggﬁﬂ‘

and materiga‘resources needed to facilitate family adaptation "
(McCAbbin & Patterson, 19?1, p.l4). ihe Double ABCX Model depicts
. families adju§ting to multi;udes of 'demands by utilizing fesour;es
available_within the family u;it'and from the community. ,

Family perception considers how families view their total life

situations. Families who believe they have adequate ‘resources to

cope with their proble e more liﬁeiybto maintain a s‘;ﬁg of
equilibrium than f
demands. Parental perceptions 'of children’s'behaviors provide

' 1nformation'indicating whether additional dgahnds are created by

children's negative behaviors. If parents perceive ‘that their

children frequently exhibit large numbers of negatiﬁé behaviors, the -

impact of children’'s behavior problems upon theée‘familiés will be
much greater than if children’s negative behaviors are perceived as
being minimal and infreduent.

The Dbuble ABCX Model of Family Adaptation takes into
]

consideration aA (stressor«pile-up), bB (existing and new resources

. used by families). and cC (family perce;tion of their total life .
. . [+ ]
“situation) in an effort to explain why some families adapt to life

PO
'l
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ilies who believéythey‘can not. cope with family

¥
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demands and others do not. For the purposes of this stuéy, only_d”.
portion of the Double ABCX Model was utiliz;d: faﬁily demands (aA
factor) and family coping strategies. The congepts.énd vari;bies

included in this study and methods of measurement are outlined in

Table 2 (&ee Table 2).

— ~

Operational Definitions
‘égmilx: A group éonéiﬁting offche-child who {s adﬁittéd for
- assessment to a pediatric psf&hidffic‘unit, the adultls5“
' who fulfill the role of parent(s) fog the child, and
| other siblings.
gghévio;‘ﬁxgblem: Parental perception of social COmpgtggzI;s and
negativé.conduets‘of their children‘asvmeasufed by:tﬁe -
\Child Behavior Checklist.
?amii; Life Event Demanas: The total number of life changes
‘experienced by g‘familx, or tﬁe assbcigtéd.weighCed stress
scbres, as measured by’the Family }nVéﬁtbry of Life Cﬁanges.

Family Coping Behaviors: The activities utilized by a family to

reduce the effects of stressful life events. as measured by

- \" -7 the F-Copes questionmaire.
%
4
| Hypotheses
1. Accumulation.of life event demands is related to coping

behaviors in families of childri§ with behavior problems.

2. Accumulation of life event demands is related to parental

VRN

perception of their children's behaviors.

Q
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3. Coping behaviors utilized by families of children with behaQior

.problegs are related to parental'perceptionmgf their children's

behaviors.
_w'ﬂ . \
N Table 2.
Measurement of Variables
Concept : Variable Instrument Author
Children's ., Parental “ - CBCL Achenbach &
Behaviors. Perception : Edelbrock,
i of Children's - (1983).
Behaviors -
Stress Family Life FILE McCubbin,
‘" Event Demands » : Patterson,
‘ Wilson, (1981).
Coping " Family Coping + ' F-COPES . McCubbin,
S Patterson,
’ & Larsen,
(1981).

5



CHAPTER IT
Literature Review
Chapter II provides a review of literd@ure dealing with the

°development and malntenance of behavior problems in children, stress

experienced by families related to developmental and circumstantial

life event demands 1ncluding children’'s behavior problems, and

[} "

coping strategies utilized by families.

K

e

N Behavior Problems in Children o v
Definjtion and Classjification
Theoretical definitions of childhood behavior problems have
. been established for the purposes of providing standards for guiding
clinical diagnoses In addition, empirical .definitions have been
proposed for utilization in research. The American Psychiatric
Association (Diagnostic and Statlstical Manual of Mental Disorders -
. DSM 111, l980) provides inclusion and exclusion criteria for use in
_ clln1cal 1dent1fication of behavior problems of children. This .
general category is further divided into sub-groups bas%o upon
children’s abilitles to have meaningful social relationships with
* others and whetber or not aggressive behavior is demonstrated.
~ Although DSM IIl classificab;ons attempt to provlde standardize-
‘( diagnostic"criteria,Dhowever these criteria do not provide emp
measures of behavior problems which are required for use in

- research.

it

i

Empirical measures of behavior disorders closely paralleling-

DSM III criteria were developed by Achenbach & Edelbrock (1978).

17
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" Thelr criteria were based upon a study comparing behaviors of a

“non-clinical sample of children and a group of children being

treated for psychiatric disorders. These researchers classified
hyp;ractiveJ aggressive and delinquent behaviors of children into a
broad-band grohping of behaviors referred to as*Externglizkng
Behaviors. In contrast, less vifible b?haviors such as those
behaviors rélatéd to schizoid, depressed, uncommﬁnicative and
obsessive compulsive traits as weil as somatic complaints are

s, A similar system was

referred to as Internalizing Behavid&

s
developed by Quay (1979) based upon data réceivg& from teachers,
parents and problem children. Quay described disturbed behaviors of
childhood as conduct disorders, personality disorders, immaturity
and socialized delinquéhcy. Coﬁduct disorders include behaviors such
as fighting, temper tantrums, distractability, disobedience,
negati?ism, restlessness, hyperactivity, diéhoneﬁty, stealing and
distruction of pfoperty. For the purposes of this study, the term
‘"behavior problems” gaé used.

It has.been suggested that children with behavior problems are
more disturbing to those who éare for them than these children are
actually psychologically disturbed (Gresham, 1982). These child;en

demonstrate problematic behaviors which tend to be inappropriate for

their age and/or sex and are frequently situationally inappropriate

and/or violate the rights of others (DSM-III, 1980). Differeﬁtiation

between clinically significant behavior .problems of childhood and

normal megative developmenta;'féhaviors is based upon -relative

incyeases in frequency, duration and intensity of children's

%
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negative behaviors (Csapo, 1981). The Child Behavior Checklist

- developed By Achenbach & Edelbrock (1983) provides sex and age

specific measures of childhood behaviors making it possible to
empirically measure and differentiate between clghically significant
negative behaviors of children and normal developmental behaviors.

Preva ce

The prevalence rate (total number of:qgses réported in a given
population) of behavior problems of children is unknown. Estimates
vary from 2-49% of the school ;.}ulacion (Csapo, y981). This large
variation in prevalence rates may be attributed to a.iack of
standardized bri;eria used for‘defining and measuring behaviér
problems of children. Research methodological issues such as use of
instruments léckigg in validifyland reliability, small sample sizes
which are not representative of tbe gehéral pépulation, and/or use
of samples in which children's ages are significantly different

contribute to this variance (Links, 1983).

' : ~r
to v o]
Behavior Eiéblgmg !
Childreﬁ's individual traits and family environmental
characteristiés have been described as Eeing positive factors
serviﬁg to protect some children»from effects of hostile ~

environments and cdnsequently allowing them to pfbgress normally
through the developmental stages of childhood. Otﬁgr factors

including parenting practices related to social class norms and

&



djsfunctional parent-child relationships, have been identified as
being related to the development and maintenance of behavior
problems of children.

2
g

Differentiation’bééﬁeen effects of‘gndividﬁal attrib#tes such
as genetic (Rutter,19é§9 or gender (McGee, Silva & Willfams.198a){
traits, from environmenCG;reffcots upon a human population spch as
children who\have behavfbt ﬁfobiams is most difficult. Furcgermore,
it is not ethically feasibloytqfdeliberatgly’alter environments
within vhicﬁ children are ;ur;ured for purposes of research.
However, a longitudinal study of 600 childrén liviﬁg ori the island
of Kauai resulted iy ddentification of several factors shared
commonly by children who deuveloped into normally adjusted adults in
spite of being reared in a state of poverty (Werner & Smith, "1977).
These protective faétors ;nclude being'the eideét sibliﬁg, having
high levels of activity durinéninfancy, being gpq& natured and/oy
being responsive to others during earlxﬁchildhood'ye{;s. -

There is a higher incidence of feported behavior p;oblemswﬁn
boys than girls (DSM-III, 1980 McGee, Silva & Williams, 1984). This ©
finding may Be relateéd to sevefal factors, for example, disruptive
and.immatﬁre behaviors are more common ;n.boys. In addition, ﬁhese
ovért types of behaviors are more visible and pérhaps more difficult
-for familie;’anq teachers to cope with. Consequently, boys are more

‘likely to be referred for treatment than are girls because

typically,'gigls tend to ‘exhibit more passive and withdrawn

.
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behaQiors which are less visible and less difficult for some
() families to cope wigh (Werry & Quay, 1971).

~
Family and Eqvironmental Factors
Family character{sttcs appearing to .prevent children from
developing behavior problems even though they live in negativa‘
ehvironments, include haQing fewer.than four children per famiiy and
maintenance of close parent-child rélag}onships (Werner & Smith,
1977). Availability of adequate external support sys;ems'and use of
,effective fa;ily,coﬁing_serves to protect 1nd1vi&uals hnq families
from negative effecté of the ep§ironmen£ (Olson, McCugBin, Barnes,
Larsen, Muxen & Wilson, 1983). Family characteristics suchk;; social
class, alternate family types,_gnarnegative paren;-chilgv
>re1atioqships have been identified as risk factors which may

influence the development of many family difficulties including .

development of behavior problems in children.

Social Class +
‘Each social class has a different set of norms and vilues to

which children are socialized (Susser, Hopper & Richman, 1983).

o A :
Lower socioeconomic families characteristically value obedience and

tend go conform to rules.initiated by sources external to the’family
unit (Tucker, 1978)..However,ochildren with behavior disorders are
ff:quently‘disobedienp and often defy authority. Such beha&iors
challenge the rigid paﬁterns of expected family behaviors in this

group of families. Lower socioecqnoﬁic parents parents are often
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reluctant to seek help even when children's behaviors are excessive
and create havoc within the family unit. This characteristic may be!
related to lack of parental confidence in the medical profession An
to their.lack of kﬁowlddge regardiyg availabla‘communitj resources.
Other ;arenCI m;y simply agzribhte their children's behaviors to
their life conditions, in which case, they may believe that nothing

can be done (Lurie, 1974). Most childfon from lower socioeconomic

’

families are teferred‘for'asseésment and treatment of behavior

problems by individuals outside the family unit such as school

o

teachers, famil& friends, family doctors or law enforcement
agencles.

It has beenbshown that middle socioeconomic parents. value
self-directive behaviors in children ahd encoufage 1nd1vidua1‘growth
and development, Iﬁ additioﬁ, parental expectations for children's

achievéméhts tend to be very high. These expectations may intensify

parental reactions to negative behaviors exhibited by children and

may explain why middle socioeconomic parents tend -to brihgrtheir

children to outpatient clinics for assessment of behavior problems

P———
¥

at an earlier age than do iower'sdcioecoﬁémié parents (Baker &

Wagner, 1966)._ ’
It has been\clearly documented that thete is a higher incidence
'of.social,‘éﬁotional and psychological problems within lo§er o \~;-
socioeqonomic adult populaziéns (Hollingshead & Rediick, 1958;
Dohrenwend & Dohrenwen&, 1970). However, the correlatign between .

behavior ﬁroblgms in children and social class appears to be a’case

for debate. Achenbach & Edelbrock's (1979) study of 450 clinical

-

Y
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and non- clinical childran revealod that vitﬁln thll lamplo. tho

8

relationship between childhood behavior irobloms and socinl claal !

was not -1gnlficant However, it has been reported chac. 1n Cnnnda“

therq,appoars to be a direct correlation betwaen family' incoma and

the incidence of behavior problemn 1n childron (C-apo. 1981). Lufie

(1974) found that chetc was a highor incidence of mental hoalth
v " 4 ey
problems in New York state children whose family incomes were low.

. LY ‘ ‘
Regardless of, social class, parents are more likely to seek help for
their oldest children's problematic behaviors. This practice is

possibly due to increased anxiety resulting from either lack of

experience‘or'inadeqnge parenting skills (Tucker, 1978)..

Single Parent Families -

A higher incidence rate of'children‘with behavior ﬁroblems has

been repofted in alternate family types such as single parent

families (Stotc 1978). Since most single: parent family heads are

o

women this higher incidence may be related to their lower income

*

status lack of resources and strained parent-child relationships

i due to increased responq1b111CIes and stresses expettenced by single

-

parents. . . ~ -

The"develppmentfand &;i;tenance of children's behaviorvpfoblems
may be partially explained.by the reéiproc&l_nature'of pa;ent-éhild

relationships. At approximately.three ye;rs of age, most children

exhibit devélopmentally normal negative behaviors. By five to six
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.years of age, these behaviors tend to decrease in intensity and’

'frequency.(Whaley & Wong, 1983). Hovever, these normal developmental
,behaviors can be pro lematic.for some parents, A study of l53‘

‘Toronto mothers -in icates that preschool children's‘contrary'and

stubborn behaviors ar major maternal concerns. Negative responses

such as anger and yelllng were coping responses frequently reported
by mothers inclﬁded‘in this‘stugy’(Brailey,‘1954),‘Laboratory

s

studies of families witﬁ?CHildren tdentified as'having behavior

"problems demonstrate that negative behaviors of'chfldren-tend to

xcit ne.gative (Mash 1984) and more controlling (Aragona & Eyberg,

N

‘ 1981)pparenta1 behaviors. Children in turn may respond to ‘negative

parental behaviors'with'increased negativism &nd aggression thus
)

>comp1eting a coercive cycle If ‘this cycle is allowed to. continue

: children with behavior problems. This practice is refenredwtovas‘
’ Y : : i

‘.scapegoating‘(Vogel'& Bell, 1960).or trianglingj(Smith,w1978) and .

»severe Yamily dyafunction may result In addition it has been shown
'that when dysfunctional relationships exist between ,parent and

‘child, parengs-may continue to react negatively despite considerable

- ) 4

'improvement in children s behaviors (Lewin, Nelson & Tollefson

’

"1983)

Children s behavior problems may serve a functional purpose for

L]

unhealthy families ‘En order to reduce tension and avoid dealimg

with more serious problems involving greater emotional costs for

families such as parentalvconflicts attention may be tf&nsferred to‘

’

,may serve to preserve family unity; In addition;:provisionvof

N . . F'Q'
e . Lt e
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—_— o ey P TN . . _ PR e g
’P o ! | B f \ B N . .
NS L : . . » . ) ' : .

". ' .

» 3“}&'74- . ‘
negbﬁive'geinforcementlto»children with behavior problems encourages

- : . RN . L
- . :

continuation and possible escalation of.prbblematic behaviors.

. “' . In all families, there are both. positive and negative factors

relating‘to prevention or_oevelopment of ‘behgvior problems in

g
" children. Researchers have clearly indicated that professional

“»

*  health o&‘rd workers including nurses, must not rely totally upon .

o
) i

statistical fnferences which may result in stereotypic

» ' P

interventions. For example, it has been shown that behavior problems

'in‘chiLdren are more prevalent in lower socioeconomic class 5

o families It is not, however valid to assume that all children from
low socioeconomic fanilies will develop behavior problems Accurate
assessment of families is necessary, in order for health care workets

o

',ito identify both- negative and positive family characteristics Total

families must be taken into consideration if treatpent of children

with behavior problems is to be successful

. -Fam'l. Stre
The study of'maniinteracting with the environment inloroer to
l‘naintain or regain a‘sense ¢ -zability has;attracted the attention
of researchers‘fromzmany'disciplines This multidisciplinary

interest contributes to the great variation found in literaturé
3regarding conceptualization of factors contributing to this
‘adaptation process '‘and to the diverse methodological approaches used“
to_study this phenomenon. \

‘ Traditionally, stress andlcoping studies have focused upon

immediate individual responses:to situationally specific and_-



(Lindemann, 1977) or patients recovering;from surgery (Lazarus &

‘epproach.
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o . .

extremely stressful events such as children with leukemia (Friedman,

Chodoff, Mason & Hambdrg, 1963), patiehts with poliomyelitis,

(Wisotsky, Hamburg, Goss & Lebovits,.l961):.coﬁ1ng with acute grief

©

. Cohen, 1973). A relatively uncommon area of:study is the.

tnvestigation of how individuals (Pearlin & Schooler 1978; Folkman 4
& Lazarus, 1980) or families (Olson et al 1983) cope with problems
re%gted to normal 1ife5events ‘such as marriagé, parenting and worke=
environﬁencs: Olson et al (1983) used a developmental framework to |
scudyvstfess‘and coping patterns within family units. Normative
family stress scores Qe?e developed to provide numerlcal
fepreseﬁtation cf familj_cﬂanges or family stfess across-various
family life c;cle stages. This developmentel pattern indicates that
fam%%ies'with school agea‘childfen frequently experlence stress

related to intra-family strains, work-ﬁamily strains and finqﬁces.

‘ : ) .
Families of children with behavior probleams may well experience

similar types of stress buc amounts of stress these families
experience may be intensified by their children s negative

behaviors. ' ‘ ' s

} U ‘
' %o

e o _Stre o .

. Researchers and.tﬁhorists do not agree on the definition of

stress. Physiological and psychological approaches have been used to
A
describe how individualsgreact to stressful situations, whereas,

family focused research has tended to utilize a soclolbgical
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In the 1940's, Selye (1977) defined stress in medical
physiological terms. ﬁis General Adaptation Syridrome (GAS) desctibe;:
human tissues;responding to stress with increésed blood flow, heart
rate and endocine.hormonal excretion. The three phaség used to
describe this physiological fesponse are alarm, résistance and
exhaustion. This 'fright or fright' reaction to external stimuli
depicts stress as being a threat to human existence. This

physiological aéproach, though beneficial:in providing information

régarding responses of individuals to stress, has somewhat limited

W@
g
s !

use for stﬁdying family adaptation.

»

A psychologicggsapproach was used to study stress and coping by

researchers such as Folkman and Lazarus (IQB”d Pearlin and »

Schooler (1978). These researchers maintain vthe intensity of

ey

" emotional-impact created by a s%%?ﬁsful event is depeﬁdent upon
* [t S

individual's cognitive appraisalyof_a situation. During the primary
appfaisal pézse, individuals decide whether-or ﬁot situations are
non-threétening, a potentially harmful tg;eat to their well-being,
or;simply _challehges Which can be overcome with miniaal difficulty.
Secondary appraisal involVves evaluation of total.situations with
regard to appropriateness and availability of resources including -
coping behaviofs.‘Reactions of individgals to nbn-thfeaﬁening
sitgations'may be minimél. Individuals' coping responses to
‘ghreatening or challenging situations basicglly serve to change or

eliminate difficult situations or decrease emotional impacts created

by stressful events. This psychological methodology has been

‘

¥



28

. “Heffectivély utilized in‘research deécribing how individuals cope
with stress. However; these studies are limited to individual
adaptation and dg‘ﬁot include tﬁi family as a pfimary unit of ¢
analysis. |

Sociologists..especially those wﬁo utilize sys@pms theory,

- — e
study f#milies within the context of their environments. Families
are composéd of several interacting individuals who p;esentltheir
families with unique sets of‘ptoBIemsnwhich may result in family
stress. In addition, Ehese same individuals make uniqug
ocontxibutions to&ardsbpreservation of family unity.

Family strgss is believed.to be unavoidable (Holmes & Rahe, @‘
1967), and may serve b:th negative and positive functions within the
faﬁily unit. Hill (1949) defined stress as a ”functioﬁ of the
respofise of the distressed familf to a stressor and‘refers to the
residue &f tensions generated by a strgssor.which remains unﬁanaged"
(citedfin Mcéubbin,Joy, Cauble, Comeau, Patterson § Needle,:1980,
.p.857)1 This definicioé-tends‘to emphasize the negative aspects of
stress. Researchers’have';hown that high levéls‘of stress related to,
life evenfs age predic;ive ofiinéiviﬁual i%lhesses (Holmes & Rahe,
1967), decreased weasures of pulmonary funétiqn,in children with |
cystic ffLrosis (McCubbin & Patterson, 1983) an& are aséociated with
the development of beha&ior problems in children (Griesg, Foreﬁand,
Wells & MéHahon, 1980; Fergusson, Horwood, Gretton & Shannon,;1985).

| Factors such as increas;s in the intensity, frequency and duration

of stress (Hetherington, 1984), ambiguity created by stressful

events.(Mattesbn & Ivancevich, 1982) and lack of available resources
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(Dohrenwend & Dohrenwend,vl9?0) also contribute‘to negative
consequences of stress. Fa@ily stress may be related to ndrmal
deveiopmental occurrences ﬁuchAas the birth of a'bdby (Dunn &
Kendrick, 1980) or unexped;ed events such as having a child whd
develops leukemia - (Friedman Chodoff, Mason & Hamburg. 1983) thé
birth of a handicapped child (Zamerowski, 1982) or hospitalization
of a child (Hinz, 1980; Godfrey, 1955).

A more positive function of stress related to normal family
development is descfibed_by McCubbin'& Patterson (198l1). Stress 1sb
'dedcribed'as a state arising from a demand-cdﬁability imbalance’
within the family unit. In order for families to co;rdct'these
states of imbalance produced by individual family ﬁemberd, the
family unit or the surrounding en;ironment, adjustmenﬁsimust be made

in family behaJiors, roles, ruled, values, goals or boundaries.
These.changes are required so thatncodstantly changing needs of
growing f:;ilies may be met and normal family growth may occur
(Friedman, 1981). For the pdrpdses‘of this paper, the te:mé‘"family

life ewent demands" and "family stress" will be used

interchangeably.

Fami tre eated b ' v

A great deal of research has been carried out in order to
determine the effects of the family environment upon developmept of
behavior problems in children. Considerably less research has been

directed toward providing a better understanding of how children's

behaviors affect their families. The amounts of distress experienéed?

A
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~with the amount of difficulty families experience while coping with

I

by famil%es inﬁrglation to children's behaviors may.be associated
children's behaviors on a day to day baéis (Bell, 1981). Chiidte;m
who exhibit behavior problems are disruﬁtive 15{th§_c1assroom
(Lewiﬁ, Neléon‘&lTolleﬁsQn, 1983) and/or in the hohe-(Mﬁfh, 1984).
In addicion %o ﬁéinévinvolved with the_;gsgi;s'of children's
disruptive éliss:dom beha&iors,_families may also have to deal with

ltheir'chfldrgn’s-poor academic performances. In many instances, lac

4

" of scholastic achievement, is not related to lack of ability since

In ocher‘words, there tehds to be a disctépancy between measured
{ntellectual capability and observed academic performance (Robins,
1983).

Children's beHavié:ai'dtsabilities may become a tremendous

30

k

" many children with behavior problems also have normal intelligence.

handicap fér‘families. F@mily decisions ‘to relocate, go on holidays .

or take part in normal family or community activities are dependent

upon wheqher families perceive thqt their family uﬁits'ahd soclety

. 1n general can cope with these children's abnormal behaviors. Some

“ .

families may have to live near the.facilicies ptoviding treatment

for their children making career changes and family relocation

) ;mpossiﬁle. Other families may fear or actually experience negative

resﬂ"ﬁes'from other family‘members and from meimbers of their

communities. If families are unable to cope with these negativé-.

»

reactions, they may withdraw and become socially isolated from

extended families, friends and community associations (Zamerowski,

1982). In these instances, parent-child relationships with siblings

-
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of disturbed children m;y become straigéd. fhese strained
parent-child relationships may be intensified by Increased amounts
of parental ;ime required by the disturbed children.

There is a significant amount of evidence to suggest that
negative behaviors of children affect the total family unit.
Researchlhas clearly indicated that because of the reciprocal nature
of childrén's.and families' 5ehaﬂ3ors, total families must‘be taken
into consideration when treatment of children's behavior problems
b%comes necessary. | “ |

£
\Y e Yy o

The notion of negat{Ve and positive family responses to stress *:

can be related to the concept of vulnerability or the amounts. of
" resistance families have for tﬁe purposes of combating stress (Burr,
1973). This concept of vulnerabiligy is somewhat circular in nature.
Vulnerable .families are more susceptible to disruption and disrupted
families are more vulnerable to stressors (Hansen & Johnson, 1979).
If familie; are to meet demands created by stressful evenﬁs and
continue to maintain a sense of fahiiy indepéndenca, stability or
wellness, resources mus;t not only be' available bu'ej tﬁey must be
effectively ugilizéd (Ne;man, 1982). The mediating or protective
effécts'of social support iCoSS, i976;vDean & Lin, 1977),
socloeconomic status (DohreAwend & Dohrenwend, 1970), family
‘cohesion and adaptgbility (Olson et al, 12§§) have been well

documented. For example, it has been demonstrated that adequate

social support networks can 4%;§ease the_ihcidence of illness and
r .

0
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increase recovery from illness (Cobb, 1?70) aslwell as reduce
threats related té normal life event changes experiénced by families
(Hamburg & Adamé, 1967).J i |
Families’who gtte;pt to ma%nihin closed systems by stricély
maintaining famfiy.boundaries, éffectively limit interaction with
the envir;nment. qbnse&uently, resource avaiiability is reduced.
* Families who attempt to avoid chaﬁge aﬁlall costs are“considered to
be dysfunctiohal (Sonne,. 1967). These isglated orldisturbed,famiiies
are;more likely to experienee crisis situations defined by Hill"
(1949) as "the degree of incapacitase&ness or disorganizéFioﬁ~
experignéedehen family reéoufces.are‘ingdéquate or depleted" (cited
in McCubbin & Pat;erson, 1981,,p; 149). Families who have adequaté
coping re;ourées are mérb likelyvto view stressors as challenging
and will experience positive pSthélo ical growth and‘developmenﬁ
due to successful stressor adaptatio (H;nsen & Jphnson, 1979;

P

Baker & Cook, 1983).

Measurement of Family Stress

Various aﬁproéches have been taken to measure family stress
including; measu;ement of major life event stressors (Homes &‘Rahe,
1967), minor life event stressors (Folkman & Lazarus, 1980; Kanner,
Coyne, Schaefer & Lazarus, 1981; Pearlin &_Schooler, 1978), 4
historical stressors such as war (Hill, l968) and environmental
stressors includihg work elated stress (Chiriboga, Jenkins &

Bailey, 1983). s o



events or by adding Life Change Unit scores. The latter scores
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Several life event scales have been established to measure

types and’amounts of stress experienced by 1nd1viduals and families.
Holmes and Rahe (1967) hfve contributed significantly to the
underétanding of how life events and resulting stress affecfs the
health of individuals. Their thesis is that all changes in life,
whethe;'biewed by individuals a; being positive or negatiVe; cause

* .

stress and therefore, require some form of behavioral change. These

° L

researchers developed a self administered questionnaire:(Social

Readjuscment Rating Scale) measuring numbers of life event changes
experienced\by individuals over the past $ix to twenty- four months.
Thié questionnaire was used in a study of 3000 navy personnel in

ordet to determine the relationship between numbers of 1life events

experienced by individuals and measures of illness. This study
. showed that significant numbers of life changes had been experienced

by individuals six months prior to the onset of i1lness.

Based upon research using the Social Readjustment Rating
Scale.\normative"strgss scores have been developed'allowing
researchers to compare their findings to a standard set of measures.

Stress méasures:may be calculated by simply adding numbers of stress
SN :

.
indicate that different events produce different degrees.of stress.

i

It has been argued that by using these weighted stress scores,
differences in amouhts of stress experienced by individuils at .
differentllife stages can be assessed in a more accurate manner

(Dohrenwend, Krasno%fl Askensay & Dohrenwend, 1978). For example,

hbspicalization of cﬁildren'for-assessment of’ béhavior problems
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A+ . ] .
would likely create different degrees of family stress than would

~ sudden family deaths. The Social Adjustment Rating Scale has
provided the basis for develdpment of additional instruments which

identify and classify typical life events occurring during the

various developmental stages of children (Coddiﬁgton. 1972) and

|
A‘ ~

families (Olson et al, 1983).

, :

cales have been_cgiticized

Standardized life evené'measutgmeng
by some theori#ts and researchers‘,(Doh?enwend, Krasnoff, Aékensay &
_Dohrenwend,v19i8). fge ability of thesé scales to agcouﬁt for
differences inyamouﬁts of stress experienced by individ?als while
dealing with similar»lifggéientv?h;nges has been questioned.
Standardizea measures of stress”assume that all‘life event changes
Are equally SCresthl for all individuals. o

Whether illness is caused by life event changes or whetRyr
life eventlcﬁanges are the reéultvof illness (Monat & Lazarus, 1977)
has not beéﬂ determineq. HerQer, Kanner; Coyne, Schaefer & Lazarus 1
(19815 maintain that measures of more minor life events'such as
daily hgssles are predictive of the devélopment of péichological
symptoms more dependably than measures of major lifelevent changes.
In ordet!to assess and fully understand.types and degrees of stress

experienced by families, it seems reasonable to assume that both

m;jor and minor life events must he considered.
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Family Cepjng

-

There is little research reported in literature describing ho%
- families cope with sfress. 0f the available family focused studiés,
some deal with individual family ﬁembers responses to family related
events including marital, parental and work roles roles (Pearlin &~
S;hooler, 1978). One relatively large study was reﬁorced by Olson et
al (1983) describing how family coping.strategies change according

to family deQelopmen&gl life stages.

e ° - [
» Family coping behaviors are viewed as both resources and

stressors which may serve either to increase or dicrease family

stre;s (Hily, 1949;'Burr, 1973; Olson et al, 1983). Coping i{s a
"behavior that prﬁtects people from being psychologically harmed by
problemati; social experience, a behavior that importantly mediates
the imp;ct that societies have oﬁ their members" (Pearlin &
Schooler, 1978). Within a family focus, coping can be described as
" those behaviérs serving to retain family integration, self-esteem
aﬁd independeﬁce as well as to foster individual growth within th;

family ynit (McCﬁbbin,& Patterson, 1981).(

.
LA
-

» .

hd —

Research Related to Faifily Coping
The major purpose of most family coping studies has been to
Lo .

idenﬁify types of coping used by families and to determine if use of

coping strategies varies from one family situation to another.

Pearlin & Schooler (1978) carried -out a large study including 2300
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(=)
individuals between the ages of 18 and 65 in an effort to determine

how individuals cope with minor 1i€e events such as tnose related to
work and home envitonments. Coping behaviors were shown to be gender
relategéand sicugtional variance in~QOning behaviors was common.
This study indicates that women tend to cope with stress less
qffeétively than men and chnc men utilize problem solving strategies
more effectively thad women. Individual coping eff0r§§ appear to be
less effective in worklsituations where individuals nave less
cong;ol than is normally experienced within family units. These
.findings suggest that effective coping ;equires a variety of
behaviors which was confirmed by Patterson & McCubbin (1984) in
their study of military wives separated from their husbands These -
researchers demonstrated that amounts of distress experienced by
families was reported to be considerab}z less when wives used “wide
ranges of coping behaviors in order to meet their families’ néeds.
Wives who were best adapted were also able to temporarily assume
many of the roles which had been previously fulfilled by their
husbands. o

Folkman & Lazarus (1980) suggest that measures of coping

" obtained by Pearlin & Schooler (1978) were actually measures of

fndividual's reports of how they usually coped with general source;»"'
of stress. Such reports may not be 1nd{&ivé of how individuals
actually cope with specific stressful Qccurrenﬁes. Consequently,
- Folkman & Lazarus carried out a study in which 100 respondents wvere .-

asked to identify specific stressful events

past month. These individuals were also asked to indicate how they
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had coped witﬁ these situations. Tﬁis.s;udy revealed that both

brobl;m and emotion focused coping were used in all stressful
sitd#tions but the balance between types of cbping strateiiea-u;oh
varied across situations. For example; em;cion-focused coping was
used mofe than ptoblem-iolQing éoping strategies in matters related
to illness. Within work sitgations. Qen tended ta use more problem
-focused coping than women. No gender differences in the use of
emotion-focused coping was‘fdund.

In a study of over:

00 American families, Olsom et al (1983),
set out to identify {f y coping and family stress chaﬂged

across various scagéb ily;developmenc. These researchers

reported that commonly family éoping strategles were: seeking

spiritual support, reframing or redefining situations, and\using
informal and formal resoufces. Passive appraisal (acéepting things
as they were) was not reported as being a helpful coping strategy,

‘ Utilization of internal and external family coping strategled was
shown to be related to family life cycle 'stages. For example,
younget families ten@gd to use spiritual suﬁport strategies and
mobilize their families to acquire help less often than older
»familie;. These researchers also }eported that husbands andlyives do

AR

not aiways agree in their evaluations of how their families éope

*

with stress.

Conclusion
There are few studies reported in' literature describing how

families cope with stress resulting from normative and non-normative’

4
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,life event demands“~ln‘ﬁﬁdition there is little information

»

azfilable describing how families cope with long term streSs such as’

. \ "
caring for'children with chronic behavior problems (Venters 1981)

-

Systems-developmental theory has been used to describe differences

iJ\¢ypes and amounts ‘of stress experienced by families as well as

identify differences in coping strategies used by families Systems"
v E b
research methodology using 1ife -event measures of. family stress and'

tf

b coping is not flawless Lngrhas\not been extensively used to study

families of children with behavior problems However, this

theoretical framework'does appear to have potential for use in

! research aimed at describing differences ‘whirh may exist fn types

‘and amounts of stress experienced and coping strategies used by .
\Ih

families ofvchildren with behavior groblems;



CHAPTER 111 o
o hethodology.
Chapter III provides a description of the setting in which
this correlational descriptive 'study was carried out, subjects
ihcluded in the studyland the research methodology used. In

" addition, the instruments used for data collectioh are

. X > ' :
discussed. ‘ oo

' Setting
vThis study was conducted on two pediatric-psychiatric
I assessment units,.one in %ach of two large urban teaching

, hospitals These units follow similar admission, assessment an&

! dischargeiroutines. Both units-base their programs on behavior

g R {

o moéification techniqdes and provide teaching sessions for

parents whose children are adpitted to these units.

"6hlldren between’ five and sixteen years of age_are_s__

Vo préferred to thegf‘units (total of 22 beds) for complete -

1behav10ralﬁjpsychological %pd physical assessments;_diagnosis;

Sy ¥
-

~“andiiﬂitiaiftré§§ment of various social and psychological
A . o } . . h : A

disturbances including behavior disorders of childhood. -

Referrals to these units are’ usually initiated by school

teachers, social workers, mental health workers general

.

practitioners and pediatricians located in the northern half of

‘the province wherejzhis study was carried out. Average length .
of Hospitalization is eighteen to twenty-one days. Mosth . ,?;f_;

éhildren are returned home following discharge. When children

R ‘ - . 39
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are severely disturbed qr when families can not care for their

e

children at home, these children are transferred to long tern

Y
B b

care facilities.

Semglg S ize

A sample of forty fami}ies who had children admitted to

one of two pediatric/psycﬁiatrio units for assessment of
. a . '

. . . ° ‘ )
behavior problems was chosen for this study. Determination of
the sample'size was based upon statistical concepts ¢f power,*

. _effect size and significance criteria (Cohen, 1977). Cohen

1

“mﬁaintains that in;behavioral sclerice research, a power of .80
should be maintained in order to ensure a reasonable
probaBility that a False null hypothesis will not be accepted

as true. A lafgeﬁeffeot’size of SO'was chosen for this study
- \

‘for two reasons. Firstly, in order to investigate a small
( 10) or mediumD( 30) effect size arid naintai#a power value of

.80, sample sizes of 783 or 84 wogld be required (Cohen, 1977,
: 0 " oo
p.102). Obtaining a sample of this magnitude was not feasible

- ’ \ . -
due to time restraints and subject availability. Therefore, a
. ) x“ !
v , sample of 40 was chosen providing a power of .90 while
' S
la lange effect size (.50). A large effect size

:\ ‘ suggefhs that twenty five percent of the variance of one

o

O variable 1s "assoclated linearly with the variance in the .

-

'otherﬁ (Cohen' 1977, p.80). For example if a lérge-effgct size
is demonstrated between the variables ofgaf?ily\stress and

family coping, twenty five percent of the vhriance in measures

N .




of ‘family stress will be explained by differences in family

coping behaviors. There appears to be sufficient evidence in
: i

literature to suggest that a sighfficant correlation between

. family cgping, family stress and behavior problems in children

may exist.;Aﬁt@tgi‘7
L I
size is appropt

Gohen (1977), studying a large effect

qﬁ&rgsearchers anticipate high

correlations betWeen variables‘based upon reviews of available
!

literature.
. The decision to utilize a sample size of forty families

. ‘ .
was also influenced by the fact that family coping population

means (McCubbin, ﬁqrﬁonal communication, 1985) and ranges of

.

family stress (McCubbln & Patterson, 1983) were derived from

large_samplés using parametric statistics. In order for the
researcher to comﬁa:e family coping and stress scores-provided
by families offchildren with behavior_problems to the larger

L}

population, it was necessary for the researcher to use similar =

v parametric statistics. A sample sizéAof_forty is approbriate

for purposes of this comparison because differences in findings,
due to use of ‘parametric versus non-parhmetric statistics

k]

becomes negligible once sample sizes exceed thirty (Williamson,

1
Y

1981).

Co o)
Before data collection commenced, the researcher’'s thesis

propqsél was reviewed and écéepted by the ethical review

w committee within the Faculty of Nursing. In addition, ethical
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clearance and permission to conduct this study.were received

- from both,hOSpitals“wﬁere data collection was carried out.
¥ ,

)

Faﬁilies were asked to ﬁrbvide signed written consent and

™ were informed that they were free to withdraw from the study at

any time. Families who participated in the study were not

A

‘exposed to any risk since no treatment was changed or withheld.

Confidentiality was maintained by utilizing a coding system to
ensure that families were not identified on any of the data *

collection instruments.

=y

e

Data collectigﬁ.;as‘carried out between July, 1985 and,

Iy
i P

May, 1986. A conveﬁ&%hée sample of forty families was obtained
from fifty-six famid ies identié&ed"by unit personnel as meeting
. El RN ) )

: - oy
study criteria established by the researther. Families withg‘;

children on pediatric psychiatric assessment units were

selected for inclusion in this sﬁudy based on the following

criteria: -

1. Hospitalized children were between six and eleven years

. of age. Children under six years of age are not usually

identified as having behavior problems and-therefore are not

~usually ad&itted to assessment units unless problematic -

BR

behaviors are severe. The upper age limit was chosen because
children over eleven years of age are entering adolescence and
many extraneous variables related to this stage of development -

couldibe introduced.
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2. Hospitalized children did not have éeve:é'physical or
emotional problems in additiqn to their behavior problems. The
addition of severe handicapping condicipps would introduce
additiénal family ;tressors, thereby minimizing control of -this
yar%g?le.\ | |

3. These were children's first admissions to pediatric
assessment uni;s: Repeat admissions suggest chronicity of
begavior problems and either the inability of children.to
reépond to treatment or the Inability of families to follow
ther&peut#c reﬁimes. 'i ‘

4. All parents wefe'able to read and write English.‘This
specification was nécessary since all queétionnaires‘were
written in Ené%}sh. '

Info;maﬁiqn obtained from one of the hospital units where
data collection was carried out indicated that'a significantly
1arge-number“of children admitﬁgd for assessment of behavior
problems came from single parent families. In order to increase
availability of eligible families, the researcher decided to
include both 9ingle and two-parent families as long as other
inclusion criéénia were met.

Of the fifty-six families identified ;s meeting the
~criteria for inclusion in this study, sixteen‘did not
participate for the following reasons: Though .agreeing to
participate in the study, six faqilies ;efused to’comélete

questionnaires on the hospital units and another ‘two families

did not éhpw up for agreed upon meetings. One family.refused to

N ~ 7
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participate believing that the questions were too personal. Two
other families simply were not interested in pafticipatingf

Finally, four families did not return the questionnaires and

)

one -family returned incompleted questiénna;res.

. Procedures
Eligible families were identified by unit personnel and

were prﬁvided with an introductory letter written by the

’
researcher (see Appendix A). These families' names and

telephone numbers were prox:ided to thé researcher ‘ unit
nurses.ﬂDﬁring a telephone call to these families, the
raéearcher;descfibed the ﬁurpose of the study, answered

K4
&

questions related to the study, provided an explanation

Aregardihg the completion of study questionnaires and asked for

verbal consent for their participation. In addition, a time was

scheduled when the researcher could meet with families on the
hospital units. o - ‘ "' vu
Initially, the researc ~r actempted to meet with parents
when they came to the dnit for family visiting night or wﬁen
children eI:;;} 1eft or returngh from weekend. passes. This plan
/was an attempt by the researcher to minimize the gmount of
inconvenienge;experienced‘bj participating families. During
this meeting, further explanations régarding the study were
provided, iﬁfqrmed con;ent form%@#tre signéd (see Appendix B)

and questionnaires were filled But by parents. Whenever

possible, both parents were asked to provide written consent ‘
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‘and to fill out a set of study questionnaires. Families were

also given the opportunity to leave their addresses so that a

.

copy of the research summary could be forwarded to them upon

;ompletion of the study. As data collection commenced, it

ibecame appagent that some families were experiencing

”

difficulties in completing study questionnaires since parents
preferred to spend as much time as possible with their children
‘ : ‘ .

during visiting hdurs.'Alsd, the researcher was concerned that

accuracy of data proyiaed when parents were feeling very rushed

AL

due to other commitments, may be less than optimal.
Consequently, the researeherﬁmade the decision to allow
femilies to take questionnaires hope if they wished, with the
qualification that ﬁhey £111 the questionnaires out
independently and withaub oonsultation with other family
members or friend§ All families who were»given the option of

taking the questionnaires home chose to do so.

nsgrum

emo

T

‘Demographic information was collected on:an information-

x ) .
sheet developed by the researcher (see Appendix C). These data
/fincluded total numbers of;children_in the family, ages of all

family members, duration of children's behavigg problems,
’ ;
methods of referrel to assessment units and educational status

and occupation of parents. This information was used to develop

a profile of families who participated in the study. . ’

a
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' ¢hild Behavior Checklist (CBCL)
The Child Behavior Checklfst (see Appendix D) was created

~ ‘e

by Achenbach & Eldelbrock (1977, 1978, 1979). This instrument
serves t; measure parental.perceptions of ﬁumbers and types d}
positive and negative Sehaviors children have demonstrated
during the past six ;onth periqd._According to Achenbach
(1981), parénts are the most reliable s?urces of information
regarding thelr children's behaviors.

The CBCL consists of twenty Social Cémpetency items
eQaluacigg childrén's participation and preficiency in the
areas of sport and non-sport activities, organized and
non-organized social Activities and school‘performance. Parents
are asked to list activities in which their children
participate and then rate their chiidreﬁ in terms of the

amounts of time spent on each activity and their performances

in each area.
~J

The 118 Behavior ProSIJE itemskweré derived from a
literature search and an evaluation of children who were
Areceiving psychiatric care. To control for behavior'cﬁanggs “
occurfing during the normal growth and development stages of
childhood, Achenb;ch established ége felated (4-5, 6-11, 12-16
years) behavioral norms for both boys and girls. Parents are
asked to respond to these items by indicating whether behavior§
are not.true of their children (0), sometimes true (1) or very

often true (2). A total summative score for Behavior Competence

and Behavior Problems is determined.

o
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Test-retest reliability for Social Competencies is
reported to be .996, and .952 for the Behavior Problem measure.
When parents fill out this instrument'separately, inter-parent
teliability is reported to be .978 for the Social Competencies
and .985 fcr.Behavior Problems (Achenbach & Edelbrock, 1981).

. :
a v v
FILE is used toievaluate numhers of normative and
non- normativeﬂlife events experienced by families during the
past year (McCubbin, Patterson & Wilson, 1981) Family stress
sub- scales include intra- family strains marital strains,
pregnancy and childbearing strains, and also stress due to
finance and business, work and family transitions; illness,
losses, transicions "in and out” of families, and family legalo
violations.
. @ :

FILE»is a seveﬂty-one item self report scale requiring a
"yes' or Lno"‘ansher to be.checked off in response to a series .
of statements describing different strategies used by families
to cope with difficulties they experience (see Appendix E)

Internal reliability was established in a study. which included

322 families who cared for chronically 111 children and 1s

reported to be .72 (Crpnbach's alpha) (Mchbbin &~Patterson.A*
1981). Predictive validity was established in a study of

families of children with cystic fibrosis.rIt was démonstrated

that an increase in the numbers of reported‘familydlife:events

. ‘ . . . i X
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.

was predictive of changes in children'g'ﬁulmonary function
‘”resuitp (HcCubbin‘Q Patterson, 1983).

FILE is s;ored by one of two methods. The first method
provides summative scores indicating total numgers of changes
families have experienced over the past year. This information
identifies sources of family stress as well'as‘proyiding a

‘ gqmgrical Yount ofAéamily stressors. Welghted stress scores
give a more qualitative measure of degrees of stress
experiencéd by families. fhese'scores are based upon data
gathe;;d from normal families who rated degrees of adjustment
required by several normal life event changes, such family
moves or‘faﬁily deaths (McCubbin & fatterson, 1983). Thesé
researchers also developedlweighted stress score norms
corresponding to various family developmentai stages. In

addition, ranges of scores indicating High, Moderate and Low

Family Stress are provided.

Family Crisis Oriented Personal Scales (F-COPES) ' .
F-COPES (see Appendix F) evalﬁate fgmily coping behaviors

: (McCubbin,‘Pattérson & Larsen, 1981). This 1nsfrumént ﬁeasures
family cop;ng behaviors by 1déntifyin;.what families do to
reduce the effects of stressors arising from within family
Qnits and between families and their communities. This measure
includes problem solving behaviars as well as Behaviors serving
to reduce the emotional impact of stressors. The FILE

instrument provides general measures of family coping rather
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than measures of how families respond to specific evenZI”ﬁ
Coping strategies are categorized as: mobilization of families

to acquire and accept formal social support such as is offered
' ' v 5 #

ey

g

by medicine and nﬁrsing; passive appraisal or accepting things L ‘
ke

as ;;gy‘are; acquiring yﬁformal social sﬁpporc from other '

family members, friends and neighbors; teftaming or redefining

‘family situations in a more positive manne;;.and. seeking

spiritual support. . " ) S

This'tﬁirty‘item questionnaire is scored on a five-point
Likert scale ﬁhsf;'”l" indicates that families are unlikely to
inlize this coping behavior and "S5" indicates that this
behavior is frequently used. A total coping Qcore is obtained
by summiv};\g scores for each of the thirty items. Sub‘-écale ;“
‘scores are obtained in the same fashion. It is important to
note that these scales are not measures of the effectiveness of
coping behaviors; rather, it is simply a measure ,of numbers and
types of coping behaviors fa?ilies use.

The initial F-COPES quesﬁionnaire contained forty-nine
coping sﬁtategies'identified from literature. This originél
insfrument Qas tested on a, sample of 119'Lniversity sgudentq.
Following statisical ;nalysig of results, the number of items
‘was_reduced to thirty. Test-retest feliability (.81) on the
shorter version was obtained by carrying out'a'study including
116 subjects (McCubbin, pe:sonal communication, 1985). Overall
' intern#l réliability ;s repof%éd as being .77 (Cronbach's:

'alpha) (McCubbin & Patterson, 1981). Construct validity has

\
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also been established (Olson et al,1983; McCubbin & Patterson, #
. e

.1981). Population norms for both males snd females:afe

available for F-COPES sub-scales and for total F-COPES scores. o

’

Since the CBCL, FILE:and F-COPES ingsﬁuments,are protected
under copyright, the researcher g@tained written permission
from the authors to use these instruments in this research .

project (see Appendix G and Appendix H).)

Unit of Analysis
Ideally, the unit of analysis for family tel#ted reseagb\
should be total family units. Many of the metho@olqgical‘issues
involved in obtaining family data have noﬁ been resclved by‘-
theorists and researchers. Theoretical,reasoninq;basedsypoqmthe

) ’ : o .
systems model of family adaptation would suggest that {rn“drder ...» .-

: . R A T P
for researchers to obtain valid family unit daxa,ﬁgach fam§3y s
- : RSO TR . V-

member must provide fhput for use in éalculationﬁJ f- fanil
i S b A%l

scores (Filsinger & Lewis, 1981). However, calculhti&y.o& these

family scores has become ‘another issue of ¢

®

into account.

A

Patterson &‘HcCubbin'(1983) discuss the m%
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, >
either an individual or cooperative basis in order to obtain

family data: These rgseaqchers state that when parents fill out
these instruments together, family stress scores are obtained

but this cooperative effort may underestimate the amounts of

" stress actually experienced by individual family members. Due

’

to the flexibility of parental role structure in North American
. ® )

J :

‘families, it could be expected that parental perceptions of

4

family stress may diffetE‘Usﬁ of individual parental scores
allowslresearcﬁers to d;?nrmine parental perceptions regarding
amounts of st::és families have experienced. The difference
between scores provided by parents are referred to as
couple#discrepancy scores. Family-couple stress scores may be

calculated by adding total numbers of responses recorded by

both parents. . A

CBCL, FILE and F-COPES questionnaires were_héhdvscored by _
the reseacher following scoring protocols eétab}ished for these
instruhents.:Demoéraphic, family.cbping, family stress data,
and children's behavior scores were coded on optical scanner

»

coding sheets. Statistical analysis was done utilizing the

" Social Sciences Statistical Package-X (SPSSX, 1983) and the

Epistat Statistical Package forguse on IBM personal computers

(Gustafson, 1985).
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Demographic datplare analysed in order to. produce sample

.J )
méans and ranges for describing selected sample characteristics

-7

> and. for providing a descriptive profile of families ‘Structural’
.' “ 3
PR fhmily characﬁeristics such as family type fsingle or_two-

> © A . < ° -

. parent families), family developmenta& stage and numbers of -
children per family are described. Children admikxed o~

d‘ . assessmenf unlts are characterizeg using information .data

related‘to;their sex, age, erdinaliposition in their families ‘é

and reported duration of behavior pr®blems. Methods of referral
. . ‘, - e . . , . K

,#  .dre also described.

“.: ‘v -. "k},- ]
.Majo Va Tab-e °

Yy . Relationsﬁtps between’femily 1ife event demands (family .
st:es;),»family coping and beﬁevicr‘probleme in cHildrenlWere‘
eramined using a Pearson ProductvMoment Correlatidﬂ‘Statistic.

e Further an&lysis of'these relatiensmips vas cerrieq out ueingv

. 5;easures of,céhtral tendemcy_andvvariability in order,tg 1 E

4&(‘ ‘ vdeecrfbe similarities and differenceswpetween measufee of/the‘r'

| thre fotal variaggée. Semple mean and range scores ere

f;~ , jcompered‘:ith eﬁheblished normative scores provided for -use
with'the CBCL FILE and F- COPES instruments

A pon-peggmetric Mann-Whitney U statistical test was csed

- to aepermine {f there were statisticelly significent ’ - *

. differences in the follpwing grbupings ofimeam;écpres: mothers' -

o

and fathers' scores from two-parent families, mothers' scores

e

- . . . 3o

: : e $ . h 4
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from single and two- parent families i‘ﬁfﬁ‘ hers'. scotes from

the two hospital units where data col],' n was carried out.

It was necessary to use a mon- parametric comparative measure

-
»

' because of the ‘small numbers ‘of subjects included in each

sub-grouping of the total sample:
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CHAPTER IV
Results
The purpose of this chapteg‘is4ko preseht the results of.this

study and will be organized in the following manner; First, a

demographic profile of the: families is presented Second analysis

-directly related to the. research question examining relationships

between.family life‘event demands, family coping and behavior
prohlems'in‘children is considered. Finally, a description‘of types
of behaviors exhibited.by children, sources 2f family stress, and
types of coping strategles used by families 1s described.
+
Sa ' b ardcteristics

All forty families included in this .study.had children admitted

. %to one of two pediatric psychiatric units for assessment of behavior

»problems; Aisnmmary of“these families' demographic and structural:

- 7

characteristics is brovided.‘a profile of the children is also

E »
B A -

.;-‘included. ";iﬂ';' . \ . ’ ! R k,“

Demographic Characteristics of F ies i~

Selected family de#ographiccharactéristics are summariZedvin

Table 3 (see Table 3). The mean age- for mothers was- thirty four

years (rahge 25 49 years), -and thirty nine years for fathers (range

28-46 years) The maxihum educational level reported by twenty-four

3
a

of the thirty eight mqthers and ten of the thirteen fathers was high

‘school completion Thl remaining fourteen mothers and three fathers

[V .

received post secondary education ranging from short practical

_certificate courses to completion of university master s degrees,

-

.

N

>
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Table 3.
' Demographic Characterjistics of Families
Characteristic ‘J .- Numbers '?ercentage
" of Parents of Sample
Education of Parents
MoﬁherS»(n-38) ‘ v
High School or Less : - . 24 ‘63.2
vPost\Secondary , .o 14 36.8
' . Fathers (n=13) - T |
High School or Less Q ‘W C : 10 . 76.9
Post Secondary A % : ,23'1
. b4
Employment of Pgrénts ;
Mothers = - ~ ) .
Employed ‘ , , 2 ' . 63.2
Uhemploygd‘ - - 7 18.4
Homemakers ' - 7 - 1§.4
Fathers | , v 4 N
Employed : ‘_ 11 | 84.6
Unemployed : - s WL 2 . 15.4, °
:_ Family Income : B . .#' i
Less than $10,000 .- . o 7 B &17,§' o
$11,000- $20,000 ~ e 13 a §2;5’3
$21,000- $30,000"  }?*;%§$ 1 27,5
$31,000 and Over . . i&ég“p'” 9 22.5 "
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Fourteen of . the thirty- eight mothers were full time homemakers
however seven of these mothers reported that they were full-time
. hememakers only because they were unemployed. Twenty-four mothers
.were'employeq outside of the home on either a .full-time or part-time

basts. Of the thirgeen fathers, two were unemployed. The

-
e

o unemployment rate of parents wantingito work was 20.5 percent which

Sd

is higher than the provincial unemployment rate of twelve percent

W

(STATS Canada aAugust 1986) Annual family incomes ranged from less
) thanéi%y 000: to over $50 ‘000 but 77.5 percent of these families
'i} r%gorted average incomes of less than $30, 000. The mean provincial

rannual family income for 1981 was $30, 390 (STATS Canada, 1981).

"
'
A
R,

‘va“

"were Single'parent families This rdte exceeds the 1981 provinciﬁi'

0f the forty families included in this study, forty percent

rate of 11 2 percent (STATS Canada 1981) (see Table 4). Two: pam%ntt’

families included families ‘having oné male and one female adult
qﬁliving within thersgme home fulfilling the specific roles of father
““and mother.‘Both’legal and common-law marriages were included in
e

this category Singfe parent families were those families in which

}only -one adult resided within the home and fulfilled the parenting

Eighty percent of families included in the stndy were within
the‘schooi age family developmental stage (Duvall, 195%) (see
.Table 4. Their eldest children were thirteen years of age or__

S

younger. Six families were in the adolescent stage of developmentl
U : . . :
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where the eldest-childten“ﬁere'becween.fourceen and eightee:’xggrs

&)

Compared to the lerger provincial population, this studyvsamp1e~"

v
57

Table 4.

uctu C
éharac;eristic B ) o - ,Nmmher éercentage
of Families (n-&O) of Sample
Family Tyﬁes . ’ V. - :
Two- Parent | - 2. 60.0
Single Parent = . 16 7 40,0
Family Develoﬁmehtal Stage | '
" School age - - .7 32 v N ] 50.0
.;Adoleecent” . . .1 6 ..+ 15.0. _
Leunching | ’ , 2 ) © 5.0

» -

of age. Two families were .in the launiching stage indieating that
their eldest children were eighteen years or older and vere éither

presently living independeﬁtly from their parents or would be ‘in the

. near future, The mean number of children per family was 2.3, with a

. Lrenge,of one to five children per family. The mean number of

children per“famiIYEih this'prgyince is 1.4 (STA%g/anada, 1981)ﬁ

overly fepresents single parent and unemhloyed families Ahnual

average family incomes are nearly identical in both populations.




for assessment of behavior problems are summarized in Table 5 (see
TablejS). Of these children, thirty were boys end ten were girls,
a ratio of 3:1. The reported sexual distribution of vehavior
problems in ohildreh varies from three boys to one girl (Stott,
1978) to two boys to one girl (McGee, Silva & Williams, 1984).

’ Children ranged in age from six to eleven years with a ﬁean>age‘
of 9.& years. The mean age for girls was 9.6 years (range 9-1],
years) and for'béys}was 9.3 years (range 6-11 yeats). Thirteen *
chilaren were the eldest chileren in their>tamilies, five were
°middle’ children, thirteen were the youngest siblings and nine were
only children. Parents reported that their cﬂildren had exhibited

behavior problems during a time period ranging from one month t6

over two years. Sixty-five percent of these children had exhibited

behavior problems»for more than two years.
OhlyAthree families reported thatﬁ}heir deeision to seek
professional help for their chikdren and t;ehselves had primariiy
Seen a family decision. Sixty-five percent of families had been
,teferred to assessment units by external sources such as teachers,
social workers family physicians and frlends Eleven ‘families
- '

1ndé£ate§ that although external sources had influenced their. = .
decisions to seek.s accept proxessional help, their families had e

v K

been involved in tbfs decision tp some extent
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Table 5. . .
Chara st o d v
.gfﬁsgrécfefisticé ~ Number Percentage
A ,
v ’{ﬂk‘ of Children of Sample
R & .
Sex , \
Females 10 25.0
Males .13' 30 75.0
Ordinal Position | ‘f |
Eldest | ‘ 13 32.5
Middie 5 ’ 12.5
Youngest . 13 3é.5
Only Child | 9. 22.5
Duration of Behavior Problem
1-3 months L 2.5
4-6 months_ 4 10.0
’ 7:12 months 5 ; 12.5
13-24 months 4 10;0
over 24 months 26 65.0
Referrél Method
Family Decision 3 7.5.
External 26 65.0
. »Boﬁh_MgﬁPods? 11 \ 27.5 »
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In only eleven of the twenty-four two-parent families included
in this study were both parents able to complete study
questionnaires, The inability of one parental family member to

i
participate was attributed to a variety of reasons including

60

parental illness, lack of interest, lhck-of time or availability due

to job relatéd commitments. Data were obtained from mdthers in'ail
but two cases. In one instance; the father was a single parent and
in the other, the father was the soie iespondent for a two-parent
~
~famiiy; These two families were excluded from further analysis due
to the concern that uncontrolled gender-related variables may have
;been introduced. Since there were only two such families,
statistical comparisons_detetminiﬁé whether responses of these two

families were significantly dif%erent'than the rest of the sample

were not feasible. Therefore, the sample was composed of

twenty-three two-parent families and fifteen single parent families.

Ideally, data should be obtained from each family member in

order to accurately calculate family unit scores (Filsinger & Leuég&

1981). However, this was an impossible goal to achieve given the_
lack of father participation and the ages of children belonging to

these families. In most instances, family data wereJObteined only
. & 4 )

o

frop mothers. Even though use of mothers' scores ma§§§6nd to

represent individual perceptions of family functiqaé: 'a decision

was made to use mothers' data based on McCubbin s %%985 September)
QB

suggestion that individual family members mayggrovide acceptable'

3 YR

3
)

a8



measures‘qf family function., In addition, a‘gggned rank test (see

Table 6) %Qs carried out to Qetermine if mothers' scores céuld

representf&amilies'»séores.fdr Ehe purpos;s of‘ghis study.

Statistic;i comparisons of scores provided by mothers and fathersv
from two-parent families did"aot demonstrate significant differences

in fémily stress; coping and children's behaviors.‘fhe calculated z

scoréévweré@not within the c¢ritical range of plus or miﬁus 1.96

\

(.05). E . Lo g
Table'6. . | .
m so ‘ (s ar ! [ -
(n = 11)
Variable Measures : o ] ‘ f Z-Score
F-COPES | | | .30%
FILE
. 5
Number of Changes .30
Weighted Stress Scores ) | .29
© CBCL Scores o -1.50

y*p>‘.05
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~ In order to determine if family types (single and ﬁwo-par;nt).

or admissions to different hospital units were Associated vith ’ »“
differences ln mothe;s' scofeg, further statistical analysis were
carried out. A Mann-Whifney U statistic was the test of choicé .
becduse of the small numbers included in che-sub-sample grdups |

utilized #or this analysis, Coﬁparison of twenty-three married and .

fifteen single mothers’' stress, coping ‘and children's behavior

‘'scores did not show significant differences in mean, median o rank

—

‘scores (p >.05) (see Table 7). A similaf comﬁarison of‘scofes
prbvided by the twenty-seven mo;hersv;epresenting one hospital unit
and the eleven representing the second unit did not show
statistically significant differenées (see Table 8). Based on these
findings, the ¥esearcher @ombined the scores of alllthirty-eight
Qothgrs into a larger singular group fo; purposes of further data
analysié. Mothers' scores were éccepted as being the best avﬁilable

source of family data cohsidefing time and subject availability

limitations experienced by the researcher.



Table 7.

om .
Variable ‘Mean Median Positive Negative
Ranks Ranks
F-COPES
Married (n=23) 93.7 92 459.5% 281.5
Single (n=15) 92.1 92 '
‘FILE
Number of Fhanges'
Married 12.9 14 441.5 299.5
Single 13.7 12 "
Weighted Scores
‘M;rried 558.4 591 452.0 289.0°
Single ' 569.4 ,510
CBCL Scores |
Married 74.7 75“ 490.9 251.0
”Single 70.3 65

* p> .05
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Table 8. ‘ |
Variable - . Mean ‘Median - Pogitive Negative
| - Ranks - Ranks
F-COPES
Hospital 1 (n=27) 94.6 '93 S64% : 177
Hospital 2 (;;11) . 89.5 90
FILE S : ) ] "
. . _

Number of Changes \\ Coe
Hospital 1 - 12,3 12 487 254 ‘
Hospital 2 | 15. s\ 15 |

Weighted Scores ' | - ;
Hospital 1 524'2» 474 . \ 482° 259
HéspitaIFZ, ‘ - 658.0 - 657 |

CBCL Scores
Hospital 1 69.8 68 490\ ~ 251
Hospital 2 80.7 90 h

* p> .05
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“The Pearson Product Moment Correlation statistic was uaed to
examine directions and degrees of relatfonships between compdaite
measures of family 1ife event demands, family coping and chifdren s

_behavior problems (Pagano.v1981, p.120). Two measures of femily 12fe

- - ' i i ""

" event demands or family stress were used, summative scores .
representing total numbers of ghanges experienced by families during

the past year and coxresponding weighted stress scores provided for

‘A\‘
use,with the FILE instrument (McCubbin Patterson & Nilson, l98l)
) M v

Y
Family coping?scores are measures of types and numbers of internal
_and exnernalncoping strategies used by families (F- COPES McCubbin,

ﬁ?OlBQﬂ,& Larsen, 1981). Behavior scores represent both fotal
J A
.;inte;nalizing and externalizing behavior problem scores as well as
3

:mn'total social competency scdres (CBCL Achenbach & Edelbrock 1983)

¥y 3
- . g
o S : : R

" L Correlations betﬁeen composite measures of family etress,
sv;‘ : A

f,f§Piiy c0ping and children' s behavior problems were not found to be

&

.».%t,

s significant in this sample (see Table 9) Directional information

t.

3

l \ u ) *

obtained from tbis analysis d&g provide some insight into the above

relationships end'served as a basis for further analyais For

(Y

. ,purposes of illustretion only one interpretation of directionaL

@

;sinformation will be provided although it should be remembered that

reversed interpretive etatements muat also be considered.



Table 9

°(,nrrelncinns ‘Between' FILE F- Copes_g_xmBCL Scores (n«38)

.
* .-
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R ” FILE % F:COPES = ; QSL o
. ‘.' N . . g’ ) : N R . ) 1. .

v e . ’ e R -
v Number Weighted - Behavior Social
/s . . :
S ‘ . . -
T A L oA - - Probbems, ~  Competency
) g B S
FILE . ‘ L . . : % . ",,' ¥
N L o ) . ¢ / . . . ’ -
" Number - .98. -.24 A8 - -.09
N ! N . . N : 3 :

" “F:CORES . = . . | \ 5
e B'éh‘é\;{or_ o a _—— {

hY

. Weighted . . - - 2B s PO
7"% eg'rerg . - / ,v" .
’ ' | %® {05 ¢

o - v‘.< i ; . . ‘\ . V\ _ D . "36*‘

b * Problems - R - .- ,
E . ' St '
A . L : ) P ) o
. ° Social - S e - ) -
e S . ) o .
Competency . oy
E — . ‘;:
SRR e ~. : . ) ) K
. A - ( .
' * p( "05 - . B "._." v . - A °
. o ) . . R : c
A= R EREREEN . . oo s .
. ~ N - Tt v N -
' ' [} . . ) T

. - e .

'.& ~ -
' . 'tres(%\cre ses, famxl,x cop"ng decre’a’ses Posu:xve rel’atxonshlps

. .@
. .‘.‘betweén d dren s uehav1or problems and famlly copxng as welT as
. v ' c &
b becween chxldren s behavx&rpgrob\ems and £,am11y stress were L
g !

ST demonscrated 9I-hls d@rqctional lnfOfmaCW’n 5“8895t5 Chat famlly

.

."' ) R . .

":: \-.’ L i .
Tt T ° S et . o )\
. N ; o

The dxrectlon of relaC1onsh1p' bet&een bot:h measures of fam).ly

ak

v st:ress .and famlly cophng were’ neéat'lva guggestnng tlgat as famlly
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coping 'St‘rategies increase as behavior *prob’lemsa ifcrease. Similarly,

. . \
. family stress irfcreases as children's behavior problems increase.

Fam;Lly coping and social competency behaviors of children wvere .

positively and significantly related (r- 33 p<.05). In addition,

P

total behavior problem scores and social’ competency scores were
g W
negatively and significantly related (r-- 36, p~¢.a05) B;sed u& **ﬁ. IS

’ LR
- these findings, it could be " expected that families who cope vp‘ﬁxargw j" S

\

more likely to Ravé children who de_monstrate positive ‘be‘haviors;.

o Furterore, children exhibiting significant numbers of behavior

- . . . . 4 . - L
¥ . Vo ] o * . Sy .

problems gcnerally “do -fiot demonstrate many. social’\ 'cOmpetency e
"behaViqrs. _ ’ , , :
P i “‘Al’though statiStically significant 'covrre’lational relationships .

al

betwe‘en all of the selected variables'were nbt'demonstrate'd' it L,
- ,
v . N
; canngt be a,l,; ';?:Kthat rel'!t @hips between thfse variables do, ?t ¥
o I

. exist (Pagano L981), nor ean it be assumed that non- significant\

1 -~ v

»

\statistical calculations mean that variable rélationships .are rnot of ™

-

clinicalﬂ. importance Therefore central tendency, frequency measures
W, e
" g and additional correlational analysis were carried:out for the <
s E . N rd
puerSes of further describing the relationships between the main
Y

~

'st“dy variables e S A P .

. Comparison of paired variables such as f'amily stress and family
]

coping provided descriptive ihformatiqn which could tfe\&d/\&eo S

5 . —%

Ny

SR _aanswer the fol"lowisng queries Do families who experience different’

\'l.evels of stress utilizg the same famil copin strategies? D
.ﬁY 4 g °§r
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hehavior problems of children change with increaSes in family

‘ .
stress?

behavior problems demonstrated by children’

“h-z'*

»
. i
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Do coping strategies used’ by families vary with types of

Family stress and family coping were p051tive1y,related though //

not.significantly (see Table 9).

Central tendency and‘frequency

‘measures were used to further explore the relationship between these

AN

two variables o

;Mcd&bbin & Patterson (1983) proposed weighted family

&

-

5

developmental stage stress score norms for use with' the FILE

' instrument These norms are ranges of scores used to~categorize

.

Since these norms were based upon two- parent families

v .

G

this analysis.

S - )

Q#

only d#

.obtained from the twenty three two parent families were 1nc1uded in

{

;"wies into high moderate and low stress 'groups (see Table 10).

Fifty seven percent of these twenty-three two--parent familleS'

&

reported that they were expé&iencing moderate levels of family )

stress (see Table lO)j Of these fa.milies

A

the largest group were

a

'ﬂwithin the éChool‘age family developmental stage.'These families,

de&nonstrated significantly higher stress scores than normal

i

two_parent

-

school aged families (see Table 10).

\

Families within the

+

‘.‘—

i adolescent and launching stages also reported higher mearr stress

scores than did corresponding normative samples

.

Mean scores representing types of coping straté%ies uSed by

'families were calculated for each’ group of families within™the high
S a
' ol

o
",

»

.

RV

-~

,%75

A

5,
@s

ﬂ :

-
o S
. A R



"r L
‘Table 10. ,
! Stres ve Jue - '/
Stages (n=23)
Developmental‘stage : ‘ Stress Levels TMean
» S o ‘
Stage S . Low . Moderate High Scores
1 School Age . . .3 10 5 1 621.9 -
: LT o : » . * -
- Adolescent . e c2 0 ' 625.3
' Launching 0 tle o1 - 9s25 *
. Py
Normative Scores*-
School. Age 0-265  266-734 735+ 500.0
E * ! 0 . ) X .
W:Addieséent,‘// 0~240"Z 241-849 -850+ 343,0
. ’ A ‘ - ot : . . $
2 Launching . - . 0-320  .321-949+¢ 950+ 635.0
: - o
» ‘ - AP

-k McCubbln H.I., & Patterson, J.M. (1983).:Stress: The family

S
inventory ofxlffe events and changtyfn E. Filsinger (Et.),,’
» R . . - " l)I ) e ‘, .

. Beverly Hills;{ifge publications. ‘
\ . o . ‘:‘ . B ‘ RS

P : g \ ’ & ! ‘ -
o . \ RS
K ‘moderate ard lowlst’rss cétegories (seé Table 11)\\EZPes of coping

- Ty

ﬁ#ﬁtnategies used by families remained constant across stress
~ < Y ’ - ’
« ,categories. Reframing and obtaining social support ‘were reported as

the,mLst frequently used family_coping‘techniqueq, Therefore, these

- families of children with'§2haygor p;obiems.dse Qoth,intefnnl and
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external family coping resources.

family coping strategles tended to decrease as levels of family

streSs incregse.

i Table 11.

ent

"
.‘
.

ve

. v Y
However, use of all types of

W

. \," 9. l‘ ’ ,' T . ”¥ .
’,m Sopin; Strategies -

1}

Levelsl' of Stress

. W *"f°§' ' High _  Moderate - ﬁw
- " ‘ *‘ v ‘ - f} J‘
* LI ; -
 Social Support T, 2 4453 30.1 28.5
‘ j Y] ‘%,.;. .o ‘ N
Reframing 48 1 3L4 36.0
Spiritual Support 109 - 1.3, %o
Passivity , 7.9 7.1 125
‘Mobilizing Family 13.4 16.0 18.0
’E, e \ ‘ N '
. & ) =
v ‘ .
_Cop

[N

the relacionship between measures of fa;nily coping -and behavior V

~

external coping strategies following F- COPES criteria

(23

corr _'ation' siatistic was used to 1nvestihte

{ : ) ’ . Y ) . L
‘~"In1tial' correlation imalysis dem‘onscrat:ed‘ a positiVe trend in !

s same. relationship_ :

(McCubbin, -
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personal. communication, 1985). Internal coping strategies include

behav’i&bts or resources which. are available within the family .unit t:o

" reduce the effects of st*ss These behaviors reflect the degree of

_ext rna_lizing behavickl

’.

A
te

ry-

-\

children was’ positive and statistlidﬁly significant (r- hs

¢

:r‘

confidence families hive in their problem solving abilities and © '

their abilities to tefr_ame or redefine, family life situations in’

by fri‘ends .

church nei‘ghbors community and profess ;Chiidren s

0 Ly

behaWors aﬁ catego i ‘nte ing b ’Q‘iors (covert),

- L)

A'-positive ,cor' . ‘Between fnternal: and external family
. e s PR ”
<5 4) tonfirms that f'amilies including
4
families with school aged children tend to use a variety of coping

1

coping scores (re 33;

‘strategies in order to maintain family stability The correlation .

etween externalizing and intemamgbehavior problems of

p<. 005) suggesting tP&;t cwldren with behavior problems tend to

demonstrate a variety of behaviors

el

o Wﬂternal family coping 'scores were significantly related to

intemalizing behaviors of children (see Table 12) In other 'words,
-, N J 4 )
families whose children’ demonstrate le‘ss visible behavior problems *‘

w

: attempt to deal h these behaviors b3 usi tesources available
Y. ng:

i

within t#r «familyi units rather than at'tempting to seek S

professio al help Correlations between family coping strategies and

~

f externalizing behaviors were not found to be statistica‘lly

. significanrt; however‘, directional information suggests that' there 1is

1!7.

.-
E )
3
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av

a tendency for children s externalizing behaviors to deerease as use

v it of both internel and external family coping strateg)es increase
'
t Although strong statistical support wis hot obtained to s?port
these relstionships, there is some statiftical evidence to suggest

that use of family copin‘strategies varies according ‘to types:of

behaviors demonstrated bﬁchildren o

Vo

‘Table 12. * . ~ K, |
N kg

Cdping ' \ .» Beliavior Probl,gms °
R Y , ‘Internaiizing' - ‘ "‘é{rnalizing ‘
. v - ' " , T R b A
S . .
Internal, TN : LY ' - 21
Extefnalh o v « .06 , ;;.ra : ‘
. . . ‘ >
*:P;<.008 . R ) ’L . S - .
' ¥ w i
. * : ‘u ;@g s R N
s vio blems

.

Correlational enalysis between‘ total I-"ILE scores and‘ total

)

an
behavior problem scores resulted in the ideqtification of positive»‘

. o, %;
but non~sigtﬂ.ficant variable relationships (see Table 9) Central e

tendency (meen scores) vere, used in order to examine the
- \

relationships between two measures of fam'ly stress (wei.ghted family

E

stress scores and numbets of . family changes) and two types of -
L)

e

~ » i ‘

’

N . ' - .
o -1 ’ . . DT
| ° . . * )

children s behavior problems (internalizin& and exte_rn_alizing). ' ,v.

vy .
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Mean family weightrd stress scoresxwefrﬁddeigorized according

i

‘to ranghs of scores serving to ‘identify and clessify families into

low, moderate and high 1evels of family stress, Behavior problem
i LR

scores’ were sub- divided‘into inthrnalizing and externalizing

N behaviors Examples of internalizing behaviors include withdrawing

CON

o ggy ¥ dﬁbh&gﬂgr%(such as anxiety and depression, whereas externalizing

26 N

N
-

»"

"the

behaviors inélude acting out behaviors such as.ﬂ

aggression, : . | o i H”;gJ@’Q:%=; |
Families within tHe low stress category rgported mére
# ‘ ' :

xyeractivity and

73

; ,
children's total'behaviorigtoblemsd(mean 75.0) than did high stressA

families (mggg 65.8).(see Table l3). low stress families«reported

: . : S : )
but the lowest number of externalizing behaviors (mean 36.5). The

highest total behavior problems (mean 76.3) and highest number of

externalizing behavior problems scores (mean &2 6) were reported by

»

ﬁhe group ‘of families experiencing moderate levels of stress. =~

'Theirelationship between numbers of changes e¥perienced by

fﬁhilies'over the past'year and externalizing behaviors of children

suggests a trend that when families experience-increased numbers of

.

family changes, children exhibit more externalizing behaviors and

possibly nternalizing behaviors,(see Table 14) .

~

P

“gst numberrof children's internalizing behaviors (mean 38.5)

o

o
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Table 13. T
bé Of‘Beh iors St:resg Levels
: s
. v* &; High Moderate Low
, -,»"1‘ ,‘ : "
g I,chmauzim 24.9 33.7 38.5
] 40.9 42.6 36.5 )
. 65.8 76.3 75.0 |
a t : '

74

B‘eh'av.iors |
. * “Internalizing ~I~:.xt:er¥i';a_’1 izing Total
Numbers of -.05 L30% .18
: ‘(fﬂanges . R h
*p >,05
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- work-family strains, was not significantly related to either

o~

75

.. AThe majbr‘sources of family stress were identified as being
»

[ ]
. ”

L 4 Lo
.intra-family and work-family strains,(see Table 15). Relationships

.

between sources.of family sffess_aﬁd éhildren's’ﬁhternalizing or
. § ) . i X N ‘, g’“ .
externalizing Pehaviors were examined. Intra-family strains an Y

rsexterniiiging behaviors demonstrated by children Qgﬁ;épos}tively'

related (r-.41§ p<.01). The relationship betweeh internalizing‘

"Behaviors and intra-family stress was not significant;‘however, the

positive direction of this relatiohship does indicate a trend for

L] .
intra’family strains to increase as internalizing behavior problems

" of children incréase, The second highest source.of family stress,

(T

externalizipg or internalizing behavior problems, bu%fsﬁe»directionsb

. . . g PN
of these relationships were shown to be opposite. The relationship

betwgén'externali;;ng Behaﬁiorsvand work-family straing was

positive, while the relationship between internalizing behaviors and

., *

' li-family strains was negative. In other words, ex.t:ernaliz” \
‘ ‘ ;0 ’ 'Q) LA .
‘Qij/’j:::lviors tend to 1hcrea§e afld internalizing behaviors tend to

[ ’
.. ;

decrease as Wwork-family strains increase. In_gogle cases, the types

L

of behaviors demon®trated by children corréspond to types of stress

experienced by families. 3

)

[

[
.
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% p <.01

) | C e e

Table 15. R

76

Sources of Behaviors
Stress ‘ Internalizing Externalizing
Intra-family .08 A Lalw
* PR 5
Work- family , =130 O A b |

‘,@

g

o . L
X . . - . ¥

1

: T l *
Y : “ 7

A wide range of scores representing children's beﬁavg9rs, e e g
. . . @ g Ll

family stress and faﬁily,coping vere reported by families included

»

in this study. The following section describes similar&tieé and
differences regarding these family‘characterist;cs and méfe

specifically addresses those similarities and differences
Y . r

demonstrated by single and two parent families. In addition,~scoré§ :

N\ C
obtained .from families of ‘children with behavior problems and

wiee ‘ . _
-normiiive scores developeg for use with the instruments utilized fgr

s df data cdllection are compared.

[ 4

' : ,

: s :

Mothers of children being assessed for problematic behaviors
- . ,

‘ ° . : - Lo
provided data describing both positive and negative childhood
, SR

LN
‘ -

s

4
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behaviors. A description of types of behaviors demonstrated by these
children will be followed by a comparison of behaviors demonstrated

by children from single and two- parent families Sample scores will ﬂﬁ

also be compared to normative CBCL scores (Achenbach & Edelbrock,

@

| 1983) . _

"Children with behavior problems are reported to exhibit a
variety of behavioxa including both internalizing and externalizing
Jbehaviors. The overall sample mean for total -behavior problems
demonstrated by girls and bdys was: 72.9 with scéres ranging from .
32-117. Externalizing behaviors euch as aggression‘and hyperaccivety

accounted for 58.8 percent of the total number of behavior problems

- -y
=y . .
reported <

oo
L

Social competenby scores also demonstrated a significanc degree
of variability with a range of 3- ZIﬂQmean 15.0). Social competency -
measqres describing children's successful involvement in social
'inieractions were reported by_{zgglies eo be higheet in sporting and

-

individtal acfivities and lowest fn the school J@tting.

-

: Tt P
i R " r' -
Fewer negativé behaviors were repo&ted by single parenq
3

families (mean 70.3) than by two-parent f ilies (mean 74 7) All

sub-group measures of behavior problems were lower within the single}‘/
) v

rwere somewhat lower. in single parent families chan they were in

two-parent families \rﬂf&a ﬁ:"' ST ‘ »'lﬁ : ;o

»Jv r"



S
r ' -
Types of - Families
Behaviors _ Two-Parent i Single Parenq‘gagﬁx »
(n=23)" (n=15) l//
s Ve ‘ Mean Percent ’ * Mean Percent
Behavior Problems : Y B ,
* ‘Intdrnalizing 31.6 42.3 W 27.7 . 39.4
” * . ‘ .v
ﬁxt‘rnalizing » 43.1 57.7 42.6 60.6
Totel Scores . ‘ 76.7 ' - 0.3
P : s e | oo
F ' / . . “ A '
%2 ' Social Colpetency .- Lo ,
RAERRN. N s e . > ‘ ’ 4\ Q.
‘Activities ° ° ‘ 7.6 50.3 - ° 7.0, 49.6 ’
B ‘~ B . : - 7 .
Soctal: 4.5 .. 29.0 4.1 7 3206 i
3.4 21.9 3.0 22.5
' Total ‘Scores - 15.5 . .1 ‘
f i‘ , . ’{ ) ,
- ’ ..~
-*A?= : 79 9) ‘were higher than»forxboys (mean 70, 5) (see Table 17) In®
e o
F - addition girls scor higher than boys for both internalizing and

# . -
externalizing behav ors. Nearly sixty-two percent of girls' behavior

~
problem scores were attributed to externalizing behaviors, whereas,

Lh



b N e .4“""’,&"'" A : e g
. ‘h\ ! "'l . - vh 3 . - . ‘ ""‘“ 1 "
. . . ~r\ﬂ
only 57.2 percent of boys® negat(v‘.behnvmrn were due to similar .
) . i \ *
q e ‘ | |
overt beKaviors. §scial competency behaviors were basically the same
for boys (14.8) and girls (15.3). vy . .
[ . ) ‘ . Y
+ [N
Table 17. B
~ Boys (n=30) ‘ Girls (n=-10)
Mean Pjrcent Mean Percent
B'elhavyior Problems o ' - i
, . ‘ \/7 .‘ o i - ‘ :
Internalizing < 29.9  42.2 30.6 . 3B.3. ,
. . . ‘ - , al ’ ;" ‘
Externalizing 40.6 57.3 49.3 61.7 ! -
. T ' " . /
Total Scores 70.5 o 79.9 ' . /:
| : | | /
- — - — ) /
Social Competency, ' L C ’ /
S ’ ) 3 : . - i // i
Activities— 7.4 50.0: - 7.6, 49.7 - '/-/
¢ . S ' ;
social’ T 45 300 42 235 ,//‘
school " 3.3 223 %xs 22,90 /.
: . e
Tdtal Scores %4 - Co15.3 T S )
«v ’ “ - .’ v : . S : »"-‘.!;?.}
s ‘ }-x* . ,— g " » x' » ‘
4 :. g ¢ ' J
e ’ ’ b 1
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Com rison_ u s _to v

Norms for both behavior problems and social competency behaviors

of children ere related to normative age and sex developmental

‘phases (see Table :18). The expected CBCL behavior score for boys

¢

between the ages of six to eleven gfars is AO 42 (Achenbach &

Edelbrock 1983). Twenty eight of the thirty boys included in this
/

study‘scoxed above "the cutroff scores indicating problematic or

inappropriate behaviors. Behavior'problem'scores provided by twp

\families suggested’ that these parents perceived their boy s

behaviors to be normal although these same behaviors were diagnosed
as being clinically abnormal All ten girls»in this study scored
above normative ‘scores for girls from six to eleven years 537 41)
indicating ‘that their behaviors were either clinically abnormal or
were‘perceived by their families as being abnormal . N

Sixteen of the thirty boys included in this study were . | , {

perceived by their families to be less socially competent than

normal boys within thelr age group. Fourteen families believed that

their son's participation and achievements in school, sports

hobbies and daily chores at home were within normal limits. ‘Parents ,

‘of seven of the ten girls believed that their girls functioned below

normative standards of social competency for their age group.



'Table‘18;‘ ) - - i v
‘ ‘ y o7
- comparison of Children's Behavio

Cut-off Scores for

]
-

~_

~.

ms* (R—QO)

-

Y

'Childreﬁfg Behaviors < ‘

-

' T o
{ -
”

‘ Behavior ?roblemd
F Al

.Numbefé of Children:

W

o ._/3
) i
“Girls o

/,
Problem (higher than 37-41

’ r
S s
Boys * /oo
¢

Lo A\
Problem (higher yﬁan 40-42) |
)

‘Normal (less than 37)

"Normal (less gﬁan 40)
/ / )

'Social Competeﬁéy

" Girls B

10

28

/ L .
Pfobtﬂﬁ?ZIower’Eﬁan 16.5)

‘Normal] (higher than 16.5)
.chs»//‘ |

/ : C
Pgéblem (lower than 16)

Normal (higher than 16)
‘\\ /‘ ) ‘

14
/
/* Achenb

\

VA

{0

United

ﬂ ach, T.M., & Edelbrock, C. (1983). Mapual for the Child
/ \ : ) LF . . N

‘;f -X States: Queen City Printers. S - '
A | o
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\Keasures'of‘family life event demands or familynstress include

summative totals of numbers 'of changes'experienced by families over
the past year and related weighted stress scores. (McCubbin,

Patterson.& Wilson, 1981). A’ description of sources of family stresg

and a comparison of sources of stress experienced by single and .
two-parent families is included.
« Num 1S amily Chang » .
oo i ’
Numbers of life event changes occurring in families over the

~past_year ranged from one to twenty-seven. The mean number of

. °
. hl . .

‘changes was. 13.2 (range 1 to 27). The greatest number of changes
‘wereyrelated to inqra-family strains such as increased parental time
spent away from families, increased parental and/or parent-child

conflicts,‘increased numbers of unresolved issues.or increased
: b
numbers of incompleted jobs. These changes accounted foriAO.i

. ' ® , I ’
percent of the mean number of family changes experienced by the

*\tétai sample of families S%rk family transitions and strains

in;\\ding relocation to new homes and/or schools and changes within 1

\workfsettings accounted for an additional 21. 2 percent of family

Su e

-

- changes. The third'highest category of changes creating family
‘‘stress was associated withffinancial matters (16.7 percent). For
example, some families had taken out loans and/or had made majbr
. -

’%urchases'such as homes or cars. In some cases, families simply did

“not have sufficient méney to meet their needs s



Because hoth single and married mothers were inciuded in the
sampie, further anelysis was conducted using frequency measures to:

V describe differences between" these groups of mothers (see Table 19)

.

’Analysis showed there were no significant diffefences Total numbers
of family changes in single parent families (mean 13 7) were‘l
somewhat higher than those experienced by two- parent families (mean‘\
12 9) Single mothers reported larger numbers of financial problems
but sliggtly fewer problems. related to work- family relations than
married mothers.iSingle mothers reg?rted fewer intra-family chan;es

-

during the past one year period than did twor parent family mothers.

o B | , i
There’was a wide’variation in.calculated weighted family
stress'scores (range 39-1205).&However, information"regarding family
stress using_weighted family stress scores was essentially identical
to information provided by summing the total numbers of family |
changes; For example, measures ogcfamily stress using weighted-"‘

<

-family‘stress

ig%rese show that single parent families (mean 569.4)
experience siﬁ?ﬁt@%&more stress than two-parent families (mean )
558;&). Similarily, the highest number oé famiiy changes were .
reported by single parent families.'Measures'of family stress us%ng
| \total numbers of changes experienced by families were shown to be
positively related to corresponding stress scores (r- 9849 and

»

= p=.000). 5y ' e



A

*Differences in totals due to rounding error.

Sources of Stress » 'TwolPJrent . Singié éatent“
| ‘(n-23)> ,: ) (ﬁ;IS)
o Mean Peréent Mean Percent

Intras family ’ : ’5.3 ‘41.2% 5.3 38.75

Maxital LR 0 '3.4; | 0.7 5.1%
Child agaring ” 0.2 1.48 0.1 . 0;73//f‘\5;
| Finances | S 1.9 | '14.9% o 2.7 19.7%

Work-family : " 3.0 2308 2.6 18.9%

Ilness - ) . 0.7  5.4% 0.9 6.60
 Loss | 03 27 0.6 . 2.9

Transitions . 0.4 3.4% ‘ ~ 0.5 “5.6%

Legal “ 0.7 s.1a ©o0.7 5.1%
' Total Scores . . ° 129 100.58% 13;7 101.38%

_ . ,

e
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‘Total Scores 558.

~
‘Table 20, :
d
Stress Sources Families . .
5 : . Two-Parent Single Parent
FR oy B - e .
1 ‘ ook
o (n=23) (n=15)
_J9 . Mean - Percent Mean ; Percent
" T pEE . @
% ,
| Intra-family 238.4° 42.7 224.1 39.4
« Marital 25.9 4.6 42.0 16
*» Child bearing 10.8 1.9 3.0 5
" Finances | 56.2- 10.1 813 4.3
Work-family ' 124.0 22.2 £ 105.0 - 18.4
' Illness . 344" 6.2 36.2 . 6.4
Loss . 15.6 2.8 16.5 . 2.9
» L : I
’ Transitions 22.3 4.0 18.5 3.3
Legal , - 30.8 5.5 42.8 7.5,
[ [
4 100.0 569.4  100.1%

* Differences in totals due to rddndiqg»error.

B}

%
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Eamily Coping o
Family coping is described in relation to numbers and types of

coping strategies used by families. Coping strategies used by single

5ﬁd two- parent families as well as sample and normative .scores were

compared.
A Y}de range of family coping scores (59-124) were

" demonstrated. Acquiring social support from relatives, friends and

& .

neighbors accounted for 30.4 percent ‘of the mean coping score for‘

' the tbtal sample. Seeking hélp from community ﬁgéncies and
professional health care wdrkersurepresenfed‘an additéonal 16.6
'percent of copigg strategies; éhirty-tgt‘perceﬁt'of the c&ping

" behaviors reported by familieg‘involved Qtiliéatibnvof internal

famiiy Resources for purposes. of reframing or redefining.family

-

situations in more positive ways. : : '

/
/

The difference in mean scores bethen single and two-parent

\

families was 1.6 (see Table 21). One p;§sible,reason for single

parent families reporting lower coping scores is Because these

; families pend to have less confidence in their abilities to cope

e

with problems. Single parert mothers also reported greater use of
passive behaviors such as watching television and w&iting for
problems to go away. These passive types of behaviors were not found

to be effective coping strategies in the general,popaiétion (Olson

ec.al; 1283).

' Mean family coping scores reported by all mothers uncluded in
this study using the F-copes questionnai;e was 93.1, which is
slightly lower than ;ational normative scores for mothers (mean

95.6) (McCubbin, personal correspondence, 1985). Types and numbers
- o



| of coping behaviofs used by fam?%ies of children with behavior

problems closely paralleieq those coping strategies reported by
-families Qithin che‘general pdpulation. There were, however, ;wb
notab}gé: v fer;ncegj/First, both single-and two- parent families

included in this study'qged fewer coping behavi relgated to church

oy
b “#.""uv.

- .

national normative sample..Second, the frequéncy‘wi*‘ which famili®y

included in this study utilized external family support systems "'
exceeds national normative scores (see Tablé 21).

"All f;milies inc}ud;d in tﬁis study hadwcpildren admitté% to a
pediatric psychihtric unit for assessment and freatmenc ofgpeh%vior
problems. The majority pf famiiies,were within thé School Age stage
of family development. The ﬁajority of pa:entswa;d high schoolyq
eduéabion or less and r;ported their annual faﬁilyvinqomps to bé?
1es§athﬁn $30;000. The mean age of the ten gifls and thirty boys:
being agsessed for behavior problems was 9.4 fears. Thg majority bf-
these children ﬁad demonstrated behavior problems'forlmore than two
years.

Mother's scores were accepted as being representative.éf
me#sures,of family functiohing. Statistical analysis provided some
indication of the relationships bé;ween familytstress, family coping
gnd behavior problems in children. fhe analyq}; clearly indicates

that each family having.a child with a behavior problem is a unique

group of individuals demonstrating great variance in amounts of



B A
.

-

88—

stress experienced and in types of coping behéviors used to deal .

with Sehavior problems. ' -

“with stressful life events including providing care for children .

Families
. AN Two-Parent Single Parent Norms

Coping (n=23) (n=15)

Strategiés Mean Percent Mean Percent Mean Percent
Social. Support 28.2 . 30.1 28.5  30.9 27.8  29.1
Reframing 30.8. 32?9 ©28.6 -,31.0 30.4  31.8
Spiritual . 1.6  12.4 11.5  12.5 16.6 17.3 -
Passivity 7.7 8.2° 8.7 9.4 8.2 8.5
Mobilizing 15.4 16.4  15.5  16.9 12.7 17.3
Total Scores 93.7 100.0% 92.1 100.7 ©  95.6 104.0

Range 59-124 : 72-113

* McCubbin, H.I. (1985). Personal Communication.

* Differences in percentage totals due to rounding error.



* CHAPTER V ‘ ‘ ~

\ ' Discussion of Results and Conclusions

Chapter V includes a discussion of the results as well as
conclusions derived from data analysis. Limitations Jf the study are

outlined and implications for nursing practice, education and

» —— ot

research are presented.

\ , .
- - \ \

The purpose of this stndyﬁwas to explore the ;elationships
between family stress. family coping and children's benaﬁior
problems. All forty of the families indluded in this‘study had
children admitted to hospital for assessment of behavior problems.
The majority of families were within the school age stage of family
development and most family annual incomes were reported to‘be less
vthan‘$30,000. Parental ed%cational'status was most commonly reoorted
to be either high~school completion or less. Sig;een dfwehe forty
families were sinéle parent families. The aﬁerage number of children
‘per family was 2.3. . ) ”

The most outstanding feature of these families was the wide’
variation in'amounts of stress experienced and numbers of coping
strateéies used and numbers of negative “behaviors demonstrated by
thelr children These families demonstrate that each family must be
considered to be a unique nﬁIE with very different: characteristics
and needs ‘This group of families was experienging considerably ‘more

. stress than were normal families within the general population

(Olson et al, 1983). Types and numbers of coping strategies used by

- 89
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-
fémilies were similar to those used by £nn111.l'16 the larger
population. These findingl“auggcst that although families of,
f children'with behavior problims tend to use a wide variety of coptzg
strategies to meet family demands, chgse strategies are ponsibly
either ineffective or inappropriate methods of dealing with their
specific f;mily probleﬁu. However, evaluation of coping stragegy

effectiveness was beyond the scopé of this study. A\

¥- .

é
Correlational Analysis
. . [ |
Analysis using compogite measures of family stress, family coping
"and children's behaviors did not demonstrate significant
!

relationships. However, analysis using central tendency and '

- N

'frequency measures sﬁbported directional information provided by
cérfelational analysis. Perhaps if a larger sample;size h;; been
used, statistically signifiéant correlations would have been
obtained. However, family“gesearchers from Christchurchx New
Zealand in their study of over 1200 children, reported that atrong
‘correlational measurés between fanily;life eventsan& childhood

- behaviors were not obtained (Ferguss&n, Horwood & Shannon;V1984;T\\‘\\\d
These researchers showed that incgeased numbers of life events are
associated with maternal depression but not wlth ihildryearing

problems; however,rmategnal depression is associated vitb

child-rearing problems. It was suggested tgat perhaps relationships
between ghese variables are linear, resulting in q"causai chain”

type of tglationsh . In other words, life changes are rélated to

maternal depression which in turn, are related to child-roafing

A%



problems. Children's nogntiv: behaviors may % reactions to their
mother's depressive bcﬁaVLArl. These refcnrchor- nlyo lhggost thae\
‘doproliod nothor5 uny perceive their children's gchnviorl to be more
negative than these bihaviorsgroaily are. L

A lihiiar relationship may exist between the variables of .
fim{ly stress, fanilf*coping and children's bdhaViof problems. When‘
family stress levels increase, numbers‘;f family céping beﬂaviors -
ﬁave a tendency to decrease. In these situations, a denand-
capability imbalance may occur.making families more vulperable to
ldd;tionnl stress including stress caused by children's bdpavtor
problems. According to fayily stress theory, families of ¢h11drep
vith behavior problems will respond to stressor piie-up in one of
two ways. Some families become oVertaxed and‘give up. They decide
tgnt‘cheir children'snbehaviot problems should be accepted and
tolerated since they-ate a f;nction of their family 51:uét#on§ These
families may underestimate the severity of their cﬂildren's
behaviofs. Other fanil}es may focus on their children's beﬁ;vior
problems and therefore perceive the seQerity'theit children's
behaviors to be mlich worse than they really are. Since parent-chiia
relationlhips are reciprocal in nature, childre;—;ay well respéqd to
either situation by denonstrating'even more problematic béhaviors.

Data analysis using frequency¢measures_indicace that numbers of
O

AR, L
children's negative bah@}ioﬁs vary according to levels of family

g 2l

stress but this relationship does not appear to-be linear. Families

within the low stress category-reported more childhood behavior

problems than did families with high levels of stress. The highest
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number of internalizing bohnviorgvd;d :hq'lduoit nunber of

& ‘
" externalizing behaviors were reported by low stsess fanilion.'ﬂlghly

stressed fahilies reported the fewest numbers o%lintornilizth;‘

-

behaviors and the lowest total behavior problem scores. Families

experiencing moderate levels of stre-fqrepOtcod the greatest numbers
: . -~ :

of externalizing behaviers and the highast total blthibr,ptoblom‘

A3
W

» )

The pheﬁouong% of stressor pile up may serve to explain. why léw

stress families reported moro‘bbhavior‘p;oblcns than families

experiencing high levels of stress. When family streso»leva‘t_a{;

low, their focus may be on children's behavior problemnj?wen though
' ’

internalizing behaviors may be less less problematic. f@w streased
A ] .

families recorded fhe highest numbers of coping strategies whic

would tend to decrease family stress. The nuers
experienced by Highly stresvsed f'ihifies may ﬁerve to ma cﬁildren's
behaviors since these families are attempfing to cope Jith
multitudes of problems. In addition, higﬁiy stte;sed families tend
to Qse fewer cqpingistrategies;’and perhaps have fewerwresources
available. Families exﬁeriencigg moderate levels of stress may- have
reported the highest number of behavior problems becayse their
children demonstrated thé highest number of aggressive and

disruptive'externalizing;behaviqrs which are most difficult for

families to cope with.

i
}
i
H
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2 " \‘- . | o ‘A ]
. The relationship between family stress and family coping was

‘not found to-be significant but the correlation between family

stress scores’. using weightedfheasures and family coping scores
&

indicated a trend for family stress to be negatively related to
" family. coping Evidence to support the negative direction of this
irelationship was provided by measures of frequency and central
term@ency which showed that as levels of family stress increasea
measures;of family coping dec}ease..

( .
v‘;~ -oble d it
The positive relationship betw /e\n family coping and behavior.
,problems in children guggests ‘that there is.a trend for family
coping efforts to 'increase as behavior problems increase. In some
cases, although family coping efforts increase the types of coping
- strategles used may not be effective methods of dealing with
,children s behavior problems In these instances, children s problemJ
- behaviors increase despite substantial'increases‘in families' cOping
, fforts The relationship between family coping and social ’
rtompetency behaviors was found to be significant This finding
suggests that when families demonstrate high levels of coping,
childreh respond by demonstrating more social competency behaviors.
It does not seem. likely that when children demonstrate high numbers T
of socialncompetencv behaviors, families wouyld respond by increasing’ .
‘ _thetr’copingkstiategies; . *V ‘

o
)

[
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Cor£elationa1 anal&sis suggests that types of behavior problems
denonstrateo by children a;e ielated to types of coping strategies
used by famiiiek. Families of children who demonstrate internalizing
: behaviots such as depression tend to utilize internal family coping
reeourcesc A possible explanation might be that families‘find it
eagier to‘copéiﬁith these less Visible and perhapa less disrqptive
childhood behaviors. However, such'is not the case fof families of

children who demonstrate externalizing or acting out behaviors. The

negative relationship between external coping and externalizing

behaviors suggests that use of external resonrces, including medical

' : N « \
and nursing consultations, may be more effective methods of dealing
with disruptive childhood behaviors : //
. S : /
than use of internal family resources. ' ‘//
Family Stress and Behavior Problems in Child - 0
/ .

Directional information suggests that increas7s in family

stress are accompanied by increases in childhood behAVior problems
and decreases in social competency behaviors. The reverse of this

interpretation must also be‘considered since decreased social

2

competency behaviors and increased behavior problems of_cnildfen may

» . rServe to increase family stress.

o
Statistical analysis examining the relationship betWeen family

- stress and children%s behavibr problems did not demonstrate a

significant relationship. Other researchers have shown that as the

numbers of family changes increase, numbers of childhood behavior
problems‘aLSO increase»(Beautrais, Fergusson, Shannon, 1982). It is

a

li -~

S
S
o,
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interesting to note that these researchers reported a range of

a

A . }
family changes between O to 5. In comparison to the average number

of fﬁmily changes identified in the present‘study (mean 13.2),

\

l numbefs of family changes reported in the New Zealand study are very

small.:

S

ReSearchers have made suggestions to inprove correlational
4 .
measures between family stress and children's behavior problems For

example, it has been suggested that short term effectsicaused by

Horwood Gretton Shannon, 1985) Therefore significtnt

correlacional measures of the relationship between minor life events
and behavior problems in children may not be obtained This notion
that some stressors have long term effectS'is in agreement with'the

Double ABCX Model of Family Adaptation which provided the ..,

theoretcal framework'for the present study. It seems reasonable to

assume that measures of both minor and major life event changes

should be taken into consideration.

»

Lo

Numbers and types of behaviorvproblems denOnstratedﬁBy Boys and
‘gifls showed donsideraole veriance within the totel sampie but
differences in behaViorsnbetween children from two-parent families

and children from single narent families were relatively

insignificant. Behavior problem scores were higher for gifls,

L4

ree
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‘I’,afcic\llarl)’ wWith regards to exﬁernalizif‘g behaviors. T)'Pically._ '
thet® Sutwardly aggressive behaviors are more commonly found in
Bbyﬁ‘ Rased on st;efeotypic behavioral expectations, familjeg may
}w‘,e “nsiderable difficuley coping with Sirl s who demonstrate.
agg’’ Slve aﬂd hostile behaviors, These families may require

Qddici“nal reSources to enable them to care for their daughters at

horﬂg s -

Falﬂ"l Stres? _

Thiy gr°Up of families reported a mean number of famjly changes
\f 132 ovcf the past year (range !- 27). In comparison to families |
inaiuded iﬂ Other studies, these families experienced 1&rge numbers
of ah h&es{ For example, Coddingﬁo'ﬂ' (1972) reports that the average
mﬂver of iife event changes experienced by ele'mevnt:ary school |
chiidr@-n is 2 <63, Another study comparing life event changes in4
Gro‘}p of children with behavior problems (67)’ healthy children
2’ ang children eXperiencing recurrent 5bd°“‘1281 Pain (30);

reParted th?t numbers of 1ife changes experienced by these children

wer? 3 -5, 1.9 and 5.0 respectively !(Hodges. Kline, Barbero 4
F1a?e Ty, 198%). | |
" The greatest amount of fapmily Stress experienced by fa’“i—“esv

vad rePOrced to be due to changes in {intra-family and work family
re19ti°nshif’s and family finances. Similar sources of famji)y stress
ver? Teported by olson et al (1983), in his study of 1200 pormal
g¥'les. pithough single parent families reported slightly nigher

nunl”ers of family changes than two-parent families, sources of

stgﬁss were Very similar,
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Family Coping
Familieawof children with behavior problems use a wide range of
coping behaviors; There are few differences noted between single and
two-parent families. In families of children withkbehavior_problems,'
nnmbers of dbping.strategies used vary according to family stress“
levels. However, the pypespef COPing strategies nsed by families
remainlconstant.-These’families most frequently used coping |
strategies such ‘as reframing‘and acquiring informal socialr;upportf
Venters (1981) found that families*of children withrcy;tic fibrosis
used coping strategies which were similar to those used Ly'families

of children with behavior problems. However, families of children

with cystic fibrosis tended to utilize their religious\beliefs and

\\

information provided by community agencies in order to‘find\positive’

~
~.

meanings (reframing) in their children's illnesses Informal support\\
systems were also used by these families for purposes of sharing
their problems and consequently reducing family stress. These two. '

. groups of families are similar ﬁn that chronic behavior problems and
' eystic fibrosis are both long term childhood disabilities. In order
for families to deal with these types of longﬁterm problems,
external family coping resources are required.

Comparison of coping strategies used by families of children
with behavior problems to the 1:rger population norms provided by
McCubbin (personal communication: 1985) and Olson et al, (1983)
reveal two major diféerenceéﬂin family coping. The mean coping

scores of mothers of children with behavior problems is somewhat

- lower than mean’scores provided by mothers from the general
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population. In descending order of use, families of children with

behavior problems yse the following coping strategies: reframing,

utilization of informal and formal social support systems, obtaining '’

o

spiritual support and passive acceptance of their life situations.

[

The only difference between families of children with behavior

problems and ;he‘larger population is in the‘pﬁe of spiritual

. support systems. There 'are two possible reasons for this difference

between these two groups of‘families; The majority of families of

children with behavior probiems were within the school age Stage of
developpent; It hasnbeen'démonstrated that youhg ﬁ#milies felirI;;;
on spiritdal support than do older faﬁilieh (Olson et dl}.1953). In
addition, nearly a11.of the 1200 families ;ncluded in thé la:ggq;J
study were obtained from memberships.of various Luthefaﬁ_chunches.

Therefore, church affiliation was overly represented 1n‘§be larger

study.

" Similay A w -

There aré few differences between single and two-parent
families with regard to numbers of stressful events'éiperiencea,

numbers and types of coping strategiés used, and numbers.and types

of behavior probleris demonstrated by children. This is in direct

opposition to the popular belief that single parent hapilies
experience more life event stressors and have .fewer available coping
resources. One explanation for the lack of differences found between

two-parent ‘and single parent families may be that this sample was

self-seigcted; Families included in this study volunteered to

Y

3



S | R L

participate, and t:he,.-efore may share similar family characteristics‘

&hich are noc clearly understood. These characteristics may be

. Y \
different frop charactetistics of those families who mefused to

‘parcicipaﬁe in thglgcucy-

Instruments used £O data collection measure numbers of
scresgful events, cbpiﬂ; stratcgié; and children's behaviors. These
instrumencg do not measure amounts of stress 1ndividual families
" experience although sources of stress may be similar. It has ‘been
suggested that within two-parent families, maritalﬁgﬁscord.
contribctes'gignificancly to development of behavior problems in
chilaren (Emery, 1géa). It‘was.Peycnd the scope of thiéjéecuy to
provide méascres of marital harmony, but if marital discocd did
exist in some uwo-pafent families, it may have‘increased amounts -of
stress experienced so that stress. levels‘in these two-parent

families equalled scresajﬂavels experienced by single parent

families Who had fewer available resources

Conclysions
Concluding statements rcsponc diriztly to the specific research
quescion and the six research objectives. In thié’étudy of families:
of children with behavior problenms:
1.. Relationships between composite measures of family life event
' demancs (family stress), family coping and behavior problems in
children yere not found to be statiscically significant.

2. Numbers of coping Strategies used by families decreased as

levels of family stress increased,
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- 7. Families of children with beha?iof problems experience

100

Al

3. Famﬁlies utilized different coping strategies to deal with
different types of childhood behavior problems.
4. As numbers of family changes increased, a trend toward an

increase in numbers of behavior problems in children increased.

5. There was a variance in the types and numbers of behaviors

demonstrated by children being assessed for behavior problems
6. 'Families of children with behavior problems differ in numbers
of coping strategies used but types of strategies used are very

similar,

- different levels of stress but sources of stress are very
sigzlar.
Limit of th
Limitati&ns of this Stuﬂy are AIrectly related to the sample
used and the outcome of the statistical analysis. Because a
con{gnience saﬁple was used, it is not possible to éeneralize or

apply the results to the general populatidn? However, the Iintent of

this correlational study was to provide a description of types of
stress eyperienced and‘cop§ng strategies used by families caring for

I4
childpén with behavior problems as well as to describe the

relationships between these variables. )
Statistically significant correlations between the' major
variables were.not obtained. It became necessary to rely upon

directional information provided by the correlational analysis but

central tendency and ftequengﬁ measures confirmed this directional



101

information. Replication of this study using a larger sample size
and measuring amounts of stress families experience as a result of
éhildren's behavior problems as well as specific coping strategies
used to cope with children's behavior problems»would result in‘pore'.
specific descriptions of these relationships. e

k) -

This study was based upon an established theoretical framework
and utilized two of the data collection instruments designed for usge
with this framework. Reliability and vaiidity have been established
f;r all of the instruments used in thig study. This study provided
the initial groundwork and some iﬁfor;;tidn upon which further
studies can be based. It was the first of many steps required for

3

development of a screening program which will efficiently and

.
A}

accurately identify families who afe at risk for havingvchildren

develop behavior problems.

Implications for Nursing N

Families of children with behavior problems experience stress
arising from many sources and use a vgriety of strategies to cope
with family stress. This knowlege is of considerable importance for
¢linical nurses caring for families of children with behavior
progiems in both community and'hoépital settings. Accurate family
 .assessments must inclu&e évaluation of amounts of stress being
experienced by families and coping strategies used as well as

evaluation of childhood behavior problems. This study shows that

T

Ll
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hand, families having relatively low levels of stress may focus on

their children's negative behaviors. In these instances, nyrses.must
first deal with the fact that these families may perceive their’

“children's behavior problems to be more severe than c1£n1ca1 teﬁting
and observation would warrant, i

In a&dition, nursing educators must provide nursing students
with a sound'theoretical background and an oppoftunity to develop
realistic family asLessment skills. Stress and coping theory has
utility for organizing nursing pract;ce_in a variety of clinical
settings.

Finally, further research is required to assist practitioners
to understandothe effects of stres;}on all families including those
who ﬁavé children with behavior problems. Furtherﬁore. additional
research caﬁ help determine which family factors may serve as

reliable predictors of the dévelopment of behavior problems in

children.
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APPENDIX A

Introductory lLetter to Parents

Dear Parents:

I am a nurse-and I am conducting a study which will obtain
information that will help me and other nurses to know more about
~ how we can help families who are caring for children with behavior
problems. " In order to obtain this information, I need parents to
fill out three 'questionnairés and to give me some general
information about their families. This will take you approximately
one half hour. I will meet you-at the hospital unit at any time
which is convenient to you before your child is discharged.

3

I would very much appreciate your heip. Please leave your phone
number with the nurses on the unit so that I may call you to set up
an appointment.

Thank-you very much for your help.

Yours truly,

Margaret E. Lock, B.N. (432-5924) .

k4
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APPENDIX B
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Project Title: Relationship Betﬁeen Family Life Event Demands,
Family Coping and‘Behavior Problems in Children.

Investigator: Margaret E. Lock, B.N. M.N. Candidate
o . (432-5924)
‘Faculty of Nursing, University of Alberta

Advisor: Dr. Elizabeth Davies

The purpose of this research project is to learn more about the
problems families encounter when they are caring for a child with
behavior problems. This information will help nurses in the hospital
and the community to provide better nursing cdre for other families
who have children with behavior problems. This study is being
completed as partial fulfillment of the requirements for obtaining a
masters degree in nursing.

I agree to participate in this study and will be provided with
a copy of the consent form. I understand that I will be required to
fill out three questionnaires and answer some general questions
about my family which will take me approximately one half hour. )

I understand that all 1nformation will be kept confidential and
that neither I nor my family will be identified on any of the
questionnaires or in the research report. The data will be kept in a
locked drawer until the study is completed at which time all data
will be destroyed. I ‘have been given the opportunity to ask the
researcher questions aboutCthe study and a summary will be made
available to me at the end of the study.

I understand that if I or my husband (wife) wish to withdraw
from the study at any time we may do so by simply contacting the
researcher at the above number. Withdrawal from the study will in no
way affect the care provided to my child. ’

- e—

I also nnderstand that there is no direct benefit:nor is there
any risk involved to myself or my family due to my. involvement in
this study. 2

[ e T T T I I I it

Signature of mother/father Signature of researcher

Signature of witness Date
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APPENDIX C o

Demographic Infoxrmation

fe
,/J)

Please fill out’ the following information sheet which will give
the researcher some general information about your family.

-

How many children do you have in your family? (Please write in the
~ number of children you have in each age group) ol

Under 5 years of age

6 to 13 years of age

14 to 18 years of age 3
over 19 years of age -

1]

Birth dates of your children:

Your birth data:

Are you presently: (Pleasé circle number)

1. Employea

~ 2. ‘Unemployed
3. Full time homemaker
4. Retired

If you are employed, pleaée describé'your occupation?

Title of your position:

What kind of work do you do?

€




@

wbac was your approximate net family income for 19847
(Please circle number) "
!
Less than $10,000
$11,000 to $20,000.
$21,000 to $30,000
$31,000 to $40,000
$41,000 to $50,000 ‘ .
Over $50,000 : ‘

[ NV B RV S

What is the/ highest levél of educdtion that you have
completed? (Please circle number)

No formal education
Some grade school
Completed grade school(
Some high school -
Completed high school
Some college

Completed college (what program)

(q

:\\' :1',1‘/

115

Some graduate work
A graduate degree (specify degree and majot)

WO~ WN =

How long ago did you first notice that your child had
a behavior problem? (Please circle number)

1-3 months ago

4-6 months ago

.7-12 months ago

13-24 months ago

More than 24 months ago

(RPN

How did you decide to have your child assessed (tested) on the
hospital unit? (Please circle number) .

A family decision ' - '
Teacher's suggestion :
Nurses's suggestion

Family doctor's suggestion

S S W N

Other (Please explain)



-

Marital Status (Please circle number)

1. Married
2. Single
3. Divorced

~
»

Has your child been admitted to a unit similar to
this nursing unit before? (Please circle number)

1. Yes
2. No

116



APPENDIX D

CHILD BEHAVIOR CHECKLIST FOR AGES 416

L

\)

v ? §#or oftice use only

oe

PARENT'S 'NPEV OF WORK (Pisase be specilic—1or axgmple aulo mechanic. hgh

s:&g ' SChoo! leacher, homemaker. 1aborar. laihe operalor. shoe saleSman army sergeant.
oven if parent does not ive with chid )
FATHER'S
stx O oy AGE AAGE TYPE OF WORK:
O am MOTHER'S

TODAY'S DATE "TCHILD'S BIRTHDATE TYPE OF WORK:

: . THIS FORM FILLED OUT BY:

Mo. Day Yr Mo. i Day Yr

——— O wmotner
; g‘”" O Fatner

8CHOOL O orner (soecitv - ,

. Ploase list the sports your child most llkes ‘ Compared 10 other chiidren of the Compared 10 other chiidren of the
to take pert in. For example: swimming, ~ same age, sbout how much time same age, how well does he/she do
baseball, skating, skate boarding, bike ‘ does heishe spend in each? each one?
riding, [l:l]lm:o. otc. dent n“"m "':' .

one : Average 't Below Above
- Roow  Average Average Know  Average AY*0% 4 orace
. . d o o @O O O O O
b _ 0O o o ¢« o o o o
c. QO O a O a a O O

It. Please list your child's favorite hobbles, Compared to other children of the Compared to other children of the
activities, and games, other than sports. same age, sbout how much time same age, how weil does he/she do
For exampie: stamps, dolls, books, piano, does he/she spend in esch? each one?

fts, singing, 5 t ingl T.V. / -,
crafts, [.] ng~ng etc. (Do not include T.V) o -, Dot m . ".:: -
one , Boic Above
Know  sversge Average Know  Avemge AT*™0%  4ierage
. O O o O O. O O O
b O o O O O O o O
c. O (W) | a O O O O
. * @
Il Please list any organtzations, clubs, Compared 1o other children of the
teams, or groupe your child belongs to. same age, how sctive is he/she in
O None each? .
Don't Less Mere
Know  Active A% i
. Q a O 0 '
b. — O O O O
e c O d 0 D

IV. Please let.any jobs or chores your child Compaered to other children of the
hes. For example: paper.soute, babysitting, same 8ge, how well does he/she
mok_lng bed, etc. carry them out? »

O none - Dewt  Below Above
Knew  Avorage ATOT0% 4 \oruge
. O 0O 0O a L
Bt
b O a Q O
¢ a a- a4 a
© 1981 7. M. Achontash, Univeraity of Verment, Surtingten, VT 06008 PAGE Y 381 Laion
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v 1. About hoy many cioee friends does your child have? ﬁ None ° U 1 [l 2013 E 4 or more
2. About NGW many times s week does your child do things with them? O essthant 3 10r2 3 30r more
0 -
VI.  Comparsd to other childreh of his/her age, how well does your child: . 4 !
Worse About the same _ Better
a. Get along with his/her brothers & sisters? O Q ]
b. Get along with other children? O O a :
c. Bahave with his/her parents? ~ 0O O a
d. Play and.work by himself/herself? a O O
* o
Vii. 1. Current school performance—for children aged 8 and older: *
J0oes not go to school Fnllln} Below average Average Above nvonoo
a. Reading or English O . O O O ',
b. Writing 0 a a a .
c. Arithmetic or Math a O -0 a
d. Spelling O O g - a
Other academic sub-  e. a a a a A
jects—for example: his-
tory, science, foreign (. O O O O N
language, geography,
e 0 O O O
2. Is your child in a speciai cigss? _
] . N - \
-0 Ne 0] Yes—what kind? _ . : ,
. ' - o .
3. Has your child ever repeated a grade? |
. !
O -No O ves—grade and reason \
4. Hes mtchlhhﬂmym&ommmm
O wNo O ves—please describe ‘ °
O &
. . ‘=/ -
Have these problems ended?
O N 0 Yes—when?
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youmhlldmumu

55

1if the item is somewhat or sometimes Mnofyoufc Gd.lm\o
al well a8 you can, even if some da not seem 10 apply to your child. tom
) 0w Ndfm(nm.cywllm im Mulmﬂm'l‘m 2 = Very True or Often Trus
0 12 1. Acts too young for hig/her age 18] 0 1 2 '31. Fears he/she might think or do somgthing
0o 1 2 2. Allergy (describe): bad '
B 5\
. 0 2 32, Feels he/she has to be Perfect
0 2 33. Feels or compiains that no one loves him/her
0o 1 2 3. Argues a ot ‘ )
0 1 2 4., Asthma o 2 34; Feels others are out to get him/her
0 2 35, Feels worthless or inferior 50
o 1 2 5. Behaves like opposite sex fy 20
o t 2 8. Bowel movements outside toilet ' 0 1 2 36 Gelshurtaldt, accldent-prone
_ . 0 1 2 37. Getsin many fights
0 1+ 2 7. Bragging, boasting 0 1 2 138 G
‘ . v . . Gets teased a lot .
0 1 2 .8 Can'tconcentrate, can'tpayatientiontoriongl 4 5 49 ° Hangs around with children who get in
i trouble
0 1 2 9. Can't get his/her mind off certain thoughts; : v ’ . )
- obsessions (describe): 0 1 2 .40. Hears things that: dren't there (describe):
0 2 10. Can't sit still, restless, or hyperactive 25 _
) . ' 0 1 2 41. Impulsive or acts without thinking
0 2 11.  Clings to aduits or too dependent
0 2 12. Compiains of loneliness 0 1 2 —42. Likes to be alone
0 t 2 43 Lying or cheating
6 t 2 13. Confused or seems to be in a fog ‘ ne
0 1 2 14.  Cries a lot 0 1 2 44, Bites fingernalis .
0 1 2 45. Nervous, highstrung, or tense " 680
0 1 2 15.  Cruel to animais 30 )
0 2 16.  Cruelty, bullying, or meanness 1o others 0 1 2 48. Nervous movements or twitching (describe):
0 2 17. Day-dreams or gets lost in his/her thoughts
0 2 18. Deliberately harms seif or attempts suicide 0 1 2 47. Nightmares I
0 2 19. Demands a lot of attention : 0 1 2 48. Not Ilkod by other children
0 2 20. Destroys his/her own things 3 0 1 2 49. Constipated, doesn't move bowels
(] 2 21. Destroys things belonging to histher’ hmlly 0 1 2 50. Too tearful or anxious 85
' or other children ! -= 0 1 2 51. Feelsdizzy
0 2 22 Disobedient at home . - ¥
, 0 + 2 52.  Feels too guiity
0 2 23. Disobedient at school 0 1 2 353 Overeating
0 2 24. Doesn't eat well :
- . ¢ 0 1 2 54 Overtired
0 2 25.  Doesn't get along with other children ~ 40| 0 1 2 55. Overweight _ 70
0 2 26. Doesn’t seem to feel guiity atter misbehaving .
S 58. Physical problems without known medical
0 2 27, Easily jealous cause:
0 2 28. Eats or drinks things that are not food o 1 2 8. Aches or pains
. 0 1 2 -b. Headaches *
(describe): )
, . 0 1 2 c. Nausea, feels sick
: 0 1 2 d. Problems with syes (describe):
o 1 2 '20. Fears certain animals, situations, or places,| 0 1 2 o. Rashes or other skin problems 75
_ other than school (describe): 0 1 2 f. Stomachaches ¢r cramps
) ’ 0 t 2 g. Vomiting, throwing up
. 0o t 2 h. Other (describe):
0 1 2 30. Fears going to school 45 . o
acES Please see other side

A
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T © 0= NotTe(asiarssyouinow)  Fe tmmumnlom " 2aVeyTroeerOonTrve =
0 1 2 87. Physically sitacks pecple . 1 84." Strange behavior (describe):
0o 2 88. Picks nose, skin, or other parts of body
(desoribe): _ 2 ,.
. L . "%0| 0 1 '2 85, Strange ideal (descrive): Yo
0 1 2 59 Plays with own. sex parts in public - 16 v , 7
0 1 2 60 Playswithownsexpartstoomuch . | 0 1 2 6. Stubborn, sullen, or irritable, -
0 1 °2 81 Poor school work . 0 ‘1 2 87 Sudden changes in mood or feelings
0o 1 2 62. - Poorly coordinated or clumsy 0 1 2 88 Sulksalot T » 48
! " ' . © '
0 1 2 63 Prefers playing with oider children 20 0 1 2 89 Suspicious -
0 1 2 G4. Prefers playing with younger children 0 1 2 90 Swearingor obtcino language
.0 1 2 65 Refuges to talk R ‘ 0 1 2 91 Talke about Killing self
0 1 2 86. ' Repeats certain acts over and over; 0 1.2 92 Talks Grwalke in sleep (describe):
’ compuisions (describe):
. -
o 0 1 2 93 Talks too much ‘ 50 \
0 1 2 67. Runs away from home : 0 1 2 94, Teasesaliot
) 0 1 2 68 Screamsalot 28} .
0 1t 2 95 Temper tantrums or hot temper
o 1 2 69. Secretive, keeps things to seif - 0 1 2 96 Thinks about sex too much
0 1 2 70. Saees things that aren 't there (describe): ) o ‘ . N
0 1. 2 97. Threatens people .
0 1 2. g8 Thumb-.ucklnq T 88
0 1 2 99 Tooconcerned with nutnou or clunllnou
o , : 0 1,2 100 Trouble sleegiitg (cmcnbo)
0 1 2 71.  Self-conscious or easily embarrassed
0

T .2 72. Sets fires . . : : 5

>

0o 1 2@ 73.  Sexual problems (describe): 1 2 101, Truancy, skips school

0
0 1t 2 102. Underactive, slow moving, or lacks energy

, 0 1 2 103. Unhappy, sad, or depressed 60
e ‘ 30/ 0 1 2 104. Unusually loud ‘ -
o 1 2 74.  Showing off or clowning T

0 1 2 105. Uses aicohol or drugs (describe):

0 1 2 . 75 Shyortimid _ |
0o 1 2 76. Sleeps less than most chiidren ~ o 1 2 108. 'Vandallsm
o0 1 2 " 77.  Sleeps more than most chlld(en during dny 0 1 2 107. Wets self during the day .
. ) and/or night (describe): oy L0 1 2 108. - Wets the bed g 85
1°2 100. Whining .

' ' ; 0
0o 1 2 78. Smears or plays with bowel movomo:'\ts 3s o 1 2 110 Wl.hn 10 be of opposite sex

0 1 2 79 Speechproblem (describe): 0 1°2 111 Withdrawn, dossn't get invoived with othon
0

1 2 112, Worrying

[
-

- 0 1 2 80.  Stares blankly 113. Please wmo in any problems your child has

0 1 2 81 Stealsathome . that were not listed above: : .
0o 1t 2 82. Steais outside the home: 0 1 2 ‘ 70
0 t 2@_ 83. Stores up things he/she doosnt need| 0 1 2 . _
‘ : ‘ (c!escrlbo) . . - . L
e » ©o 12 .

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS. PAGES UNDERLINE ANY YOU ARE CONCERNED ABOUT.

3
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Ass0Ci [ . . ' :

) ,Gu'u':f:a?ldc:‘om Hospstal . ) FILE : BN .- -
FamilyUnventory of Life Events and Changes

ﬂ\/‘ L Memifon | McCubbin Joan M. Patterson  Lance R. Wilson

) ’

g e — _ ;,
 PURPOSE - L S ) , : '
"Qvér thair life cycle, all famifies experience many changes as a résult of normal’growth and development of members and

JBue 10 external circumstances. The following ligt of family tife changes can happen in a family at any time. Because family
"members dre connected to each other in.some way, 8 life change for any one member affects all the other-persons inthe

family to some degree. - SR
" “FAMILY" means & group of two or more persons living tagether who¥re related by blood. o W
marriage or adoption. This includes persons who live with.you and'to whom you have a long oo
term commitment. R . i o

. ; ' 3 Lo
'/J\(omecnpus_ S | o

“DID THE CHANGE HAPPEN IN YOUR FAMILY?" a7
Please read each family life change and decide whether it happened to any mgmber of your family—-includiqg you.

* -

¢

® DURING THE LAST YEAR ‘ During Last
First. decide if it happened any time during the last 12 months and check . - ‘YZ‘M“""
Y ) R s No:
YES or NO. ‘ ) RS
PR S e o0
. ® BEFORE LAST YEAR . Lo A Before Last
“'Second, for some family changes decide if it happened any'time before the - ' Lz':A onr'::
last 12 months and check YES or NO. It-is okay ‘to check YES twice if it. o
happened both times—before last year and during the past year. i e L
e ' ok - - ‘ '
: - s " DID THE CHANGE T o ’ - DID THE CHANGE
) ‘ HAPPEN IN s HAPPEN IN
CAMILY LIFE CHANG YOUR FAMILY? C : YOUR FAMILY?
| LIFE CHANGES During Last | Botors Last | - FAMILY LIFE QHANGES During Last | Before Las!
12 Months | 12 Months .} ‘ ; L ‘ 12 Months | 12 Months
: Yes No |fes: No} S : Yes. No | Yes No
L INTM-fMIlY STRAINS X : e 123 lﬁcfcpttd difficulty m\mnnaq-dq wtants} 1o 0
1 Incrense ol husband/father's ume mny‘ i 0O 0.0 04§ "'_2% ys L —
_trom tamdy _ - - 12, Increase n the amount of “outside actvities” 0o o
1 increase of wile/mnother's ume swey o O|O0O a whiich the childiren) are invoived
from 1 i : ) ; :
- - ‘m“' 4 — 14."Incressed disagraement about » member's O Q
E 3 A mgmber appsars to have emotional Q- o|joc o friends ar sctvites .
"o . problems . o 0
e s v . : 15, Increase in the number ulcorobiems: of: 1ssuas. . . | -
4 A member appsars to depend on sicohol o 0.0 0O " which do;'t get resolved @ : i
or drugs : ) o ! ) . :
< cantl : 18. .Increass in the number of tasks or chores - c Q.
§ inc H : : .
.v:‘dn:'s': # cdniey betwaen husb.lnt! ‘ g i ] " which don't get done | T b B
6 Incrassu in arguments batwesn parentis) o 0O . . | 17 incrensed conflict with in-laws of relatrves ] FC] w
- and childtignl- - - - i e
“1.\ncreage in confict & chidran in 0o 0O ) sTR -
ot N v | N MANTAL STRAINS |
g | ln{m'u'd ditticulty in managing . ‘g a 18. Spousa/parent was separated or drvarced o O |[4 £
teenage chidiren) ’ o . o : .
: 9 Increased d:ificulty 11 managing school ' o o 19. Spouse/parent has an. aftan” C I DU S
! age chidirent (812 yrs ) ) ‘ "
10 tcreased dithculty 1n managing S do o 20 incressed difficulty in resohving risues .o
- pieschoot age chidiren) 2'9-6 yrs ' : with » “former™ or separated spouse .
- 1 Increased dithicuity in -ﬁ.ﬁ.‘gmg toddierls) J Q0 12 increased ditticutty with sexual . . g '; Ow
N AR yre a ‘ . relatonship batween husband and.aple
: & o= S S o : “Please turn over and complete §
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b ‘ :
‘ DID THE CHMANGE o “ "010 THE CHANGE
HAPPEN IN HAPPEN IN
_ : YOUR FAMILY? ' X ad . YOUR FAMILY?
F FAMILY LIFE CHANGE :
AMILY LIFE CHANGES Duwring Last | Belere Last LY LIFE CHANGES During Last | Before Last
12 Months | 12 Months 12 Months | 12 Monthy
Yes No| Yes "No * Yes No | Yes  No
{Il. PREGNANCY AND CTHILOBEARING STRAINS V1. ILLNESS AND FANHLY “CANE" STRAINS
. . & " . . s
22 Spouse had unwanted or dithicult pregnancy 0O Oj0 o|®e P'""‘;"W“" becams sertously il of ' ) [
— . — TS .
a ““ unmarried member b“""' pregnant O Q| O O] 4 chidoecams iovuouslv ||l of injured ( TR
N N t
b7} A member had an abortion O O 0 O] % Cose retatve of tnand of the tamiy ]
e ‘ became senously il
75 A member gave birth lo or adopted a3 child O QO S1 A member became phyncallv disadled or '
. - - chronically i
IV FINANCE AND BUSINESS STRAINS "
y $2. Increased dithiculty i managing 8 Chvomcllly
26 Took out a loan or’rgfinahced a loan to o agjlao a4 M or disabled mamber )e
cover increased sxpenses K S . q
- R $3 Member or close retbive was commined to
21 Went on wellare da Q0|0 o an institution or nursing home o
; ‘ %4 Increased raspongibility to provide direct care or. | .
2§ Crange in conditions leconomic oolmcal 3 J1Cc 0 ‘o and, o
weatherl which hurts the tamily Business. hinancial help to husband's snd-or wile's parantis)
.
29 Change in Agnculture Market Stock Market, T 1S g% E"""'"c“ "r:':'c“m in arranqing for o
or Land Vatues which hurts lamily invesiments satisfactory chid care ‘
and gr 'mcome “ VH L03SES - L
30 A member staned a new busines Cc 2242 2 ‘ .
e .\ 3 new Ausmess 5 A parsntspouse died Ty
B [+ -
31 ‘Purchased or bumt 2 home : 2 0;GC C . . . - .
. : : §7 A chid member died ]
‘ 37 A me(nhev purchased a car or other major item Z 9] 53 Death of husband's or wile's parent or ' O
: close relative :
- 33 increasing tinancial debts due 1o over use g -a "
of crednt cards ] . e
34 ircreased Stran on family money 16t S Q0 59 Close Inend of the famly died o
med.cai dental expgnses N }
80 Married son or, daughter was npumd or P M
35 increased stran on family ‘monay” for g g dorced - :
tood. clothung. energy, Nome care - : N - - - -
‘ - ’ 81 A member “broke up” 8 relstionship with 2 h U
36 Increased strain on famity “monsy” lor o a close fnend o
chidiren)'s education
37 Detay in recewving child support or 0 [ VI TRANSITIONS "IN AND
ahmony payments ) . - ] coL
82. A mamber wes married . -
vV WORK-FAMILY TRANSITIONS AND STRANS -
38 A member changed to 2 new job/caresr O Q| aQ O § Youny aduk member igh home S
- . 84 A yourg sdult member bagen college for 300
39 lA' member lost 'qv quit a job ' o —1 3 J1 92 7 ”::m;' school tnmmg).' " .
' ~ # A member moved back home or | personmoved| 1 T
40 A memoer retired from work c zZ2|10 9 o the housshold ”n ‘
- - : ‘ ——
4 8. A parent/spouse started school lor traming program) ]
5 member started or rl‘tumld 10 work 0O o|l0 4 ahter bewsg sway from school for a fong e
42 A member siopped working for extended penod oo X FARNLY LEGAL VIOLATIONS
leq. lnd oM, teave of absence, strke) ] . -
. . ! v .

43 Decrease in saustaction wih jobrcareer 3.0 61 A member went to s or juvende detention . | SRS
4 A member had mcrund dithculty with o o 68. A member was picked up bv pokce or arrested S RN BRIV
peoplie at work : + :

45 A member was promoted 81 work of Qiven o | 89 Physical or sexusl 3buse or violence in the g9 .z U

more rgsponsibiities ] homa '
46 tamag wyed 10 2 "ew mome apanment.. N 70 A member ran awsy from home - R B
- N ACn'g 300 escert member crangw 108 . 8] On . 71 A member drapped out of schoot or was oo T
rew scrcol : b Jyspended trom schoo)
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University of Minnesota ‘ . Family Heaith Proqram
Family Sodisl Science ) : : ' FORM A
:?OP:e'an:::)u 55108 ’ : 6 H ‘h;acaé-c: -
- FAMILY CRISIS ORIENTED PERSONAL SCALES
Hamitton L McCubbin David H.‘Oloon |  Andrea 8. Larsen .
PURPOSE )

3K 2t

The Family Crisis Oriented Personal _Eva/]uation Scales is designed to record effective problem-
solving attitudes and behavior which families develop to respond to problems or difficulties.

DIMECTIONS .
First, read the list of "Response Choices" one at a time.

Second, decide how well each statement describes your attitudes anu behavior in response to
problems or difficulties. If the statement describes your response very well, then circle the
number 5 indicating that you STRONGLY AGREE; if the statement does not describe your response
at all, then circle the humber 1 indicating that you STRONGLY DISAGREE; if the statement .

" describes ¢%ur response to some degree, then select a number 2, 3, or 4 to indicate how much

you agree or disagree with the statement about your response.

¥

$ $ .

-4 . o
2, |88 2| 5
o |35 gu ] «
z|s gl<s 8l 2
[-4 - a o
. Co AR IR
WHEN WE FACE PROBLEMS OR DIFFICULTIES IN OUR FAMILY, \g! RESPOND 8Y: s |3°|22| 3| @
1 _Sharing our difficultjes with _relotﬁ: v 1234 s

% "
» 2 .Seeking encouragement and support f friends . 1 2 3 4 5
. 3 Knowing we have the power to solve 'major problems . 1] 2 3 4 5
4 »Seeking information and-advice from persons in other families who have 1] 2 3 4 5
faced the same or similar problems
5 Seeking advice from relatives éf,grandparents. etc.) . 1 2 3 4 )
6 Seeking assistance from community agencies and programs designed to help '
families in our situation 14 2 3 4 5
. 7 Knouing ‘that we have- the strengt.hﬁiithin our own family to solve our

. -problems B 1 2 3 4 {.5
8 - Receiving gifts and favors fran‘neighbors (e.g. food. taking in mail, etc.){ 1 2 3| 4 5

9 Seeking 1nf"oma_t'lon and advice from the family doctor. CR 1 23|

10 Asking heighbors for favors apd assistance 3 , 1 23] 4

_

- [‘j@
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$ z

WHEN WE FACE PROBLEMS OR DI.FYFlCULTIES IN OUR FAMILY, WE RESPOND BY: g ; gg §
11 Facing the probliems "head-on",aﬁd trying to get solutfon right away 1 2 3 5
12 Watching television 1] 2] 3 5
13 Showing that we are strong 11 2 1 13 5
14 Attending church services _ 1 2 3 g
15 ‘ Accepting stressful events as a fact of life o 1| 2 3 &
16 Sharing concerns with close friends o 1 2 3 5

17 Knowing luck plays a big part in how well we are able to solve family

problems : 1 211 5

18 Exercisiné with friends to stay fit and .reduce tension 1 2 (3 5
19 Accepting that difficulties occur unexpectedly ' 1 {;.‘2' _f3 5
20 Doing things with relatives (get-togethers, dinners, etc.) * 1 3 5
21 Seeking professional counseling and help for family difficulties o 142 3 5
22 Believing we can handle our own problems 1 2 3 5
23 Participatin§ in church activities ‘ 1 2 3 5
24 Defining the family problem in a moré‘?fositiye way SO that we do not T
become too discouraged « . *J 1 ‘2 3 4 5

25 Asking relativesiqw they feel about problems we face 1 2 3 4 5

.26 Feeling that no @atter what we do to prepare. we will have difficulty |

handling problems N 1 21 34 4 S

| 27 Seeking advice from a minister 1y 213 5
28 Belteving if we wait long enough, the problem will go away 1 2 3 5
29 Sharing problems with nei§hbors 1 2 3 5
30 Haviﬁg faith in God 1 2 3 H)
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APPENDIX G

UNIVERSITY OF MINNESOTA Family Stress and Coping Project

TWIN CITIES Department of Family Social Science

. 275 McNeal Hall
o « St. Paul, Minnesota 55108

(612) 376-8135

February 19, 1985

Ms. Peggy Lock

Box 47

Site 15

RR 5 '

Edmonton, Alberta _
CANADA TSP 4B7 : -

Dear Ms. Lock: | | : -

I am pleased to giVe you permission to use F-COPES -- Family Crisis

‘Oriented Personal Scales and FILE -- Family Inventory of Life Events

and Changes-in your study on families that have children with
behavioral problems.

I have included a copy of the scoring manual as well as some additional
reprints.  Also, I have enclosed an order form. You may order these
instruments directly from the Family Stress Project or, if you prefer,

you .may - reproduce them yourself.

If 1 can be of any further asgiétance, please feel free to write or

call.

Sincerely,

1. McCubbin -

HIM;sr-j
encl.

<

125



v

UNIVERSITY ,
ASSOCIATES
IN

* PSYCHIATRY, INC."

1 South Prospect St.
‘Burlington, VT 05401

- Mrs. Margaret E. Locke

Administrative Office
(802) 656-3270

Ambulatory Clinics
(802) 656-4560

\

Behavioral Medicine
and
Consultation Service
Hospital (802) 656-3270
Qutpaticnt (802) 656-4560

Center for Children, Youth
. and Families
(802) 656-4563 .

Central Vermont Division
(802) 229-0303

Crisis Services of
Chittenden County
(802) 656-3587

Forensic Service
Adult (802) 656-3270
Child (802)656-4563

Inpatient Admissions
- (802) 656-3937

Neurosciences Rcscarcﬁ Unit
(802) 656-3270
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APPENDIX H

May 30, 1986
P

Box 47 Site 15 RRS
Edmonton, Alberta
Canada T5P 4B7
Dear Mrs. Locke:

This is to certify that I have given you permission to use
Child Behavior Checklist materials- purchased from University
Associates in Psychiatry in your thesis researcﬁ.

I am enclosing information on the current status of these

-materials for appropriate citation,

o) A '
) .. Sin yours,
Thtmas M. Achénbahch Ph.D.
Professor & Director
Center for Children, Youth,
& Families '
TMA: je
Enc.

%




