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ABSTRACT

»

Of all"digbetics, adolescent diabetics have the most problems

maintaining adequafe “rpanagement of the disease. Yet, there are

adolescents who are able to achieve good diabetic management.  Only "

" recently has research started to identify ‘the factors which contribute -

- to achievement of diaﬂbyetic“:vmanagemeng_ for adolescents.

| _ Since thé management of diabetéS' invoIQe,s the entire famil);.
tﬁe family ‘interac':tion. pétterns a‘“re important. The following
;esearch question 'proy}déd the facus fé,r 'the p(esent study: What is
the, rei:ationship betWe.en fami_ly intefact[ion patterns'rar.\d selected
diabetic management issues in well functioning families; with an
‘adolescent who Has well vcontrolle‘d diabetes?

-——

The pres#t stgdy utilized a portion of the data"‘f_r‘q%m a’ Iafger

'stUdy by Kierén an—d Hui'l.but.(1985). "Additional ﬂnethods-v a»nq analyses .

wére employed, however, utilizing the data set. Beavers Systems
Model was the.A theoretical framework that.guided -the researCh.

Family interaction was measured by the 'BeaVers;Timberlawn Family



——

;

-

jugtion Scale. Diabetic management was measured by a scale

entitied: Lehman: M™Management- of Diabg

~

\&as added .to the

Beavers scale; the Diabetic Adjustmenf®
1979b); and a diabetic control question.
Data were collected from five families, each of which had an

adolescent diabetic member. These families were given the written

- diabetic measures and were videotaped doing a problem solving task.

-The videotaped problem solving task was coded for farhily interaction

patterns by trained marriage and family therapists, using the

Beavers-Timberlawn "Ramily Evaluation Scale.

N —

S

SeveraLnypbtheses positir}g a pdsitive relationship between

family interaction and diabetic managemént were generated from this
. exploratory study. _Variability was evident among this group of
' heal'thy families, support‘ing‘ Lewié et al.'s (1976) view that no single

~ pattern describes effective functioning in families. = Of the diabetic

1]

management measures used, the adolescent's perceptibq of his/her -

- —

~level of metabolic control was a less consistent measure of

management,’ than the ott)er two measures. | .\

( vi —
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* Chapter 1

STATEMENT OF THE PROBLEM ~

,qé Introduction

{
;\i
\ . -
*’t';'_-__‘ ‘ s

" In Canada, for every 1Q)b'°°° adolescents between the ages of
15 and 19, there are 784 male ard 992 femai‘e}”-addlescent diabetics

. . P A ¥ e
(Statistics Canada, 1980).  Adolescent diabetics, .compared with other .
nd:-adéquate diabetic

1

'grdups,’ have the most problemsy-,mai

%

management (Ahlfield, S.olér, & Marcus, 1983 ohnson ':"'&“‘_?R-Qs"enbl»oom,_-

]
4

11982; Sullivan, 1979a, 1979b). Yet, theféz areadolescents who -are -
able to. achieve good m‘anagementy of theif df;‘bkét'e}sx":(ul-"i‘au.ser,i Jacobson/

~ Wertiieb, Brink, & Wentworth, jo8s).
‘Manégement' of diabetes is not ohly a; issue' for)&;ﬂ'e ado'I;scent,
but also ._for the entire family, since’ thé ,family'é routines‘ l‘é‘r'e-

important for good diabetic management. The present exploratory

study 'fquSBd on identifying sgiécted family interaction patterns, in
. . ! '

.

“\order -0 *describe. how they are associated with threey diabetic

mahagement issues.
~ » Rationale For The Study

' Dayelopmentglly, the »a”dol‘escent stage has many tasks. Some of

\ r



<
&

these ta“sks include:. -achieving.bioiogical a;nd psychological goals,
develebing peer relationships,f”"apd _attaining greate} independen‘ce

from parents. Difficult in and of itself then, adolescence is an

~ especially tr'}ying',},rstage of development for the diab'etic.' For example, -

»

since it is a time of rapid biological and psyehological change, the -
vdiet and exercise ef the, diabetic adoiescent need to be‘ cor.wtinually'
agijusted to body ehanges in order(t'o maintain good. metabolic control
(Cerreto &'Tra\)is, 1984; Grass, Hermann, & Shapire, 1983; Johnso_ny&
Rosenbloom, 1982;' Sullivan, 1979 :—1, 1979b; Tattersall & Lowe, 1981).

Another major aspect of the adolescent stage, .which compounds

management of the .diseese. is the impertanlce ef cHah_‘ging peer

relationlships. Peer relatiohships can actually complicate

management of the disease. For example, at a time ‘when peer

L}
/

confor?nity is important, the diabefic adolescent need;s' to aveid jun}/q"/
‘food,etr'y not to:’skip meals, and \follo‘w a reQular schedule of sle,eé,
exercise and diet. Similarly, just when sexual maturity is impertant
and adolescents want to be I_Tke th—eif ‘peers, the diabetie ad.olesc;ent
) mey have delayed sekeal' matdrafion (Cerreto & TraVis, 19'84; Johnsen

& Rosenbloom, 1982).

1 .

/

/
/
/

/



- inte_rpersonal relationships with parents are also. changing. as a |
'greater desire for .independence "emerges For all adolescents this |s
a perlod of ambrvalence between adult mdependence and ChildiSh
,dependency (Johnson & Ftosenbloom 1982; Sullivan, 1979a, 1979b)
For the-diabetic adolescent. this process is further complicated by

- the additional rules that mdst bé established. " T'hese may,weil be see“n

gt{iclude maintammg

as hampering: independence. Some of these rulesi

o

a lifelong patte‘rn of insulin inj-ections restrictrng the diet worrymg

N
-

about msuiin reactions. and gaing to a doctor frequently (Cerreto &

Travis, 1984; Grass ot al 1983; Hoet_te, 1;))8_3). » Tl

~In addition, parents can further complicate the diabetic~_
adolescent's rndeper\dence needs by being overprotective and rejectrng
-(Hoette 1983 Greydanus & Hofmann, 1979 Simonds, 1979 Wishner &
O'Brien, 1978). . Diabetes then, is Tcon\srdﬂered_ a family :drsease since
- managing its dimensions is not ‘an individual issue", but an issue; for i

the whole f‘am'ily. ' Family diseke means that the presence of the
7 .

"drsease in one member has an effect on all the other members of the .
family. '

»

Currently there is still no cure for diabetes. .Thouﬁh’ effective



4
for mefabolic .'con'trolt' insnlin ,is not a cure for diabetesyn as the\
treatment does not reproduce metaboltc functlonlng (Johnson &
Rosenbloom 1982) However the disease can be managed in: Qrder to |
live a reasonably normal Ilfestyle\ and to prevent further health,
complications. Some of the possible Iongterm complications Mnre':

kidnéy diséase'_and ’rengl failurq, eye disease or potential nlindness,
ne”rv.e damage, circulation complications,.ca(di\nvaSCUlvar diseasn and
.. skin infections (Johnson et al., 1982; Wyngaarden, & Smith,» 1985).

| Successful management of the dis’eése can »be(v’iewe‘d‘ as‘
mvolvmg many problem solvmg tasks for the individual dtnbetnc and
* or her famlly Attannnng physiological control tnvolves the dauly“‘
rltuals of diet, insulin injections, exercise, urine and/o‘r"glucose
testing. Howéver, these ph\y_siolﬂogical factors c‘an' “be followed rigtdly
and th_e ado\lescent‘ may still not have good metabolic control.
Suoct:essfut' rnanagelment.’also _appears' to. - involve. séciqpsychbldginal_
factors, $u¢h as accepting the realitive"sof the 'disease; adjusting to
th‘e—f: tnanageme’nt of th,e_gdisease; and cteating a family envitnnment’

conducive to managing‘ the disease (Cerreto & Travis, 1984; Johnsoni. &

Rosenbloom, 1982, Tattersall & Lowe, 1981).



5

~ We know little about the managament of adé\lesce_ht ,diabeteé in

families who consider themselves to be healthy f}am‘il‘ies’. Studying

this group provided a baseline of,data‘abt\aut the nature of family

'intéraction in healthy families. For years \Ethe'_'re"searchers studied

A}

/'o‘nly pathological families and then assumed haalthy families"to,

one with an absence of pathology only, but it

s:ﬁnply be the, opposite. However, a healthy faniily is not necessarily

is distinct (Lewis et al,

1976). © Therefore, it is important to observe the process of

&

interaction in healthy ‘fam‘ilies, in order to assess the pétt'erns that

“have formed. In addition, the research literature says very little

about the interactiod patterns of families with adolescents who.
exhibit good diabe-tic_m'anagement.~ For this reason the focus of this

study is on describing the family interaction patterns'of families

7 who perceived themselves as 'functionihg adequately, in an effort to

see how these patterns relate to good management of'adolescent‘

" diabetes. ‘if, for example, adolescent diabetics who have better

metabolic  control live in families who have particular patt"erns'of .

family interaction, it may indicate that medical and non-medical

Ry

practitioners might focus on these socio-psychblogical factors, in -



| order to improve a family member's management of the disease.
Definition Of Terms
There 'are several terms that need to be defined to provide

clarity in this thesis: family interaction, healthy family, diabetes

mellitus, and diabetes management.

‘Family interaction is defined in this thesis as the processes of
interchange between family members (Haley, 1972). Thg procésses of
interchange involve both verbal and nolnverbal communication.

In this study a healthyvfamily refers to a family that is
ffmctioning well. It does not refer on\ly to their physical state. ‘A
healthy.. family has an opénness '16“" outside inférmatiorr. chear .

generational boyndaries with a balance between individual choice and

family decision making, relationships of mutual reépe(:t, intimacy,
tlear communicatio'n',‘ efficient problem solving, shared power

. )
structure, flexibility and humor (Lewis et al., 1976). o,

Hereafter referred to | as' diabetes, this condition . is "a



7
metabolic disorder in which the ability to oxidize carbohydrates is
more or iéss completely lost, usuaiiy due to faulty pancreatic
activity and consequent disturbance of normal insulin mechanism"
(Dorland's Medical Dictionary, 1974). There 5re two major types of
diabetes: juvenile and adult onset diabetes (Keane, 1979). Juvenile
diabetes, the type focused onn in this study, begins mos% often in
' 'f;hildhood_ and young adulthood, but may occur at any age. This type of

‘diabetes' needs insulin for tr‘eairh\;‘hﬁt’:and is sometimes referred to asﬁﬂ
| _ insuiin dependent diabetesv (Bloom & lreland, 1980). It is uncommon
for this type of‘ diabetic to hav?_ a family history of diabetes and the
onset of thé disease is rapid (Bloom & Ireland, 1980).

Management of diabetes is defined as the process of handli‘ng
the demands posed by .the treatment of diabete.;'.. It incorporates both
physiologiqal and socid‘-‘psyché’ldgica'l factors. The factors of
interest in this thesis inéclude atftaining physiological control,
_yaccepting the reaiitie‘s“ of the disease, adjusting to the management
of the disease and creat'ingv; a family ‘environment .conducive to

managing the disease: "

-



the study does not prbv_ide information about all juvenile diabetics.

Af's;o, this study is limited to providing information about the

‘relatiqnship of family functioning to specific “aspecfs of_ the

management of diabetes. | o
Research Quesﬁons - -
~ This thesis foc‘:used on two questions: 1) What is the nature of -
family interaction patterns for healthy fau;nilies_ who include an
adoléscent member with diabetes and who perceives his or her
management of the disease as being gobd? 2) Is there a relationship
between these family interaction patterns (the family's affect,

goal-diré?:ted negotiation, autonomy, power structure, and

| mythology) and the diabetic management issues of: -

1) Accepting and adjusting to the management of the disease:

——

’2) Creating a family management pattern conducive to

managing the disease; and

3) Attaining an .appropriate level of physiological control.



Chapter 2 ‘ | ‘\\'\
CONCEPTUAL FRAMEWORK \
In studyinﬁ the management of a'dovlescent d\‘iabetes.” ‘
researchers have used different appro.aches. Some .have _obsen(ed the
adoleséent individuailly to determiné how the-chronic illness affects
tﬁe person, others have foc'Lised‘on. the family impact of having‘ an
a&olescent“member ‘who has diabetes, while still others have_
observed the family unit's influence ‘oh the: individual's management
of the disease. The present research focuséd on this latter ‘area,
namely family group interaction and the “adolescent wfamily member's
diabetic management. |
" To aid in looking a;t th‘e reiationship between family interaction
and ado(escent d'iabetic maﬁagement, Beavers Systems Model wil! bp
used (S'ee Figure 1). Using Beavers Systems Model, certainidiabi;ﬁc;
management outcomes can be predicted< It is expected that families
who are ratad as adequate or optimally’functioning will have greater .
success in manz:.ging the demands“'of adolesce}nt diab;tes; The next
section contéins a descriptio)n of the Beaver'é Mgdel{ o‘f family

functioning. B ‘



Elgum_:l_ Beavers Systems Model' (Beavors & Vooller, 1983)
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Fig. 1. Beavers Systems Model

Autunomy: A continuous or infinite dimension, related to the 'lmtly system’s capacity to allow and encoutaer
me.abers to function coinpetently in making choices, assuming responebility (ur self, and negotiating with
others,

Adaptabisty: A continuous or infinite dimension, related to the capacity of a famuly to function competenth
sffecting change and tolerating differentistion of members. '

Centripetul/Centrifugal: A curvilinear, stylistic dimension with extreme styles ussocisted with severely Wi
turbed families and the most competent families avoiding either extreme.

Inflexibility: The inability t6 chunge. The most chaotic famulies are the most inflexible owing to their Lick vl ¢
shared focus of attention.

Severely Dinturbed: The lowest lavel of functioning slong the adaptiveness continuum manifested by ponth
defined subsystem buundaries and confusion owing to nonautonomous members having little tulerume LA
clear, responsible communication.

Borderline: A level of functivning between severely disturbed and midrange, manifested by pemsistent -
inelfective efforw to rid the system of confusion by sunplistic and uften harsh efforts at ;ontrol.

Midrange: Families that typically turn out sane but limited offspring, with relativelv Jeur boundane: l

<onlinued expesetions of contolling and heing controlled.

*Copyright permission granted (See Appendix A)
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The Beavers System Model

Beavers System Model was develb;;ed ;ut of a therapeutic
background, which récognizes the im‘portance‘ of describing the
characteristics of a health'y family syste'mm. The m:\odel' is basgd on the
concepts and aséumptions of General Systems ‘Theory.

In Beaverg' - model, the""_f;mily quélities related to the
developmént of capable individuals, dé not make absolute distinctions
between families that produce healthy c.:hildren or children ,witr;‘
psychvotic problems. ? ‘Inst'ead. variables ére described as 'fhree points
_on the continuum, with low and high ends. The lower a family is on
- several variables, the less successful they are at phild-rearing. The
variables are describ.ed as three positions arbitrarily assigned as
~ seriously d/isturbed, midrange and healthy. In h%s o'perationalization
of this mbdel.‘t Beaver's used the following family interaction
vériablés: affect, goal-directed negotiation, autohomy, structure 'of.,
the family, and mythology. | |

| . j

Chaotic ’families,v or seriously- disturbed'fémilies, are closed to

outside information, interaction is repetitive, enmeshed and timeless.

These families live in a dream or fantasy world, rather than in one
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which is‘ goal-directed and characterized by problem-solving among

[

family members (Beavers.' 1996).
—

The midrange families a;; thqg_{ families that adapt~ po;rly to
change and have a rigid structure. .These families are highly
controﬁing; and see biological drives as threatening,’ '

Beavers Systems Model describes a healthy' family systém as a.
highly negentropic. ,I.system “structure with‘ flexibility and adaptive
functions. The outsi;ie boundaries are open to new information and
generational bﬁﬁﬁdaries are clear. Communication is 6lea\rf and there
is a respect fo?t individual opinions. Lastly, emotions or affect are
expressed and humor is present. Beavers includes 6ptimal and
adequate functioning in the healthy family functioning range (Beavers,
1977~
Bea\{ers and Voeller (1983)(, in " their later work,u have
‘ diagrammeﬁd’ Beavers Systems Mode! to provide a clearer picture of
the model (See Figure 1). This model has a cross‘-sectional design.

There'_are' two d{iJmensions to the model, namely the ho::izon.tal and

vertical axis. The horizontal axis, or continuum relates to the

structure, available information and the adaptive flexibility of the

- -
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system Using systems termlnology, the contmuum is called a

negentroplc contlnuum smce the more negentroplc (the mo/ flexible

and adaptlve) the greater the famtly can functlon negotlate and deal

o

g | 13
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effectnve_ly~_w|th.’ stressful srtuatuons (Beavers & Vgeller, 1983).‘ :

I B!
e

axis isf a stYlistic ‘dim‘ension:of family interaction, which reflects - |

o , r - L .
" openness. There are two basic family styles: centripetal and

The vertical axis”is not.a continuum, but‘rs curvilinear.  This

“centrifugal. The centripeta'lwfamily | style views the relationshipsz". :

~ within the fsmily ‘as more satistactory° thah ones they have . with
. ) < : ‘ ‘ . \"..»:. ‘ ]:’
people from outside their family. In Ot,her‘vwords family - members

- »erely‘on one anoth’er more““than on outsiders On the other ﬁnd the .

centnfugal famrly style sees the relatlonshnps in the outsnde world
as m.ore satlsfactory than those within the family.‘ Thus family

. :members are more indeperident of one another than dependent upon one

“another.

.The \diag-ram'” is rdesigned inva'n ‘arrew shape to illu'slbtrate that the |

extremes of. style elther centrrpetal or eentrlfugal -are associa»te'd

@

' wnth poor famlly functlonlng , Extrem_e centrrpetat and <centrifugal

PR I "
R G

responses_drmrmsh?és -a farmly becomes more’ ‘capable and more-

1
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'adaptive. Changmg and adaptmg to meet mduvndual needs |s a”'

charactenstlc of a competent famnly Fotab example at the adolescent'

stage of the famlly I|fe cycle, a more centnfugal pattern is- related to

| optlmal functlomng (Beavers & Voeller, 1983).

Family Interaction and Diabetic Management '
. B - /

Families with -adolescent diabetics need bot: asaentrophy and

~ morphogenesis to adapt to tﬁhe_‘» changes requ’irekd tu rn&?zage'a chronic

illness like dfabetes. Families with a chronic illness, ne"ey‘to.b\e"”\more

~ open to information from the medical syst.emt?and need to change

family routines to adapt to new demands on the system. Thus the
management of diabetes depends upon (pa.rticular familly» -routines, such
as regular ‘meal. times, balanced diet, exercise, sensitivity and

support.

B

i

Management_of; diabetes is a_complex concept and can involve

- many different issuesu, Three have been fselected from ,the adolescent

- an appropriate level of 'phys-_iologi‘cal control.

“ diabetic literature to prOVide a focus .fo,r the present study:"’ - accepting

and adjusting to the realities of the disease; creating a family

management pattern conducive to managing the disease; and .attaining .-
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Eigure 2 Relationship'Between Family Interaction and Managemeht

Issues *

" FAMILY INTERACTION

Affect

MANAGEMENT ISSUES

- Accepting & Adjusting

Goal-Directed

Creating an Environment -

Physiological Control

Accepting & Adjusting

Negotiation

-

Autonomy--

— Creating an Environment

Physiological Gontrol .-

Accepting & Adjusting -

Structure of Family

Mythoiqu

' ____— Accepting & Adjusting

_+| .. Creating an Environment

+

Creating an Environment -

Physiological Control

\

\Physiological 'Control

v

: Accepting & Ayustin‘g

Creating an Environment

\_‘ Physiological Control 6

%
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“ Even though the families in the present study perceived
themselves as healthy, Lewis et al. (1976), in, their study, found there

was considerable'variation within the healthy group. Using Beavers'

]

Model of family functioning, we would postulate the following
relationships between the five family interaction variables and
S IIRE S ' ' '
adole'scent diabetic management (see Figure 2).

A

.- | \ - Definitions
In this section the family interaction variables from Beavers'.
Model and the selected diabetic management variables will be detined.

The family interaction, variables are: affect, goal’-di;ected

negotiétibn, autonomy, the family power structure - and mythology.

- The selebted diabetic managément variables ‘are as follows:

| aécepting and adjusting to _th‘d@'ealities of the disease, creating a

famiiy management pattern conducive to managing the disease, and.
attaining an "appropriat—e level of physiological control.
' - Affect is.défined by Beavers as the evenness of expfession of

emotions.' in other Words., affect is the fami'ly's'patt'ern of
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mteractron when expr'essmg feelings. It is expected that, if. the‘
family members are able to have open expressron of their feelings
there would be'less stress in the family srnce open commumcation
Ci\has been shown to reduce stress. For example where*’ stress
influence: diebetic cohtrol an Operi expression of feeh'ngs would

possrbly reduce stress and help marntarn control (Grey, Genel, &
b

Tamborlane 1980; Jacobson & Leibovrch 1984 Srmonds 1979)

QQaL.QlLe.QIQd.Nﬂ.QQIBIIQ.ﬂ(GoaIS)

gThis v:ariable re‘flects M.‘the . family's q%?gotieting or
| problem-solving ability. It measures ho'w much each f;amily' member_“
contributes' t-°, ho,w ‘virell the family stays. ori .target in. their
discussion. | The family's routine- is \importante for ’diabetic' |
manégement, therefore a farhily ’needs. to be able to discuss how its
memoers are going to work out the ,daiiy needs that are involved With
a ch‘ronic.“illhess (Ah.-lfielo, et avl.‘.‘ 1983; John‘son & Rosenbloom, 1982). |

'Autonorny. or the degree of family individuation, relates to ar\

adequate balance betweenrinc'iependence and dependence :mong family

members. - The adolescent diabetic needs some gu@&ahce‘ and
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", encouragement from “other family members in managlng the disease
It is each famlly members responsrbmty to help the duabetlc but not
to take over the management of the disease. ~Lower dependence of the
" adolescent member on fottter tamily members has been"‘ffeund to ;be
related to | better metabolic‘ control, as well. as better adjustment to -

the disease (Cerreto & Travis, 1984; Wishner & O'Brien, 1978).

The Struet/ure »ot the familj is hoW'th_e. family ‘arranges‘ itself.
The |iteratur°e suggests ‘that more balanced family power structures
‘wiII.aIIow the"ad;ole'sceht to take charge of ‘?hanagement_ of ‘-the
disease (Greyda_nUs & Hofmann, 1979). In cases where‘power and
influence resrdes in a parent diabetic adjustment and control have
been at a low level (Cerreto & Travis, 1984). In the Lewis et al.
(1976) study, the father dominated families were found to be the‘ :
healthy families. VB_eauers (1976) hour‘eVer, cautierrs that though
family studies thus far have found‘.ﬁ\_father-led families to be the }most
successful, this may not be' universal. Each cul—tUre may indicate

other suecessful qualities in which men_and women are defined

»
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differently.

‘Mythology, or .the family rnember'e perception of reality, is how
accurately and congruently .the family views its functioning as at
group. Since the disease is eerious and needs constant»discipline for
successful management family members need to be congruent in thetr .

»
thoughts about the disease and in theur cooperatnve actions as they

| carry~ out management procedures. A recogmtnon of the nature 'of the

management procedures and long range complications, as well as
means of handling emergenc:es as a family, has been shown to be
related to better adolescent management (Cerreto & Traws 1984;

! 8

Jacobson & Leibovich, 1984; Marteau & Greene, 1984).
E I. I E I- |. | “ B |.I- [” D.
This variable measures how well the family members .
understand the specific aspects of the disease and how well they take
the .necessary steps to adapt to the conditions needed to regulate the

disease. This is a family level variable.

-
T
[org
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Conducive to Managing the Disease
~ This variable measures the lifestyle 6f the family with regards
to managing the disease. : b

taining an Appropriate Lsvel of Physiological Captral ™

. . - »
Acceptable levels of metabolic or physiological “control vary
between individual diabetics. Attaining physiological control involves
balancing blood-sugar, diet, exercise and insulin. This management

.iss‘ue may .be measured by determinihg- how well the adolescent is

able to maintain an acceptable level of physiological control.
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Chapter 3
LITERATURE REVIEW

This. chapter contains a brief review of the work' done relating

" to family interaction and chronic illness, as well as'a more detailed

review of ' family interactioh and the management of adolescent
diabétes. The iiteratﬁra relating to family interaction anﬂd chronic
illness provides backgrqund information relevant to how an chronic
illﬁeSs generally affects the family, while the literatur.e review of
tamily intgra#tion and diabetic rﬁanagement provides é description of
whét is presently known; about this specific relationship.

‘Only recently, researchers have begun to observe ‘adole.scent'
diabetics who h~avek achieved good-management. Consequently, there is

much more known about the factors which influence podr adolescent

" management than those which influence good management. Similarly,

families with poorer levels of anctioning have been studied mﬁch
more th'a“n those' fqted as healthy or. adequately functioning.
Fortunately, ‘res.eafehers have recogniied‘thét much can be learned
from observing and studying ‘adequatel.y functioning. families who have

adolescents. with good ‘diabetic management. The three areasl that

constititute the components of this review are: family interaction

21
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and chronic illness; factors infldenéing poor management of - -
adolescent dfabete’s; and factors influencing good management of
adolescent diabetes. | |

- Family Interaction aﬁd Chronic illness

The Iiteraturq on chronic illness has several contributions to
make in the understanding of family interaction and diabetes
management. However, before c'onsidering ~these con’tributioﬁs. the
_.term itself needs to t;e defined. According to Hobbs, Perrin, and Ireys
(1985), chronic’ illness is "one that lasts for a substantial period of
‘time and has continuing and often debilitating sequelae™ (p. 33).

There are many chronic diseases affecting children.
Juvenile-onset diabetes is only one of eleven conditions representing
the severe chronic .illnesses of childh’bod. The others are muscular
dystrophy, dystic fibrosis, spina bifidé, sick}ie cell anemia, co'ngenital
heart disease, chronic kidney diseasés. herﬁophilia. leukemia, cleft
palate, and severe asthma (Hobbs et al., 1985). In the United-Sfétes.
an estimated 10-15% of all children have a chronic illness, or
illﬁesse's, with 1% of the childhood population having very special

problems.
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Why‘ consider ‘the - needs of chronically ill children and their
families? First, lthey have not received the publid attention that has
been given to handicapped children and youth.: Second, tr‘m‘se children
are living longer ‘Eow since the ,discovvery' of meaicines. such as
insulin.  Third, nev\"é toéhnologies like the insulin. blood pump, ‘have
challenged the bounﬁéffes ?or the quality of life for ‘these children.
Fourth, spending for.tHe, care of‘chrdni_cally il 'children is a major
portiown of the child hea!th déllar. yet little attention is.' paid »to the
options availabler *ip -the distribution—of resources for the needs of
chronically il children aﬁd their families (Hobbs et al., 1985).
~ Even though there "are differences among the bhronic illnesses
of childhood and they require a variety of tr§atfh’ents. many isSu‘.es for
~ the families involved are similiar, regardless of the disease. Some of
thesé common issues are as fdllows: ., -
1) Thvey are cos;fly to treat. Some necessary items for care are not
provided by the health care system. : | |
2) Intermittept médtcal care is necessary, but the burden for T-ra‘on

a day after day basis falls on the family.

3) There is a strong genetic component. -
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4_'_{3) Mariy.have slow degenerating effects 'and premature death. The
future course is unpredict;able.w creating possiSlo péychological
problemé for children and parents, especially  during normally
difficult developmental periods.
5) The disease his accomp‘anied with pain and discomfort.
‘6|) The chronicity of the disease,.in and of itself,, means .that the
disease is constantly there, which is a contjnual shadow for the
‘family. | ”
7) Many children require an integration of specia]istéj with their
general care, Which is not always available in all locations ot '\tt‘\e
country (Hobbs et al., '1985‘). | |
-Thes1e issues bring all families with chronically ill children
| additional burd?ns and challenges which are similiar in nature.
Even 'fo’r the teenager with an intact, healthy bbdy. adolescence .
. ) : ! ’
is a‘challenging :stage of life. For adolescents With % chronic illness,
the chgllenge- is compoﬁunded ahd the body can become a source of
embarrassment. For exgmple, just when an adolescent desires
independa‘hc‘e.and- autonomy, th-e iliness may bose physiological

limitations, which makes him or her dependent. Coupey and Coﬁe/n

- -
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(1984) found that most adolescents refuse, at some time, fo comply
with treatment of their illness, with;iut regard to the consequences
of their actions, as a statement of their-—ir‘tdep‘endence.

It seemé that no matter what the chronic illness is, t?ﬁ're are
impacts on the child. | Some effects include: the constancy of the
disease and’ continuing need for treatmént impdses rigid care
rbdtinés. the child's self-worth is challenged, and the child must face
the scary medical world of machines, hospitals and doctor's offices
(Hobbs et al., 1985).

Healthcare has ~\continually been improving as research
diséovers new medicine and treatments for chronically ill lchild'ren.

|
Therefore, it is also importaht to consider preventibn of the illness
and its'consequ'ence“s. Tertiary prevehtion anempt§=to prevent the
disease from .int’erfering, with p'h/ysiological. educational or
psychological functioning (e.g., improving school participation and
encouraging  emotional and physiéal growth) of the child. Another.

aspect of tertiary prevention is reducing the interference of the

disease with the growth of the child or the family (Hobbs et al.,

1985).
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in order tp;:redﬁce the interference of the disease on the family,
the impact of the chronically ill child on the family must be
considered. There‘are two distinct views Mokiny ag the impact
of the chronically ill child on the family" (Crain, Sussman & Waeil,
1'\966). The first states that illness changes the interpersonaf
‘ relationships of tﬁe family. Tl;ne second view suggests that illness
creates no unusual changes in the interpersonal relationships of the
family,’ with the focus placed on the "normal® and usual. However,
Anderegn's (1981) work suggests that, ngither view alome explains the
impact on the far)iily. She found p;rents who coped well with a
chronically-ill child, treated them as "nc;u\'mal' and nof sick, yet their
social interactions were greater with x}the chronically ill child than
with other heaithy siblings. It appears then,. if the general attitude ofi
a family is to treat tlja child with a chronic illness as normal rather
than abnormal, copin; is better, even if the interactions are indeed
different. The social‘meélity' is differént‘fdr a child with a chronic
illness, even though parents may try to 'norma]iza:' the environment
(Anderson, 1981). . For example, a diabétic child may always be

labeled "sick,” no matter how well the child is adjusted to the

»
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' Deford, 1983; Lund, 1974; Millelsen et al., 1978),
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- disease, merely because he or she has diabetes ang must do something .
' to’manage the disease. ‘“ :
o Several reseachers have documented the -i"mpact of the

“’chromcally l|| child on the family (Burton 1975 Deford, 1983 Lund

ol e 1974 Mlkkelsen Waechter & Crlttenden 1978) The evudence from
:).;"“ .

these amcles |s clear, that many famllles find a quallly of closeness

is developed by mutually commlttmg themselves to caring for the |ll L

chlld For example. sublmgs become ‘more sensmve and caring people _
by assisting with the -care of a chronically Al brother or s:ster.
 Earlier research painted a grimmer - picture of families with

v:’chromcally |ll chlldren

ot

“On the other hand it |s evudent that carmg for a chromcally ||l

child can be stressfol as well. Some far_nul:es find raising a child

s

with a ' chronic jllr‘in"ess ov’z’;a_‘rwh'elnlihg.f letl_ese" famiﬁlies may face )

'finan;cf:ial ruin, depression- and despair, and' find it -necessary to settle-
- . ~ . N . '537 "

" for lower career goals for themseives and their child (Burton, 1975;

. Ny

-One of the most imporlant issues impacting chrohic'childhood‘

.

) illness is ,lhe 'psychological%heallh of the child -and" family. Pless and
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Sattenlvhrte (1973) and Stem and Riessman (1980) have developed

: some measures in attemptmg to observe the impact of chronic rllness

on the family. Although great strrdes have been taken in thls areav‘ |

| Pless and Zvagulis (1981) state there are stlll problems in m‘unng

'such elusive conoepts.as psychological status and family functioning.

Factors Influencrng Poor Management of Adolescent Dlabetes

«

Most studies have guven more attentlon to the management

- issue vof attammg physiological -control than the other management

issues Some studres assume that the developmental changes of

a%lescence contnbute to poor management of diabetes (Gwrnn Olex

'Whitman, & Crawford, 1984; Johnson & Rosenbloom, 1982). Emotional

stress, maturation factors, changing exercise patterns and ~desire for

. greater autonomy are the specmc factors they found that negatlvely

) mfluence control. | | o o

R

Tattersall and Lowe (1981) however confr@t the assumptlon\

E that the »developmental» changes in adolescence necessarily
,contrlbutes to poor’ control in diabetics. By "advocating a treatment

. plan_that includes the total life situation of the -adolescent.' an.



‘adolescent's control can be managed
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Another problem W|th this assumptnon that the achrevement of

-

- adolescent develop,mental tasks: Ieads__to poor management of the

disease, is that_it assumes the'management of diabetes is solely an
individual issue for the adolescent. Actually, several studies have

pointed out that the management of diabetes is a family issue

" (Cerreto & Travis, 1984; Gwinn et al., 1984; Klusa, Habblick, &

.Abernathy, 1983; Koski & Kumento, 1977, Kr.aemer,.-"1'982: Sargent & |

Baker, 1983).
In the family, ‘ﬁthe child's medical condition can have a 'positive'

function. Worrymg about the chuldtmay dnmumsh stress between other.

‘family members (eg, when the child goes out of phys:ologlcal

control, the parents focus on the chlld's problem,v rather tha,n on their

own) (Mmuchm & Barchan 1972; K}usa et al., 1983 Kraenlar 1982; |
¥ '
Sargent & Baker 198 Sargant and Ba.ker (1983) call this type of

condltlon in a famrly psychosomatlc drabetes in which the poor

condmon is a respogse to emotional arousal. Kraemer (1982), on the

?vother hand _calls metabolic control the thermostat" since it is

f"”&o

sensitive to the emotlonal temperature of the family and operates to

[} fa
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return it tb ;:ptimal vélue. For.exa-mple, wheh the hostijity .betwegn L

family members incu-'eas'es,v {he.‘ diabetic mefnber may go out ot

physiological cddtrpl. causing the family; to focus onthe disease and

~ thereby ‘,a\'/oid‘the faﬁiily i‘ssue.‘ Thus, the diabeticﬂs control m_héry<s,ervé
as a pfoteptiire fAuncti'on»for the family by redQcing stress.

Stressl; has been focused on in several studiés and h'as ﬁeen,
found to influénc_e the management of diabetes (Simoggs,:r1.979;
Tattersall," 1981; Cerreto & Travis, 1984;'~Jacobs6n é‘-v’Lie.bovich.
1984; White,‘ Kolman.'.Wexler, Polin, & Winter, 1"98'4).. Moré -
specifibally, S"r;monds (1979) _fbund th!ﬁi‘g‘h I‘evels of stress.
negétivel'y influenced therﬁﬁ%ioloéybél confrol of a‘ diabetic.
'Tattersalll (?981)v fdund that stress sti}mﬁla’t»es the Telease of
horrhor:'e'é, which oppdsé the ac;;nion of »in'sUIin' and thus cause the
diabetic to go-v out of.»physioylogical control.  Tattersall further
- explains that, since the diabetic_ is responSiblev for his or h'er"’
_day-to-d;y care, personal -’or ehvironr@'ental stress can influence the
ability to coﬁcentrate on the task of n)‘anaging’.the disease. Lastly,
White et al.'s study (1984) found that even with good “diet and insulin

management, emotional stress was still the leading factor for




- P28 o~
"”a%.'
A L4
- s

31
instability" of metabolic control. Stress then, whethér it Is emotional
. : 4

or environmental, influences control of diabetes.

The interaction patterns of the family can also lead to' poor

‘management. The types. of . problematic family patterns"'thvat

negatively influence control are: being overprotective, overanxious,
overindUlgent, overpermissive, perfectionistic, controllving,

indifferent, rb]ecting. enmeshed, and unable, to resolve conflict

(Cerreto & Travis, 1984;‘ Johnson & Rosenbloom,'19.82; Min_uchin,

»Ba'ker, Rosman, ‘Liebman, Miiman, & Todd, 1975; and Sargent & Baker,

1983').;~ Cerreto & Travis (1984) try to explain how these interaction

patterns work. They found that parents and adolescents who find

themselves in rigid patterns of interaction, are mare ‘vulnerable to

stress ahd. this in turn, makés diabetes difficult to manage.
Interaction pétterns theh,.dan influence poor management, .

Several other psychosocial ‘qualitie»s' h?\ie/;een found to be |
rqlated ‘to l’aspe'cts of management.‘ They are: Ib\)v' self esteem of “
parents (Grey, _Genelﬁ & Tamborlane, 1980); indifferént_ parental

attitude towards the disease (Khurana & White, 1970); ‘low seif '

esteem of the child (Grey et. al., 1‘980,); and aﬁxiety_ and depr'ess'ion
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felt by the child (Turkat, 1982). All of the above have been shown to
be related to péorer management of the diséase. |

Factors Influencing Good Management of Adolescent Diébetes

Godd managemént of diapetés is ndt-a; simple process. Cerreto
and Mehdlowitz (1983) suggest;tha‘t diabetic maqagemant involves a
complex ‘interaction of physical, psychological, 'fam'i'lialv, socia! and
environmenfal»variabdles’.v The findings ot their stu&y suggfst' that it
is unprodu»ctive to search for a »single variable that influences
diabetic mariagement, since. in actuality. it can best be explained Sy
th'; interaction of several variables.

Fr@m ‘the literature re\)iewed, itvappe_aArs that family factors
(-e.g., .f;mily environment, family characteristjcs, erﬁotional
| supgorti\)ene.ss) playna 'key role in the level of a‘tdol’eécent diab’etic»
management.. Hoette (1983) found that the family environment has an
impadtn on the level of’ .managemeht (e.g., when b'oth parents wére
invoived m the adoiescent diabétic's care, the étmosphere was more
harmonioujs). Klusa et al. (1983) found that if the-'parental or far'nily

psychosocial disturbances can be handled, the adolescent's

" management improves. However, a problem with this latter study is

\

|
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that, aiter a gocd review of the Iitefature, 'cnig( two cases were used:
to te'éti"their findings. They also ory}itted a methods saction of
exelanation as.to how they cembietedltiieir study. -

Family characterietics are another aspect »of the family
_influencing gcod management. Anderson a_hd Auslander (1980) found
the following tamily characteristics to be related to management:
high stability, low stress environments, little “interpersonal conflicts
between parente and child, good cooperation betweeii parents. and
| tnother's managing anxiety despite her strong feelings.' about ‘the
child's diabetes ‘and its management.. Unfortunately, this study
assumed that tite mother was the 'only parent wiio took h’respc‘nsibility
for disease management. Hpette (1983), on the other ;hand. found that
if beth parents were involved in the management of the disease,
‘better management was achieved. The Philadelphia Child Guidance ,»
Center gives not only the parents, but each family member t{he |
respensibiiity for diabetic care and also provides diabetic ‘education-
for each family member (Sargent & Baicer, 1983). |

In summary, the patterns of. family interaction which were -

. .« . \
reported in the literature to be associated with good management
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were: | ‘emotional supportiveneSs amd}ng family members, parental role
flexibility, effective communication paftérns. joirit decisibn rriaklng.‘

(W]

clear generational boundaries and a family environment conducive to
managing diabetes (Baker & Lyen, 1981; Sargent & Baker, ‘1983;

Satterwhite, 1978; Wishner & O'Brien, 1978).
\ - .

. j
)

’
el

9]



éhapter4
RESEARCH PLAN AND METHODS
Introduction
The preﬁent thesis is an analysis of data ;rom'a more
comprehenéive study of problem solving interaction in. families with
and _without a diabetic adolescent = (Kieren” & Hurlbut, 1985).. The
Aoriginal ustudy péed a multimethod technique utilizing quqstiénnaires,
diaries, ’\}ideotaped focused interviews in a laboratory ar;d interaction
analysis of problem solving interaction. The present study utilized
the interéc{ion tapes and diabetic questionnairés from'the larger
study (Kieren & Hurlbut, 1985), in whigh this 'reséarchér served as the
_research assistant. In addition, the"» current study built upon the
,‘ original work by using a new family interaction‘énalysis technique,
and by designing. both traiming m’ethods and a new fami'ly diabetic
measure. \
This chaptqr includes a d_e'scr‘iption of the“ sample, research
instrumentati;n, and 'the methods of the present analysis. Also

included is a description of the training materials and pfocess used .

for interaction analysis.
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Sample -
)
The sample for the current resears onsisted of the ‘five
! r :

intact, mother, father and adolescent djébe‘tic ‘ifamily groups. In no
.case was the three person family stu;iied the entire -fa}mily g'roup.
While it might be Better to study whétu family groups, the gesign‘ of
the original study (Kieren & Hurlbut, 1985) dictated study ot a
smaller family group. .

In three fémilies the adolescent was female and in two, male.
The‘ adolescent was between the ages of 13-18 'yéars old, of which
' the mean age was 16 and, jn‘three cases, .wés the. oldest child. In one
case, where the child was not' the oldest, the adolescent was the
oldest dhilc; living at‘homejénd ih the other case, the subject h;{d an
older sister AIivir.ug at horne".' In all cas;s. the adolescent had been
diagnosed as a diabetic at least one year prior to the sfudy.

N , . o .

The mean ‘:\socioeconomic status of the families was social
strata 2, as meaéuyéd by Hollingshea‘d"s scale. The soéial strata on
this scale included»,\a two fagior index of occupation and education,

which was: social strata one as the highest, including major business

and professional; social strata 2, second.highest, including medium
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business, minor ‘professionanl. technical, social strata 3, the midpoint,
including skilled craftsmen, clerical, sales werker; social strata 4
including machine op"erators, semiskilled workers; and social strata
5, fhe lowest, comprising unskilled laborers and menial service
workers. |

Families with adolesceht diabetics \;vere identified, through the
Ioeal chapter of the Can‘adian Diabetes Association parent and youth
groups, metabolic units deeling with adolescent 'diabetics, and
medical doctors dealing with adolescent diabetics.

ki .

The findings were nct intended.to be generalizable to the total
population of families with diabetic aqlolescents. The study's
selection criteria for diabetic families were: an intact two parent

-
family who perceived their family functioning as healthy, and who

included a diabetic adolescent who had the disease for a minimum ef r’x’;:

,"
one year and who perceived him or herself as having achleved good \ v
control of the disease. Thus, the results are generallzable oply to

healthy families with adolescent diabetics who perceive themselves

to be in good control.
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-

Research Instrumentation
Measures of Family Health
There were three measures of family functioning in the original

study: scores on Faces Il, the total score on the Family Strengths

Scale, and individual answers to the question "We are a healthy

a'

family." The primary' instrument utilized to val'lidate the family's
initial assessment of adequate_family functioningg was a short thirty
item form of Olson, Portner and Bell's FACES Il (1983). The
development of the instfu_ment was. based.oﬁ the circumplex model of
family fupctioning. The alpha reliabilities for the entire instrument
are .90, .87 for the cohesion subséalé ‘and .78 for the adaptability
subscale. Norms are available for‘ adolescents as well as for parents.
Fémily scores were utilized to determine the fan];lyléi functioningt
rating (Olson, Porter & Bell, 1983). Families were assessed as
falling into two ’categories: -extreme or balanced.

The Family Strengths Scale is a tw‘elve item scale developed by
~Olson, Larsen and McCubbin (1982). Thg scale has two subscales,

pride and accord. Cronbach's Alpha was used to calculate the Alpha

reliabilities.  Reliability for the pride subscale was .88, .72 for

*
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accord and .83 for the total scale. Nor;s for parents and adolescents
are available from a study of one thousand families (Olson et al.,
1983). In addition, each family member was asked to respond on a
five point Likert scale to the single _unestio.n "We are a heélthy
| family.” /
M t Family | ,

| In the original study (Kieren & Hurlbut, 1985), a tétal of 40
‘minutes of family interaction was videotaped for each family. The

stimulus for this interaction was thé presentation of two different

problem solving situations: complbtion of a puzzle and resolution of -

tvh}r'ee revealed difference problem situations. The present study
" utilized interaction related only to the revealed difference situations.

The revealed difference technique was developed by Kieren, Hurlbut,

Lehman, and Gora (1985) and modeled after the work by Olson & Ryder-

(1970). From the general adolescent literature, and Ii‘”te‘rature
éddressing family relations issue‘s, typical family problem solving

situations were selected for teenagers who have diabetes. Nine

problem solving situations were chosen from these issues and

vignettes were written pertaining to these issues. Different parallel
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fprms were written {f6f" male and female adolescents and for those
with ~and without diabetes. (See Appendix A for the‘, revealed .
différgnce measure.) Five forced answer questions we>e posed to.‘
respondents about t‘he problem solving situation. These questions &;eu
as follows: ‘What is the problem?‘ Has a situation like this "ever

occurred in your famil Who is" most fesponsibie for the ,problem?

Which solution is th | for this problem? Who should make the

final decision in thi's‘ ion?

Each family meAmb‘er completed the instrumentl in,dividually.v
The individual responses were used to determing which of the
_situafions were salient for the family, and which had som'e I.evel of
.d-isagreemént about how this problem would be ‘re,solv.ed’. Two
problen; solvi‘ng situations were selected out of the situations that
jbndividuaul fémily members chose as salient for their family and
which had some level of disag.reement between family members.: The
criteria for salience was if two or more family members sfated. that
this situation, or one like it, had occ‘ured in their family. In';addition.‘

all families discussed the vignette about conflicts over friends. This

/
was done to provide a common situation across families. The family



Evgluation .Scale (Levvls et aI.,k .‘~1976)7 (See»_Appendix A). The

T

- All situations ‘were videota_ped.

'-‘componet subscales are summarlzed |n Flgure 3.

'scales were used on 103 families. The correlatlon between the two_»

hscores was 90 at the 005 level of sngmflcme : - e
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problem solving task ‘wa’s- 'f‘er the family to ar‘rlve’ at ‘& family

* consensus regarding the resolution of these .three situations. Ten

minutes was allowed for the family to discuss each situation and

arrive at. a family consensus in their responses to the questionnaire.

——

L 4

The instrument' that was eh'bSen f.-b‘r‘? assessing the family

'in_tefaction in this . analysis was the Beavers Ti"mberl‘awn Family

€

. Beavers-Timbegrlaw'n - Family Evaluation ‘Scale measures five famiily

qualities:' affect, goal-directe‘d negotiation “autonomy, st"ructure of

'.fthe famlly and mythdlogy (Beavers 1976) The five scales and their f""

>
54 b
N

The developers tested the construct validity of. thisoinstmr'herlt

kY
é

by Iooklng at the relatnonshlp between ’the Beavers Tlmberlawn
A

Evaluatlpn Scale and the Global Famlly Health Pathology Scale. Both* -

.

i

P

ln addltlon Lewis et al., _(1976)’ repaorted{ the concurreht‘w“

valigity. .lt was -arrived at by comparing the Beavers-Timberlawn



Beavers-Timberlawn Family Qualities and Scales
1. Affect - 4. Stucture of the family
a. Expressiveness . a. Overt power, |
b. Mood and tone - b. Parental coalitions
c. Conflict : c. Closeness
d. Empathy - d. Power structure

' , . ! Gf) - '
2. Goal-Directed Negotiation 5. Mythology

Lo 3. Autonomy ¢ )
| a. Self-concept
b. Responsibility
c. Invasiveness
- | d. Permeability

- :;¢‘ , : v . » o -
‘:,Evalgatlon Scale. with the Gossett-Timberlawn. Adolescent
?_;{g o _; v A ‘ . . B v
~Psychopa_thof6'gy Scale.” In this test, a family measure was correlated

‘f;;j}_rwith‘an""'in'divi'qpal measure. The instruments correlated at .42, which

- was _»statis’t'icall“;l fsignificant.
Eac':‘h of the five family qualiti‘es’ were plac_ed. on scales -for

scoring. . Each séale was divided into segments bne to five, ‘with ‘*.'_55,‘
intervals. The humbers on the scales are labeled with varying degrees -,

s0f the part‘icul‘ar family quality being ‘measured. Figure 4jgiv?s an



" 43

“example. |

Eigure 4

- Example of Scale on Beavexs-Timberlawn

Structure of the Famlly
’ A. Overt Power: Based on the entlre tape, check the term
- that best describes your general impression of the .o
i power structure of this family.

1- 15 2 25 3 35 4 45 5

‘Chaos , . Marked Moderate Led - Egalitarian
dominance dominance - o
Leaderless: no  Control is close - Control is CIose . Tendency toward Leadership
one has enough  to absolute. No - toabsolute. :  dominance and is shared
power to negotiation; Some nagotiation,  submission, but between
structure the dominance and but dominange mast of the parents,
. interaction. submission are and submission interaction is changing
the rule.’ are the rule. " through re- withthe
- - spectful nature of
LT S negotiation. the inter-
: K " v action.
- ¥ -
12 to 4, indicate: R
Who lg#1 m power Fathgg ..... ?;yother ....... Child (specnfy)............_'._ ....................
YW ?§#2 in powar Father ....... Mother....... Child (specify) ..................... R
“’4,“ : . ' . .
v The Global Health- Pathology Scale was a single item measure

<

of the . famllys health. Scoring on thls 5cale ranged from ten most

pathological, to one, hcalthiest. The’-~scalE‘ is shown in Figure 5.
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GLOBAL HEALTH-PATHOLOGY SCALE: Beavers-Timberlawn Family
TR VAT - - ; g

w ol
Evaluation Scale. * i, %%

Circle the number of the point on the following scale which

best describes this family's health or pathology. -

10 -9 8 7 6 5 4. .3 2 A

Most S g Healthiest
Pathological ‘

In scoring fh_e Beavers-Timberlawn Family Evaluation Scale and-

the Global Health-Pathology Scale, the coders viewed 20 minutes -of

’fgmil-y.int'eraction and then circled.the number on the scale that best

represented the family's pattern of interaction for each variable. For
example, ih rating the family for overt power, if the coder found the

family had Mo leaﬁder,,‘the number 1 would be circled (See Figure 4).

1

)&f_ter viewing and rating two families, the coder re_\)iewed the

. \ ./Q.
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. Glossary of Ter'rns and - Detailed Description of Terms (See Agpendix

" B), and then took a ten minute break. Then they proceeded to 'vi.few and

N

rate the remaining. three famiiies.
N Training of Coders
The ObjeCtIVGS of the training sessrons were to famillarize the ’
coders wuth the use of the Beavers-Tlmberiawn Family Evaluation

Scale, to accUraté‘iir assess the perceb?ions of the coders in their use'

T

-~ of the scale and to” provrde practrce for the coders in usnng the scale

\V’ .

Since the Beavérs. Timberiawn group reported that theyrhaitj.

L]

| underestimated thd amount of traimng necessary for the use of thé

scales (Lewis et al., 1976),. extensnve tralmng was deﬁgned for the\

coders in this research. 'The' Beavers-Timberlawn group did not’ \

specify . how they trained their coders, but instead seemed to ‘rely on

Lo : 1 .
'fthe therapist's prior knowledge and experience, rather than their

particular kno.wlendge of the use .‘of l:the B\’ea\(er's-iimberlawn.'
vaaiuatio'n Scale. These priorlexperiences in the use of the scale led
to a deci.sjonﬁ to Adxevelro.p a comprehensive training .program for _t_he
coders. |

A training manual was designed for the coders to acduire a

R

\

\ .

I/
#a
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‘clear understanding of the scales and terms (See Appendix B). Since
there is ‘a subjective element in coding the scales, it was important

that the coders' knowledge be clear on thev_definitions of specific

= terms and the use of the scales. The training manual outlined the

procedures of the training. Als;o included in thé training manual was é

_ glossafy of terms, a detailed description of categories, -a copy of the
content test and a copy of the matching test.

The Glbssary of Te‘rms elaborated on each category of tﬁe"

Beavers-fimbérlawn Evaluation Scale and Global Health-F;athoIogy

Scale (See Appendik B). For example, the glossary for expressiveness,

one of the scales under family affect, included a copyﬂof the scalé for"

expressiveness and a concise definition for expressiveness (See

Figure 6). Each category was defined in order for the coders to gain’

an ‘accurate understanding of the scale.

-



GIoésary of Categories.

1. FAMILY AFFECT o |
- A, Expressiveness: . Rate the degree to which this, family
system is characterized by open expression- of feelings.

\ ]

1 1.5 2 25 3 3.5 4 45
- . . ) ke tv.

. . ' Y 4 )
~ Open; Direct ~ Obvious Although -~ No

direct expression restriction some feelings expres-

expression of feelings . in the are expressed sion of

of feelings despite some expressions  thereis feelings

discomfort "~ ofsome masking of
‘ ~ feelings most fedlings

Expressiveness - measures the degree to which the family. system
encouraged the open communication of affect. To further explain, in
terms of family interaction, it characterizes a family' whose
interactions are warm. Members are able to express their individual
' needs clearly, yet recognize the limitations. of others to meet those
needs. Quality of affect.is not measured; only the apenness of
expression. - o -

> —

The detailed description of categories was designed to give the
coders a clearer understanding of the scales (See Appendix B). An
example was given for each ‘whole number on the scale to help the

coder measure what the scale was designed to measure (See Figure 7).
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Eigure 7,
Detailed Description of Categdries
Expressiveness .
1 -1.5 open, direct expression. eg. Family members

directly express themsees to a striking
degree. o ‘

2 -2.5 direct some discomfort. eg. Their words are -
‘ direct, but possibly their body language P
expresses an uncomfortableness.

-3 -3.5 obvious restriction in the expression of some
feelings. eg. These family members constrict
their emotional side. >

4 -4.5 maskihg of most feelings. eg. Family members
are unaware of, or have a tendancy to deny,
feelings. -

5 - no expression of feelings. eg. No affirmation
to each other, or family members repress their
affect.

- There were three diabetic managemw' variables in the present
analysis: |

1) accepting and adjusting to the realities of the diéease;
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_2) creating a family management pattern conducive to managing the
disease; and}\" :
3) attaining an apprppriate level of physiological control.
These \iariabl'es\ were measured by the folldwing instruments: the -
diabetic adjustment scale (DAS); Beavers-Timberlawn: Management
of diabetej;; and diabetic control question;.'
Diabetes Adjustment Scale (DAS)

The Diabete§ Adjustment Scale (DAS) was originally designed
byi Sullivan (1979a, 1979b) to assess aspects of 'a} diabsetic adolescent
éiﬂs' attitudes tﬁm)érd diabetes. In the present study, it Was used to
measure ~the ménagement variabte of accepting and adjusting to the |
reality of tﬁe disease. Wpile it oiriginally was used with gi‘rls, ki’t .has‘l
been subsequently used )m/th both boys and girls in the vwc')rk‘of
Héuser, -dac\o,bson, Wertlieb, Brink, &.Wentworth, (1985). The scale
was‘cdnstr.ucte'd as a means of asseésing an adoleéce’nt's view of
Hiabetes- in five _Iife édjusthént areas. These five adjustment areas
are: peefr relationships, family reIétid‘nships, ‘school adjustment,

-dependence-independence conflicts, and body image concerns. Several

items on the DAS were drawn from interviews with  clinicians,
o) . .
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adolescents, their parent;s and other family members (.S.ulllvan.
1979a). The interviews were directed at ways in Which diabetes
affects the lives of people who have adolescent diabetes. Additionall
items were *drawn from tﬁe literature on adolescent developmental
issues ané the‘psychological aspects - of -diabetes. The final list of
items on the DAS were chosen by a team of clinicians, by se‘le(c'tingv
those itef;is thfab best reflect’féd how diabetes influences lifestyles.

A tea"m of experts from psychiatry, pediaitr'ics, and
endocrinology rated each resbons‘e according to._their own definition
Qf good adjustment. Also, the raters categorized the item;. If an
itgm was ambiguous, it was not used for scoring and was labeled an
informational item. |

’Su‘llivan"s,ﬁ (1979a, 1979b) findings reported‘me'aningful."
ihtercorre_lations among the adjustment areas (e.g., total adjustment l
“score and attitudes towards diabetes). Also, a Secqnd stu_dy of 105
diabetic adolescent girls revealed«' significant positive ’correlations
‘with measures of .self‘ eéteem (Rosenberg, 1965) avndvnegative

<

’correlations with depress\ion (Beck, 1967). Likéwise, Hauser,

* Jacobson, Wertlieb, Brink, &. Wentworth (1985), found a significant
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relationship between aspects of family environment and adolescent
diabetic adjus‘tment. These findings lend support for the cc(r;;truct
validity of this instrument. (See Appendix A?or entire scale).

In. scoring Sullivan's DAS,{ 50 of the total 68 questions were
used. The 18 items that were not used were deleted from the scof*g.
becauée they Were direct information questions and did not measure
life “adjustment. Those 18 deleted questions provided information
abc;ut the respondent, but the items did not pertain directly to the
advlescent's ”Iife adjustrﬁent.

‘A five point system was used to score the.adjustr_neng items.
The highest adjustment score on an item was 1 and the lowest Was 5.
Somq ite.ms o‘n the scale were' stated in a revérsAe pos'itionﬂ to prevent
a response set. “ These items were likewise reversed in the scoring. A

score of. 50 points indicated the highest overall adjustment and a

total score of 250 indicated the lowest adjustment score.

The complete DAS was not available at the time the Kieren & -

Hurlbut study was done. Thereford, a separate letter (see Appendix A)’

was sent to each of the 5 diabetic adolescents, asking them -to

complete the DAS for this present study. The DAS and a

ol
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self-addressed stamped return envelope were enclosed With the  °
letter. All 5 DAS quéstionnaixes were returned fully completﬁ;

Lehman: M { Diahet

These subscales were developed for the present research by the
author to measure theﬂmanagement variable “creating a family
management pattern conducive to managing the disease.' They were
des:igned frc;m the salient issues in‘ the diabetic literature and were

patterned after, and added to, ‘the subscales in the

»

Beavers-TimberlaWn Family Evaluation Scale. Ratings of obse
family interaction ‘were used to assess: family knowledge of
diabetes; family 'empathy toward the adolescent diabetic; and family
acceptance of the disease. Selection of these three areas was based
upon a review of the diabetic adolescent literature. |
The fourth section to this subscdle was an assessment of the
family's overall level of coping with diabeteAs. This was a global
rating of the farﬁily's coping ability (Appendix A).
Diabetic C | Questi . %

The quesﬁon was asked: "How often have you fallen on either '

side of the acceptable range (for the method you use to measure

*
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control) in the past week?" This one question was usedito m,aas‘ure

A

"the adolescent's ‘perceived level of diabetic control.  Possible

<o

responses were: "never, rarel‘ﬁ oftenﬁ; jvery‘often, and always." (See
Appendix A). Two forrﬁs were designed, one -for the adolescent and one
t
for parents. Only the adolescent's response was used in this aoalysis.
" Procedures
Training Resull

Three training sessions were held for the codérs. The first

o

session was desugned to give the coders a bnef overvnew of the study

L d

and to familiarize them with the glossary of térms detalled Py
‘ . ,43* wu.ﬁ’ S

descriptions of categones and the scales. Betweerf tHe: sqgsrﬁ&s, ﬁﬁ“m
! AN f!ﬁw #eT

coders were to take two tests:

)

.. content test on the oooe. This was doi;

which is defmed as: the Ievel of the coder

N

the coders ar_gg_cnpated. As they were unabg

by Session Il; a third session was needzd

N adiatg wi
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videota!eé. The 90% level for coder accuracy was established to

facilitate a decrease in variahca of the coder's ratings (Haynes,

1978a). .
The concepts on the content test were not new to either coder,

but the format of the coxr”‘\cepts was new:. The format of the concepts

*

needed to be memorizedffqr the test, which spemed to be an irritation

-

to the coders, dnce .wheri they actually did the coding, the scales used

would be in front of them.

Since the practice tapes could not be used yet in Session Il, the

time was used to discuss the content of the,,s,ca_les.' The discussion
“ . - ',:\- Co v
A *{

~ proved to be useful and clarified the content that was unclear. For

éxémple, regarding overt power, the question was asked by one coder,

"Is it the one who appears to have power or the one that is actually in

contrdl?" The question was answered as the one who appears to have
power. If that person is not actually in control then, the power
structure scale will reveal thaf issue. |
Thé scales that had reversed scoring also proved to be difficult
| | )

to handle. For example, on the invasiveness scale a rating of 5 was

pathology, whereas on the expressiveness scale, it was an indication

&

}-!
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A

" srtuattons as fhose they would code for the preser}t study.

b

of health | There were six vscalesthat‘had reverse"d sc'oring. Both
coders did. admrt however that -part of therr drffuculty was that they
had spent insufficient time studyrng-for the test

i . oS,

\ At Sessron III both coders had reached 90% accuracy on the

55

content code. The purpose of ’Sessuon III was to »practlce usmg the

' scales after‘vrewrng famlhes on vrdeotape Vldeotapes from the

q

non-drabetsc famllles in the targer.study were used for :.trarmng. Thus

ER

\ ’ o

}

| %
'The Beavers-Trmberlawn group ‘used 10 to 15 m'unutes of.

gave the coders practlce coding famrly mteractron in" the same |

;“‘viewin'g ‘time for the coders (Lewis et al., 1976) du‘rih'g their'training..A

_'oa ln thlS study, coders: viewed 10 mmutes of vndeotape durmg trarmng

Irt trarnmg session three the coders vrewed ‘the same 10 mmutes of _

.,

tape twuce beformodmg and »then ‘viewed the next 10 minute sectlon

of farnrly tape only once before codmg Then the coders were asked to

2

" evaluate, whichg method they.felt“ gave them suffrcrent"'exposure to -

,"

.' rate the family's" interaction. "~ This aspect of the training was
. i PN . L ] . . . ‘ . |-

)y

\..designed' to ensurg~that the coders were /séeing a representative

i sample of family w,'i,nt‘eraction be»for'e cod'ing ".(I-,lartmann f&, Gardner,

e Y ) "3
CI W . ‘ N
- . -8 N
j e :
‘:;’ <7
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1981; Haynes. 1978a).

After viewing the first tapes,  the coders. felt the

problem-solving activity did not allow some families to show their .

affective side.” As the training progr‘essed, some families ‘showed

Y . ‘ i ) ‘

their affectlve side and others did not This issue proved to be m‘dre
“';'), ’ ) i

4 charactenstlc of partlcular famllles rather than the -task given the
|}

, tamlly. The Beavers-Tlmberlawn group found that the Judge s ratmgs

did not seem partlcularly mﬂuenced by the specmc task given to the

i
| « . /
{ , 3
f . oA

After Vie’wing and -cbding two_/ videotapes, the coders were

famlly (tewus et al 1976);

asked to take a break and then reZ/ iew the glossary and deta|led

e S

desc‘;ri-btion_ ._of'_categories.' Both the break and the review were |
, _intended to lincrease reliability and validity by ’min'i_miZing observer
bias and drift (Hdynes, 1978a).  Both coders were resistant to do the

review. They both stated that they kne\_‘Nthé terms and categories“an‘,d o

that 'the review was not necessary.ﬂ’ They .werf'e still strongly
encouraged t6 review-the matenals . et ,

é

After vrewmg each vsdeotape zhe‘ COders rated the famnltes'

Then the ratings that were dosrgnated were d»scussed ‘T'he '_

§

. ., ~
,
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discussion helped the coders clarify‘.differehnce's; -For example, on the

empathy scale, ene coder did. not see any"efnpathy in th_fe»éoqnitive

problem-solving situation. However, the other coder commented on

g <

the feelings of empathy that ,he:’ experienced in viewing' the family and:

gave specific examples. Empathy was clarified to be‘both what was

4
f

seen and felt by the coder.

The total time -spent"in training was’ 9-12 hours.. .This time
included the 8 hours spent together in the three training sessions, and

individual tii:ne ‘'spent studying for the tests, which was 1 hour for

~ *‘coder A-and 3. hours for coder B. o

v

e age v - : N
N - -

. Thewe;é’e’les chosen in. this %dy required subjective judgements
and evaluations by the coders.‘ The tkaining was stringently plaﬁned
S ' . | ™ : )
to reduce the ‘amount of inter-coder variation and increase reliability

+ . (Hartmann & Gardner, 1981; Haynes,. 1978b). ' Lennard and Bernstein
h oow | / o SR ‘ \7 e
(1969) state that the use of descriptive systems enable one to

|

summarize different observations and separate “out common aspects. ~

For this reason the training objectives were to trdin the coders in the.

[

- same system end to  minjmize the div:f'ference : between t‘heivr‘ "
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evaluations of the videotapes. e

To check the coders on their accuracy, thé coders were required
to take a two part content ,fest on the Beavers-Timberlawn Evaluation
Scale (See Appendix A). The coders needed to obtain 90% before

proceeding to the‘co‘di'ng. This percentage was set in order to ensure a

\'hi‘gh level -of accuracy. The test was designed to check coder'accuracy,

+

di'min‘vish observer bias,'» and -ipcrease intéfrater reliability ‘(Hayneé,-
1978b).  The “f:ir’st part of the test~‘was"4 a ‘matching exercise on the
""terrhs used 'kin_ the scélé. "'I“he second péri wés a check on the
kﬂn‘owl'edge of the specifié categories on'v the-scalefs. ~ Restilts of the

tests helped identify difficulties in understanding the code. These )

difficulties formed the basis for further training. ‘

After the coders obtained 90% qn' the -conteht‘"t‘estﬁs.‘ four

sample tapes were viewed.  The sample tapes wer® the_'safhé |

'segments of tape» for nbn-diat")eftjngﬂ' fa:maili'es as-would be rAevie;wed'- for

R

diabetic families. For training:#
aspect of the, scale, the last 10 minutes of a single diabetic family's -

. . . - ) )ﬁ o e T “‘ .
_ tape was us.ed‘.‘ Even though fthe coqﬁ(@would eventua’lly’ie'vaﬂlﬂaﬂte_ this .

te use of the.ldiabe‘tic management

r

family's inferactiom,. the se'gment of tape used in training was’ not

g
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reused.
\ During trgining, after ‘Viéwin’g the sample videbtapes, .the
coders used"thé Beavers-Tirﬁbeklawn Evaluation Scale and the Global

Health-Pathology Scale.  After -ceding each family, difficulties were

R

diécussed, to clarify the differences the coders hat in viewing the

¥
4 AN 4 -

o tapediy -

v ® In order to test the inter-coder reliability, there are many

""\ﬂgtatistics available. The interrater reliability was' checked using ‘the
b |
’"I_?earson Product Moment Correlation Coefficient. ~ The' literature

suggests- that this method of statistic slightly inflates the interrater

Féliability. .;Even though the sample size was small, this ”{corr"élation
y»"w'as still. chosen in order to compare the reliabilities obtained in the
‘"’;B\‘eaver's-Timberlng\ g’roup's‘origina'I study with the present one.

‘There are problems inherent in determining the level of interrater
f;if,f‘ni:,eliabilitie’.s for hbrhogenous samples using the Pearson Product

A

?'i?:Momeht Corf'elation}; The presence of homogenaity Iimitsl the
‘var"i,abilvity}'j,‘ énd .cherefore.‘ affects the correlation coefficient (Hiﬁk‘le, '
Wiersma, & Jurs, 1979). g —
;Them desired |é\;el of inter-coder .reliability"ach‘i;ved from
o . A
B
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kcdding the training tapes was arbitrarily set at .65. The actuai
average reliability obtained was iower than Beavers who obtamed
.42. Beavers has been critized for low interrater reliability (Olson,
Ruesell & Sprenkle, 1983). Further training was giVen for those
| scales that did. not reach .65. This level o{f;accu'racy was needed to
make sure trainino was consistent and that thig coding process could
be replicated. | o ', ' | |
éefore any »of the tapes were coded in this session, .further
training was given on specific items. Those items on the scale that
| the coders did not reach .65 reliability (eg. ‘expressiveness. mood and
ton.e, empathy, negotiation, reSponsibility and invaeiveness)._as ‘well
as those iteme yvhich,the Beaver‘s-Timberiawn _group'specified as
baing particularly d_ifficult for their 'raters (Lewis et al., 197:6), were
- given more review before the coders began scoring. T.hose items the
‘Be-avers§Timber_vIai~n'_group reported rater -difficulty ‘on were

closeness, communication of se'lf-concept, power struc&p and
B ()'

| mythology. Hartmann ‘and Gardner (1981) emphasuzed the importance -

of checkmg interrater relrabrl;y. ét the tra Baphase as a two stage

procedure 1) accurate and pregiép | nd 2) gene’ralizable"

s

L . 60



section *for the fiy’ ‘diabetic;_faj\milies. They also viewed the first 10

. ) a 61
v |

;obs 3 ations. Both of thase procedures were attempted by planning

4

intense. training and checking reliability with the Pearson Product

Moment Correlation.

’ Interaction Coding

&

_ After training, two coders viewed and coded the family

interaction for all 5 families. Both coders were éxperie'nqed Marriage

) ' and -Family ﬁTh;rapists and both had the same training for coding.

Neither coder was informed of the problem statement or hypot'hes'es |

of this study, to .guard against observer bias (Holl_enbeck, 1978).

[

The coders observed the second session of the’ study, on
videotape. In this second session, the families completéd revealed

difference tasks 2, 3, and 4, and answered open-ended dia:betic{:'

o

questions. The problem solving tasks required the families to come

\

to a consensus on three selected, revealed difference questions. The

cod:rs were asked to view the last 10 minufeﬂs"of\ the problem solving \
t " . N Al . s‘ . p '

v

minutes." of the oﬁehsended diabetic qu'estions.' The diabé»timc_h

.
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overall coping ability of the family. These 20 minutes of tape were

in'tern.ded to be a representative sample of behavior for each family in

the &tudy. I

b, )
L]

"

The coding ‘ofi'{he five families was done with both coders
present. However, they were n.ot' allowed to discuss. thé code. Each
tape was onl»y ‘vi',‘e'weq once. After viewiné two tapes, the coders
reviewed the glossafrily.’:‘a}md de‘iailéd descriptions of terms and took a

_ : .

break, just as in training. They were as resistant to the review in'the

coding session as they were in the training session.



Chapter 5
RESULfS‘

The present chaptér contains a description of the healthy
family validation data from thé Kieren and Hurlbut (1985) studyl as
well as a sfummary of data oollecteq” fo answer the primary research
questioné. The primary research questions were: 1) 'What is the
nature. of family interaction patterns for healthy families who
includé anw adolescent .memt‘)er with diabe'tes‘a;nd who perceives his or
her «mahagement of the vdise/ase‘ as being good? 2) Is there a
relationshib betwéen these family interaction patterns (the family's
"affect, goai—dir.edted negotiation, autonomy, power structure, and
mythology), and the‘adolescent diabetic management variable§ of:
accepting and adjgsting'to the management»o.f«-the _disease,‘ crﬁggyﬁg ?

family management pattern conducive to managing the disease, and

attaining an appropriate level of physiological control. This chapter is

lidator; 2) Inter

S | R
Family Comparisons of Family lnteractuo%&A

organized in five sections: 1) Healthy Family

*%3) Intra Family
Comparisons of Family Interaction; 4) Diabstic Management Scores;
and 5) Relationships Between Family [nteraction and Diabstic

- Management. . B

_ . ; 63 v\
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s : Hgalthy Family Validation Data
;l'o be included in the study, familiesf"made an invit"ia‘l
assessmenti that they were a relatively Well functioning family. In
orde( -t‘biva!.i‘ciate' the family's subjective assessment of their . family
f'un,ctioh;ing, ;iﬁr\ee questionnaire‘.‘meésures were used in th‘e originé-l -
study': Fac»e‘s ] (Olsgn, vPoyrtn:er &;}%.Bell. 1983), scores on the total‘
‘family’strength .sca,l‘e (Olson, La;;en & McCubbin, 1982), and
individual answers to the single question, "We are a healthy family."
All three measures of family functioning confirmed the initial
family assessment, that egchy family that participated foll into the
range for healthy families.  All farr'jily' scores on Faces Il (Olson,
Portner & Bell, 1983) indicated ‘healthy levels of family functioning.~
The méan score for each family was 2, which put them in the
midrange or’healthy range. - |

Scores on the Family Strengths Scale consisted of a total scale

score and. two subscales, pride and accord. All family scores were-.

i

well into the ﬁealthy rahge (mean = 3.92).

4

The question "We are a healthy family" was responded to by

each family member on a 5 point Likert scale. A response of 5
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indicated strong agreément and' a response of 1 showed sﬁ"‘ng,
disagreement. The mean for each family was 4 or better, which
reflects that each fa’rr‘\ily feit they were a healthy family. Only in one
family did‘ each respénéént give their family a 5. |
| Data Analysis )
To present the findings, descriptive statistics and family
profileé will be used.
Family interactien wés measured by the ‘trained raters usiﬁg{:’,
the :Beavers-TimberIawn EFamily‘E\'/aIuati.on Scale. The trained ratersl
;Nere outside observers of {he family's interaction. ~Th‘is measure is a .
family }level assessrﬁent; -Family'scofes on the Beavers-Timberlawn
Family Evaluation Scales are thq major \)ariables.
‘Each family was chedr by tWo trained ;aters, using the
Beavers-Timbeﬂawp Family Evaluation Scale. A mean rater score
was used to report the data. All scores on the scale are reported so

that 1 represents the healthy end of the éontinuum and 5 the

pathological end of the continuum.

@
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L]

TaSles 1‘ - 15 report the between family comparisons of family
interaction. A comparison line has been drawﬁn’ on each table dividing
the healthy\lless h‘eaithy areas on the subscale. The descriptions
~ provided for the scale were used to.datermine, where the comparison
line wag drawn. |

Affect is the various aspects of feeling expressed in families.
" This variablie is measured by four subscales: Expressiveness; mood
and tone; gonflict; -and empathy.

Expressiveness. Expressiveness measures t‘hﬂe d\eygree to which
the family system encourages the open 66mmunicatioﬁ of affect. All
five familieé fell in the healthy rénge on this affect variable. The'
: comparison Iihe,for a healthy level of affect was established at 3A and'
was described as'réstrictidg some feelings, but still exbfes#ed
feelings. Table 1 summariies fhese findings. Wh_ile there was a
range of 1 to 3 on this ‘suﬂbscale,,the fz@znivlies appeared to fdrm two

grbins. Families 1 and 2 were s.-imiliar“'énd had a rating'indicating_'. |

greater expressiveness, whereas Families 3,4 and 5 appeaFed to

4
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Rating

e

" TABLE 1 : Mean Rater Scores of Expressiveness
for Five Disbetic Familles

.

5.0 1

451
7]

4.0 1

-3.54

— T - T

2 3
Families

TABLE 2 : Comparison of Mood & Tone

for Flve Dlabetic Familles

A

3.0
2.5-

2.04

1.5 1
1.0 1

054

0.0
0

Familles

N A
’
ﬁ‘” -
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clump at the #. 3 lovel and were more restricted in their expression

of feslings. , | : .
¢ g‘ ' \‘
Mood and Tone. This subscale assessed the feeling tone of the
o t :
family's interaction. Point 3 marks the comparison ling for health.
.Even though the descriptor for 3 is o@ertly/r hostile, it is still
co‘nsidere(d the midrange between'optimism and deSpair. Two families

, were «very ckn;e m their warm, affectronate humorous and optnmrstrc
'\
'3

feelmg tpne » Two families fell into the more pohte range, yet all
\%ur*s“”till remained in the dhealthy tange. One family exhibited some

%‘ behawors that indlcated ?ostillty and feli 1ust -outside the healthy

- :, range 4 '!'abte ‘2 reports the frndrngs Famrhes 1 and 2 appeared to'

,i

T b

!; t 3» 0 ‘

*

4

|

gppeared .10 form another group, although family 4's ratmg appeared

: .;t_q,: b_e : an-,. outlier. o . .
Pl .gq' _ , | _
» - Contlict.* The conflict subscale measures the degree of

'seéming'ty- unresolved confl ct observed during interaction. The
.;‘* ' . e \\‘ . ' . -

eomparison line of 3 marks interaction characterized by conflict, but

":theu'farhily functioning is only slightly impaired. All families were

within a point of each other in the heaithy range, indicating low

L

have srmnhantres of ratmgs again on this variable and 3 4 and 5
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ﬁBLE 3: Mean Rator Scora of Conﬂlct
for Flvg Dlabetlc Famlllos

i/

{ N

I3
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- }. TABLE 4: Mean Rater Scbres of Empathy
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observed conflict. Table 3 reports the findings. The samepattern for
famlhes 1 and 2 and then 3, 4 and 5 respectnvely, is apparent but is

-

Iess dramatic on this varlable than- on the prevrously dISCUSSBd

- .ﬁ ' f V‘“ A L
variables. I , i o o T Co
' &'ﬂ'v‘” ‘f',l.h‘i*
.. ~Empathy, Wrthm these families, the degree of sensrtnvrty to, L

‘

' “and understandmg of each other's feellngs was assessed as empathy
I %

T-he companson hne was drawn at 3 where the family * Stl|| shows
" ernpathy toward one another The famrly scoring “closest to .the

.,fcomparrson Ievel attempted empathetlc mvolvemeng but failed to
-

maintgin |t @Werse %‘ Mé‘mlly sconng gosest to the he‘lthy end

- of the contmuum had consrstently empathetnc responses ‘The pattern

- observed prevxously for famrlles 1 and 2 compared VV\;th 34 and 5 .

A\

was evsdent on _thls-va/r_rable 1as weIl., Tabler4 summarizes the’,.‘
.flndlpgs : _ o o B
- (Goals - PR
Th|s r»str'bscale \assessed a famllys overall ef&cnency in -
- _negotlatlon and problem-solvmg e The compansmgule drawn »a_w_ ,, ¥
n . . . = '.w:. 2 a8 ‘-“'t :

_ ,marks tne hrte between good and poor negotlatlon y The fln,dmgs _“t g
e P :

_ «4 /) :
' reported in Table 5 all&eﬂ—\mthm a pomt of each other an} remarn in- S '

; P
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Ratlng_ :

Rating"

L4

*

Tlablo 5: MoamRntor SéomOf Goals Directed

Table 6 : Mean Rater Score of Self Concept
~ for Five Dlabetic Famllles

Familles'

=

o d

3

Negotiation far Five Diabetic Familles_

71
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R '@ the healthy range, indicating each family is extremely efficient ore e

goo'd negotiators.  Again the same pattern for families 1 and 2

compared with 3, 4 and 5 was evident.
‘Autonomy is. the degree of family individuation. - This variable

L t ®

“is measured by four subsgales which are: “communication of

disclosur° of felings and'thoughte is assessed by this scale. The

' 3 » ! ‘ . . ‘ . ’ «~. \> ) . » “
comparison line was drawn at 3, which 'is described as co‘mmumcatmg

abotit self.concept in a “somewhat vague manner. All families were

m  scored as falling within the healthy r'ange.‘ - The ratings of'familie-s 4

—~ , B ™

~and § -described them. as somewhat vague and - hrdgen in their '

dlsclosure of feelings and thoughts yet thrs ratmg is still within the

§ .
healthy range. . Table 6 reports tﬁe flndrngs: in thisassessm,ent the

B

' rgg‘tterns for f__amilies 1,2, and 3 are more. alike, compared to families S

« 4 and 5. e 'cla.'

<

‘3 '. B.QSD_Q.D.SLb.LLth Thls scale measqres the degree to wh:chlf%\ ’

members take responsrbrlrty for ther7 own thoughts feelrngs andg

-

; LN

‘\."



& .  Table7:Mean Rater Score of Responsibiltty for
’ ;t;\ 5.0-. o
RATYT S
SR " ;I SO
e a0 ‘f";\xfﬂ '
. 3.5: L 'J; "". W
" '3.0- "
2.5
2.0
1.0
054
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Five Dlabétlc Famllles

. .

1
Rating

Familles ~*

Ll )° ' . & ‘
RN K]

A Table 8'; Mean Rater Score of Invasiveneds
5.0 7 | for Five Diabetic Famliles
4.5+ - A B

4.0 +
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whrch amrlres tolerat |

- between few and many?lr

74

.\ 1
Ny

Cy T

sometimes take respo*srbllrty for their own selves Agalm\amilres

1,2, and 3 had a mdre posrtlve rating than famrlres 4 and 5. Table 7

summarizes the flndmgs

A ’

. . ‘
an‘other..-,"l"he compayii

4

. v . ' b

some invasipns;' but the- ratings remained in the healthy. range. Table

s

A

‘actions. Al families were rated as being able to 're.gulaﬂy vo‘f 34

~at 3 was drawn to mark the differencé o

Each family was observed to have

8 reports the" findings. Families“and 2 showed léss signs of

-3

mvasrveness than did families 34xa«d 5. o Cor

Eg_r_m_e_am_ml Thls%cale measured the degree to whrch the

S %?;a,lwy@ystem owas open receptive. and permeable‘to the comm’ents of

W 4

its. members. The companson lrne was set between openness and

.unrecep‘ti’veness betWeen members of -the family. Families 1 and 2

‘ ’w#. o - ' ’ " LY

pornt difference among aII famrhes and all Were ln the healthy range

| "were ﬁssessed as berng very open to each other and the other three

Lod . "
_ fa?mhes we’e moderately 0pen “to- each other. There was only a srngle

_.'\

w

T,
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‘ N “"‘k . . | ‘ » ‘ “_I' ;t.- . . 7?
‘.wxa é.‘ "? & . A . N . : »”“ . . ey
~~"The findings are reported in Table 9. - S Y .
' » N . . Ay:bg: i ) ' . :( . ‘ 4 I‘
e ‘ ’ S ."'. . ‘Q '.! . L
The ‘major"’ var‘ial’e Structure of the Family -refers :to. how '3;!6. %
L _~~“L‘, o

. e
T v.\‘)c -

famlly has arranged*utself The subscales: under this vavriable;’i:ncluae:

1

overt power parental coahtlons,

loseness, and power structure.

) ¢

| - Qy_e_LL_P_QjLeI . The ev_ _"‘power scalé measures the power
M}. . ' X . . ‘ L
structure of the family. The pomt, comparisonline marks the'p’oint
between- moderate ano‘mark’ed..domnnance scores Below 3¢ indicates

- there' sﬁﬁ' is some negotiati‘on between -the ‘ﬁly'._members. ~ The

’

9
range was very narrow with a dlfference between all famllles a mere
b

-
.

75 “All the families feH in the 1.5 - 2 range deseﬁbed by a tendency' )
J . 3 -

‘toward a dominance and submission power structiwe, yet the majonty

of the interactior¥ was-.re/épectfat’negotia‘tion. These ratnngs would
_ ﬁ»

* however, be consudered to be mdncators of health Table 10 repoﬂs-'

‘w

<

the fmdmgs On th_n,s scale, if the score "{fel"l_ betweeg‘ 2 and 4, the |

) ‘ ] . B N \\ e, " . . . ‘a Lo ‘ ’

' _tater was agked to indicate who was, #1 -and .#2 in .power.‘ Ta"ble 1

i o sutnmari'ieezthe results. The raters only agre@d on the assgssment of
P . N A - , \

- . T \.' Q ' : . : v
power in one famiy. - R N

4
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Table 11 : Rater Scores of Persons in Power

[ ;
R : N :
L . : RATER A _ RNSER B
pagiis FAMILY _* *2 1 2
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o2 FATHER | MOTHER |MOTRER| FATHER
s 08 . EGAL . | EGAL . | CHILD |MOTHER |

o+ . MOTHER|FATHER .| cHILD | MOTHER|

R

05 - |MOTHER| FATHER | MOTHER| FATHER

+ .
d ‘v%h«“.,t‘ i - .

%" EGAL.= EGALITARIAN | | .

. o .
M7 T ~ .
- LI W - - * .
. “ ¥
. - “5 } -
5 .
o >y .
PR A Vo !
- - .
~\\‘_~ . . P} -
b . ) ; -
il .
. s
L 4
- . .
‘ j R .
& A =
a
M L3
<3, ’
i
\e 1
4 B -
(4
- L
> t 3



78

Othe%}se, tb_er_g was wide,variab'ility in the ratings. Rater B.

| ‘ i.cie"nti?ied two child led families, whereas Rater A had no child led

" The other three families were percsived

--same 'fanj;ilies. These discrepancies may have resulted from any or all

families. Each rater recorded two mother led families, but not the
; | C | | \

¥

1 ' . 2 '.* w
of the following reasons: the descriptions on the scale were unclear:

there was no specific training on this aspect of -the séale;‘ or the

Al

differences in the®assessment of power generated ' : -

*

by the rater's ;Ser'sonal view of power. In a recent_ article, Beavers

(1986) noted that the raters could easily agrée on fami1iwe-s’”'~‘When |

scoring "overt power," 'b,ut found it difficult to agré“é'é‘ah"Wh'b the g
particular person wgs »posse'ssing that power.

Parental Coalitions. This scale measured the relat'ronshi'p‘
, . , )

¢ , :
~.structure of the family. | Research "and clinical findings suggest

- LI

the im‘portancé of this measure to the oVQraII heaith of .the fani’.
L 3 . . '
The: comparison line was drawn at 3, which is described as a weak

-
E ]

v _ , . v
parental coalition, yet the parents are s}ill in charge of the family. ,

)

i
’

Two families were assessed as réflecting strong parental coalitidns. /

as having weaker parental

@

coalitions," but they still fell in the healthy range. Table 12 rep.o;ts



.~

Rating
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-

3

& Table 12 : Mean Rater Score for Parental Coalitions
~ for Five Diabetic Famllies

]

- . i 4

v '7 v 1 v ' v ‘ ' . L]
1 2 - 3 4 5 /
Familles

P

TII‘)'. 13 Mean Rater Score for Closeness In

-

Five Diabetic Familles

00=

e v
T T T T v T v
1 2 3 4 5
Familles . ‘

P

79

L



aq
the findings. On thls subscale a different groupmg of families is n&,
mducated Families 1, 3 and 4 have some snmllarltles as do famllles

2 and 5. ’ v Cot ) r b ‘ : | «'d.

Closeness. Closeness invdlved two aspects, the presence or.

absense of distinct boundar@es between individuals in a famrly and

LY

the degree of closeness.. Ponnt 3 arbitrarily dIVIdBS the place in

which the family membqrs are close with distinct. boundanes This

.

subscale records only t}fe sicond time where one famrly was not in \

the healthy range. Famtly ﬁﬁwas assessed as showing- isolation and l
: . T 4 ' o \
distancing of family members, whereas families 1,2,3 and 5 were

assessed as closer with distinct boundaries. The results are reported

. , ’ . ‘r’_ W,
in Table 13. ' \

T

Power . Structure. This scale was not included. in the <

{

:Beavers-Timbelawn report on fam‘ily SCores (Lewis et al. 1976)‘. The

vpower structure scale tells us about thb rater rather than the famlly,

7’

Wthh :s dlfferent from the other scales The fam,_rLtes v,aneg*”'t

. \ - e al®
R .o

| AR
east on 'this scal‘e".t; 5 ,Ther,e ‘wa‘s,-only 5 differe‘ncm‘eeh‘%b L
5’ . ‘}‘i ¥ ! q g )

-"v..f, :
RS e
‘»\

‘ families. This assessment reports that the power structure was easy

to assess, yet the dlscrepanmes of the report on overt{,power mducate )
I .

!

ot



i
a
.
»
L]
.
- A
s .
" -4
A
.
.
e
.
ALY b
RIS
B Ll
re ¢
. AT
B .€ (
Ched V'
o 90
Lk
- ¥
Vs
..
.
4
o 4

5.0
45+
4.0 4

35

. Table ¥4 ;: Mean Rater Score for Power Stmcjun
in Five Diabetic Familles
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that, in actuality, it was not easy. Tajle 14 'reports th&e\‘es_ults.

The mythology scale rated the famtly members perceptlon of

reality. - The oomparlson line was drawn at 3 to mark the place

'oetween where there is more congruency than incongruency in

member's perceptlon of reahty Two families, ‘3 ano 4, were rated as

belng less congruent than the other three famnlles Al families,

~ ‘| c
however, fell in the healthy range. Table 15 reports the, findings.
; oy o .

This section describes and observes each ,‘ family indivld/hally

and compares their overall performance on each scale, in. order to

create a total family profile on the entire "Beavars-Timberlawr'y

»

o

”

‘ S . : ’ ; A .
Scales. Table 16 summarizes these findings. An r/erfamlly I _

comparlson or total famlly interactnon |s also- shown in Taéle 16.

N = L )
‘E‘.am[‘ly 1. Mostof the scores for this" ?am}é"”had little

X -

&Y

-~ the parental coalmons assessment was the least healthy Elven
r ‘ . . r : —
though the ‘rating of the’ parental coalltlon was not as healthy as the

.

rest of the scores, ‘it still fell in’ the\hea‘lthy range. ,Familie‘s 1 and_2_

[

ﬁ.Variagility Mood and tone scores fell into. the healthrest ranges and
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were consastently rated . the health}rest o\r the sample famulues on aII
ponnts, except for famrly 1s,_parental cdahtlons T v j
Eamuu This famlly also. had a very healthy proflle There.is
, . -y
only a dlfference of 75 between the scores on any subscalel
Expressweness mood ‘ar\li tone and resporlsrbllﬁy were scored at 1
| whlch was the Healthlest 5core posslble on.. thlS scale Famlly 2 had
" SR IR UL
the healthlest preflle of all flve famllles e “ -

l

Eamgy Qa, The three heéalthiest . scores for thls famrly were- _‘

(.,

mood and tone tesponsublllty and overt power .-Conver5ely-, »rth'elr

Ieast healthy ratmgs were parental coalrtlons mythology and';t- '

3 L / ‘

mvasweness. Like Fa_mlly 1, the evaluation .of .parental coalmons

. r;was the//'outlier : ST
S L
v Ean:u_ly__QA ThIS family's ratings seem to be the least healthy

of all ’thg famrlles stu\jled Mood and tone and closeness fell outsrde

\the Ime demarking the range'establlshed for a heaThy family.

A L N . ] rﬂ,,'

Expressiveness, ‘empathy, self-concept, invasiveness. and parental
# Ve . : :

/ coalitionsfell 'on‘ the line. The remaining 6 scores, out of the 13,
rerhalned in the healthy range. Even though two scores fell outside

the\\‘ healthys ran'ge, the remaining scores indicated that this is still a
\ . e . O . o
Vo . L . ' 1) )



adequately functioning family. . . s

[
.

Eamily 05. The healthiest rating en "this family was. on ‘the
+ conflict scale. “.Th_e three least 'ﬁealthy i'ati__n'gs were empathy, ‘go‘als

‘and- self-concept. = P o

B o v,
—— 1

Al the family interaction ratings were in thé Healthy ra‘nge,j‘
. N \ , . :

3

yet there was sqmg" variab'ility within that range. A few pat‘terns' |

emerge from 'thef data.”  Two _families, 1 amd 2, weré rated
consistently healthier, on nearly all the 'scales. .The other three had

| | | 8
relatively. similiar, but slightly less healthy, ratings en

expressiveness, empatr'j‘fy, goals, invasiveness, permeability, parental
coalitions and qloséness. One family, #4, nearly always showed
signs of lesser health than the other four.

;\ The results .of the group comparison of vfa'milyhjnteraction data

.

repo_rtéii%re and assessed using the Beavers-Timberlawn Scale are
consistent wifh' ihe-scores. obtained fr_om ‘the other th‘ree family.
health i'ndicat'or_s in tH_e‘*\!ar.g_e’r study, namely that all 5 families'

[ -
interaction fell into the healthy range. !



" This scale is a 'glioba'l.assessment of th‘e overall“ health o'f‘fthe‘

famiiy The data agam indicated varlabulnty among the famllues, even'

* " though they aII fell within the healthy range Two families (1 and 2)

.were rated‘healthuer than the other threé families. Table 17 reports ;
_the findings of the globat assessment of th‘e fammes 'nealthf The
rating ‘ebtaine'd ;using"this s.in‘gl‘e:. i"t‘em measu.ne wae: censist\e\nf with )
Athe as.s'essm.en“..t_' of t"h'e "epecific c‘ategories | on. th:e"‘
‘Beayers-Timberlawn Family Eﬁval_’_ua.tion’ Scale.. |

The diabetie manage’menteeores are‘fhe 'de‘pendenf variables in
thls study The variable was measured by one famnly Ievel

‘assessment of management lmely the Lehman: Management of |

Diabetes, and two individual _level measurements, the DAS 'an‘d"

SR X . .
T . N - -
as .

Dla%;p\xgontrol 'Quest‘ion. 'The..findings or diabetic management Will
 be summa'njzed in this section. |
This measure of management wae observed m a videetaped”'

interview and ‘was,.lassessed by ratings on three scales: Knowledge of



Rating

Rating

Dy Table 17 : Mea Rater Scores of Global Auoumom
in Flvo Diabetic Familles

Familles

Ttiblo 18 : Mean Rater S«;.ons of Knowledge

5] e of Diabetes Across Familles

87
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Diabetes; Empathy to the Adolescent Dlabetlc. and Accepténce of the

Disease. The ratmgs on thls measure were carrled out in the same

~

. way as the rest of the Beavers-Tlmberlawn Famrly Evaluatlon Scale,

“since this was the last section of the scale. This. is a family

——

measure.

S
5 E ! !
¢ I; L i (I I > [ D- I I
- ] 4
2 R .

s g8

Knowledge of Diabetes assesses the degree to whlch the family

seems aware of the facts about the dlsease and the way it mfluences

the .family. "Aﬂr the families' ratlnis‘ fell quthln 'the healthy range.

Family 4' however, was rated as belng Iess;.awar'e of diabetesthan\ the

¢

rest of the families, but still fell in the"" healthy range.. Table -18 .

reports the findings.

This scale)rated the degree of sensitivity 'to, and understanding |

_of, the parents toward the adolescent. All the families were in the

healthy range except one, family 4 This family was just outside the
I's \ - .

-

range, yet was rated as belng notlcably less e patheticﬂ' than the rest

'of the' families. Table 19 records the frndlngs

]
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Acceptance of Disease

Acceptance of Disease measured the degree to which family
members were opén to the ménagement of the disease. All families

'ﬁ(f?féﬁﬂere rated as falling in the healthy range. There was little

easure. Table 20 reports
"; t

M

. [ 4 4
_variability between the families - MBiAN

i
Rl

the findings.

Summary

All § families fell within the heélthy range on these subscales.

Family 4 was the outlier on Knowlec}ge of Diabetes and Empathy to the
Adol?scent Diabetic. The other ‘familie's\‘ seem to form é similiar
patta\rn to each other on the above méntioned scales. A!,.l families
- seem toi accept the disease quite well. |

This is an gl’gb“al mgasure fo rate the degreé_of the tamily's
vg‘eneral n;anagement of the d\isekase. ' Each family's r'atigng fell m the
héélthy range. Table 21 reports the findings.

The most precise measure of diabetic control would ‘be_a/’

»

- 'phy‘s'idulogical' measure of blood sugar such as thsJSih'Mé test (Ross,



L -

1)
Hunt, ‘& Lillie, 11983).‘ This was not possibl; "in the present study;
’lngtgad. family membefs l"eport'ed their beréeptlc;n of the a&oleééeqt’é -
level of diabetic contral. Each family member yuasyaskad a series of
" questions regarding diabetic metabolic control. Only one questign
was :sglected to be used as the.'indicator. wh‘ich’ was: "How often each
weekddes metabolic control go ouiside the acceptable range?

. }

+ Only the adolescent's response’ was used, since the par"e/nts‘
‘indicated;tha't the adolescent kept track of this aspect of diabetioﬁ
control, thus they could not answer the question: The choices of.
Eespbnses to the gquestion Were: never, rarely.r often, very _often,
always, énd | don't know. | | ; | ‘

| The adolescyw(wespbnses tor . this que'stio'n were SL_J.rp_rising,
given the other-fir\dingéi Ac?olescént 5 responded by putting "never”
bei;wg‘out of cohirol in a given week. _A@Ieécent 01 aq\d 4 yésponded )
"rarely” being out o\f‘cpntrol in a given weék. 3 Lastly,kado!escents 2
and 3 respond'edv tﬁat ‘they _a.rep "o’ft'e,nf' out of confrol in a given

week.Possibly the ado"les_cenvts interpée@ed \ﬁhis question differently

than was inteﬁded, or thé question could "have been poorly warded.



A\

The DAS (Sullivan, 1979a, 1979b) is an individual measure of

'the adolescent's own perception of his adjustment to diabetes. The

!

s'c‘:‘a"“lleﬂ was dividetho,tha ‘following subscales:

dependence-independence, school adjustment, famiiy ralationships
peer agjustments and attitude toward diabetes and thg A bocTy Total'
score; ranged from 50 for“ goo‘d adjustment to 250 for poor
adjus«tme“n\t\‘:\ The subscales rangéd from 8 for good adjustment to 75‘
for poor adjustﬁent. ~I"here'for'e higher scores reflect poorer

-

ad}ustmént

Qmumm_muﬂmgm_&ggm, Thns scale |s a sum of scores
rather than a global measure. It reveals the overall range of.the'
adolescent's diabet,ikc.:ﬂ édjﬁst"ment. All adolescents fell in‘th'e good
adjustment range. Two adolescéntls havefhigher adjustmént than the
othef three adolescents. Table 22 reports fhe findings. “

Adolescent Scores: DAS,

Each adolescent fell in ‘tr\me good adjulstmentg range on each

.individual sdbscale. Scores on one subscale, attityde toward diabetes

and their body, consi'sten.tl.yc indicated poorest adjustment for each

k\‘
o 4
o

1



Table 21 : Mean Rater Score of Overall Coping
Abliity to Diabetes

\

Faynlllu

o

Adjustment Scale -
v LI T v Y v -
2 3 4 5
Famliies

)

50 - 116 good
1168-183 fair
183 - 250 poor

93
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adolescent. Table 23 reports the findings. . Again adolescent 1 ang 2
were assessed as having better adjuhtmentk than the other three

-~

adolescents.

Since this study was exploratbr'y. the intentién was to-geherate
hypotheses, rather than test them. None-the-less, the rel;:onship
patterns between variables can be dem;nsti'ated and so are p&opqssd
for further testing. Therefore, in this sectioh. the‘ patterns found im

the relationship between family 3nteractior'\ ‘variables and

- management of diabetes will be discussed.

n comparmg .the rating on the Overall Coping Ability of the

family to dtabetes score with the Global Health- Pathology Scale the
results are very similiar. The same family 'on both scales was rated
‘the healthiest. Likewise the same familyaon both scales had the

poorest adjustment. A differencé, how\ever,’was that even though the

e, Y

i

basic pattern of the tables were the same, the families. tended to

have higher ratings on their lavel of coping with diabetes than on



Rating

¥

Dep -ind 4

_Sch Adj.

Famx rel

Peer Adj.

An.  Body -

FXXX),

Familyj One
Family Two
. Family Three
Family Four
Family Five
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9

fF\mily i'nter.a‘ction. | | o B

n. comparlng the famlly scores on two scales, the results are

| very sumlllar (See Tables 17 & 22) Even though the Health- Pathélogy. j' '

o <

}Scale (Nas a global measure and the DAS score was a sum of scales

the results were nearly the same. The two famrlles 1 and 2, that

‘were r‘ated“the »healthiest'on'»the Global HealthaPathology Scale alsor '
- had the’_.{‘hlgh’est adolescent Ievels of total “adjustment on the DAS.

“Famlly 4, th’at had the least healthy score on the Global

Health Pathology Scale also had the ‘boorest‘ level of a»dju‘stment

" The pa‘tterns. that' emerged from the B‘eavers-'Timberlawn

| Famlly Evaluation Scale ' (Lewis ot ali' 1976) ‘and the Lehman:

“‘»Management of Dlabetes showed the relatlonshlp between family

functlonlngland,_drabetlc managernent. »'On‘both of these measures,‘

“healthy” ratings on family functioning f'or»familie\;s 1 and 2, as

[N



| measured by ‘the Beaver‘s-'Tim'berlawn. Fémily Evaluation Scale,
; .rlfad to hugh !evels of [managemeht, as meéured’ by the Lehnjan:'
(“ M‘.anagementkof VDiabe‘t-es.“ :vHowever, on the Bea\)ers-Ti_mberlawnb

- -,

‘diabetic‘q‘uestions, only Fémily 4 was an outlier and families 1,2,3, 4— /

P e o S « /
N and ‘5 had similiar assessments.. Perhaps the raters did not have /
. : . ./

enough information to rate the families accurately. | -/

cal nd Perceiv ’ t Di

The relationship between these two variables was ‘surprising.”
/

Family 2 was’ consistently rated the h‘efalthies:}t .on nearly all the
subscales on the Beavers-Timberlawn Fa-mily Eva‘luatio/n Scale (Lewis"

g /
et al, 1976) Yet on the diabetic control quest/a the adolescent

from Famlly 2 responded as often bemg ou/c of control Wthh
/ o

, . ) [
re‘pres.entsvat best a medlu_m level of control for an'ﬂ adolescent:

_,Conve‘rs’,ely', the adolescent in Family'_4, which was_assesse’d' as the
least healthy of these five families on the éeavers—Timberlgwn-’
Family - Evaluation Scale, responded to the diabetic question as being

"rarely” out of control, which represents a high level of control. The

relationships between both measures seem corisistent for Fami_ly ,1'.
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Family 1 has ;tad an assessment of “h\ealth and the response on the |
diabetic questions was ‘rarely,” or high control. Adolescent‘ 5
responded as being "never" out of control\'and ad:)lescent 3 responded
as "often” being out “pf control, yet, onl the Beavers-Timberlawn
Family Eva@n Scale, assessments Were very similiar between

-~ these two families.

Several possnb;lltues for the dlscrepanmes are as follows

First the questions may have,: .been ui’" stated Secondly, each

-adolescent may have lnterpreted,; o control" dlfferently The

® S ;
adolescent diabetic Ilterature suggest:; adolescents fall out of control

often, or have a medium level . of coxﬁn)trol Thlrdly, the adolescent'

AN

could have skewed their answers in orde’r to look better. : Lastly, an . ¢

-

adolescent may go -out of control often /during the ‘w"eek,, but

ey ]

cotnpensa"te by adjusting food, insulin, or exercf?, In further studles-;
-a more precise measvurke i‘s;n’eeded to assess metabolic control. Many
studies use hospital reports or blood tests,'such as the HbA1c. In
addition, using multiple me.asuresf.to assess metabo'licv control would -

" possibly give a more accurate measure:



”

A similiar pat‘ter,n,wés found on both measures, even though the

Vo Beavers-TimberIawn\Family_E'valuation Scale (Lewis et al., 1976) was
a fa-‘r,ﬁiily measure and the DAS was an indfividual measure. The
:f‘indings on both éssesséd families 1 and 2 as having ‘a better
assessment than families 3.4, and 5. | -
."There‘appears to be a relationshipbvetween'fyamvily intera?tion
'and.diabetic vmanage'melni.' A cleﬂa'r‘ pattern has emerged for a small
homogenéous sample, wnth _orily a narrc‘;w range of family functioning
and‘ diabetic control. With a broader ran‘ge”on both tﬁ_e_family
functioh,ing‘ ahd 'diab.etic management vari.able's, fhe patterhs might be
eveh\ clearer. This study ‘has laid .the grqundwork 'fovr' some fruitful
avenués of fufure lresearch." |
The pattern§_that were fqhnd betweeﬁ the variables 'a’ppear"to

suggest that the following hypotheses could be tested:

\, 1) There is a positive ‘relétionghipv on both the gllobavl and .subscale

&

scores of the Beavers-Timberlawn Family Evaluation Scale and the



global and sub ch:aIes of family measures .of' diabetic ~mé\\nagement;
2) kTh'ere is a positive rellationsh:ip on "bokth the globél _t’ and suﬁscalg |
“ écores of the Be’avers-TimberIawr}‘ F‘a'ﬁv\ilyy Evaluation éca\'le' and the
subscales and overéll scohres on the Diab’etic Adjus'tmer;t Sc_ale.' |

3) Ufher.e‘ is no. relationship b."etween. Qither the global an-d subscales
séores of the Beavers-Timberlawn Fén;ily' E.v‘alt‘;atiqrj_ Scale and
diébétic managem'eni as meaS_ure,d by _-the‘ad_qlescent's pércep.tiont of

being out of control in a given week;x'\

. A
e : \“‘A\’ S ?,‘k\‘
O SN %,
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CHAPTER 6

DISCUSSION AND SUGGESTIONS FOR FUTURE RESEARCH

This chapter ycontains‘ a discussion of these issues: the key
'resﬁltslof the study, the lmp‘ortan't methodologlcal l#sues ‘wﬁigh
emerged .during the study of far_nllY lﬁt‘eractlon and dlabetic

_ fhanag:ment in ,diabetlc farﬁilles. the "practical ‘significance of the
study, ‘énd recommendations. for future r_es'earch.‘
| Dlscuss?on of .‘Key‘Finvdlng}s

_It \;vas not surprising that all family interaction scdrgs’ in .this
,study%felll‘ within the héalthy range on the farﬁ_ily iriteract_lon index"‘
used, since part c;f the incl"usibn q}lteria Mor. the sémﬁl'e was - their

| perception that their family functioned well. A. distinct pah'tt.em‘, ét
‘variability emerged i‘or this appal",ently homogeneouls ‘gvroup.‘ Families
/1 and 2 were consistently healthlerﬁ than Family 4. This findlng
supportéd Lewis et al.'s (1976) sug"gestion‘tha‘tt there is "no single
thread” which describes healthy family interaction. N‘vo single thread
means.tl;at there is no abso"lute pattarn or reci:;e»for healthy'fafnillés.
%Howéver, ‘the Beavaf_s' Model cap help us see areas for imprdvemept in

- all families, which is the basis 'forvfaumil'yv enrichment. This is of

101
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‘parttcular importance for famllres whrch have to handle chronrc
mness, since it appears that when the. famlly is fu ptlomng well, the
illness is also in good control. | | \’; .
N ‘The Beave‘rs-.Timberlawn Scale appeared to, be s“iensitive enoubh
to detect varrabrhty among the famrhes Thex,pattern that emerged
.v from the data ‘'was that families 1 and 2 consistently scored the~
healthrest Famlly 4, on the other hand consrstently scored Iower
mdlcatmg a dlfferent pattern of famrly ‘#nteraction than the other
families. | |

In attempting to explainnthis variability amdng the far“nil_ies. an
individial took at each family is necessary. This is done in an
atterhpt :to» q.aptbirg the‘ t;nique ‘pattern o'f healthy,functioning which
characterizes: th; ;ltamvily.

In Family 1, each family member was open and expressed their
'feeljngs directly. During the ivnte_rview, “the adolescent was sornewhat
ur_et_icent, btrt wo_‘uld occasionally intr'oc'j'e.ct, 'statemenvts to allow her
viewpoint to be hlear‘d by her parents. | '
The mood and tone in this family was warm, posrtrve and

-

caring. They expressed supportrve statements to one another .when



L
iy

P 103

W

" negative feelings were expressed and listened attentively to the

‘person speaking.

'A.no'ther stren'gtt;n, of this f-‘amily'f\ Was }thev' way“‘that they\_
discussed is;ues and con‘tihued to stay on target. This ”f.anjily was .the
only single Wag_e earher fam’il.yl in %he grou;;, so the moth;r;s ”rble was
primaril}.. caring for he; family. Nevértheless, the husband and wife
had a respectfu.l-- level of nqgotiation betweeﬁ them, and they both

listened to their adolescent and drew out her viewpoint.

Thi§ family had members that were autonomous. Each member

e

- was visible and made his- or her views known, even though the

- adolescent tended to be quieter than her parents. They .took

responsibility for the‘ir‘.' own actions 'and allowed each member to
speak fér him/herself (e.g., "I feél,” "I think" kinds of comments).
Stréngih is evident in-the Osguciture of this family. In deciding

who had the power however, the coders disagreed. One said the

family was egalitarian and the other said the father was in control.

« Nevertheless, the power appeared to.reside in the parental coalition.

- Oné subscale rating which was lower than the others was the
8 ' : 0

parental coalition. The family coalition was viewed at 3 or a weak
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k_pare‘ntail coalition. In looking at the other ratings for this family,
this rating Sepms inconsistent. A possible explanation for this rating
‘was that during the observed part of the vidéq olip, one‘ of the
parents sided with th;a child. However, this score was well‘ within
the established range for"heal't;y functioning. |

Family. 2 was consistently rated the healthiest f“amily. The
affect in this familly was strong. Each family member shared
\,strengtﬁ«;ir‘,\_gxpressing themselves. During the intewiéw, the mother
'was more _soft,-spoken thaﬁf}qr.,husband or adolescent, but shé clearly
~éxpres§ed ﬁersélf. This farﬁily displayed humor and warmth toward
on}é‘anothe'r. They also allowed nﬁembers'to.disagree and listened
attentively to eéch other. »

lin negotiating, each family .member seemedv to take an active
part. The adoleécént displayed as much strength as the parents in
negotiati}\g. They wéré able to discuss issues thoroughly as well as
stay at the task. at hand. |
| Another ‘stren‘gth’of this family was(in ‘t‘h‘eir autonomy. = Family
members were ail distinct and stood out individually. They each took

responsibility for their own thoughts and feelings-, and did not talk '»
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for one another, yet were open to the ideas of each other..

4
@,

for the adolescent

L r

Ppower - showed a

The structure of the family was health

- e
= e IPy

stage of  development.”  The overt

domki’nance/submission ;Sattern. but each :fam‘

‘membe'r contributed
to decision-making. The parents had a strongh' lmon which meant

'they possess a mutually supportnv" The adolescent

showed respect for his parents, and the boundarlesy:between parents
and child were evident, yet the adolescent was given respect for his
maturit;/ level ar.u‘d the individual he was. As well, there was é'
closeness ar;wpng all mer‘nbers. Fmally, thls famnly wés congruent in
the way it viewed itself. They seemed to feel good ‘about being a
family and displayéd that typ'e of confidence.

Combined, familie; 1 and 2 were rated healthier than the other
three families'..on 10 out of the 13 subscales. Those subscales. were
as follows: expressive'ness.' mood and to‘ne, empathy, goal-directed
'negotia'tio_n_, self-con.cept, responsibiiity, invasiveness, permeébility.
closeness, and rﬁythology. All of these qualities, .éxce»pt self concept

and mythology, were also suggested as beihg associated with healthy

family ‘functid’ning in the literature (Béker & Lyen, 1981; Sargent &

R
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Baker, 1983; Satterwhite, 1978; Wishner &,O'Brien.e

Family 4, on the other hand, had a distinctl;\"‘a\different pattern
of fun‘ctioning:% on these~ see!es. It is not easy to pin;;\q’int the tactors
influencing this family's unique interaction pattern, In Ibéfmg at the
scales scores on mood and tone and closeness. may p;i)vude some
msrght These were two subscw in whrch this famrlys scores fell
out of the estabhshed healtx'r/ range In other words, in descrlbmg the
family, the coder‘s evaluated that there were overtly hostile,feelings
V present with this family, as well as indicafions of isoraiion and

! o
distancing from one another. The hostility or distancing, was not. at a

patholoeical level, but may reflect a;'r area for im‘proved; relationships.
In’being with . this, family, the distance" among family members could
be felt.

Those qualities that. were on, or near, the establishee'
comparison line reflect a family'whbse members hav,e 'dirﬂeylty in
expressing th’gmselves, and often speak for one another. They .have
more difficulty maintaining ernpathy for each other and were' i{ague
and somewhet hidden in o:;or'n‘n‘wunicating.w For example, ‘both parents
said that' the adolescen'r cals for her diabetes and she is" very

§ "j S ¢ o
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inaependent. Yet, when the adolescent said that she did not \knoyv\ it
her teachers knew that she had diabetes, the mother quickly said th‘at
 the teachers knew. It appears in this casé that thé mother fs
inconsistent. She verbally tells the adolescent "! trusf you,” but then

took respoynsibility.for- th"e\aqmescent by telling .the teachers about .

~her daughter's illness. At least in this case, the words and actigns
#

=
L

~ were not congruent. .
Td“;ummarize, this farﬁily had' more hostility and distancing
than .the other families. Family members tended fo speak for one
another, were somewh;t vague in communicating ‘and Were less
healthy in their emp’athy ior one another. Even though these
interaction patterns_weré present, this family still remained in the
healthy range.
\ In the “patterns lWhich Cofnprise 'heélthy family interaction,
there Nis "'no single thread." ~This indicatgs that there is no single
pattern describ;ing a healthy family. kAII of these families have

strengths, yet all have interaction areas that need some work.
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Tho Relationship Between Family Interaction And Diabeﬁc
. Management
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A relationship between family interaction and diabetic
- management is seen by the patterns shown in this small sarr;ple. The
relationshids demon'strated‘ assisted in the generation of several
hypotheses and led to several methodological sugge?tions.

In this study, ftahe complex r;lations:hip ‘between? If'amily
interaction and diabetic management has been observed. Several
studies have already established manége'rhen& of diabetes as a family
«iséué (Cerretb & Travis, 1934; Gwinn et al., 198-4; Klusédr"Hanlick. &
Abernathy, 1983 Koski & Kumento 1977 Kraemer 1982; Sargent &
Baker, 1983). Cerreto and Mendlowutz (1983) found management
is;ues to involve the complex interactibn of physical. ’psychological,
~ family, social, and environmental factors. Thé pattern of relationship
between family interaction aﬁd_ certaiﬁ aspects of diabetic
management was similiar (e.g., .global. diabetic adjustment, and
family in‘teraction): It was différent for adolescent perceived
diabetic control. - In the results chapter:'the r‘elatioﬁship between
family interaction ahd diabetic management wa;é reported on the

global and subscale measures. -
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On the first management varlabla; accepting and adjusting to

the realities of the disease measured By the Adolescent Diabetic
Ad]u;tmant Scéle: the éame 'pattorr"x emergad. On the DAS th§
edolescant in _Family 4 was less adjusted than the adolescents in ‘'
;amilies 1 and é. even though all families fell within the healthy
range. The relationship between tha Mo varjgbles suggests some™
pattern of relationship, but the scoring procedure on tﬁe DAQ has

some difficulties.
4

The DAS has been used in several studies (Beck, 1967; Hauser
et al., 1985, Rosenberg, 1965; Sullivan, 1979a, 19798} It seems to
be the best instrument designed to méa#ﬁre an adolescent's
'self-perception- of diabetic adjustment. The scdring of this measure,
however, needs furthel: assessment. For example, in scoring the
i;ﬁri:ment, when a réépondent circled the answer "doég not apply," he
- or she re'ce.ived a_zero. Some ,resp‘ondents'used this answer
frequently, subseqﬁently improQin§ their adjustment score. On the
school adjustrﬁent scale, the adolescent from» Family 2 marked "does
not apply." seven times for such statements as "l tell rhy teachers'l '

en) : | '
have diabetes” or "l would rather eat something | shouldn't than 'to -

B
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tell people | \qave diabetes The adclescent from Family 4 marked"
g
\ T - : S R

"does not apply e!even tlmes Specnflcly, the use "does not apply” on

N

the' subscale,. school adjustment rntroduced.surprlsrng_ffesults. The

¢

- »adolescent in Famlly 4 scored the best adjustment Ho‘Wever the

‘ score is questlonable sunce out of 8 questlons in the subcategory, the
adolescent only answered 2. It‘ is dlfflcult to speculate»vabout" the
factors whrgh mrght mfluence-thts“ klnd of response | Po\ssib.l'y the
" adolesc'e‘n‘t' did not understand the questid'ﬁs or wasrpsistant to -

answer- the ‘questions It s hard to determme whether this answer

really represented 'doesnt apply, Lof rf rt mdncated.that the

. ; SR
adolescents drshked the questlons The use of the response "does. not

_apply should be further assessed in future research or use of a mean o

Lk

score_ consrdered. | ’f
I‘ Lastly, in quyestions relating /t/o th.e attitude toward diabetes
. and}'the body, the adolesc\‘e?h-t's score‘s"w,from‘ Famil,y_ft; reflected mu’Ch
) Iess adjustment :thanvv all ,the Other._adolescents in the '-stUdy'.v vTh_e‘
| acceptance of themdtsease and _th'e"'int.luenc‘es'l on‘ the '_body must be
more ‘difficult f“or thi's;‘adoles'cent. ~Johns‘0n, and ‘»‘Rosenbloom‘ ‘('1982)

also. found fhe importance of body i’mag"e,to diabetic management.f

s ’
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ffient variable assessed in the present study

\\\\\

w.‘efs' ”cre'ati'hg a family m_anéé%r_nent' pattern conducive to managing the
djsease. (A family's generag,;.,,akl;flzlt(y‘t%f',f@n-ction appears to l.o»e lipke'd to
_t'heirb ability to handle a clh_ro.'ni,c illnéss. V;Fc}ir example, emotional
fluctuatigns may change the Ievel?of glucosé ih ihe »biood. ~Thus, when

@

- the family handles the level of stress. in théir famil_‘y‘well, diabetic
manavgemeAnt ‘is betfér° (Sim.onds‘, 1979; Tattérvgu 1981; Cérreto &
Travis, 1984; Jacobson an’dk,Lieb‘évi}ch, 198+ W e ot al, 1984).
Thgré éppears to be a relationship between family in_.t"e'ractivon (e.g.,
| b'o‘th global and specific aspect§ of fvami,ly interaction) ‘a:\dmce'r‘t,ain
“ah;pec't% i:f diabetié management.

The third managemén;t v\arigb"le was meas‘ur‘ed by the
adoléscenis peréeivéd level of diabetic control. The pattern of
, relations"hip -between family ivnteractionl and thi§ “management .
. variable 'was',d"ifferent than the 'pr'evious tWo. The relationship

°

betwpén faknily‘ interaction and -physiological control was not in a

sihﬁliar di'rection‘_. It may be that the measure Vfor physiological
k contrgl needs greater p‘re_cision than was present in this -study. The}

measurement of physiological contral, by this single question and by

R . b
) . . .

[=3
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the adolescerit's perceived assessment, mey be an inadequate meens
" A,d,,__'J:t-determini‘ng a physiological level of control.

In addition, using only the edolesce-nt's perception of fnetabolic
' control asee'sses only'insider information by the adolescent. Oleon &

Ryder (1970) stress the importance of using both insider and ou'tsid.er\-

“information.  The outSider information could be a metabolic
R . , .

: assessment, such(; eS'a doctor's report on levels of metebolic control; -
_o»r_:a 'quentitqtive measure of such things - es _the _.nu.mber of -
hosp,italizatione for diabetes, the number of in-eulin reactions, or fhe_
number of visits to the docétorT |
‘Also, in regards to' the diabetic control question, there is a
question about the reliability of the response. The adolescent from
Family »4'an5were.d- this quelst'ion»'by stating she was ”rarely;' out of
control which fepresents a high’ level of oontrol. Yet, one of the
~ sessions for. the study had to be. postponed since the adolescent had
expenenced a bad reactien—and had to. be stabullzed ThIS ma;/ have
been a one time experlence,‘or it rnay have happened more frequently

than- the adolescent was willing to admit. It does raise a question as

to the accuracy of the responses on the diabetic control question,

/
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especially in felatiqn‘ship to the other results for this :fa'mily.

In cc'.Jnciusion; there appear to be relationships between 'fa'rr1i|y"
+.nteraction measures a®d the diabetic managemeht measures, which |
suppp°rt the need for further ‘s‘tudy.‘ Looking more closely ét specific
‘issuevs, the pattern of results areu similiar, namély that the
felationship between family ‘interaction and diabetic management is
differer;t for Farhily 4 than for ‘families 1 and 2. The relationship
between famuly mtera::\tlon agd dlabetlc‘management is complex. The
results of this. study supports Cerreto and Mendlowntzs (1983).
argument that there are many factors influencing diabetié
- management. |

Managemént of diabetes is a 'compI?x area that n’eeds tq 'be
further sAtudi"ed. FO( this study only selec;f%d iséues of management
were chosen‘out of many choices. Theré are s’ti‘ll sevérél‘unanswe‘red
questions éoncerning diab&%g: management, sl:ch' as: Aré there some
’issuéS“of'di.abetic rhanagerﬁent which are more'likely to be influenced
by fémily interaction than others? How do physiological -and

adjustm'ent'measures of management relate to each other? Which

management issues are more crucial than others? Needlsss to Say,

"
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- further clarificatioﬁ of rr;anagement of diabetes needs to be done. |
| The pattern of relationships de»s_c‘ri‘b»ed between family -
interaction and diabetiq managerhent préseﬁts the area as a fli'Ui'tfqu

one for future research and gives clear support for further ‘tésting..

Msthodological Issues M_
. ‘Mk“

® The methodology used in research study involves the resolution

,.of spécific issﬁes. The present study involved observation and coding
of family interaction.  Thus, ,trainihg coders 'in the use of the
: meaSurement‘techniqu‘e‘s, a‘séessi'i{ig'coder Eeliability, ;nd’ cd‘rnparing '
global v’er'svus subscale analysis were of particular .interest.  As a .
result .of‘ this thesis, ‘several rﬁethodological né;tributi‘b'ns emerged.
These included develdpinga training design for coders, who used the

P e .
Beavers-Timberlawn FamilyiEvaluation Scale, and making suggestions

to refine the the use of Sullivan's DAS. Several of these issues lend to
‘methodological suggestions.
Training of code(S minimizes error and increases the wvalidity

~ of their coding (_Hay‘nes,-1978é). Training of raters is an important
: . B - .

part of an observational study. Both coders in: this Study were

TN
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- .experienced family therapists‘/-and they .did not see the need, or value;

of training for the coding task. In doing obsqrvational research,

however, reliability and validity are dependent upon the coders and'

the accuracy of their training (Hartmann & Gardner, 1981). Since the

training for the present study was planned according to the level of

accuracy achié\(e;i by the coders, tne‘total time commitment was -not

able to be determined until after the training was in process. Lewis

et al.; (1976) underestimated the lime necessary to train coders, so

his precedent was not very useful here.
In 'essence, the training involved. asking expérienced therapists
to do a novel.task. The task involved utilizing a specific framework

to assess family functioning. One of the coders commented that, even

though he knew systerns theory, using the Beavers-Timberlawn Family -

Evaluation Scale (Lewis et al., 1976) i‘nvolved a different pérspective.

Even though family"therapists use different _p‘e'rspectiv'es (e.g.,

theories snch as étrategic, Milan, structural) in their own therapy

‘pra‘ctice,’ they are often’ more comfortable with one or two. Thus,
taking on this coding task ngs not as simple as expectéd.

Using the Beavers-Timberlawn Scale required some fine skills

al
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of observafion and 'gssessment. For example, s.ome of the s“cales‘
appea‘réd to overlap (e.g., permeability »and empathy). For 4hat reason,
in training, the’ definition of each \ su_bscafe was c‘le‘arly writteAn"in“_
order for the‘ coders fol discern the differences ‘be.tween subscales.

It would appéar that in furthér studies, training codérs needs
to be appr.oached»from the perspective of i'nstfucting the coders that
theyvare trying éomething ner, an ihstrUment that lis» quite complex.
and their time commitment_depends on how Ioﬁg'it takes to. learn tl:ie__v ‘

intricacies of Beavers' concepts. This .approach would put the onus on

i/

the coder for time spent learning the coding, rather than on'the

researcher.

. E . .‘, B l- I -I-I ’
Inter-coder reliability is used by researchers to check
accuracy. AccUracy is fmportant to see if the data al"e» generalizable
across coders (Hartmén & Gardner, 1881). There are many different

statistical tésts of reliability: Cohen's Kappa, Chi square tests of

independence, coder agreemént and correlation.

The selection of an appropriate statistic for ‘determining

intercoder reliability prdved to be difficult. First, the sample waisl
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TR
o w;"{;: ‘

small land, secondly, it was homogeneous. The Pearson Product

L

Moment Correlation  Coefficient is not the best statistic for

homogeneous samples. . Yet, after&)consulting several statisticians, it

was égreed that the Pearson Product was still the bgst choice. One of

[

the reasons for using the Pearson Product method was to 'enablle‘ the
: ' i of ' .

N ’ : ’ A |
researcher to compare the  results with those of the
Beavers-Timberlawn study (Lewis et al., 1976), who likewise used it.

o v .
The interrater reliability achieved using the Beavers-Timberlawn,

‘have been modest at best in previous work. Wampler, Halverson, and

Moore (198,6') found .70 reliability, which was higher than Lewis et -

-at.,, (1976) but lower than Green, Kolevzon, and Volsler (1985). . The:

in'terrater reliabilities are low, as was the case in the present study.

- In addition, the homdgenous'character of the sample also may have

affected the correlation coefficient. Stil, uéing this statistic gave a
benchmark figure to assess the coders on their level of accuracy and

inter-coder agreement during training (Hartmann & Card-a- 1981;

’"Flaynes', 1978b). If reliability cén bé checked du}ing fra oy ten the

&

results should have better accuracy in attual coc g i~ future

' research, coders might utilize consensus coding to increase the levels
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of reliabiiity or simplify the vcode..
WW ‘

Another methodological issae which aroée was whether th)e
glo'b'al measure might be just as useful and less time consuming to.
.'utilize, than the entirg Beavers-Timberlawn Family E\;aluatioh Scale.
Sinc!e‘the Global H‘e‘alt‘h-PathoIbgy Scale reflected the same péttern
as the Beavers-Timberlawn Family Evaluation Scale, an argument may

be developed to justify uéing only the global measure and not

bothering with the other subscales. However, as this researcher

.....

\ Coa \
subscales took on ‘greafer importance. It gave the coder criteria for

an objective global as essrhent, which is more accurate than the
global measurement by itsélff A glc;bal measure separated frqm the
other subscales~would tend to be more subjeciive.
‘ Recommendations For Future Researcﬁ
Thé present study provided the basis for _the researcher to
generate the following reéommendations for futuré ‘research:

1. Refine the scoring procedures on the DAS.

2. Incorporate a more precise assessment of physiological control.

+
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3. Fu'rthe;‘l clarify which issues of diabetic management ére more
likely influenced by family interaction than others.
4. Refine the relatiohship between physiological, metabolic and
adjustxment measures of management. .
5. Broaden the samp!e to include a wider range of family functioning
and various levels of physiological cohtrol.
6. Retain the use of Beavers-Timberlawn Scale, but refin‘e the
training so the coder's take -responsibility for time spent learning the -
~ code.

The hypotheses which' were generated from this study include:
1. There is a positive relationsﬁip on both the global and subscale
scores of the .Beavers-TimberI;elwn Family .Evaluation Scale and the:
.global and subscales of family measures of diabétic management. -
2. There is a positive reiationship on both the global and subscale
scores of the Beavers-Timberlawn Family EValuation Scale énd the
overall and subséalé scores of the Diabetic Adestr;went Scale.
3. There is no relati_onship on both the global and subscale scores of
the Beavers-Timberlawn Family Evaluation Scales énd diabetic

management as measured by the diabétic adolescent's perception of
{ : '
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being out of control in a given week.

Practical Signifi

Preseﬁtly there are many "d\ifferéntgroups working with
families with diabetic adolescents. The Canadian Diabetic
Association in Edmonton, for example, ‘is one such group that does
enricﬁment ‘ﬁrograms_ for families with diabetes. If in fact the
rela%nghip 'b‘eern, healthy family interaction and good diabetic
management can_ Pq.f demonstrated, this may provide a more solid
. foundation for.farﬁ‘ily programming. The sugg_estiénﬂ that there is
~ variability ﬂz}ong even healthy jganes/ is also.;_,r.nportant. Famihes
often need assurance that there are many different ways to develop
effective patterns of functioning. Such informétion, if substantiated
or further rese'arclh, needs td 'Ee iptegrated into the educational
programs already established to help'fémiﬁes. Doctors -working with
diabetic fahili?s could use this ir_'\formation'. to enlist the family, as
an adjunct to any medical freatmént pl'an.y Lastly, this study has
demonstrafed that family the‘rapists' ’can_ use the Beavers-Timberlawn
Famfly Evaluation Sca_le to aid iﬁ evalugting families, since it can

~

_detect*differences in families. The scale, however, does need
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“Ftraining to enhance reliability. Hopefully, research of this kind will
contribute to comprehensive health plans for adolescent m’embers.

< -*

which racognize the important contribution of the family.

»
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2 University of Alberta ‘ Department of Family Studies ‘ i -
s - Edmonton : “ﬁmuhyanumcﬁannmn@ : - 182 “

Ci‘“-‘t}ﬂ'“‘(i 2H) 801 General Services Buitlding. Telephone (400 a2 K| i >

i '

o v . . October 9, 19806

~ ece ool o6 lsg
s, Natalie Gilman » K
Brunner/Mazel, Inc. : :

Box 419 , .
Larchmont, New York 10508

\

4
Y

Dear ﬂatalie:

Re: Copyright Permission.

The purpose of this letter is to fequest copyright
permiSsion to‘print the Beavers-Timberlawn Family LEvaluation
Scale (Lewis, Beavers, Gossett, & Phillips, 197G) in my

Masters Thesis.

-

Dr. Beaver's office has given verbal consent to use the
scale in the study as well.

Please send your response by Perolator Cou'rier.;o t he o
L]

followdng address: Dixie Lehman; BOx 387, High Prairic, AB
TOG 1EO. PH. 523-4815. o ; ' . N ‘

. _f ' . Sincerely, ’ .
| ~ s ] KQifﬁJ“ ;tLjh4ﬂﬁ”“
‘ Dixie Lehman ¢

10/16/86 Permission is granted to reproduce’ the Beavers-Timberlawn
. Family Evaluation Scale from No Single Thread by Lewis,
permigsion fee of $20.,00 payable to Brunner/Mazel, Inc.-

Please give full credit to the original source in accordance
with standard editorial practice. -
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| APPENDIX A
~|. BEAVERS-TIMBERLAWN Family
FAMILY EVALUATION SCALE* Session | k{
' Rater
‘ : ' Date
Instructions: The following scales were designed to assess the
family functioning on continua representing interactional
aspects of being a family. Therefore, it is important that you
consider the entire range of each scale when you make your
ratings. Please try to respond on the basis of the videotape
data alone, scoring according to what you see and hear, rather
than what you imagin_e might occur elsewhere.
. FAMILY AFFECT ) .
A. Expressiveness: Rate the degree to which this family
system is characterized by open expression of feelings.
1 \1 5 2 25 3 35 4 45
. [ 4 .
Open, Direct Obvious Although . No
direct exprassion Jrestriction some feelings expres-’
exprassion of fellings in the are expressad sion of
of feelings despite some exprassions there is feelings -
discomfort of some masking of A
™ feelings most feelings
B. Mood and Tone: Rate the feeling tone.of this family's
_ interaction. ’
1 1.5 2 25 .3 35 4 45 5
Usually Polite, with- " Overtly Dep;essed Cynical
warm, out impres- hostile hopeless
affection- sive warmth and
ate, hum- or affection; pessi-
orous and or frequently mistic
optimistic hostile with
times of
: pleasure : :
*Copyright permission granted.(See letter in Appendix A)



C. Conflict: Rate the degree of seemingly unresolved conflict.

i

3 35

1 1.5 2 2.5 4 45

Severe Definite con- Definite con- Some evi-

conflict flict with flict, with dence of

with severe moderate slight im- conflict,

impairment impairment pairment of without

of group -~ of group - group- impairment

functioning functioning functioning of group
functioning

D. Empathy: Rate the degree of sensitivity to, and
understanding of, each other's feelings within the family.

1 1.5 2 2.5 - 8 3.5 4 45
Consistent For the most part, ~ Attempted Absence of any
empathic an empathic re- * empathetic empathic
respongive- sponsiveness with - involvement, responsivi:ness
ness one another, but failed to

despite obvious maintain it

resistance
Il. GOALS

Goal-Directed Negotiation: Rate this family's overall
efficiency in negotiation and probleT solving.

1 15 2 2.5 3 3.5 4 4.5
Extremely Good Poor

- efficient
1. AUTONOMY

A. Communication of Self-Concept: Rate this family as to
the clarity of disclosure of feelings and thoughts. This
is not a rating of the intensity of feelings, but rather
of clarity of expression of individual thoughts and
feelings. ‘

132

5

Little,
or no,
conflict

. 5 ‘

Grossly in-
appropriate
fosoonses
to fenlings

5
-

_Extremely

inefficient

/Y.
U,
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(’»&’
. [
(e
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1 15 2 2.5 3 3.5 4 45  §

ey

Very clear , : SOm;wmt vague “ ' Hardly any- j
' and hidden , one s ever
clear

B. Responsibility: Rate the degree to which the family
members take responsibility for their own past,

present, and future actions.

1

o) « .
1 15 2 25 3 35 4 45 5. .
Members . ‘ Members sometimes Members
regularly are » voice responsibility rarely, if
able to voice ~ forindividual dctions ever, voice
responsibility but tactics also responsibil-
for individual ‘ include sometimes ity for
actions - | blaming others, - individual
speaking in 3rd . \ actions
person or plural

C. Invasiveness: Rate the degree to which the members

speak for one another, or make "mind reading” statements.

1 15 2 25 3 35. 4 45 5

Many - Occasional No evidence

invasions ‘ invasions of invasions
.
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D. Permeability: Rate the degree to which members are

open, receptive and permeable to the statements of

other family members. *

pE——

J . ’

1 1.5 2 2’.5..(3 35. 4 45 5

Very ‘ Moderately Members Members

4 open open frequently unreceptive
' * unreceptive

/

IV. STRUCTURE OF THE FAMILY
A. Overt Power: Based on the entire tape, check the term
that best describes your general impression of the

power structure of this family.

1 156 2 25 3 " 35 4 45 5

Chaos Marked Moderate Led Egalitarian
dominance dominance o

Leaderiess: no  Control is close Control is ciose Tendency toward  Leadership

one has enough o absolute. No to absolute. dominance and  is shared
power to negotiation; Some negotiation,  submission, but between
structure the dominance and but dominance most of the parents,

interaction. submission are ~and submission interaction is changing
the rule. are the rule. through re- _Jib the

: spectful “TRlUre of

o negotiation. the inter-

. ' *& ’ action.

If 2 to 4, indicate:
Who is #1 in power: Father....... Mother...... Child (SPECify)..............coceererrercrrreen

Who is #2 in power: Father....... Mother....... Child (Specify).......ccceeervemrreerecnenes



B. Parental Coalltllbns: Check the terms that best describe the
. relationship structure in this family. - \

1 15 2 25 3 35 4 45 5

Parent-child . Weak parental - Strong
coalition coaliton A parental
‘ : coalition

C. Closeness

1 15 2 @wes5 3 35 4 45 5

Amorphous, Isolation, Closeness

vague and indis- distancing with dis-

tinct boundaries ) , tinct bound-

among members . aries among
v members

D. The power structure, or ';pecking order” in this family is:

1 1.5 2 25 3 3.5 4 45 5

Hardto. - Relatively hard Relatively easy  Quite easy

determine  to determine - " to determine to
* _ determine
V. MYTHOLOGY °

Every family has a mythology; that is, a concept of how
it functions as a group. Rate the.degree to which this family's |

mythology seems congruent with reality.
' J

-
&

13§
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¢ R ‘ . .
1 15 2 25 3 35 4 4.5 5
VO& | Mostly Somewhat, Very K e
congruent E:o'n‘gruent incon‘gn‘mnt ‘ incongruert ' ‘

Manag_emgnLgLD_Labe_teﬁ Make your ratmg on the followung

scales, |mmed|ately after vnewmg the tape.

]

P © A. Knowledge about Diabetes
1+ ’ . . ) _ .
! 1 15 2 2.5 3 35 4 45 S
sgems very , seemod aware  knows about appearad to appeared
.. -awareof of disease and ~ diseasebut = notcare -ignorant
" various somewhat seemed about disease of disease
‘aspects ofg interested uninvolved - ‘
disease with o '
high interest e
. ) . ]
~ B. Empathy to Diabetic Adolescent Cy
1 15 225 3 35 4 45 5
Consistent - For themost - Attempted Absenceof  ‘Grossly -
- empathic ~ part, an . empathic any# inappropriate
~_response at - empathic _ responsae, - observable response N
~afeelinglevel ~ response ata . butfailedto empathic R A SR RERR
withone - feeling lovel maintain it - response
another withone -
- N e -+ another despite -
SRR - abvious resistence !
\ A2 IR \ ' -
: 1 . ) e ’ ,*),
C. Acceptance of Disease by Family , et



1 15 2 25 3,35 4 45 5

Most )

W .
1 .15 2 25 3 35 4. 45 5
Discuss openly  Discussed - Appeared - Begrudge Deny the
the implications - implicatigns apathetic about  having a child implications
of the disease  of disease _ the disease with diabetes of disease
within their . rather . ' within their
nuclear family reluctantly : family

D. Overall Coping Ability: Rate your impression of this
family's ability to cope with the management of
diabetes. R , . o

e
Good coping  Faircoping v ~Poor coping
 ability . ability . ability
1 . ;3 B .

Vil. GLOBAL HEALTH-PATHOLOGY STUDY

.Ci‘ré_lel the number of the paint on the following scalé which

bést describes this family's health or pathblbgy.

10 9 '8 7 6 5 4 3 2 1

a4

Heaithiest
Pathological

"

. ™

%
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Instructions tor the Family - Problem Solving Tasks

You

will now be asked to discuss some.real cases in which families like

yours are having ordinary day to day problems. Just like problems in your
family, there are often several different points of view.

You

1)

o

will have to decide these things.

First - What the problem really is?

Second - Te¥l us if this type of problem has ever happened to you

in your family.

Thi#d - Who is most responsible for the prob+em? We realize that
all persons in a conflict are somewhat responsible, but we want

you to decide who is most responsible. Choose only one. ‘Then you
should decide on the solution to the problem. We have given you
three possible solutions. None are perfect, pick the one you think
is most acceptable to you. o

‘Last - We also want you to tell us who should have the final say

in thls type of problem. Choose the person you think should have
more of a say, even if you think several persons .should have some
influence. ' .

_Please answer the questions by yourself.

&

. V;
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2

Instructions for Session !l

' Revealed Difference Technique
Last month we asked each of you to give us your individual

|deas to solving mn_e_gg_m_m,o_n_p_r_o_b_]emﬁ |n famrhes wnth adolescents

. ' i(:" 'j:r',t{a !
e %;gyt"m_te_e Wthh most of you said had happened and one
. I.J 2 AJ k -

or. more of you mdlvrdually. disagreed with the others about some part

of the problem Here is a copy of these three We'”want yoo to take

ten_mm.ute; for each situation and come to some il

\yi : '
about how it should be handled. That means you have“mmutes

total. You can write- your family answers on this sheet. After 8

minutes | will remind you so you can finish up the first situation‘ and

go on to the next. Are there any questions?

N2
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“ale Adol = _Neab,

t

STITUATIONS

Bob, ape 13, and Chuck, sge 15, are good friends. ' They have gone
to school together since kindergarten. Bob's parents had alwavs
1iked Chuck bdut they huv( heard from a neighbor that Chuck vas
picked up by the police last wveek for drinking. They want Roh to
stop seefng Chuck becsuse he might be a bad tnfluence on his. Robd
thinks his parents don't understand. He's old enouph to choose
his own friends. MHe tells his parents that they are treating him
11ke & baby and irefuses to talk about it any more. .

Xevin, age 13, has been invited to & party st Jane's house. She
{s 8 classmate. There vwill he about tventy kids there. Jane's

parents won't be home but her older sister will supervise. They
plan to hsve pizza and sit around ahd tslk. His pprcnah say no,
saying he s too vyoung. MWe tries to explain why he wants to po;
An argument develops and his parents say “That's thst!”

Marvin's, (age 14), father-has heen offered a job .An a town five
hundred miles ovay. He wufl lesve {n tvo veeks. School will be
out in three months. Marv doesn’'t wvant to change schools and
leave his friends. . Re 1s very upset. Wis best friend wvill let
hia ay at his houee. Wig parents don't think they have the time
-t0 sake the srrargesents to let Nim stsy behind. R

Y

v

é)ni, a 13 year old diabetic, has been {nvited to sleep at 1
q(rfynd'u house. Dad and Mom have never allowed Jay to spend the -
‘might without them, fearing that his insulin atght not be given
~properly. Jay vants to go and his parencs sre hesitant.

?Thorc fs a really good movie on T.V. that Jeff, age 13 vants to
‘wateh. At supper .he had ‘Jpat snnounced how much hosework his
teachers had piled on fotlw¥omorrow. The movie is one he has bdeen
vanting to see for quite svhile and 'is on fros 7:00,%0 9:390.

These sre the hours he and his femily have set asf “:o do
homevork. The family dors not ovn & video recordér. Jeff Insists
on wvatching the show. His parents insist he does his homevork.

Bruce, age 17, has deen keeping s journal ‘for the past two years.
Re wvrites his private thoughts and feelings dovn {n the fournasl.
One of hNis parents vent into Bruce's room to get .something and
found the journal. They found it interesting and read seversl
pages. Vhen Bruce came hose, he noticed that the journal had been
soved, so soseone had been in his roos.

e

Brian, age 16 1s gofng out to s show'with s group of hijs friends
tomorrov night. They want to go-to'the late show and &ut for
"something to est sfterwvards. All of Brian's friends don't have to
be 1n until 1:00, but Brian's curfev 1» 12:00. ®rian.vénts to
stay out until 1:00. - . a :

H
ot
v {

Xellev, age 15, is involved in smany activities. He {s out for
basketball with practices every night. Plano lessons also demand
slot of time. The youph clud meets several tiwes a veek. Vhen he
is st hose, he just vants to relax. However, his parents would

1the him to help around the house by doing his part as a fastly
sember. -

The Clutier family has tvo children. Olfiver, sge 17 has diadbetes
and he has & sister age 10, Mr, Clutier ts & contractor who works
frregular hours. Ms. Clutfer has been s howemsker for ten years
and has been around to do alot of things for the family., She has
decided to return to work as 8 nurse in the locral hospttal. Thiw
vill mean alot of changes for the family: no rides, and using the
bus more, sharing roles at-home. MNr. Clutjer doesn't think tt
will sffect him such. Ms. Clutier ts looking forvard to the
change. The kids aren't sure they will like the changes.

: .ot .
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Name

Date

Date of Birth

Please respond to the following statements by writing the number
that best indicates how you feel on the line at.the right. This is nota
test. There are no right or wrong answers. Please answer -honestly,
according to the way you feel right now.

X = Does not apply

1 = Never

2 = Once in awhile

3 = Sometimes

4 = Most of the time

5 = Always
1. | think diabetes is a serious illness.
2. " | control my diabetes myself.
3. 1tell my teachers | have diabetes.
4. | think | have too many dents and bdmps on my body.
5. | takk to my nondiabetic friends about my diabetes.
6. My brothers and sisters tease me about having diabetes..
7. 1think my diabetes is getting worse.

8. | wish | were more independent.

9. | think | would enjoy school more if | didn't have diabetes.
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A

10. | try to cover up-the bumpy areas on my body with my

11.

12,7

13.
14,

15.

16.

17.

18.

19.
20.

21.

clothes

= Does not apply
Never

Once in a while
Sometimes
Most of the time
= Always

X
1
2
3
4
5

‘1 tell my friends at home that | have diabetes.

| think my parents are more concerned about my
diabetes than about me.
, ) |
| get embarassed when | have to refuse food.

| wish | could run away.

| have to go to the bathroom more than the other
students at school.

| think I'm as good-looking as most other kids.

My friends at home deliberately tempt me to eat
foods | shouldn't eat.

.My parents expect too much of me. !

| would rather eat something | shouldn't thén tell
people | have diabetes.

| would rather have my parents control my diabetes
for me.

| daydream at school.
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22.

- 23.

24,
25.
26.
27.
28.
29,
30.
31.
32.
3
34,
35.
36.

37.

| wish | looked different than | do.
| enjoy eating with my friends.

‘X = Does not apply
1 = Never

2 = Once in a while
3 = Sometimes

4 = Most of the time
5 = Always

| feel like no one pays'attention to me at home.

| thiknk people with diabetes shouldn't get married.

My, parents act like diabetes is THEIR disease, not MINE.

School work is easy for me.

| have froublé sleeping.

My nondiabetic friends understand me.

My parents embarass me.

i get mad at rﬁyself when I have insulin reactions.

My mother is too careful or protective of me.

" | have fun at school.

| feel tired-—.
My friends at home tease me about my diabetes.
| feel like my parents punish me too much.

| would rather not tell people when I'm having a reaction.
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38.
39.

40,

41,

42.

43.

4§.
46.
47.
48.
49.
50.

51.

1 feel like I'n not hungry—--.

My fgtper is too carefui or protective of me.

| do well in school. I

| have too many insulin reactions.

X = Does not apply
= Never ‘
Once in a while
Sometimes
Most of the time
= Always

AP WD -
|

| think my nondiabetic friends would like me better
if | didn't have diabetes either.

| talk to my parents about my diabetes-—.

‘| wish | didn't have diabetes.

. People who have diabetes get too many'responsibilities

before they are ready for then.

‘1 have fights with the other kids in school.

It's harder to make friends when you have diabetes. "~ -

My parents act like they love m'e----. v

| fake my urine test reports-—-.

| take part in figuring out my own meals.

sﬁ&p y

| get discouraged in school.
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52.

53.
54,

86.

S6.
57.
58.
59.
60.
61.

62,

63.

1 play with kids who are younger than me.

co 148
| fee! like I'm "in control” as far as my dlabetes ! ‘
is concerned . —_—
| wish | had more friends. $ B p—
| get angry at my mother-—. ' —
| feel like not taking mwinsulin.‘ i —
X = Does not apply
1 = Never : .
2 = Once in a while B ‘
3 = Sometimes |
4 = Most of the time
5 = Always
| give my's@ﬁwy own insulin. | . o
| wish my teackers knew more about diabstes. .
I'm afraid I'll get very sick before I'm véw old. - ___ ,

8

| get angry at my father-—-. )

When I'm angry, | forget to take my msuhn

On snck days when | have a cold o@* thet;u l maﬁ@a
my diabetes myselt. / S
Igetin trouble in school. D
Yoo
.
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| 67. When I'm mad, | eat I%ore than usual.

68. | wish'l wasn't fat.
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" DIABETIC CONTROL QUESTION
| Ciréle the correct respdnSe.
* How often have you fallen on either side of the acéépta_ble range (for
.- the method you use to measure) in the past week?
L . o S
e . ’ ’ f;
a) never - . N v
" b) ;r'a“rely
o ofen = i | .
d) yéfy often ’
13’; . ‘ o
" @) always o |
o) aay
, . _
N -k .
L |
: . . { ‘
“» .
h i N - ///
0\ Y ’:?



satisfy your curiosity, read on!

Nov. 27, 1985

.-Dear

Are you surpnsed to get a letter from the Umversrty'? To

Th|s letter is in regards to the research' project which your‘

famlly partrcrpated in Iast summer. During the Iast lntervrew we

~asked you to complete a queastionnaire about drabetes For my

: research project, to complete my masters degree | will be lookmg at
part of that data. To be most useful however | need a little bit more

/ _
lnformatlon from you. - Therefore, some of fhese questions will sound
£ | ) ‘ ‘ //

familiar and some wrll be new. N

‘Would you please complete the 7lclosed form by following th'e |

g directlons.at the top of the page? Whe_n/,you are finished, go o\ver your

answers to make sure you have answer/ed each question. Then please

return it to me in the enclosed 'envelop4 Your answers will be used

“only for research purposes and thus kept confidential.

) : Please return the completed form by December 10th or earller
Thank you for your help. |
: §viencerely,
:FJ > ,;r , Lo N
3§ . 8 ‘ '
S50 rtrle Lehman

i 2
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Appendix B

Training Manual

1. Step wise Procedure

¥

2. Glossary of Terms and Description
) - S ‘

of Categories %+
3.' Detailed Description of Categories

4. Tests on Content Codes
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- TRAINING MANUAL FORCODERS | ;
. STEP WISE PROCEDURE o

Training Session 1 (2 hours)

1. Meet with both coders and distribute training manuals.
2. Explain procedures of the training, a brief overview of the
study, and discuss confidentiality.

3. Go through each section of train'ing manusél.” Discuss each
part and answer any questions.

4. Instruct Coders that tests will be mailed one week prior to .
the next session. A 90% accuracy score must be obtained
for training to proceed.

Training Session 2 (1 hour)

1. The 90% accuracy was not obtained by either coder by this
| session. ‘ |

2. Discussion and clarification of problem areas in
understanding the terms on the test.

B

v

Training Session 3 (2.5 hours) o ' 2

1. Review the test and discuss problem areas. Check for 90%
e _accuracy.

~——

2. Procedure for Coding tapes: :
a) View the tape (10 minutes minimum)
b) View tape again while glancing at the scale
c) Rate the Family




d) Discuss any questions

Lo ) View second tape for 10 minutes whnle glancing at the
. @ “ scale - ~ |
e f) Rate the Famlly

@) Decide which method was best
h) Review the Glossary and Detailed Descruptlons
i) Break for 20 minutes :
j) Proceed with tape 3 and 4
k) End of family tape - last ten minutes of Diabetic’
Section - Check for problems

Coding (2.5 hours)

. .1. Review those terms that were difficult.

2. View Family 1 for 10 minutes while glancing at the scale (tapes

12, View Fam 4 while glancing at the scale.

7. Break.for 10 minutes.

-+ were randomly selected for order).
3. Rate the family.

"4. View Family 5 while glancing at the scale.

5. RAte the farriily.

6. Review the Glossary and Detaiied Descriptions.*‘ '

. ,‘
8. View Family 2 while glancing at thie scale.

9. Rate the family. I \
~10. View Family 3 while glancing at the scale.

. Rate the fainily.
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13. Rate the family. |
14, Thank the Coders fdr Participation
Il. GLOSSARY OF TERMS AND DESCRIPTION OF CATEGOH!ES
\,,r ‘ (Lewis, Beavers Gossett & Phillips, 1976)

7 |. FAMILY AFFECT

A. Expragsiveness: Rate the degree to which this family
system is charactenzed by open expression of feelings.

1 15 2 25 3 35 4 45 5

Open, . +w»  Direct - Obvious Aithough . No
direct . - expression restriction some feelings expres-
expression “of hellngs inthe are expressed sion of
of foelings -  despite some = expressions there is feelings ™
| discomfort of some masking of t
feelings most feelings

Exm_ess,ue_n_ess_ measures the degree to which the famrly Yy
system encouraged the open communication of affect. l'o ,
further explain, in terms of family interaction, high
expressiveness 'reports inferactions which are characterized by
warmth. Members are able to express their individual needs
clearly, yet reeognize the limitations of others to meet those

needs. Quality of affect is not measured; only the openness of

‘expression. *
B. Mood and Tone: Rate the feeling tone of thls famnly S
interaction.
1 15 2 25 3 35 4 45 5
Usually . Polte, with- Overtly Depressed Cynical
- -wam, ~out impres- hostile hopeless
o affection- .- . sive warmth '  and
‘ ate, hum- -or affection; " pessi-
- orous and - or frequently . mistic
~ - optimistic hostile with ' '
" times of pleasure



Mood and Tone - refers to the overall family system mood of -

the family interaction. The family system may vary froma
warm, optimistic feeling tone to hostile, depréSsed and

hopeless moods.

C. Conflict: Rate the degree of("seemingly unresolved conflict.

-1 15 2 2.5 3 35 4 45 5
- Severe Definite con- -Definite con- Some evi- Little,

conflict flict with flict, with dence of or no,

with severe moderate slight im- conflict, conflict
impairment impairment pairment of without

of group of group group impairment

functioning functioning functioning " of group

tunctioning
’ .

Canflict - involves two factors. First is to determine if

conflict is present. The second factor is to determine the

effect of the conflict upon the functioning of the family.

| dos
D. Empathy: Rate the degree of sensitivity to, and
understanding of, each other's feelings within the family.
| s
1 15 2 25 3 35 #; 45 5
. Pt |
Consistent For the mostpart,  Attempted ¥ Absence ofany  Grossly in-
empathic anempathicre- = empathetic * ¢ ‘empathic appropriate
responsive- sponsiveness with invo.hvemem& . responsiveness  responses
ness one another, but failed to = . .. " to feelings
despite obvious maintainit

e N
-
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Emgmny_ the degree of ”sensi"tiv'itydio and understanding of
'each other's feelings within this family and to communicate
these feehngs The scale moves from consistent awareness

and responsiveness to oows;onal absent, and at the extreme,
grossly mappropnate responses to affect.

I, GOALS S

Goal-Directed Negotlatlon Rate this family's overall

offi c:ency in negotnatlon and problem solvmg

1 15 2 25 -3 35 4 45 5

Extremely Good o Poor Extremely
efficient , inefficient
 Goal-Directed Negotiation - This scale rated the effectiveness

' of the family's negotiations or problerﬁ solving. For example, a
family could have a strong pattern of dominant-submission and

although they could arrive at a solution to a task, no

negotiations_oocurred. Therefore, in terms of this scale, they -

would be extremely inefficient negotiators.
. AUTONOMY
A. Communication of Self-Concept Rate this family as to

‘the clarity of disclosure of feellngs and thoughts This

is not a rating of the intensity of feelings, but rather

159



of clarity of expression of individual thoughts and

feelings. o
1 1.5 2 25 3 35 4 4.5 5 b
" Very cloﬁ ' Somewhat vague Hardly any-
and hidden one is ever
‘ clear
Communication of Self-Concapt - is a family system
characteristic evaluating the autbnomy of the individual. This
~ scale measures the degree to which the family nouri_shes’, or
discourages, clear communication of feelings and thoughts. The
© important aspect of this scale is the quality of the clarity of
disclosure.
B. Responsibility: Rate the degree to which the family .
L] .
members take responsibility for their own past,
present, and future actions.
1 15 2 25 3 35 4 45 5
Members . -Members sometimes Members
regularly are : voice responsibility rarely, if .
able to voice for individual actions ’ " @ver, voice
responsibility but tactics also responsibil
for individual include sometimes . ity for
actions blaming others, " individual -
' speaking in 3rd : . actions
person or plural 4 ‘
Bespansibility - this scale measures the degree to which the
family system reflected family member's acceptance of
responsibility for their own thoughts, feelings and actions. At
one end families may avoid any communicated responsibility.
However, at the other end, families may frequently use 'l will B

or.'l feel' statements.
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C. Invasiveness: Rate the degree to which the members

speak for one another, or make "mind reading" statements.

1 1.5 2 25 3 3.5 4 4.5 5

Many Occaslonal , No evidence
invasions invasions of invasions

Invasiveness - this scale rates the extent to which a family
encourages, or tolerates, family mémbers to speak for one |
another. Many invasions, or speaking for another ("What ybu
really feel is...", "John, you are not hungry®) does not enhance
the development of autonomy. |
A
D. Permeability' Rate the degree to which members are
pen receptive and permeable to the statements of
other family members “

¢ [

1 15 2 25 3 35 4 45 5

Very Moderately - | Members ~ Members
. open open frequently unreceplive © -
} , unreceptive '
Permeability - this scale measures the degree to which a

family encourages the acknowledgment of the stated feelings
thoughts, and behaviors of its members Impermeable families
would fail to respond to a member vW\o repeatedly tried to be
heard. Moving the other direction on the scale, openness is the

~ greater a family attempts to listen to the thoughts, feelings

and behaviors of each member.



V. STRUCTURE OF THE FAMILY

| .. : N\,
A. Overt Power: Based on thq entire tape, check the terf,

that best describes your general impression of the

- power structure of this family.

> ‘; N .‘v‘m o o ‘4 -

“‘g“ . K ) \‘.‘,\;‘.“h :\
B 0 Py

. i*‘ wy Ch 162 i

f. T (l i N

‘1 1.5 2 2.5 3 3.5 5
Y
Chaos Marked Moderate Led Egalitarian
. dominance dominance . #

Leaderiess:no  Control is close Control is close Tendency toward Leadership

one has enough o absolute. No to absolute. dominance and is shared

powerto . negotiation; Some negotiation,  submission, but between
" structure the dominance and but dominance most of the parents,

interaction. -submission are and submission interaction is changing

the rule. are the rule. through re- with the
’ A spectful nature of ,
7 77 negotiation. the inter- -
; action.

if 2 10 4, indicate:

Who is #1 in power. Father

Who is #2 in power: Father...

......

......

Mother....... Child (specify)

..........................

..........................

.......

.......

Qvert Power - this scale measures the basic power structure of

the total family system. The wéy in which the family dealt

| with power is the organizing principle of this scale. The scale

uses an entropy model of moving from chaos to rigidity to

Aflexipility. An important element in determining the rating is

respectful negotiation or problem solving.'




&

, 8 ) o r
B. Pare‘nﬂt,al' Coalitions: ‘C”eck the terms that best
describe the relationship structure in this family.

£ - |
15 2 25 3 35 4 45 5

Parent-chiid " Weak parental Strong.
coalition : coalition : parental
coalition

. ) o ’
Parental Coalitions - this scale asks the rater to mabe a

-
imy e
:"&“') ) “
*+ « |
-
it o
4
A
_,‘,..‘
L] -
C e
M|
¥ B
LN | By
.QMV S
‘ 3‘.
¥ ',

-judgment regarding the strongest coalition observed in the

fa}{nlly The clinical and research data suggest the nature of

the pa_rental coalition is an rmportant factor in the overall
health ot the family.

- C. Closeness

1 15 2 25 3 35. 4 45 5

- members
-

s

ngse_ne_ss thrs rating scale involves two vanables the

= presence cr absence of boundaries between mdrvnduals in the

. ' ,_'famrly. and the degree of closeness. These two varrables

. | ‘reﬂect the concept of ego boundaries: "One must be separate in

order to be close .

A family system that reflected vague, unclear boundaries

!
3 'g i
tAmorp T “Isolation, e Closeness
"vigue 4 dmdss- DR distancing with dis-
' tinct boundaries - ' : tinct bound-
. among members " aries among )

!
*

-

4
.
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i

were atone extteme. in the middle are thgse famllres in whnch

7 the separateness of the mdquuals was clear but

were famulles with drstmct boundarres and demonstrated

o~ closeness "

. . . -
-
', .
PR -
’ R Y : » .
\ .

D. The power structure, or "peckin8.order” in this farily is: -~ , .

mterpersonally distanced; andtat the other end of the scale v

i

o :famlly Clrcle the number that best reﬂects your feelmgs

v about ratmg the power structure

mytholegy seems congsuent wnth reahty

~

‘ g L ‘ ‘ ‘ * . ; ,.f- ‘ .
'+ 15 %2 25 3’35 4 45 5
. ‘Hard to ‘Rlatively hard " Relatively edsy ~ Quite easy -
‘ -determine : determine“ ‘t‘o determine.‘ Coto
: ‘ - ' determine

(Q EQMLSJLthuLe this scale reflects the rater rather than the -

ns asa group Rate the degree to WhtCh this- famrly s

M ’ »"_ . ,‘ N ) Y R S ) B ) ' , ' \‘ . Lo .
. 115 2/ 25 .3 3.55’_;\4, “45 .5
‘ Vegy g ‘Mostly R J ~ Somewhat.- ¥ - Very
-‘coggruent . .- congruent - Sy h 'ineongruem-‘ incongruent
L R e o - o c " } ' “. S - '
“Mythology - thi scale; rateq a family on the degree to vg,hlch, L
Ea— % L « , . - " a . R . . . :
e A T T R A R |
o . o . Lo \..'1. S Sy gEt) o : : -
B B T R
o Y T - 8 s L -
G s i Y : R
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the family's conesptof itself was congruent with the rater's

~ appraisal of family behavior. Families, which may act and talk

~asif their family was 'normal,' despite the u'riderlying conflict, -~ | “
pain and/or despanr should be rated atone extreme At the . '\* :
other end would be a famlly who, mdependent of the level of | o
family functlonmg, saw themselves as they were seen by the ‘ L~
. ' e -
" raters. - o v ..* S
C : w )' F . -
/ & DR

VI M_anage_mgm_gf_QLabe_te_s Make your ratmg on. the followmg
scales |mmed|ately after vnewmg the tape

4
A. Knowledge about Diabetes (a family score)
‘1, 15 2. 25 3 35 4 453 5 |
T S T A
N ‘._ : . . S ,
- ;%f‘ ,ﬁd fﬁm& ‘f " S ’t |
. seemsvery -+ 508 are  knows a!':out appearedto _, appeared !
“awareof _ - of dtseas&.an_d ‘ dxsea',e but . not care . ignorant
various - % somewhat ' - seemed  aboutdisease . of disease
aspectsof  interested uninvolved '
disease with e . - \) ' .
high inte'rest'" , ' L . T
- R e . : . 1 )
Kngﬂlgggg_ab_g_ulmab_ete_a measures the awareness of the . f
'y basuc understandmg of the drsease Thefamrly may vary from a " "
‘high awareness to bevng rather |gnorant of the dlsease SR
} & Q o ," ,',,/’- 2
SRR ) ¢ " ¢ .,,‘E'"
_7. g V _ * B Y ‘ . ‘\
@ ‘,\: . 0 "
| A
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B. Empathy to Diabetic ‘:Adolescen_t' (:)arents)‘

1

.
. 1. 15 2 25 .3 35 4 45 5
‘ Consistent For tha most ~Attempted Absence of Grossly - i
_empathic part, an empathic any - .- inappropriate /
response at empathig . response, observable _response A
a feeling level response ata”  butfailed to empathic
with one ~ feeling level - maintain it - response
another with.one . ‘
' _ another despite
’ " obvious resistence : : ‘
v .
Empathy to Diabetic Adolescent - refers to the willingness of
~ the parents to be empathetic to the adolescents f%elings .
. R v R, - N
“regarding the disease. ‘ .
o I T C. Acceptance d‘f Disease by Family -~ . ceoor
: ‘ ; ¢ - .
115 .2 25 3 35 4 45 5 |
Discuss openly Discussed - ‘Appeared"' . Begrudge Deny the
the implications implications [ _apathetic about  having achild,  implications
of the disease  of disease thedisease with diabetes of disease
\gmﬂn thair rather . o within their A
nuclear famsly reluctantly ' family : (/ ;
Ac&emanssz_nﬁees,e_py_liamm measures how the farmly :
accepts the presence of the disease and its umphcatlons L
-
. ‘ ) | . W : . ‘
D. Overall Coping Ability: Rate your impression of this - # .
« | _ _ o 4
‘ ‘ . . ) 'vq. ] Q‘,b Fi . \ A
O \ | | My T L
S . . : - . . oo . . -

1 . 1



»
oy

| A e
family's ability to cope with the management of

» . diabetes. - . ‘

1 15 2 25 -3 35 4 45 5

Good coping | o * Fair coping - Poor coping
,  ability © ability o ability
. 2
Qxe_:alj_ngng.Ahum a general score for the ﬂamllys ability y
i to cope with the dlfferent aspects of the management of
diabetes. - ° L S oy
. 7 ) v ’ . H‘ .
« ' best déscribes this family's health or pathalogy. ey
L » -
10 9o 8 7 6 5 4 3 2 1
~ Y ) .
Most . - - o - JfHealthiest -
Pathological : . ‘
Y o |
Pathology -'this scale measmgs the general healthand . . .
pathology of the family system. After ratmg the five other ™ o -
ﬁ”‘ categorles give youroverall ratnng of this famnly SR . | »
6 ": G ‘A . + ‘ ) ‘ _ .
,v_. | , . » _ ‘u‘ . - ) ’!
- —\hb ’ ' o . A@
N ‘
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IIl. DETAILED DESCRIPTION OF CATEGOR|

"The detailed descnptlorts are designed'to specrfuce'tl'y
provide a clearer picture of the scales by giving examples of
each category. .

[

0. .
1. FAMILY AFFECT
W
A. Expmssiy eness’ ,
N o . .. "
o " 1:15 open, direct elffbssion. eg. Famrly members :
: \/ - . directly express themselves toastnkmg e . .
B Y it - ; o degree I ' A )
o .--~»f'u' ‘ o -
y } 25’25 drrect some discomfort. eg. Their wordg are .
o -yz direct, but possibly their body tangué |
’ ,,,expresses an uncgmfortableness
385 obvjous reanctlom,n the expression of some- St T
| - feelings"eg . These family* embers constrnct T
| - their emotlonal snde - g Perd
4-45 maskmg of most'feehngs. o = -
5 * no expression of feelings: eg. No: affirmation ':’ s
to each other, or famrly members repress their-- - & -
| affect. T - '
> . . . | N
— B Moog.or_‘l:on.a : |
N ’ ' » ‘ ST o
.- 1-15 ‘usuplly warm, humorous and optimistic. eg. A |
- positive, glowmg, fun atmosphere prevails i iny
thls famlly .
.. 2-25 pO|It9 without much wymth some hostrhty
. . w eg. Family members are somewhat stlff wrth o
DR ’ one another, ' L L
) - . ) ’ \‘ . ‘ - . ¥
é .. . < - - >
o . > ) * . 5
’ o



K
>
: fg;m ,/’\"ﬁfr

- , subdued mood wnthout open hostnllty .
4-45 d9pressed o ' < {
‘ ; .~ hopeless and pessimistic. eg. A negatlve\\
*  attitude prevails in this famlly

*

W . v "‘
. "
A

3-35 overtly hostnle eg. Fa*nlly members have a ;

C. anﬂig"x

interacts.

'3-3.5 tenséness, yet family's expression-isbarely .
S hindered. @ tenseness is felt, but the

- family mémbéfS cdhtinue to express

- themselves’ qlﬁefreely. S

4-45 the fﬁﬁly does not agree with one another and -
-, differences of opinion are allowed to be
expressed. eg. A trace of conflict is felt, but /
family member's expressions are not hindered.

‘5 . ‘The far}"xily easily agrees with one another.
. eg. Thereis a supportiveness of one another as
J negatwe feelings are: expr.essed ' .o
‘fDEmnﬂh! e

1- 1.5, Copsisteﬁt empethetic_re_s'ponsiveness. eg

4

e
P - AR R
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o v ‘ W  '7,.
o | ,Iistenmg attentively to the o@e speakmg, with
| / . eyes: directed toward the speakar L
v ‘ o ‘ _ - m._ « ) .
et 2-25 Empathetnc responsuveness with resistance eg.
r ' ~ listening to the-ane speakmg, but eyes a;e , .
h ”wondering | Seen R
‘ @ ‘ ‘ SR W“":L;:'Jli ‘. * ‘
| 3-3.5  Mttempted empathy, but failed to mamtam it. B0 DU
| ﬁ Tries to listen but allows mind to wonder T L
. ‘4-45 »Abs,ence of empathgtnc re‘sponslveness. eg. ‘
. . feeling of ‘Idne"s's to orre anoth'ér - p
5 = Grossly in ropnate responses to feehngs
' eg. Aperv ve feeling of cynicism, sneenng
and deprecéting ‘atitudes :
I.GOALS A 7 . - e
- ﬁQal “I[ﬁ ﬁﬂd Ng’ggﬁaﬁgn ‘ " . »
1 T :
1-1.5  Extremely efficient. eg. Good discussion by all
v ' family members and arrival at a solutnon by
staying on target ke y
J : o ‘;1 - :
2-25 Good. eg. All family memberastiscussed, but
discussion waffled around before commg toa , i
% solytlon o | | o
. . : . S ’ w
: . ) ‘ ’ . LRI
: '3-3.5 Medlum eg Dlscussmn and then hurried A g
K | + . through toasolutlon ' oo B "“‘, ;
4-45 - Poor. eg. Dnscussuon went off course and ng _
. one seemed to pull it back until a solutaon was )
; | qunckly made. . P | )
5. ‘ Extremely in"efﬁciq\,t’. ed."lots of disdussion, ,
E.‘l&r}ft :J



k2]

", butno solution.

AUTONOMY

[
L3

Ac.ammumaimms.elmnmem

Very clear eg. Fam|ly members feel
comfortable with uncertainty, ambivalence and
disagreement. Each memgeer is visible and
kndwn_ | 'Y

o e Do
"Less clear eg. There are blurred’boundanes

beﬂeen members. .

Somewhat vague and hidden. eg. Statements
about each other's behavior are often and -
risk-free. eg. "You're wasting our time, Johh,"
and "You're always interrupting.”,

4

4-45 Vague. eg. In trying to understand the faRily,
- communication.seems unclear.

.5 -Hardly anyone is ever clear. eg. Listening to ¢
the family gives the hearer a sense of .. ...
confusion. Lots of questnon asking, evasions

* and shifts of meaning, diffuse atfacks on
others and sarcasm or ridicule.
B, Bemnsmum
- *1-15 Vouce responsnblhty for actions. eg. Many "I"
’ statements are heard. "l feel, ‘Lwant.'
&,
2-2.5  Somstimes voice responsibility for actions.

[ ]
-

R

‘-". L M-mw s
o



3-35

C¥¥y C Ma.ﬂmnﬁ

Sometimes take responsibility but includes
blaming and speaking in 3rd person, or plural.
eg. Family members scapegoat, but may change
the one who is "it." Control of each other is
prevalent.

' .

Little responsibility for actions; more blémin_g

-

_and speaking in 3rd person or plural.

. Rarely voice responsibility for own-actions.
.+ ég. There is-a definite failure of members to
" take responsibility for feelings, past actions

and for future goals

Many invasions. Famuly members often talk for

- one another and show little respect for

another' s expenences '(May even double bind).

Frequent,invasions..

.

Qccasional invasions - once in awhile. .

_However, there is an attempt to limit and bring

every family member's inner life into
agreement with an invisible referee.

S
Almost never invade \

No ewdence of invasion. Each family rﬁember is,
allowed to speak for themselves. eg. Family
members have a sensitivity and respect for
other's thoughts and feehngs ‘

, D Eetme.aban(Receptlwty)
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. “" .§
1-1.5  Veryopen. eg. Receptivity t6 each other.
2-25 Moderately‘opan eg. family member listens

for awhile and then interrupts by talking over
another family member

3:35  Somewhat opep and somewhat closed - In
" listening to the family, they seem neither open

or closed .
, | \
' 4-45  Frequently unreceptive. eg. Family members
& try several times before they are heard. |
5 Unreceptive to one another. eg. Everyone talks

- at once.

y

IV. STRUSTURE OF THE FAMILY (based on entire tape) .

A, Qver Power

1-15 ""Chaos leaderless. eg. The conversations
seem to move in several dlrectlons .

S

2-25 Mariged dominance; control is close to absolute.
eg. Father is in charge.

- 3-35 Moderate dommance Some negotlatlon but
« ‘ dommance/subgnssnon is the rule. eg. Family '
S members can discuss, but Father has the final
o say. (Authontanan parenting style with a

depressive, compulsiva atmoshphere stressing | \

* no spontaneity

.

4-45 Led. Tendency toward dommance/submussnon ,
but family has good interaction among each
other. eg. Father may initiate the discussion,

- but allows each one to contribute.

[N
X,
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1.-1.5  Parent-child. eg. Mother and child contihually

-T-1.5  Vague boundaries among members. 9. Na... ..+ .,

174

5 ' Egalitarian. Both parents havejequal power and
flexibly. snfina k.

Barental Coalions
B. 3

agree against the father's opinion.

2-2.5 - Sometimes parent-child.

)

3-35  Weak par;ntal coalition. eg. Parent sometimes

sides with child, sopnetimes with other parent.
4-4.5  Firmer parental coalition. eg. Parents seem to

be in charge but allow child to have some

power. ° . NN i

"%

5 Strong parental cgialition. Clear boundary *

between parents

-

L]

C..Closeness 4 . . . .ﬂ;; T e

| " &

intergenerational distinttives; parents and o
children are the same.- N
-
2-25 Little separateness but closed emotuonally to | : ,
each other. 4 ' g ) -

3-3.5 Isolation. eg. each person is closed off by
"~ themselves; rugged individualism.

. L 4
4-4.8°  Separateness among members, but with a I|ttle ,

warmth. : ")
5 ., Closeness but with distinct bouLdanes o "

eg. There is a sense of individualness among '
. members, but a genuine warmth too.
. ~
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D. E.Q!ALQLSILUS:IHL& (reflects rater's feelings aboutthe *
family)

1 - 1.5. ‘Har‘d to determine. Difficult fo assess who is
in charge. eg. possibly no one is in charge.

2-2.5 Relatively hard to determine.
3-35 At fimes hard to determine; at other times easy e
to deiermune} ‘
4-45 Relatively easy to determine.
5 °  Quite easy 6. determine. eg. Obviously shared o
or one dominant member. . [ S ‘
V. MYTHOLOGY - | | B 2

| - : ‘ o B ‘&\
1-15 | Very congruent eg. Family sees itself the L

same as the rater. Myth provides a center for . \ |
-shar@d meanings. '

2-25° Mostly cbngruent,

3-3.5  Difficult to dajermine one way or the other.
Family may b§)concerned with social ~ ° S
appropriateness and then behavior is watched )
and controlled or may see themselves as second Z("”’” )
| ~ class citizens ang unworthy of respect or -
. : social power. The behavior is falrly congruent
“. *  butbehavioris not’ "appropriate.” eg Lack of
awareness of emotional p#m

S A 1,/1

: how thls famlly presents |tself is not hgmw

S:. | nVery uncongruént eg. The famlly says o&



thing and the therapist senses aneihera
IV. MANAGEMENT OF DIABETES
A. Knowtedge About Disease

1-15 High awareness and interest about the we.

eg- Desire to learn all about the diseas '

2.25 Somewhat mterested and aware. eg. ‘nly

“ had a nonchalance attitude but were aware of
the facts about the disease.

T

3-35  Knowledgable about the disease, but uninvolved. -

eg. Family members knew about the diseasb,

but separated themselves from the disease
management.

4-45 Appeared toghot care about the disease. eg.
- Seemed to he apathetic toward the facts, or the

. management, of the disease. O
5  Ignorant of disease. Did not know anything
~ about the d‘se and did not care to learn.
R
B. Emnathy_m.D.lab.ens.Admﬁmm
. 1-15 Conslstent empathetoc response. eg Family |
. members offered emotional supqort for the «
dlabetlc member.
C2- 2.5 Some iesnstance toward empathetlc response |
SR 3 35 \w <A!tﬁ¢1pted empalhyf‘bqt failed tq ‘aintain it. 7
R \ ‘eg Try to be supportnve but are notconsnstent.
4-45 . Absenee of empathettc response.. ‘
L} -

T



'.';:'ﬁ',s

.4‘>,

; Grossly inﬁropriate response eg The
~~ expectations of the diabetic member are -
* unrealistic for their stage of developmient.

5 | - \_,/-’

Discuss openly the implications of the disease.

1-15
: - eg. Family members can discuss freely and
" clearly the influences of thé disease on their
family.
2.25  Reluctantly discuss implications of the "
\ disease.
3-3.5  Appeared apathetic toward disease. eg. Family .
~ members do not care about the dlsease ,
.: ' ! \
4-45 Begrudge having a child wnth d:abetes »
‘ eg. Family members feel angry that dlabetes is
in their famnly ‘ A :
5 Deny the |mpllcations of the disease.
eg. Family members repress ary influences and
act as if the child does not have diabetes.
D. ng_:au_Q_Qmﬂg_Amhm (Clrcle the number thatbest e
’ descrubes thb family's copmg abmty ) ‘ - /
VI GLOEAL HEALTH-PATHOLOG'Y | e
A o
(Curcle the' number that best descnbes this famllys global — - !
health-pathology ) , | "
g, { - e

P . :-_,\ : .' ’n‘)
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4« V. TESTON CONTENT CODE

lee each of-the following a ratmg /
' . Expressiveness |

| o - Answer

If a family was usually p‘pen . :
 Ifafamily masks most feelings
If a family expresses no feelmgs
2. Conflict
A family has no underlying conflict
A family)i: some conflict, but does |

not seef
et

influence funétioning

xR

‘3. Communication of Self-Concept

~-Family members express themselves
clearly - .
~ Famuly members are very amblguous

in expressmg thegwselves

178"~
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]

4. Overt Power |

| t o e o
c' 4 ! ‘. . ) . ’
Control is close to absolute e e
. There s no leader o - T
P ' There is egalTanan Iqadershnp e
A ’ a . s 4’ \, i ; o * {A ’
‘ 5. Closeness '/ g
. ) . ’./' ’
. Family members have distinct boundaries R
Family mer;jberé are distant from each other | , A
| —' $ °s S ' o ' - e = .
"/,f " T - R ‘ \‘ o . ' ' ..‘ ”
6. Mythology o (K \ R L
The famlly was very congruent S -
The famlly was somewhat mcongruent - o
| 7. éqceptance of Disease :
. /‘ - 3 . o ’
. o . . ! '
L /; ~The family begrpgjges the disease in-— o :
VS their family T T
/ .
\,( Famlly members deny diabetes changes
\ - theirfamily e
\ ' » y . l_.“ . ‘ . - v ‘
\ 8. Mood and Tone
o , |
b



~.

™
™

~

Famlly member are pohte A

Famlly members re pessumlsnc and
4y i

hopeless ’

9. Goals

Famlly membqrs are aware b t do not
get involved with the dnsease
Famnly members are only somew hat

interested in the dlsease

11. Empathy .
Family members had inappropriate,

responses to‘f‘eelings

Family members had no empathetlc o

responsiveness B

. l180'r



| 'Femily membe‘rs take responsib'ility for o

€
| Members sometrmes take responsrblrty

 for own actions, but like to blame others L

Parents have a strong coalition

Parent-child coalition is the strongest

14. Empathy to Diabetic Adolq;cen't

. 'ﬁut give empathetic respanses. P

%]
a
R

12 Responsff)ility

[

therrownactlons | o

13. Parental Coalitions

B

5

Obvieus resistence towards one another

N

‘,ipathetrc responses were gnven

15. Permeability

. Famrly members are very open to

one’anotber - T .-
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: Mémb\ers“are fceque’ntly;untesponsive '

to one another -

'16. Power Structure

N .
It is easy to determine
It is relatively hard to determine
~17. Overall Coping Ability- -~
- : : i . )
The famiily had a fair coping ability
The family had good coping ability

18. Invasiveness

Family members.speak for themselves

- Family members have occasional

" invasions in coqversatiéns '
. . 2 ». T4
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Ansv'veyrs on Content Code

1.

}
' -1,
g -4,
5.
4-45

" 1-15

3'3-5 .

1-15

;ﬁ.{y-‘ o

10.

11.

12,

13..

2-25

1-15
4-45

3-35

2-25

4-4.5"

1-15

~ 3-35

15,

16.

17.

18.

1-15
4-45

| 4-45
2.25

3-35
1-15

- 3-35
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4-45 1718 .«
{ [
7.7 4-45 . 14, 2-25

5 A . . N ' 4.4.‘5 . . . . - A} ‘

/ ‘ ' : — -

' - \ Y
-~ Teston Terms
MATCHING - .
Match each térm to theé best definition by placing the

LY

letter of the term on the line.

1, EValuating the autonomy A. Expressiveness
of the individual |

2. __ Thedegree the family en- *+ B. Mythology
couraged the apen commun- ¢
ication of affect. " )

Q.
. N,
AN

3. __ Howthe family receives . C. Global Health-
. the disease ' . Pathology Scale
4. ___ Concept of how the family D. Communication of
functions as a group - . Self-concept
5. Presenceorabsenceof  E. Responsibility
boundaries between
individuals
.,6. ___Feeling tone of family's F. Acceptance of Disease
' interactions ” by family '
7. ___ Family's overall efficiency - G. Empathy to Diabetic
in problem solving ‘ - Adolescent



L
12

13.

14.

15.

16.

17.

18.

|
i

\

____.mokkv,erall rating of a family

— Degree of unresolved '

conflict

_ Degree family members _
speak for one another -
" | J

Parents relating to Ado-
lescent diabetic's feelings

___General Score for the

family's ability to cope
with the management of
diabetes.

»"Pecking order"

___Openness and receptlveness

to the statements of other -

family members

____Relationship structure in
+ this family

__Degree of sensitivity ’,
to, and understandmg of,
each other's feelings f
within this family : \

Basic power structure of
" the total family system

. Awareness of the basic -

understanding ofthe *
‘disease

H. Closeness '~'

I. Power Structuré B

. J. Invasiveness

a al Directed d

e gotiation

L. Parental Coalitions

M. Conflict

N. Overt power
O. Permeability

P. Overall Coping Ability -

Q. Mood and Tone

R. Empathy
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' 19. ___ Degree tq-which tamily S. Knowledge about
" members take respon- Diabetes
sibilify for their own " |
" past, present and future
actions.
| j

* ANSWERS ON MATCHING
1. D

2. A

3. F -

4. B

5. H

6. Q /

7. K

/ \

8. C / : —

9. M / \,

10. J / : —

1. G b )

i2. P

i
L, °



17.

18.

19.

)



