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ABSTRACT 

Families are now often the primary caretakers of 

severely psychiatrically disabled relatives, also referred 

to as the chronically mentally ill (CMI). As a result, 

families report experiencing stressors such as a lack of 

psychosocial resources, disturbance in family routine, and 

increased financial problems--in addition to feelings of 

guilt and embarrassment. 

Research has indicated that the families need 

education, support, and training in coping skills. La 

Frontera Center, Inc. (LFC), a comprehensive community 

mental health agency in Tucson, Arizona, provided both 

education and support to families of the severely 

psychiatrically disabled. The education essentially 

involved providing families with knowledge regarding 

schizophrenia; support was available through a 

task-oriented self-help group. The purpose of the present 

research was to develop a complementary coping skills 

training program, and investigate its effectiveness. 

The research was conducted through two separate studies. 

The first study compared subjects who received the skills 

training, and education, with subjects who received 

education only. The second study utilized members from the 
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LFC support/advocacy group who had previously attended the 

education class. One-half of these subjects received the 

skills training, while continuing involvement with the 

support group, and were compared to subjects who were 

involved with support only. In each study, subjects were 

randomly assigned to either the treatment or comparison 

group. Both designs involved repeated measures, with data 

analyzed according to an analysis of covariance statistical 

procedure. 

Though the hypotheses were not supported 

statistically in the first study, a number of results were 

statistically significant in the second study, and did 

support the hypotheses, including treatment subjects 

experiencing decreased anxiety, decreased depression, 

decreased conflict within the family, and increased social 

functioning and use of community resources. 



CHAPTER 1 

INTRODUCTION 

The deinstitutiona1ization process of the past two 

decades has accomplished the objective of decreasing the 

population of state mental hospitals. 

Deinstitutionalization is associated with the community 

mental health movement, created by the passage of the 

Mental Retardation Facilities and Community Mental Health 

Centers Construction Act in 1963. The purpose of the 

community mental health movement was at least twofold: 

"treatment and rehabilitation of the severely mentally ill 

within the community and the promotion of mental health 

generally" (Bassuk & Gerson, 1978, p. 4). 

While specific objectives may have been achieved, 

the global goals of deinstitutiona1ization have not been 

adequately met ("Report of Task Panel," 1978). In 

particular, the quality of community-based care has been 

questioned. For example, Messina and Davis (1981) 

suggested: "deinstitutionalization, that is, the 

redirecting of all services back to local communities in 

the least restrictive environment is a myth" [emphasis 

added] (p. 36). 

The mental institutions of the past had at least 

served to provide for the severely psychiatrically 
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disabled, "housing, reasonable nutrition, and health 

care"--though given the disadvantages associated with 

long-term confinement" (Turner & Shifrin, 1979, p. 3). 

Currently, marginal, or substandard housing is only one of 

the many problems commonly faced by this population, also 

referred to as the chronically mentally ill (CMI). 

According to a recent evaluation of residential community 

treatment in the State of Arizona, it was found that for 

CMI's "mental health services may consist only of recurrent 

hospital admissions, precipated by displays of aberrant 

behavior regarded as dangerous ... n (Braun & Associates, 

1981, p. 2). Some would suggest that a return to 

institutions, or at least the availability of long-term 

hospitalization, is essential for adequate care (L. 

Bachrach, personal communication, January 20, 1983). 

Adequate care for the severely psychiatrically 

disabled, as well as concern for their families, should be 

minimal requirements for community mental health; however, 

the "costs of such programs, fears of the people, stigma of 

mental illness ... discrimination against the handicapped and 

lack of accurate information," have all worked against the 

provision of these necessary services (Messina & Davis, 

1981, p. 34). Based on the national estimate that .02 of 

the population are persons with chronic mental illness, the 

State of Arizona has an estimated 7,800 CMI's (Braun & 

Associates, 1981), with a median age of 32 for those served 



by community mental health ("Annual Report," 1981-82). 

Clearly, the impact on the family, now responsible for the 

life-long care of a severely psychiatrically disabled 

member, could be devastating. According to Field (1979): 

Family support is, in some ways, just being 
discovered in the care of mentally ill persons .... 
It is certainly the case that parents of mentally 
ill people have a tremendous family problem to 
cope with .... Mental health professionals 'owe it' 
to families of mentally ill clients to help ease 
this burden. (p. 11) 

Perhaps the tenuous relationship of community-based 

treatment programs, with the families of persons the 

programs serve, is best summarized by Test (1981), a 

leading researcher in the field: 

3 

While more research is needed, already it appears clear 
that supports and services must be provided to family 
and community members to insure that the potential 
mental health benefits to clients of 
deinstitutionalization do not come at the expense of 
others. (po 78) 

Role of Rehabilitation psychology 

Preston and Janson (1982) acknowledge that while 

rehabilitation p~ychology historically has been associated 

with "providing mental health services within the 

rehabilitation system" (P. 208), the community mental health 

movement has resulted in rehabilitation being an integral 

part of the community treatment of mental illness. No matter 

what the system of intervention, "the rehabilitation 

psychologist works together with the client to limit the 

spread of negative aspects and to discover and develop 



existing and potential assets" (Dembo, Diller, Gordon, 

Leviton, & Sherr, 1973, p. 721). 

4 

One aspect of the work of rehabilitation 

psychologists and other rehabilitation professionals in the 

field of mental health can be called psychiatric 

rehabilitaiton (Livneh, 1984), and has been defined 

primarily in terms of skill development (Anthony, 1979). 

While the term "psychiatric rehabilitation" may erroneously 

connote medical treatment, it is important to note that 

within this concept of intervention "traditional psychiatric 

jargon and diagnostic labels are ignored. The model 

purposely disassociates itself from stigmatizing psychiatric 

categories and concentrates instead on client's skill-based 

strengths and deficits· (Levneh, 1984, p. 86). According to 

Anthony (Livneh, 1984), in contrast to the medical model of 

intervention which through the use of medications, "has a 

heavy emphasis on symptoms and symptom improvement" (p. 87), 

the psychiatric rehabilitation approach focuses on building 

skills and developing community supports .. . n (p. 87). 

According to Jung, Spaniol, and Anthony (1983), the 

rehabilitation goal for family members n • •• means assuring 

that they are able to perform the skills necessary to 

interact effectively with their disabled family member in 

their horne and community environment, with the least amount 

of support from agents of the helping professions" (p. 1). 

Those investigating the needs of these families have found 
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that knowledge, skills, and group support are essential for 

effective coping (Hatfield, 1979b; Jung, spaniol, & Anthony, 

1983; Mullaly & Bisbee, 1983). In addition, skills training 

has been recommended as an appropriate intervention in the 

reduction of stress (Dohrenwend, 1978; Meichenbaum & 

Cameron, 1983). 

As regards families of the psychiatrically 

disabled, few intervention models exist where no blame is 

cast. Bernheim (1982), however, offered a model that views 

the family as "basically healthy,." He suggested as a 

rationale for working with the family apart form the ill 

family member that "the patient's presence and behaviors may 

be stimuli for highly charged, ambivalent feelings that 

impeded effective coping" (Bernheim, 1982, p. 637). Such a 

model fits well in a rehabilitation approach, the philosophy 

of which has historically called for a focus on assets, and 

the development of coping behaviors as regards persons with 

disabilities (Anthony, 1979; Jaques, 1970). 

Definition of Terms 

The following terms were defined for purposes of 

clarification and explanation: 

Chronically Mentally III (CMI): Persons whose emotional 

or behavioral functioning is so impaired as to interfere 

grossly with their capacity to remain in the community 

without supportive treatment or services of a long-term or 

indefinite duration. 



Cohesion: Family Environmental Scale (FES) subscale 

The degree of commitment, help, and support family members 

provide for one another. 

Conflict: FES Subscale -- The amount of openly 

expressed anger, aggression, and conflict among family 

members. 

Coping The problem-solving effort made by an 

individual when demands made are highly relevant to his or 

her welfare, but tax adaptive resources. 

Expressiveness: FES Subscale -- The e~tent to which 

family members are encouraged to act openly and to express 

their feelings directly. 

6 

Family: A minimum of one (1) and a maximum of three (3) 

persons who were biologically, culturally, or legally related 

to a severely psychiatrically disabled person were considered 

a family in this research project. Family members must have 

been sixteen years old or more to participate. 

Independence: FES Subscale -- The extent to which 

family members are assertive, are self-sufficient, and make 

their own decisions. 

psychiatric Rehabilitation: Field of intervention which 

attempts to translate human problems into observable, 

measurable skills that can be taught. 

Rehabilitation Psychology: Area of professional 

specialty concerned with the prevention and rehabilitation 

of chronically disabling conditions. A prime function 



involves providing services to ameliorate impairment, 

disability, or handicap throughout the lifespan, and may 

include modification of social or physical 8nvironments. 

7 

Schizophrenic Disorders: (Definition derived from the 

Diagnostic and Statistical Manual III. The American 

Psychiatric Association, 1980). Disorders of at least six 

months duration, caused by no known organic factors, which 

may include symptoms such as delusions, hallucinations, 

incoherence, marked loosening of associations, poverty of 

content of thought, markedly illogical thinking, and 

behavior that is bizarre, grossly disorganized or catatonic. 

Severely Psychistrically Disabled: Term is synonymous 

with eMI. 

stress: stress may be experienced as a psychological 

and/or physiological event. In addition, stress may be a 

stimulus, or a response. As a response, stress, for the 

purpose of this study, will be defined by indicators such as 

anxiety, depression, and disruption in the families' home 

and social environment interactions. 

Skill: A behavior which is observable, measurable, and 

teachable. 

Assumptions Underlying the Study 

1. The samples of families used for this study were 

representative of a larger population of families 

of similar cultures and socio-economic statuses 



who have a severely psychiatrically disabled 

member. 

2. The family members participating in this study 

were essentially normal in terms of mental status. 

3. The instruments used in this study represent 

variables relevant to the concepts of stress and 

coping. 

4. Family members responded honestly and to the best 

of their ability on the instruments used. 

statement of the Problem 

8 

Because many severely psychiatrically disabled 

persons live with their families, or are otherwise 

dependent upon them for support, it became clear that the 

number of individuals directly affected by 

deinstitutionalization was far larger than the sum of those 

discharged. Clearly, not just the disabled persons' needs 

must be met, but the families' as well. 

La Frontera Center, Inc. (LFC), a comprehensive 

community mental health center in Tucson, Arizona, 

currently provides family education classes based on the 

model developed by Mullaly and Bisbee (1983) (See Appendix 

A). This model focuses on providing families with essential 

knowledge regarding schizophrenia -- a frequently diagnosed 

severe psychiatric disability. The classes are offered 

through the Consultation and Education services of the 



Follow-Up Unit, and are provided for families in the Tucson 

community who have a schizophrenic family member, whether 

or not the family member is a client of LFC. In addition, a 

support group has been formed of those individual family 

members who, having completed the education class, 

requested continued contact with each other and with LFC. 

This family group is also task-oriented; families work 

together, for example, to advocate for the needs of persons 

with chronic mental illness. 

While families reported benefiting from the 

education classes, and from the support group, they also 

expressed a need for training in specific skills related to 

coping with their ill family member (P. Ferris, personal 

communication, March 1983). Given this need of families, a 

concern to be addressed was, does skills training for 

families of severely psychiatrically disabled persons 

significantly affect the families in terms of decreased 

stress, and increased levels of coping? 

9 

Thus, the purpose of this study was to develop a 

skills training program for families with severely 

psychiatrically disabled members, and to systematically 

investigate the efficacy of the program. Families with a 

member who was severely psychiatrically disabled due to a 

schizophrenic disorder were included in the study. A 

rehabilitation approach, encompassing behavioral techniques, 

was utilized to develop the coping skills training program. 



statement of the Hypotheses 

This research involved two separate studies, both 

comparing the addition of a skills training component to 

previously existing services at a community mental health 

center. The separate hypotheses are listed below: 

Sub-study I 

10 

HI: The group receiving education, plus skills 

training will demonstrate significantly decreased 

anxiety when compared with the group receiving 

education only, both at the end of treatment and 

at follow-up. 

H2 : The group receiving education, plus skills 

training will demonstrate significantly decreased 

depression when compared with the group receiving 

education only, both at the erid of treatment and 

at follow-up. 

H3: The group receiving education, plus skills 

training will demonstrate significant increases 

in the level of coping responses when compared 

with the group receiving education only, both at 

the end of treatment and at follow-up. 

H4 : The group receiving education, plus skills 

training will demonstrate significant increases 

in both social functioning and use of community 
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resources, when compared with the group receiving 

education only, both at the end of treatment and 

at follow-up. 

HS: The group receiving education, plus skills 

training will demonstrate significant improvement 

within the family environment, as indicated by 

significant increases in cohesion, 

expressiveness, and independence, and 

significantly decreased conflict when compared 

with the group receiving education only, both at 

the end of treatment and at follow-up. 

Sub-Study 2 

HI: The group receiving support, plus skills training 

will demonstrate significantly decreased anxiety 

when compared with the group receiving support 

only, both at the end of treatment and at 

follow-up. 

H2 : The group receiving support, plus skills training 

will demonstrate significantly decreased 

depression when compared with the group receiving 

support only, both at the end of treatment and at 

follow-up. 

H3: The group receiving support, plus skills training 

will demonstrate significant increases in the 

level of coping responses when compared with the 



group receiving support only, both at the end of 

treatment and at follow-up. 
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H4 : The group receiving support, plus skills training 

will demonstrate significant increases in both 

social functioning, and use of community 

resources, when compared with the group receiving 

support only, both at the end of treatment and at 

follow-up. 

HS: The group receiving support, plus skills training 

will demonstrate significant improvement within 

the family environment, as indicated by 

significant increases in cohesion, 

expressiveness, and independence, and 

significantly decreased conflict, when compared 

with the group receiving support only, both at 

the end of treatment and at follow-up. 

Significance of the Study 

The study involved providing support, education, and 

skills training to families with psychiatrically disabled 

members -- services which have been assessed to be essential 

in nationwide surveys (Hatfield, 1983~ Jung, Spaniol, & 

Anthony, 1983). According to a national report ("Toward a 

National Plan," 1980), persons disabled by chronic mental 

illness have had "heart-breaking impact," requiring that we 

"learn more about the stress experienced by families of 



persons disabled by chronic mental illness, and how best 

to provide support to these families during periods of acute 

need" (p. 2:109). 

13 

The Community Support project of Arizona, part of a 

national program developed to meet the needs of the 

chronically mentally disabled and their families, also 

advocated for these services to be provided. Cheryl Fanning, 

Project Coordinator, reported an estimated 1,817 severely 

psychiatrically disabled persons live in the Tucson area 

(Pima County) where this study was conducted (personal 

communication, March 1983). According to informal surveys and 

comments from families involved in La Frontera Center's 

support groups and education classes, a skills training 

program was very much desired; subsequently the services to 

families were increased, and incorporated the skills 

training. The services collectively are known as the Family 

Support Project (FSP) (See Appendix B). 

Two LFC staff members were trained in facilitating 

the skills training model, with plans being put in place for 

the systematic training of additional staff in all five 

components of the FSP. The investigation also acted as an 

initial evaluation of the FSP; on-going evaluation is now 

planned for the entire project. 

Of further significance regarding this study was the 

fact that the intervention, and the research interest, both 



focused on the nonpsychia~rically disabled family members. 

Previous family intervention studies had been primarily 

interested in how working with families could support the 

"community rehabilitation of schizophrenia" -~ not how much 

intervention could directly affect family members. 

According to Jung, Spaniol, and Anthony (1983): 

.•• literature on coping and adaptation related to 
psychiatric disability has been extremely limited. 
Well-controlled research is conspicuously missing. 
Although some professionals and family members have 
written about the family's situation, many accounts are 
anecdotal and do not provide field tested suggestions 
and interventions. (p. 21) 

other than provide a needed service and evaluate its 

effectiveness, this study also provided additional 

information regarding the functioning of families with a 

psychiatrically disabled member. 

Limitations of the Study 

A number of limitations existed with this study. 

14 

Threats to internal validity included possible reactive 

effects due to testing (an acknowledged problem with repeated 

measures design), and the fact that the multiple measures 

employed were time-consuming for the subjects. The study did 

not include a control group, but threats to internal validity 

such as history and maturation were handled by utilization of 

comparison groups. In addition, the investigator conducted 

the skills training, so results could have been biased by her 

enthusiasm for the project. However, utilizing a co-leader 
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for the skills training hopefully balanced out this effect if 

it existed. 

Threats to external validity included a possible 

interaction between instrumentation and treatment. A strong 

point of the design was in using more than one study to test 

the skills training component (Cook & Campbell, 1979), as 

small samples were necessary due to the clinical requirements 

for skills training. The samples were self-selected, which 

would also limit generalizabilitYi however, in each case, 

subjects were randomly assigned to treatment and comparison 

groups. This would allow the results of the studies to be 

generalized to similar self-selected populations. 

Finally, although guidelines for conducting the 

skills training are available in Appendix D, generalization 

of results from this project to groups with different leaders 

would have to be made with caution. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

A general review of the relevant stress literature is 

presented, primarily the life events research which includes 

the life crisis of serious illness. Current theoretical 

observations regarding the associated concept of coping are 

also reviewed, including the response of families to chronic 

illness. The historical relationship of families to the 

illness of schizophrenia is briefly summarized. Emphasis is 

placed on current views of the famiiy, their needs, and 

recommended mental health intervention, including coping 

skills training. 

Stress and Coping 

There would appear to be general agreement that while 

the term "stress" "is not a rigorous scientific concept" 

(McGrath, 1970, p. 11) it maintains "persistent, widespread 

usage ... in spite of almost chaotic disagreement over its 

definition" (Mason, 1975a, p. 6). According to Christensen 

(1981), the concept of stress, originally an engineering and 

architectural term, was used "to refer to external forces 

impinging on a body" (p. 63). Currently, investigators of 

stress in both physiology and psychology more typically refer 

to stress as a response. However, the term is also used to 
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denote a stimulus, as well as an interaction between stimulus 

and response. 

Investigations of stress may be physiological with a 

biological emphasis, as well as psychological--most recently 

with a cognitive emphasis. The stress observed may be 

long-term, or "fleeting" stress (Chan, 1977). Areas of recent 

psychological research have primarily included investigations 

of life events, individual differences in the stress 

response, and the cognitive processes involved in assessing 

and coping with stress. Although this review will 

concentrate on current psychological research, it is 

important to note that Hans Selye, who popularized the term 

stress, first utilized the concept in biological research. 

Clarification of the term and its perennial importance as a 

concept can best be obtained through a brief overview of its 

evolution, as well as a closer look at the research conducted 

in the area of life events, specifically, the "life event" of 

chronic illness. Both the negative effects of association 

with such stress, and coping strategies are reviewed. 

The Advent of "stress" 

selye's (1974) classic definition of stress as "The 

nonspecific response of the body to any demand made upon it" 

(p. 27), appears consistently throughout his published work, 

including his more recent observations. This is remarkable 

only in that the concept of nonspecificity has been the 
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subject of much controversy and challenge in the stress field 

(Mason, 1975a). According to Mason (1975b), "No such 

universal or totally nonspecific responses, have been 

conclusively demonstrated as yet" (p. 32). In support of this 

assessment, he observed (Mason, 1975a): " perhaps the most 

widespread critical objections centered on the judgment of 

many scientists that Selye had underestimated the size and 

nature of the data base which would be required to support 

generalizations of such sweeping scope as those embodied in 

his theories" (p. 10). 

Mason (1975b) also pointed out selye's failure to 

identify mediating variables that may be involved in the 

stess response, and suggested that "the unrecognizible first 

mediator in many of Selye's experiments simply may have been 

the psychological apparatus involved in emotional arousal ... " 

(p. 25). Thus, he would argue that Selye's identification of 

a nonspecific physiological response may be appropriate to 

the stimulus of emotional arousal, but not to the proposed 

universe of stressors. 

Selye (1975), to clarify his position in the stress 

field stated: "I certainly did not discover stress, but only 

the stress syndrome" (p. 38)--that being, of course, the 

stages of alarm reaction, resistance, and exhaustion. He 

further acknowledged that in initiating use of the term 

"stress" to define a general response, it would follow that 
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stress is by definition nonspecific in its causation" (Selye, 

1975, p. 43). Causation, or the stimulus of the stress 

response, was generically referred to as "stressor" by selye. 

He stated (Selye, 1974), "The stress-producing factors 

technically called stressors -- are different, yet they all 

elicit essentially the same biological stress response" (pp. 

26, 27). 

The importance of Selye's research to the scientific 

community, is not questioned in the literature. Shaffer 

(1982), for example, suggested that Selye's most significant 

contribution was that "he reversed the traditional usage" (p. 

2) of the term stress. selye's conclusions, however, have 

been questioned, as has the meaning of his work for 

psychological research. According to Mason (1975a), the 

physiological field of stress research no longer flourishes 

-- stress research currently being more concerned with 

psychological stress. Mason (1975b) has argued, in 

conclusion, that "The evolution of psychological stress 

terminology and theory could proceed more purely on the basis 

of assessment of psychological data without the present 

pressures of trying to link psychological stress concept's to 

selye's essentially physiological concepts ... " (p. 31). 
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stress and Life Events 

According to Selye (1974), "Complete freedom from 

stress is death" (p. 32). However, psychological researchers 

have recently been focusing much of their energies on 

understanding the impact, and devising strategies to reduce, 

the stress of daily life (Christensen, 1981; Monat & Lazarus, 

1977). A common problem of interest to researchers has been 

the variability of individuals in responding to what 

investigators would consider stressors. The problem was 

adequately summarized by Appley and Trumbull (1977): "With 

the exception of extreme and sudden life-threatening 

situations, it is reasonable to say that no stimulus is a 

stressor to all individuals exposed to it" (p. 61). 

The subject of individual differences in stress 

research is related to current views regarding the importance 

of cognitive processes to the stress response. For example, 

according to McGrath (1970), "Emotional experiences, and to 

some extent physiological and performance measures, are in 

part a function of the perceptions, expectations, or 

cognitive appraisal which the individual makes of the 

[stressing] situation" (p. 76). Christensen (1981) similarly, 

raised the question of the individual who, in fact, would 

appear to thrive on the same conditions that others would 

typically find stressful, and suggested that "perception of 

personal. control over life events appears to be a powerful 
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variable influencing the stressfulness of those events" (p. 

917). Chan (1977) noted the complexity of the situation, and 

observed that it is also possible for the individual to 

respond variously to a stressful situation, perhaps on one 

occasion adaptively, and the next, maladaptively. 

The acknowledgement of individual differences, and 

the role of cognitive processes, in the perception of, and 

response to, stressful situations has resulted in 

considerable controversy. According to Chan (1977), "a life 

event or situation becomes stressful only when it is 

perceived as such by the implicated person or group as a 

result of awareness of unavailability or depletion of coping 

resources" (P. 89). In contrast, Shaffer (1982), argued that 

it was the change alone, associated with life events, that 

was stressful for the individual. Dohrenwend (1978), 

acknowledged this "argument" in the field of life events, and 

offered the following compromise: "On the basis of the 

evidence now available all we can say is that stressful life 

events seem to be events that involve change. The amount of 

change generally being greater when the event is undesirable 

than when desirable" (P. 3). However, the research-based 

conclusions of Vinokur and Selzer (1975), suggested that only 

undesirable events were related to stress. Similar to 

Dohrenwend, they also found that undesirable events required 

more adjustment than did desirable events. 



Chronic stress. Feldman (1980) suggested that "the 

intrusion of a significant illness, especially of a chronic 

and disabling nature, is a major life crisis posing a 

formidible challenge" (p. 14). Thus it is surprising that 

while severe injury or illness is frequently listed among 

indices of life events, notably lacking in the research is 

attention to those events which may also be chronic in 

nature. Perhaps it is that chronic stress simply does not 

always fit the researcher's definition of a life event. 

Dohrenwend (1978), for example, suggested "that although the 

immediate psychological reaction to a stressful life event 

may resemble one or another type of psychopathology, a 

common characteristic of all these forms of stress reactions 

is that they are inherently transient .•. " (p. 4). Dohrenwend 

further suggested that while there were three long-term 

outcomes to the stress reaction of a life event, that is, 

(1) psychological growth, (2) no change, and (3) 

psychopathology, the latter outcome would be the least 

expected. 

In contrast, according to Chan (1977, p. 90), 

long-term or chronic stress is characterized by "both 

instant fear and lasting change," and exists in a "close 

relationship" with psychiatric pathology. Other researchers 

have concluded that "when the stress is sufficiently 

prolonged and severe, nearly all will show psychiatric 
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symptoms" (Andrews, Tennant, Hewson, & Vaillant, 1978, p. 

307). Caplan (19Bl), for example, has investigated aspects 

of chronic stress through emphasis on "severely burdensome 

life events that involve losses or major threats to 

integrity and .•• valued goals" (p. 413). He included in his 

research, chronic stressors such as severe illness and 

injury, and reported his conclusion "that individuals 

exposed to such circumstances may suffer an increase in 

nonspecific vulnerability to a wide range of bodily and 

mental illnesses"(Caplan, 1981, p. 413}. In conclusion, as 

regards the relationship of chronic stressors to life 

events, it would be important to note that many life events 

thought to be unrelated stressors may, in fact, be 

manifestations of a shared, long-term stressor. 

symptoms of stress 

While the extreme response of psychopathology may 

not be typically associated with life crisis (Dohrenwend, 

1978), some degree of psychological and/or behavioral 

dysfunctioning is frequently associated with stress 

throughout the literature. This is particularly true of 

long-term stress (Chan, 1977). Unfortunately, as Dohrenwend 

and Dohrenwend (1978) observed, the "body of research 

results ..• indicate that life events are associated with a 

wide range of disorders and distress, but do not provide a 

clear picture of the nature and strength of this 

23 



relationship" (p. 9). However, according to Shaffer (1982), 

"when people experience many changes over a short period of 

time, they become vulnerable to exhaustion and disease" (p. 

29). Additional symptoms of stress include the disruption of 

cognitive processing and normal patterns of organization 

(Shaffer, 1982), problems with memory (Shaffer, 1982), and 

change~ in one's emotions, particularly increased anxiety, 

anger, and guilt (Andrews & Tennant, 1978; App1ey & 

Trumbull, 1977; Caplan, 1981; Curtis, 1982; Erickson & 

Swain, 1982; Shaffer, 1982). 

Additionally, physiological changes may be noted; 

for example, Monet and Lazarus (1977) reported that, "Under 

stress there are major outpourings of powerful hormones 

creating dramatic alterations in bodily processes many of 

which we sense as in the case of a pounding heart, sweating, 

trembling, fatigue, etc." (p. 5). It would appear, however, 

to be debatable as to whether or not psychological stress 

can actually cause physical illness. Vinokur and Selzer 

(1975) stated that "A growing body of research •.. has 

demonstrated the relationship between an individual's 

accumulation of life events within a short time span and the 

onset of physical illness" (p. 329). Selye (1974), of 

course, would concur, and identified high blood pressure, 

"cardiac accidents," and gastric ulcers as being stress 

related. Andrews and Tennant (1978) challenged the position 
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that stress, other than physical stress, could cause 

physical illness, and concluded that "stress may complicate 

existing physical illness and may lead to lifestyle changes 

which influence exposure to known health risk factors" (p. 

324) • 

Theories of Coping 

According to Monet and Lazarus (1977), the concept 

of coping is a "very significant and intimately related 

aspect of stress" (p. 7); they define coping as "efforts to 

master conditions of harm, threat, or challenge when a 

routine or automatic response is not readily available" (p. 

8). Coping strategies can be assessed as either effective or 

ineffective, based on whether or not the individual has been 

successful in reducing or eliminating the stressor (Shaffer, 

1982). Further, coping may be considered preventive, when, 

for example, the individual's behavior involves 

"anticipatory avoidance," or when the stressor is not 

allowed to develop (McGrath, 1970). 

Like stress, although much is researched and much is 

written regarding the concept of coping, little is clearly 

defined and little exists theoretically upon which there is 

agreement. Cullen (1980) stated that it is difficult to 

identify "a coherent body of theory for coping" (p. 301). 

Chan (1977) would agree, and stated that, in particular, "we 

know very little, in both theoretic and empirical sense, 
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about the whys and hows of adaptive responses, the operating 

mechanisms underlying processes of active and constructive 

coping with stress by competent and effective people" (p. 

99) • 

Theoretical coping paradigms include those derived 

from psychoanalytic theory and ego psychology, life cycle 

perspectives, learning theory, and cu1tura1/socio-eco10gical 

perspectives (Moos & Billings, 1982), and focus, 

respectively, on ego-defense mechanisms, developmental 

stages, cognitive appraisal with subsequent problem-solving 

behavior, and the relationship of organisms, or groups, with 

the environment. Current research reported in the 

literature, as well as theoretical observations, tends to 

focus on coping within the latter two paradigms. As regards 

the role of cognition, for example, Leventhal and Nerenz 

(1983) stated that the coping processes "draw on complex 

memory systems, abstract and concrete, and utilize plans 

developed for affective status and plans developed for 

problem solution" (p. 16). They view the individual as a 

"regulatory system" which in turn, is viewed as a "feedback 

system." The coping process is conceptualized as below: 

Input stage: Represents the stimulus field and sets' 

goals 
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Response Output or Coping stage: Provides for planning, 

selecting, and performing coping 

responses 

Monitoring stage: Involves attention to the 

consequences of the action in relation to 

the initial set of goals 

A succinct summary of the cognitive view of coping has been 

expressed by Cullen (1980): "Perhaps, the way to teach 

people how to cope is to teach them how to manage large 

systems in their heads" (p. 318). 

Folkman and Lazarus (1980), however, would argue for 

recognition of the "multi-dimensional quality" associated 

with coping. They have stated that coping must be defined to 

include "emotion-regulating" as well as problem-solving 

functions, and have conceptualized coping as a "shifting" 

process, where the different functions are employed based on 

the situation. 

Methods of Coping 

Researchers focused on uncovering methods of coping, 

or strategies of coping, tend to identify with either those 

investigating responses to "unusual" situations, such as 

serious illness, (e.g., Hamburg & Adams, 1967), or those 

investigating response to more common life stress (e.g., 

Billings & Moos, 1980; Folkman & Lazarus, 1980; Pearlin & 

Schooler, 1978). Both camps accuse each other of "neglect." 



Without becoming involved in polemics, it is clear that 

concerns regarding generalizability of research findings are 

valid--we can no more assume nnormative" coping responses 

apply in "unusual" situations than the reverse. Concern with 

"normative coping responses to normative life-problems n 

would appear to make up the majority of the literature and 

are reviewed first. Consideration is given to effective 

versus ineffective methods of coping. Additionally, coping 

responses in an "unusual" situation, that is, chronic 

illness, are reviewed. 

Coping with Life Strains. Pearlin and Schooler 

(1978), in a now classic study of normative coping, stated 

that coping was "the things that people do to avoid being 

harmed by life-strains" (p. 2). They differentiated between 

psychological resources, or personality characteristics, and 

coping responses, which they define as behaviors, 

cognitions, and perceptions. Coping responses were 

categorized by these researchers according to one of three 

functions: (1) responses that modify the situation, (2) 

responses that control the meaning of the situation so as to 

prevent it from appearing stressful, and (3) responses that 

manage stress. A major finding of the Pearlin and Schooler 

study was their observation that a nrange of responses," 

rather than even one very effective coping strategy was . 

preferred in terms of coping with life strains and ensuring 
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emotional well-being. A more recent study concurred with 

this finding (Mitchell, Cronkite, & Moos, 1983). Perlin and 

Schooler also found that men more often than women employed 

effective coping strategies, as did those with higher 

educations and incomes. 

Based on another classification scheme, coping 

strategies can be identified as "active cognitive coping," 

(attempts to manage one's appraisal of the stressfulness of 

an event) "active behavioral coping," (attempts to deal 

directly with a problem and its affects) and "avoidance 

coping," (attempts to avoid confronting the problem) 

(Billings & Moos, 1981). Using this classification in a 

study of 294 families, Billings and Moos (1981) found that 

women were more likely than men to utilize avoidance coping. 

Persons with more education tended to use active cognitive 

coping, as did those with higher incomes, who, in addition, 

used more active behavioral coping. 

Similarly, Folkman and Lazarus (1980), found that in 

the workplace, men more so than women tended to use more 

"problem-focused" coping (management or alteration of the 

person-environment relationship that is the source of 

stress), a strategy found to be more effective in work 

settings than "emotion-focused coping" (regulation of 

stressful emotions). Their subjects consisted of a 

middle-aged population who recorded their daily stress for 



one year. These researchers defined coping "as the cognitive 

and behavioral efforts made to master, tolerate, or reduce 

external and internal demands and conflicts among them" (p. 

223). Folkman and Lazarus also suggested that a coping 

strategy initially involves "appraisal," a two-phase 

cognitive process which first assesses threat, then 

determines what coping resources and options can assist. 

Building on the work of Lazarus, Moos and Billings 

(1982) offered the following classification scheme. They 

would consider the scheme "preliminary," and the categories 

of coping responses to be not mutually exclusive: 

Appraisal-focused Coping: Logical analysis 
cognitive redefinition 
cognitive avoidance 

Problem-focused Coping: Seek information or advice 
Take problem-solving action 
Develop alternative rewards 

Emotion-focused Coping: Affective regulation 
Resigned acceptance 
Emotional discharge 

Given this classification scheme, the focus on 

cognition as a primary component of the coping process is 

clear. specifically, according to Lazarus (1977): "Cognitive 

processes determine the quality and intensity of an 

emotional reaction. Such processes also underlie coping 

activities which, in turn, continually shape the emotional 

reaction by altering the ongoing relationship between the 

person and the environment" (p. 145). 
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Effective and Ineffective Methods of Coping. Moos 

and Billings (1982) report there is "growing evidence" that 

coping strategies such as logical analysis, cognitive 

redefinition, information seeking, problem-solving action, 

and affective regulation contribute positively to the 

individual's adjustment to stressful situations. Erickson 

and Swain (1982) reported that Rthe individuals' ability to 

mobilize appropriate and adequate resources determine their 

resultant health status" (p. 93). Clearly, a relevant 

concern in the field of coping would be the identification 

of effective and ineffective methods of coping, as 

ineff~ctive coping may also effect health status and 

adjustment, but not in the direction of well-being 

(Murgatroyd, 1982). 

Caplan (cited in Moos, 1976), a leading researcher 

of stress and coping, has deliniated characteristics of 

effective coping behaVior, Which appear to be congruent with 

the research-based information reviewed thus far: 

1. Active exploration of reality issues and search for 
information. 

2. Free expression of both positive and negative 
feelings and a tolerance of frustration. 

3. Active invoking of help from others. 

4. Breaking problems down into manageable bits and 
working them through one at a time. 
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5. Awareness of fatigue and tendencies toward 
disorganization with pacing of efforts and 
maintenance of control in as many areas of 
functioning as possible. 

6. Active mastery of feelings where possible and 
acceptance of inevitability where not. Flexibility 
and willingness to change. 

7. Basic trust in oneself and others and basic optimism 
about outcome. 

A final word of caution has been offered by Billings 

and Moos (1981): 

Further assessments of the effectiveness of coping 
must consider the individuals' baseline level of 
functioning as well as the conflict in which coping 
takes place. Impaired functioning may be both a 
cause and a result of an accumulation of unresolved 
stressors which themselves may stem from a failure 
to respond with appropriate coping responses. (p. 
154) 

Coping with Chronic Illness--The Family Response. As 

stated earlier, Caplan (1981, p. 414) has focused his 

research on responses to "severely burdensome life events," 

and has determined that in these instances, the coping 

response can best be understood "in terms of four 

interdigitating phases": 

Phase 1: Behavior that changes the stressful 

environment or enables the individual to 

escape. 

Phase 2: Behavior to acquire new capabilities for 

action to change the external circumstances 

and their aftermath. 
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Phase 3: Interpsychic behavior to defend against 

dysphoric emotional arousal. 

Phase 4: Interpsychic behavior to come to terms with 

the event and its sequence by internal 

adjustment. 

Caplan's paradigm can also be utilized as a 

structure for understanding family coping responses to 

chronic or serious illness, or injury. For example, Hamburg 

and Adams (1967) reported that a first step for parents of 

children with leukemia was information-seeking behavior to 

facilitate "resolution of the problem of responsibility for 

a highly undesirable event" (p. 279). Clearly, this is 

behavior congruent with Caplan's Phase 1. Similarly, Power 

and Dell Orto (1980), investigated the impact of disability 

or illness of an adult member of the family, and concluded 

that the reduction of family tension, and progressive 

movement, could not occur if families remained unaware of 

the nature of the disease or injury, as well as subsequent 

implications for the ill or injured family member. 

Concerned with bridging the two fields of research, 

individual coping responses and family coping responses (a 

task described as "formidib1e"), a research team led by 

McCubbin, has defined family stressors "as those life events 

occurrences of sUfficient magnitude to bring about change in 

the family system" (McCubbin, Joy, Cauble, Comeau, 
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Patterson, & Needle, 1980, p. 857). This team noted in an 

extensive review of the literature that methodological 

concerns interfered with assessing the family's coping 

response, that is: 

The specific hardships associated with the stressor 
events have been either ignored or obscured, so that 
it is not always clear whether the family's 
difficulties and hardships are part of the response 
or whether the hardships are an inherent part of the 
stressor. (p. 857) 

The paucity of research focused on the family coping 

response to chronic illness of an adult relative becomes 

even more stark as "major thrusts" of family stress research 

are identified to be in areas such as "conflicts resulting 

from women participating in the labor force," or "the 

hardships and adjustments fathers experience in response to 

the changing role of women" (McCubbin, Joy, Cauble, Comeau, 

Patterson, & Needle, 1980, p. 859). 

McCubbin (1979), however, has described the areas of 

competencies families must have to respond effectively to 

stress, that is: 

integration and adaptability in order to withstand 
the social and psychological stresses to which it 
[the family] may be exposed ••. [and] coping 

behaviors directed at strengthening its internal 
organization and functioning, at procuring 
community and social. supports, and in some cases, 
at directing, reducing, or eliminating the sources 
of stress [emphasis added]. (pp. 237, 238) 

More specifically, McCubbin described family coping 

behaviors as, for example, seeking independent medical 
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experts as consultants, seeking families in similar 

situations for guidance, talking with neighbors for support, 

and asking relations for help with some family tasks. 

According to Reiss and Oliveri (1980) "severe stress 

may overwhelm any semblance of family organization" (p. 

438). In accord with this observation, it has been found for 

example, that having a disabled child in the family was 

related to lower family cohesion and less "family social 

connectedness" (Moos, 1984). Reiss and Olivera (1980) would 

also suggest that "cultural definition" determines the 

extent of stress, while family definition determines the 

coping response. Degree of hardship is here included in 

cultural definition. More specifically, as regards family 

response to chronic illness, steinhauer, Mushin, and 

Rae-Grant (1980), have delineated several factors which 

could be considered determinants of "degree of hardship," 

and which may also influence family definition: 

-The severity of the illness, the likely prognosis, and 

the availability of an effective treatment. 

-The age of onset of the illness, and of diagnosis. 

-Presence of pre-existing emotional disturbance within 

the family. 

-The nature and effect of the illness itself. 

-Effects of program of home management and restrictions 

on family life. 
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-Presence or absence of other affected siblings. 

-Repeated hospitalizations and surgical procedures. 

-Cost of illness" 

Reiss and Oliveri (1980), further suggested that the 

process of family response to stress includes three forms 

which may occur in any order or simultaneously: definition, 

trial action, and commitment to decision. This process may 

be contrasted with McCubbins' (1979) summary of effective 

family coping behavior which includes the management of 

family stability and individual anxiety, the procurement of 

social support, and both individual and family efforts at 

"direct attack" upon the stressor. 

In addition to anxiety, other emotions which have 

been found to interfere with family stability when the 

family is faced with chronic illness are feelings of guilt, 

responsibility, self-blame, depression, resentment, 

rejection, denial, and negative reactions to extended family 

and community involvement (steinhauer, Mushin, & Rae-Grant, 

1980). Of grave concern as regards family coping is this 

latter reaction as several recent studies have underscored 

the importance of social support for families coping with 

stress, and chronic stress in particular (Caplan, 1981; 

Cobb, 1976; McCubbin, 1979; Unger & Powell, 1980). 

In summary, the literature regarding stress and 

coping would indicate that while stress, and in particular 



normative stress, is becoming of increasing interest to 

researchers, as is the family's coping response to such 

stress, non-normative stressors, including chronic illness, 

attract less interest. The exception might be families 

coping with the chronic illness of young children. Although 

much general information can be learned from this 

literature, a review of the recent literature regarding 

families and the experience of chronic mental illness, 

reveals more specifically the stressors and coping 

strategies of the family with an adult psychiatrically 

disabled member. 

Families and the Severely psychiatrically Disabled 

To understand the stressors and coping strategies 

of families with a severely disabled member, a brief review 

of the historical relationship of families and mental 

illness is in order. In addition, current views of the 

family are explored. Research regarding the families' stress 

levels, coping needs, and recommended interventions is also 

reported. 

Historial Relationship of Families and 
Mental Illness 

Families, parents, and mothers, in particular, have 

historically been identified as causative agents in the 

etiology of mental illness, and of schizophrenia, 

specifically. For most professionals, these theories are 
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history; however, the stigma of such beliefs remain and the 

literature espousing them is available for the distressed 

family member seeking information. For example, a classic 

psychoanalytic reference to the mother's role in producing 

schizophrenics is as follows: "The schizophrenic is 

painfully distrustful and resentful of other people, due to 

the severe early warp and rejection he encountered in 

important people of his infancy and childhood, as a rule, 

mainly in a schizophrenogenic mother" (Fromm-Reichmann, 

1948, p. 265). In reviewing the literature characterizing 

the parents of schizophrenics, Torrey (19B3) found that 

mothers were variably described as aggressive, rejecting, 

domineering, and insecure, £I fussy, and overprotective. 

Fathers were described as inadequate, passive, and 

indifferent, or assaultive, brutal, and overwhelming. 

In the text, Schizophrenia and the Family (Lidz, 

Fleck, & Cornelison, 1965), a prominent research team headed 

by Lidz studied 17 families in a case study approach and 

made the following observation: " •.• the parental home was 

usually markedly unstable, torn by family schisms and 

constant emotional turmoil, and frequently patterned 

according to the whims of grossly eccentric and abnormal 

personalities"(p. 35}. Of mothers, in particular, the 

observation was made (Lidz, Fleck, & Cornelison, 1965): -The 

boy cannot remain part of the mother and be a male, and the 
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girl achieves little by identifying with mother because it 

is apparent to her that mother is basically a failure" (p. 

64). Fathers, on the other hand, were somewhat protected in 

the researchers' conclusions. A lengthy quotation is 

necessary to reveal the questionable nature of their 

conclusion that fathers, in general were not to blame (Lidz, 

Fleck, & Cornelison, 1965): 

The fathers presented poor models and offered 
little support to the children and, quite aside 
from the mother's deficiencies, went a long way 
toward creating a family environment which was 
oistorted and rent by schisms between parents over 
the fathers' bizarre ideas about the raising of 
the children. However, it must be repeated that 
although few, if any, of these fathers functioned 
efectively as parents, we do not believe that such 
fathers are specific to the families of 
schizophrenic children .•.• The difficulties of the 
mothers of schizophrenic patients have been 
presented by others, and we ourselves will in 
future studies attempt an analysis of them for the 
families we are investigating. (p. 117) 

In summarizing their work, these researchers concluded 

(Lidz, Fleck, & Cornelison, 1965): "Schizophrenia is, in 

essence, regarded as a deficiency disease, resulting from 

the family's failure to provide the essentials requisite for 

reasonably integrated personality development" (p. 376). 

Parents may also have been charged by theorists with the 

intentional arresting of the child's development, that is, 

to have had a "deep-seated desire to suppress 

..• emancipation" (Boszormenyi-Nagy, 1962). 



Consistently, then, psychoanalytic theorists, among 

others have implicated the family in the etiology of 

schizophrenia. Mosher (1969) evidencing the spirit of these 

theorists, stated: nWhat is striking, and in need of 

emphasis, is the uniformity of reports from investigators 

... which describe unusual types and patterns of thinking and 

communication in these families and which has provided a 

major new direction for research into the etiology of 

schizophrenia n (p. 44). 

Family systems theory, while not stating that the 

family caused the mental illness of one member, does 

maintain that all members of the family are equal 

contributors in a pathological condition that is evidenced 

by the disability of one member. For example, Jackson and 

Weakland (1959) suggested that the schizophrenic's behavior 

was simply a caricature of the behavior of the rest of the 

family, and served an nimportant" function. That the 

individual client cannot improve until the family makes 

changes was a basic tenet of family systems theory (Haley, 

1962). Haley (1962), who attributed the origin of family 

therapy, in part, to schizophrenia, stated: "It became 

apparent that it was not entirely reasonable to have a child 

driven mad by his family and then hospitalize him and get 

him on his feet and send him right back into his family to 

be driven mad again" (p. 75). Haley (1962) has, however, in 
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contrast to Lidz, implicated the father, somewhat, and has 

described him as follows: "The father in the really 

disturbed family is usually a man who is never home, and 

when at home he makes no attempt to put his wife in her 

place. In fact he avoids a struggle with her as if he feels 

like an ant attempting to wrestle an elephant" (p. 76). He 

concluded: "Usually the child can cease being psychotic when 

the parents have stopped devoting their lives to helping him 

and when they have ceased using him to avoid dealing with 

each other" (p. 78). 

similarly, an ever popular theme regarding the 

etiology of mental illness suggests that it is the sane 

response to an insane society (or fami1yl). This theme, 

originally advocated by Laing in an "antipsychiatry view" 

(Torrey, 1983), while providing interesting novels and 

theater, can still be quite damaging to families. Torrey 

(1983), in fact, has referred to the "iatrogenic anguish" 

brought upon families by professionals, and has specifically 

criticized family theorists, arguing that they "fail to take 

into account the family chaos caused by having a 

schizophrenic member, so that communication and interaction 

problems caused by the schizophrenic are mistakenly 

perceived as problems causing the schizophrenia" (p. 94). 

Kreisman and JOy (1974) would concur and have suggested that 

the "unilateral perspective" of researchers "has led them to 



neglect research aimed at distinguishing the extent to which 

attitudes of relatives are a function of the condition of 

the patients with whom they reside" (p. 53). 

Theories of the past, however, still impact the 

practice of professionals today with some therapeutic 

intervention programs reacting very negatively to having the 

disabled person associate with the family (Dincin, Selleck, 

& streiker, 1978). Not surprisingly, families typically 

report feeling both guilt and defensiveness after talking 

with professionals (Hatfield, 1983: Holden & Lewine, 1982: 

Kanter & Lin, 1980). Fortunately, however, as McFarlane and 

Beels (1983) have observed, "the idea that unique family 

processes cause schizophrenia has been all but discarded by 

most thoughtful figures in the field" (p. 311). 

Current Views of the Family 

A view in which families are not seen as having a 

pathological role in producing schizophrenia, is beginning 

to surface in the literature, and has been described as the 

"non-blaming stance" (Jung, Spaniol, & Anthony, 1983). For 

example, "schizophrenic families" are known as families with 

a member who has schizophrenia. As might be expected, a 

non-blaming posture does not focus on the etiology of mental 

illness, yet it does not ignore overt pathology. Ryglewicz 

(1981) stated: "Even as we stand aghast at the complex and 

sometimes blatant tragedies of family dynamics that we see 
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before us, we may wonder whether etiology is wholly the 

po i n t " ( p. 5). 

Professionals who hold this viewpoint, typically 

define schizophrenia "as a biologically mediated, 

stress-related disorder of unknown etiology" (Falloon & 

Liberman, 1983, p. 134). Rather than excluding the family or 

even attempting to "treat" the family, this viewpoint 

instead "broadens the possibilities for helping the family 

and assists in understanding the family's role in relation 

to psychiatric disability" (Jung, spaniol, & Anthony, 1983, 

p. 17). 

Recent interventions and research with the families 

of chronically mentally ill persons have been concerned with 

the effects of treatment on the identified patient. In 

other words, although the family as a whole received 

treatment, the welfare or status of the chronically mentally 

ill person was of primary interest to the investigator. 

Certainly, this focus on the chronically mentally ill person 

has been appropriate, for according to Rosenfeld (1982), 

"The search for better ways to help this vulnerable 

population--through both biological and psychosocial 

approaches--continues to be a major National Institute of 

Mental Health priority" (p. 893). 

Thus while the family is no longer implicated in 

the etiology of schizophrenia, family intervention research 
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has become increasingly popular due to the hypothesized 

family involvement in the course of schizophrenia (Boyd, 

McGill, & Falloon, 1982; Fal1oon, Boyd, McGill, Razani, 

Moss, & Gi1derman, 1982; Wynne, 1981). The primary area of 

research has focused on the community tenure of the 

psychiatrically disabled person. Frequently referred to as 

"expressed emotion" (EE) research, the goal of the 

intervention has been to decrease the amount of "expressed 

emotion," or angry, critical interactions, in the family. 

Interest in this area evolved from a series of British 

studies which concluded that although families may not be 

implicated in the cause of schizophrenia, they may play a 

role in its course (Brown, Birley, & Wing, 1972). The 

studies, conducted in London during the late 1960's, 

included 101 patients diagnosed as schizophrenic, and their 

families with whom they returned to live following 

hospitalization. A summary of the conclusions reached was 

reported by Brown, Birley, and Wing (1972): " ... a high 

degree of emotion expressed by relatives at the time of key 

admission was found to be strongly associated with 

symptomatic relapse during the nine months following 

discharge"(p. 253). 

The work of these researchers has been criticized by 

Parker (1982), for its role in perpetuating the stigma 

associated with families, through questionable conclusions. 
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Parker (1982) stated that the concept of schizophrenogenic 

mother "has probably been given a new lease of life by 

British researchers" (p. 452), and suggested that rather 

than families' high EE causing the recidivism, "that those 

patients destined to relapse elicited, by the severity of 

their disorder or by their features, higher levels of 

expressed emotion in relatives at the time of admission and 

expressed emotion assessment" (p. 458). 

According to Falloon and Liberman (1983): "The 

significance of the EE studies lies in the fact that a 

vulnerable target group of families can be identified .... 

The group at highest risk is that of males with poor 

pre-morbid social adjustment who are living with high-EE 

parents" (p. 126). Recommendations from the British 

research, that families with high EE need to "tone down," 

have less than 35 hours a week of face-to-face contact with 

the client, and provide a "neutrally stimulating" 

environment for the schizophrenic (Brown, Birley, & Wing, 

1972) have also impacted the formulation of family 

intervention and research conducted by Falloon et ale 

(Falloon, Boyd, McGill, Rozani, Moss, & Gilderman, 1982). 

These researchers worked with families, including 

the disabled family member, in a series of studies, the most 

extensive of which covered a two-year period. In that 

study, family intervention (N=18) was compared to 
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traditional intervention with the identified client only 

(N=18); a no-treatment control was not considered feasible. 

The family intervention included education, communication 

skills training, and problem-solving skills training. The 

researchers reported that "measurable changes in family 

communication and problem-solving are achieved by the third 

month of treatment in the majority of families" (Falloon, 

Boyd, & McGill, 1982, p. 148), Of concern, however, is that 

the researchers reported these particular changes to be 

indicated through behavioral observation only. Other 

dependent measures throughout their research have included a 

measure of expressed emotionality (Falloon, Boyd, McGill, 

1982), the severity of schizophrenic symptomatology, 

community tenure of the patient, social functioning of the 

patient and family members, and cost effectiveness (Falloon, 

Boyd, McGill, Razani, Moss, & Gilderman, 1982), Their 

conclusions regarding effective family interventions 

included (Falloon, Boyd, & Mcgill, 1982): 

1. Ed~cate the family and social network about the 

nature and management of schizophrenia, 

2. Teach more effective nonverbal and verbal 

communication. 

3. Teach more effective problem-solving skills, 

In summary, these researchers (Falloon, Boyd, 

MCGill, Rasani, Moss, & Gilderman, 1982) asserted "the 
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superiority of this approach in preventing major symptomatic 

exacerbations" (p. 1437), and suggested that: 

outcomes in schizophrenic patients living with 
relatives causing them high levels of stress might 
be improved by teaching the patients and their 
families better methods of coping with stressful 
events and by changing the attitudes of key family 
members in the direction of greater support, less 
destructive criticism, and less emotional 
overinvolvement. (p. 1437) 

In otber EE research, outcome measures were again 

focused on "the problem of providing effective aftercare for 

patients with schizophrenia" (Anderson, 1983, p. 99). In 

this study, patients with families who rated high in EE were 

placed on medication and randomly assigned to either family 

therapy, social skills training, family therapy and social 

skills training, or medication alone. Anderson (1983) 

reported that after two years in treatment, "the cell 

combining the two modalities does distinctly better (in 

terms of patient relapse rate) than either cell alone" (p. 

112). Although not clearly a part of the above study, 

Anderson (1983) did indicate concern for the family, aside 

from the disabled member, by reporting on a successful 

"survival skills workshop," described as a "day-long 

educative family session," the goal of which was "to enable 

family members to feel less isolated and less stigmatized 

about having a relative with this [mental] illness" (p. 

103) • 



stressors of the Family 

In addition to the stigma of being historically 

blamed for causing schizophrenia, and currently being 

implicated in the negativistic aspects of its course, 

(McFarlane & Beels, 1983) family members experience 

additional stressors--stressors to the extent that the 

families themselves clearly warrant more helpful, positive, 

attention from professionals. For example, considerable 

stress would appear to be associated with the 

responsibility of providing community care for a disabled 

family member. Few would disagree with the observation 

that, "Most schizophrenic patients and their families are 

ill prepared for the primary care task that 

community-oriented psychiatry has placed upon them" 

(Falloon, Boyd, & McGill, 1982, p. 125). However, Kreisman 

and Joy (1974), have suggested that it was only the move to 

community care for the psychiatrically disabled that 

interested researchers in families "as agents of 

rehabilitation and bearers of burden" (p. 35). Otherwise, 

the search to implicate families in the cause of mental 

illness, and the practice of excluding them from 

involvement with the patient's therapy, may not have been 

challenged. 

Based on his research of 125 families, Doll (1976) 

gave a warning nearly a decade ago that the 

48 



deinstitutionalization movement "may be causing serious 

crises in the lives of those families who are now 

responsible for the care and rehabilitation of relatives 

released from mental hospitals" (p. 183). Doll found that 

these families, though giving no evidence of shame or 

embarrassment at having the former patient live with them, 

did harbor feelings of being "trapped," with "strong 

feelings of antagonism and fear" (p. 183) (See also 

Thompson & Doll, 1982). 
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Recently, attention has been called to the welfare 

of the non-psychiatrically disabled family members, and 

that they are stressed is becoming increasingly apparent. 

Ryglewicz (1981), for example, observed that professionals 

working with CMI's feel "frustration, exasperation, 

helplessness, and hopelessness," and suggested that "we are 

experiencing only the mildest, briefest taste of the 

despair and anxiety that is suffered by most of our 

patient's families" (p. 2). Bernheim (1982), who has worked 

extensively with families in supportive counseling, has 

stated that "the presence of a mentally ill member has 

profoundly disruptive effects on family life, and severely 

strains the family's capacity to provide a rehabilitative 

environment" (p. 634). 



Research has identified the following specific 

stressors experienced by families (Jung, Spaniol, & 

Anthony, 1983): 

--lack of psychosocial resources and support systems 

--frustration over the ineffectiveness of traditional 

psychotherapy 
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--the "invisibi1ization process" (When the 

psychiatrically disabled family member becomes the 

focus of attention, other family members feel ignored, 

with resulting anger and hostility.) 

--disturbance in family routine 

--increased general health problems associated with 

day-to-day stress 

--increased financial problems 

Fa1100n and Liberman (1983) would add that another 

major stressor for families is the distress caused by the 

disabled member's symptomatic and socially impaired 

behavior; they reported that "guilt, exhaustion, 

depression, anxiety, and anger, are frequent experiences of 

relatives" (p. 119). In regard to symptomatology, it has 

also been observed that "schizophrenic symptomatology 

frequently placed family members in the position of being 

perpetual watchdogs" (Jung, Spaniol, & Anthony, 1983, p. 

27). Similarly, Lamb and Oliphant (1978), reported that 

"The relatives may begin to feel not only as if they are 



jailors, but also as if they themselves are in jail" (p. 

803). 

In reviewing the literature on family response to 

schizophrenia, McFarlane and Bee1s (1983) observed: "Many 

families react with a sense of defeat, as if the entire 

family has undergone a major change in its worth as a 

result of the illness .•. " (p. 317). That day-to-day stress, 

resulting, for example, from "annoying behavior," is more 

debilitating for families than dramatic events, is 

frequently noted in the literature (Krauss, 1980; Mitchell, 

Chronkite, & Moos, 1983). In a study conducted with 

families of the chronically mentally ill, Holden and Lewine 

(1982) were able to obtain 203 completed surveys from 

families across the country. Approximately 77% of these 

families reported increased tension, while 18% reported 

increased closeness, and 5% reported no change within the 

family since the onset of schizophrenia. Families were also 

asked to identify behavior of the schizophrenic that 

presented them with the greatest difficulty. The following 

constituted the majority of responses: irrational beliefs 

(24%), aggression (24%), unpredictability (16%), and social 

inappropriateness (13%). 

In an earlier study, and one focused on 

"psychological costs," Hatfield (1978) surveyed the 

membership of the Schizophrenic Association of Greater 
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Washington. Her analysis, based on 89 questionnaires, 

revealed that 65% of the family members felt stressed due to 

the disabled family member's illness, 30% felt anxiety, 24% 

felt resentment, and 22% felt grief and depression. While 

most studies have reported parental, or unspecified family 

members' reactions, Hatfield, in a subsequent analysis of 

data from this study, reported that siblings of the disabled 

family member also suffered hardship and neglect. 

Specifically, Hatfield (1979b) reported that "many siblings 

couldn't understand irrational and bizarre behaviors, blamed 

the patient for his misbehavior, and resented their parents 

for insufficient discipline" (p. 339). 

Differentiation of stress response by sex in 

families of the psychiatrically disabled is another 

variable that has received little attention in the 

literature. Typically, sex of the disabled family member is 

reported, but not the sexes of other family members. 

Kreisman and Joy (1974), however, have suggested that 

family members who participate in studies tend to be 

female, a fact which they describe as "understandable" in 

light of the supportive role females in our society are 

expected to take regarding the sick, and expressed 

concerned regarding lack of knowledge of the male response 

to psychiatric diability in the family. Thurer (1983) has 

recently reintroduced the concern for females who "have 
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filled the vacuum left by the unmet promises of community 

care," and suggested that it was women "who must deal with 

feelings of entrapment and chronic overload, of role 

strain ... , of futility, confusion, isolation, and 

exhaustion" (p. 1162). 

However, in a recent study of family members of 

psychiatrically disabled persons in Arizona, sex 

differences based on demoralization were found--ma1es were 

more demoralized than females (Fanning & Gersten, 1984). 

The researchers utilized a demoralization inventory to 

survey families who attended an advocacy conference and 

obtained sub-scales scores of, for example, helplessness, 

hopelessness, sadness, anxiety, and dread, which were 

totaled for a score of demoralization. According to the 

researchers, a score of 30 would typify an out-patient 

mental health client; 62.5% of the families scored above 

30, with the mean being 48.1. Eighty-six percent of the 

males scored above 30 compared to 53% of the females. 

Further analysis indicated that primary factors 

contributing to a burden score were financial 

responsibility, total care expected, and length of 

chronicity. Clearly, while females may be more in public 

view as caretakers, male family members may also be feeling 

stressed by the burden of community care. 
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Coping strategies of Families 

According to Jung, Spaniol, and Anthony (1983), 

families of the psychiatrically disabled frequently find 

themselves in difficult situations which require the 

development of new coping strategies and skills. In view 

of Bullard's (1980) observation that "the more recently and 

frequently you have been through a stressful event, the 

less you will be able to cope with a new stressful event" 

(p. 15), families, such as these, in perennially stressful 

situations, may have difficulty coping. Little research 

exists regarding the coping strategies or abilities of 

these families other than surveys of self-help groups. Even 

Hatfield (undated), a leading researcher/advocate in the 

field could only state: "We assume that families have a 

reservoir of strength and that when they are given an 

adequate understanding of mental illness and some hints for 

coping with it, they can become highly effective 

caregivers" (p. 7). 

Anderson and Meisel (1976) suggested that six 

factors affect the family's ability to cope: 

1. The family's current experience of the ill person's 

behavior and its meaning to them 

2. The role of the ill person in the family 

3. The family's past reactions to crisis 



4. Additional life events or stressors the family is 

experiencing 

5. The family's degree of isolation 

6. The family's transactional style 

This latter factor could also be considered a "response 

pattern," and would include the family's ability to be 

flexible, tolerate differences, and provide support. 

Additionally, researchers have found that families learn to 

cope effectively through life experience with the 

schizophrenic, and perhaps, more importantly, through shared 

knowledge and advice from other families who have similar 

concerns (Jung, Spaniol, & Anthony, 1983; Lamb & Oliphant, 

1978) • 

Characteristics of Effective Copers. In a further 

analysis of the research by Hatfield reported above (See 

Hatfield, 1978), the characteristics of families who 

appeared to be coping effectively was explored (Hatfield, 

1981a). Hatfield found "considerable differences" in 

families' abilities to cope with a psychiatrically disabled 

family member. For example, effective copers maintained 

outlets for their personal interests, more often than 

non-effective copers mentioned having a helpful friend or 

relative, and indicated involvement in a self-help group or 

other community activities. In addition, effective copers 

"tended to be older and somewhat better educated," with 

55 



older offspring who had been disabled longer, and who were 

less functional than offspring of non-effective copers. 

Influence of Self-help and Support Groups. As stated 

earlier, the stress literature has begun to report on the 

importance of social support in terms of moderating life 

stress (Christensen, 1981; Dean & Lin, 1977). A frequent 

recomendation found in the literature regarding families 

attemping to cope with a psychiatrically disabled member, is 

for families to seek social support, via social networks, 

support groups, or self-help groups (See e.g., Krauss, 

1980). Unfortunately, much of the interest in self-help 

groups has resulted from families' reported dissatisfaction 

with professionals (Hatfield, 1979a, 1981b, 1983; Hibler, 

1978; Holden & Lewine, 1982). In the survey reported by 

Holden and Lewine (1982), only 2% of 190 respondents from 

across the country felt "very satisfied" with help received 

from professionals, compared to 42% who felt "very 

dissatisfied." Hatfield (1979a) found that friends and 

relatives were the most frequently sought by families for 

help. In terms of valued support, 95% of the respondents 

reported parents of other schizophrenics, 94% reported 

lectures and books, and 89% reported staff of the self-help 

groups. Further, 84% reported friends, while 73% reported 

relatives. Individual, group, and family therapy were 
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reported as valued by 55%, 45%, and 52% of the respondents, 

respectively. 

In describing self-help groups for parents of the 

psychiatrically disabled, Hatfield (l98~b) stated that the 

families' need "to do something" regarding their situation, 

accounted for their intense involvement in the groups. 

Results of her survey of 72 such groups (including one from 

Canada) indicated that all respondents "made special efforts 

to provide emotional support to their members" (Hatfield, 

1981b, p. 410), with "many" groups also acting as agents of 

information and referral. 

Coping Skills Training as Intervention 

Family intervention and research should now become 

more focused on the concerns of non-disabled family 

members. Their stress in caring for an ill family member 

can perhaps be best dealt with by providing what families 

themselves identify as needs. For example, families report 

needing education to understand schizophrenic symptoms, 

specific suggestions for coping with the patients' 

behavior, and a forum for relating to people with similar 

experiences (Hatfield, 1979b, 1983). 

Although families have been involved in education, 

communication skills, and problem-solving skills training, 

the intervention has not been designed to decrease their 

stress levels per se, but to enable them to more adequately 
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care for their disabled relatives. Support groups, education 

classes, and skills training interventions, must be directed 

to families for the benefits available to them, that is, 

decreased symptoms of stress and increasing levels of 

coping. According to Jung, Spaniol, and Anthony (1983): nThe 

fact that coping skills can be learned makes coping an 

important area of study for relatives of the psychiatrically 

disabled. Family members can take comfort that they can 

acquire the knowledge and skills necessary to function more 

effectively ..• n (p. 2). 

Researchers and service providers ~ beginning to 

understand that families would benefit from interventions 

directed at meeting their needs, not just the needs of the 

disabled family member (Goldman, 1982). Unfortunately, 

there is also the reality that, according to Hatfield 

(1983), there exists n ..• little useful material written 

specifically for families to explain mental illness to 

them, to provide them with practical management skills, and 

to direct them toward the kinds of community resources that 

are available n (p. 59). In summary, the literature 

regarding current family needs, plus information gained 

from professionals and families regarding the needs of 

families, would indicate that intervention containing a 

support component is essential. An educ~tion component is 

essential. And a skills component is essential. A focus on 



what families need, however, should not imply that families 

have nothing to offer. As Hatfield (1979b) commented, 

"Families have deep commitment and firsthand knowledge to 

offer, and professionals have basic theoretical knowledge, 

information about services and supports, and objectivity 

and skill" (p. 340). 

Many theorists and researchers in the field agree 

that coping skills training would be helpful in dealing 

with stressful situations (Brown, 1980; Caplan, 1981; 

Dohrenwend, 1978; Miller, 1981; Zelitch, 1980). Programs 

described in the literature range from one day workshops to 

a series of weekly sessions (typically six to twelve) of 

one to two hours in length. The number of participants 

range from roughly six to twelve persons. Zelitch (1980), 

for example, described a "coping workshop" which consisted 

of eight, 1 1/2 hour sessions, and was held weekly. 

Although the goals of this group were to focus on support 

and education, as opposed to specific skill building, 

participants reported needing a separate group for spouses 

and felt the workshop would be most effective at the time 

the ill relative was first diagnosed. The literature 

describing specifically that intervention needed to assist 

families in developing coping skills is reviewed below. 

Both the skills recommended for training, and the structure 

of a skills training paradigm are summarized. 
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Skills Recommended for Training 

Specific skills recommended in the literature for 

effective coping of family members with a psychiatrically 

disabled relative have included communication skills 

training and problem-solving (Fa1loon, Boyd, & McGill, 

1982), assertiveness training (Lamb & Oliphant, 1978), and 

behavior management skills (Jung, Spaniol, & Anthony, 1983; 

McLean, Greer, Scott, & Beck, 1982). 

As regards interaction with the psychiatrically 

disabled relative, Hatfield (undated) recommended that 

communication skills training include teaching family 

members to use simple, clear, unambiguous statements, and 

to speak in slow, quiet, and low-pitched tones. Falloon and 

Liberman (1983) have recommended that effective 

interpersonal communication requires the expression of 

feelings to be specific to behavior rather than a general 

comment. If giving the ill relative instructions which 

involve several components, the components should be broken 

down to allow for some accomplishment before proceeding 

(Torrey, 1983). If in conversation the ill relative 

introduces delusional ideas, relatives should respond with 

"simple clarification of reality" (Hatfield, undated), 

rather than argue (Torrey, 1983). 

In terms of behavior management, Hatfield 

(undated), has recommended that the ill relative be treated 
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as normally as possible, but that he or she also have, as 

much as possible, a daily routine or a predictable 

schedule. Similarly, any necessary or desired behavior 

change should be communicated with clear information 

regarding the expectations (Kanter & Lin, 1980), and 

consequences associated with the behavior (Hatfield, 

undated). Behavior management strategies which can be 

taught to families include contingency contracting, 

time-out, limit setting, and the identification of warning 

signs of relapse (Falloon, Boyd, & McGill, 1982). Finally, 

family members should plan strategies, for example, limit 

setting, for dealing with aggression (Anderson, 1983). 

Beels and McFarlane (1982) would concur with the above 

recommendations for skills training, having observed that: 

"Approaching the management of mental illness as a 

technical problem reduces family members' sense of guilt 

and helplessness. Techniques for the parents include 

emphasizing positive feelings, reducing criticism, 

listening respectfully, and requesting behavioral changes 

directly and calmly" (P. 547). It should be remembered that 

while professionals may train family members in skills 

assessed to be related to coping, the families may also be 

actively involved in a "skills-exchange." Leff (1979), in 

fact, has defined coping behavior as "what the relatives 
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actually do when faced by everyday practical problems" (p. 

230) . 

McCubbin (1979) has noted, however, that 

"institutional solutions to new problems are likely to lag 

behind" (p. 242), and has suggested "that major stresses on 

the family are not amenable to individual family solutions, 

but depend on highly organized cooperative efforts" (p. 

243). Pearlin and Schooler (1978) have also suggested that 

in some situations, "coping •.• may require interventions by 

collectivities rather than individuals" (p. 18). 

structure of Skills Training 

The structure and process of a typical skills 

training group has evolved from both the theory and 

knowledge of group process, from learning theory, and from 

education, and has come to be associated with what is 

termed a psychoeducational model (Bisbee, 1983; Goldstein, 

1981) • 

Beels and McFarlane (1982) have credited the 

Creedmor Psychiatric Center in New York with holding, 

during the late 1960's, the first multiple family group for 

families of schizophrenics. Therapists would meet with four 

to eight families, including the ill individual, once a 

week, for at least an hour. The significance of these 

meetings included the therapists' realizing that families 

needed "quite a lot of education," and the families, in 
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fact, learning from each other. Other advantages to 

multiple family groups can include, "positive atmosphere," 

the ease with which behaviorally oriented interventions can 

be incorporated, increased social support among different 

families, and the observation that "opportunities to give 

advice will develop the family's sense of its own 

expertise" (Beels & McFarlane, 1980, p. 543). 

The term "relatives' groups" has been suggested as 

a means of differentiating groups which do not include the 

disabled family member from "family groups" (Atwood & 

Williams, 1978). In describing their experience with a 

relatives' group, Atwood and Williams described the group 

leader's role as one who facilitated discussion, kept the 

group focused, and provided factual information. Topics 

covered were suggested by participants who shared the 

common concern of "how to understand and cope with the 

mental illness of their family member and its effect on the 

family unit" (Atwood & Williams, 1978, p. 418). The group 

consisted of six couples (12 parents), and consisted of 

eight, 1 1/2 hour sessions, weekly. 
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Role of Skill Trainer. As suggested above, the group 

leader or skill trainer, in a skills training program can 

function more as a facilitator and teacher than a therapist 

(Brown, 1980; Murgatroyd, 1982; Goldstein, 1981). Bernheim 

(1982), has suggested that because "the family's capacity 



for adaptive decision making has been decreased by chronic 

stress, the counselor tends to be active, engaging, and 

structuring a (p. 637) when leading a multiple family group 

session. This description could also apply to the skill 

trainer, who "maintains a role as a teacher •.• , offering 

much support and reassurance in a noncritical nonjudgmenta1 

manner" (Fal1oon, Boyd, & McGill, 1982, p. 139). Perhaps 

the guiding philosophy of a skill trainer would be Torrey's 

(1983) observation that "families of schizophrenic patients 

do not need to be 'treated,' but rather educated"(p. 159). 

In a psychoeducationa1 model, of which skills 

training could be considered a part, "participants are 

viewed and treated as students capable of learning and 

applying the skills taught ••. and not as patients" (Brown, 

1980, p. 340). viewing the" family in this light enables the 

skill trainer to train family members in specific skills 

related to coping with their disabled family members' 

behavior--a view and a process that are both consistent 

with rehabilitation treatment philosophy (Jung, Spaniol, & 

Anthony, 1983). Specifically, "The notion that positive 

behavioral change must be preceded by insight is one that 

is rejected by psychiatric rehabilitation. By and large, 

therefore, the rehabilitation approach is not focused on 

uncovering subtle interpersonal pathology" (Dincin, 1975, 

p.132). 
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For example, Appleton (1974), a psychiatrist who has 

advocated for more positive professional involvement with 

families, suggested that even if mothers were assessed to be 

overly concerned about their ill son or daughter (a not 

uncommon situation with a severely disabled offspring), "if 

we want them to change, .•• we would do well to play down or 

ignore their overprotective qualities and to regard them as 

newly unemployed and in need of retraining and a ne\~ job" 

(p. 657). Thus, "skills training seeks to teach specific 

behaviors, and not, at least not directly, values, 

attitudes, or insight" (Goldstein, 1981, p. 3). Although it 

is the skills trainer's responsibility to orient the 

training to behaviors wneeded and consciously desired by the 

trainer" (Goldstein, 1981, p. 3), it is also the skills 

trainer's responsibility to ensure that families are aware 

that change in the behavior of even one family member can 

potentially have both positive as well as unsettling 

consequences upon the functioning of other family members 

(Fa11oon & Liberman, 1983). 

structural Components of Skills Training. Common 

strucura1 components of a skills training program include 

direct instruction, modeling, role-play, behavior 

rehearsal, coaching, social reinforcement, performance 

feedback, and homework assignments (Fa11oon, Boyd, & 

McGill, 1982; Goldstein, 1981; Liberman, King, DeRisi, & 

65 



McCann, 1975; Meichenbaum & Cameron, 1983; Wilkinson & 

Canter, 1982). Meichenbaum and Cameron (1983) have asserted 

that the framework of skills training allows the trainer to 

act "as a creative problem-solver who is faced with the 

challenge of developing interventions specifically tailored 

to the requirements of individual clients" (p. 116); that 

is, while procedures employed in the process may be highly 

structural, interventions are not prescribed and 

routinized. 

The "action plan," therefore, must be appropriate 

to the individual family's needs; in particular, 

Meichenbaum and Cameron (1983) have noted that "attempting 

to train clients to cope in ways that violate cultural 

norms may actually aggravate stress-related problems" (p. 

119). These researchers have also developed a coping skills 

paradigm known as stress inoculation training. Within this 

paradigm, coping skills are differentiated into 

instrumental skills, which include, communication, 

assertion, and problem-solving, and palliative skills, 

which include, for example, the use of social supports. 

Instrumental coping, therefore, "refers to actions that 

serve to meet environmental demands or alter stressful 

situations and transactions," while pa11ative coping 

"involves responding as adaptive1y as possible in 
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unavoidable stressful situations when instrumental coping 

is not possible" (Meichenbaum & Cameron, 1983, p. 132). 

In discussing their stress inoculation paradigm, 

Meichenbaum and Cameron (1983) have made the following 

comments which underscore both the essence, and 

the effectiveness, of the structure involved in skills 

training: 

First, clients who really lack behavioral skills 
are more likely to acquire these through modeling 
and practice [with feedback] of relevant coping 
sequences than by talking or reading about the 
skills .•.• Second, ••• since adaptive coping chains 
are not routinized but integrated in a flexible 
way to be situationally appropriate, the object of 
training should be to develop (a) the largest 
possible repertoire of coping responses 
appropriate to the full range of target 
situations, and (b) practice in fluid integration 
of coping elements. (p. 135) 
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CHAPTER 3 

METHODOLOGY 

A description of the methodology employed in this 

research is presented by first describing information 

common to both studies, that is, sub-study 1, which 

compared subjects who received skills training and 

education to subjects who received education only, and 

Sub-study 2, which compared subjects who received skills 

training and support to subjects who received support only. 

The methodology pertinent to each study is then described. 

subjects 

The subjects of this research were family members 

of severely psychiatrically disabled persons in the Tucson, 

Arizona community. The severely psychiatrically disabled 

relative must have had a diagnosis related to Schizophrenic 

Disorder for families to have been eligible to participate 

in the studies. Only nonpsychiatrically disabled family 

members participated. Subjects were not restricted to those 

persons whose family member was a client of La Frontera 

Center, Inc., where the research was conducted. 
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sub-study I 

The education class and skills training offered 

through La Frontera Center, Inc., were advertised to the 

general Tucson community during the summer of 1983 via 

flyers and newspaper announcements. Persons interested in 

participating in the September 1983 education class were 

informed of the research project via letter (See Appendix 

C), and were asked to participate as subjects. Ten (10) 

families were selected on a first-corne, first-served basis 

to participate in the study. Each family was allowed up to 

three (3) adult family members to function as participants. 
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As indicated in Table 1, nine families participated 

in the study to completion; one woman, representing a family 

in the comparison group, withdrew after the initial session 

(0 1 ), Follow-up was attempted but was not successful. In 

terms of comparability, individuals, (usually the mother) 

generally represented the family. The majority of subjects 

in both groups were white, in their early fifties, with a 

median of 14 years of education for both groups. The average 

income of families ranged from $12,000 to $30,000 or more, 

but would be difficult to interpret in terms of 

socioeconomic status due to variance in the number of 

individuals who comprised a family, and the degree to which 

families financially supported their psychiatrically 

disabled relative (see Table 2). The groups differed 
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Table 1. Sub-Study 1: Characteristics of treatment 
and comparison groups. 

Characteristic Group 

Treatment Comparison 

Group Total No. (%) No (%) 

Individuals 6 7 
Families 5 4 

Relationship to CMI 

Parent 4 (67) 5 (71 ) 
Stepfather 1 (17) 1 (14) 
Sister 1 (17) 1 (14) 

Sex 

Female 5 (83) 5 (71 ) 
Male 1 (17) 2 (29) 

Ethnicity 

Mexican-American 1 (17) 
White 5 (83) 6 (86) 
Other 1 (14 ) 

Age 

Mean 52.0 54.7 
Range 41-60 23-70 

(Excluding 
23-year-old) 
47-70 

Education 

Years Completed 
9 1 (17) 

11 1 (17) 
12 1 (14 ) 
13 1 (17 ) 1 (14 ) 
14 2 (29) 
15 1 (14) 
16 3 (50) 1 (14 ) 
17 1 (14 ) 



71 

Table 1--Continued 

Characteristic Group 
Treatment Comparison 

No. % No. % 

Religion 

Catholic 3 (50) 2 (29) 
Protestant 1 (17) 3 (43) 
Other 1 (17) 1 (14) 
None 1 (17) 1 (14 ) 

*Family Income 

$12,000-14,999 2 (40 ) 
20,000-24,999 1 (25) 
25,000-29,999 1 (20 ) 1 (25) 
30,000 or more 1 (20 ) 1 (25 ) 

No response 1 (20) 1 (25 ) 

*N=Family 



Table 2. Sub-Study 1: Characteristics of treatment 
and comparison groups in relationship to CMI. 

Characteristic Group 
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Treatment Comparison 

Age of CMI 

Mean 
Range 

Years Diagnosed CMI 

Mean 
Range 

*Housing of CMI 

With family 
Independently 
Boarding Horne 
Residential Treatment 
Unknown 

Support CMI 

Yes 
No 

**Kind of Support 

Total 
Emergencies 
Special Occasions 

*N=Family 
**Nurnber supporting CMI 

No. (%) 

30.2 
23-43 

3 
1 
1 

4 
2 

2 
2 

8.2 
3-13 

(60) 
(20) 
(20) 

(67) 
(33 ) 

(50) 
(50) 

No. (%) 

28.7 
18-29 

13.0 
5-23 

2 
2 

6 
1 

3 
1 
2 

(50) 
(50) 

(86) 
(14 ) 

(50) 
(17) 
(33) 



primarily in terms of the number of years the ill family 

member had been diagnosed as CMI (see Table 2). However, it 

is questionable that the difference of five years is of any 

consequence, given chronicity is the issue. 

Sub-Study 2 

Subjects were recruited from a pre-existing group, 

the support/Advocacy group, or Task Group (See Appendix B), 

which meets monthly at La Frontera center. The Task Group 

evolved from families who had previously completed the 

nine-week education class, and who following their 

education class experience, had elected to form a group, 

both for support, and to advocate for the needs of persons 

who are chronically mentally ill. Ten (10) families were 

selected on a first-come, first-served basis to participate 

in the research project. Each family was allowed up to 

three (3) adult family members to function as participants. 

As indicated on Table 3, nine families participated 

in the study to completion; one couple in the comparison 

group withdrew from the study at the posttest (02)due to 

the wife being hospitalized with Alzheimer's Disease. 

Additionally, one father, representing a family in the 

comparison group, withdrew after the initial session (0 1 ), 

giving his displeasure with repeated measurement as the 

reason. Coincidentally, within the same week, a mother, 

representing another family who had been out-of-town at the 
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Table 3. Sub-Study 2: Characteristics of treatment and 
comparison groups. 

Characteristic Group 
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Treatment Comparison 

Group Total No. (% ) No. (% ) 

Individuals 5 5 
Families 5 4 

Relationship to CMI 

Parent 5 (100 ) 4 (80) 
Grandparent 1 (20) 

Sex 

Female 4 (80) 5 (100) 
Male 1 (20) 

Ethnicity 

Black 1 (20) 
Mexican-American 1 (20) 
White 3 (60) 5 (100) 

Age 

Mean 63.0 60.4 
Range 54-70 49-71 

Education 

Years Completed 
8 1 (20) 1 (20) 

12 2 (40) 4 (80) 
16 1 (20) 
17 1 (20) 

Religion 

Catholic 3 (60) 1 (20) 
Protestant 2 (40 ) 3 (60) 
Other 1 (20) 
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Table 3--Continued 

Characteristic Group 

Treatment Comparison 

*Family Income No. % No. % 

Less than $5,000 1 (25) 

5,000- 7,000 1 (25 ) 
8,000-11,999 1 (20) 

12,000-14,999 1 (20 ) 1 (25 ) 
25,000-29,999 1 (20 

No Response 2 (40) 1 (25 ) 

*N=Family 



time of subject recruitment, asked to participate in the 

study, and was randomly assigned to the comparison group. 

Participants were primarily female, and mothers of 

the CMI. In both groups, the mean age of subjects was in 

the early sixties, with a median education level of 

approximately 12 years. Family income in the treatment 

group ranged from $8,000 to $29,999, and in the comparison 

group from less than $5,000 to $14,999. Table 4 indicates 

families' degree of financial support for their ill family 

members. In addition, Table 4 indicates that the ill 

relative was somewhat older in the comparison group, and 

had been diagnosed CMI somewhat longer than in the 

treatment group. 

Design 

For both studies, a two factor mixed design, with 

repeated measures on one factor was used. In each case, the 

two factors consisted of service provided or treatment, the 

between-subjects variable (Factor 1), and time of 

measurement or trials, the within-subjects variable (Factor 

2) • 

The overall design (see Figure 1) of the research 

called for two s"tudies in order to increase external 

validity through demonstrating the effects of skills 

training with at least two populations at different points 

in time (Cook & Campbell, 1979). 
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Table 4. Sub-Study 2: Characteristics of treatment and 
comparison groups in relationship to CMI. 

Characteristic Group 
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Treatment Comparison 

Age of CMI 

Mean 
Range 

Years Diagnosed CMI 

Mean 
Range 

*Housing of CMI 

With Family 
Independently 
Other Relatives 
Boarding Home 
Hospital 
Residential Treatment 

Support CMI 

Yes 
No 

**Kind of Support 

Total 
Emergencies 
Basic Necessities 
Special occasions 

*N=Family 
**Number supporting CMI 

No. (%) 

29.4 
21-34 

2 

1 
1 
1 

3 
2 

1 
1 
1 

8.2 
1-17 

(40) 

(20 ) 
(20 ) 
(20) 

(60) 
(40 ) 

(33 ) 
(33) 
(33 ) 

No. (%) 

34.5 
30-40 

12.6 
1-28 

2 
2 
1 

3 
2 

2 
1 

(40) 
(40 ) 
(20 ) 

.( 6 0) 
(40) 

(66) 
(33) 



Sub-Study 1 

Group 1 

R 
Group 2 

Sub-Study 2 

Group 3 X3 °1 X4 °2 X4 °3 
R 

Group 4 X3 °1 X4+XS °2 X4 °3 

Group 1 Education Class (knowledge only) 

Group 2 Education Class plus Skills Training 

Group 3 Support Group (pre-existing group) 

Group 4 Support Group plus Skills Trainin9 

Xl Education (knowledge only) 

X2 Skills Training 

X3 (previous education) Support/advocacy 

X4 Support/advocacy 

X5 Skills Training 

Note: Subjects in Group 1 and Group 3 were given the 
opportunity to receive the skills training at the 
conclusion of the research project (see Figure 3). 

Figure 1. Overall design of research. 
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sub-study 1 

This study involved two levels of treatment, the 

education component or knowledge only (Xl)' and skills 

training (X 2 ). The families involved in this study had no 

previous systematic educational. training regarding 

schizophrenia. All families self-selected to participate in 

the study, and received nine sessions of educational class, 

two hours per session. However, at the beginning of the 

study (0 1 ), families were randomly assigned by the 

investigator to treatment conditions of either education 

only (GI) or to receive in addition, a subsequent 

nine-session skills training (G2). Five (5) families 

participated in the skills training which was also two 

hours per session. The social worker who conducted the 

education class, and all subjects, were blind as to who 

would continue in the in skills training until the last 

night of education. Subjects not continuing in skills 

training (GI) were offered the opportunity to meet with a 

support group to control for time-in-treatment effects. 

All participants were measured four times 

throughout the study. Measurement involved a pretest, a 

measure that was administered following Xl (education), a 

measure following X2 (skills training), and a four-week 

follow-up to determine maintenance effects. Dependent 



measures assessed various aspects of the two constructs of 

interest, that is, stress and coping. 

sub-study 2 

This study also involved two levels of treatment; 

however, it must be kept in mind that the subjects were 

obtained from an existing. support group, and had received 

the education component prior to the study (the notation 

X3 in Figure 1 serves to indicate this status). The two 

levels of treatment in this study were support/Advocacy 

(X 4 ) and support/Advocacy, plus skills training (Xs ). 

Families self-selected to participate in the study, but 

were randomly assigned by the investigator to either 

participate in the nine-session skills training (G4), or to 

not participate in the training (G3). The skills training 

was two hours per session. Subjects who received skills 

training were allowed to attend their support group 

meetings (held once a month) while in treatment, but were 

asked to not share any information regarding the training. 

All participants completed assessment measures three times 

throughout the study, including a pretest, a posttest, and 

a four-week follow-up to determine maintenance effects. The 

dependent variables of stress and coping were measured with 

the same instruments utilized in Sub-study 1. 
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Materials 

Materials discussed below include both the training 

materials, and the instruments used for measuring the 

variables of interest. The training setting is also 

described as it was an integral part of the research 

process. 

Training setting. Both the education class and the 

skills training were held at La Frontera Center, Inc., but 

not in the clinic area. Consequently, family members did 

not Rcheck inR at the receptionist's desk, as would a 

client coming for therapy. Nor did subjects have to wait in 

the client waiting room. Sessions for both the education 

class and the skills training were held in a classroom-like 

room which contained a blackboard, movable chairs, and 

coffee. Rooms utilized were accessible from the street; 

families were therefore able to come directly to the 

meeting place, socialize briefly before the training began, 

and attend class without having to engage in client-type 

entry procedures. 

Training materials. The education component was 

based on content developed by Mullaly and Bisbee (1983) 

(See Appendix A). The skills training model was developed 

by the investigator, with assistance from Patricia Ferris, 

MSW (See Appendix D). The model was based on a behavioral 

format and included direct instruction, role playing, 
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behavior rehearsal, group feedback, and homework. Topics 

covered were determined by a comprehensive review of the 

literature, and clinical judgement based on families' 

self-reported needs. 

Measurement devices. A battery of instruments were 

used to assess subjects' level of stress and coping. In 

addition, a brief demographic questionnaire, developed in 

conjunction with Cheryl Fanning, project Coordinator of the 

Community Support Project in Arizona, was employed. Stress 

level was assessed according to measures of affectr 

measures of family-social interaction, and instrumentation 

measuring psychosomatic complaints (See Figure 2). Coping 

level was assessed with both instrumentation measuring 

problem-management skills, and families' subjective 

self-assessment (See Figure 2). Participants were also 

asked to evaluate the education class and the skills 

training (see Appendices J and K). Measures utilized are 

described below, including information regarding 

reliability and validity when available. 

Multiple Affect Adjective Checklist (MAACL). The 

MAACL is a self-administered test consisting of 132 

adjectives which measures three affects associated with 

stress, that is, anxiety (21 items), depression (40 items), 

and hostility (28 items). Each of the three affects are 

assessed on individual sub-scales; only the sub-scales of 
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Multiple" Affect 
Affective measures Adjective Checklist 

(MAACL) (see 

/ 

Appendix E) 

./ Family Environment 
Family-Social ~ Scale (FES) 

Stress Interaction measures (see Appendix F) 

~ 

Coping 

\ 
Psychosomatic 
measure 

/ Problem-Management ___ _ 

~ Family Subjective 
Self-Assessment 

Health and Daily 
Living Form (HDL) 
(see Appendix G) 

Health and Daily 
Living Form (HDL) 

Health and Daily 
Living Form (HDL) 

Coping Questionnaire 
(see Appendix H) 

Figure 2. Constructs of interest and instrumentation. 
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anxiety and depression were scored and analyzed in this 

research. The MAACL may be administered to measure affects 

as traits (General Form) or states (Today Form). All 

adjectives are, at most, at eighth grade reading level. 

This instrument has been used in several studies to assess 

stress as a dependent measure (e.g., Houston, 1973; 

Rohsenow, 1982; Vernon & Bigelow, 1974). 

The authors of the test suggest that ftThe Today 

form of the MAACL is ideally suited for studies requiring 

repeated measurements of affect over time ft (Zuckerman & 

Lubin, 1965, p. 22). The Today Form was used in this study, 

with some modification of instructions. That is, the 

published directions, ftMark an X in the boxes beside the 

words which describe how you feel now--todayft, were changed 

to ft ... how you felt mostly--today.ft This change in 

instructions was made at the pretest of Sub-Study 1, when 

families indicated that the term ftnow,ft at the time of the 

meeting, would not produce an accurate reflection of their 

feelings throughout the day. The authors (Zuckerman & 

Lubin, 1965) suggested that the time set could be changed 

for particular situations, but cautioned that the available 

norms would only apply to the ft ... how you feel now--todayft 

instruction. 

Several studies have tested the construct validity 

and reliability of the MAACL (Today Form, in particular), 
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under a variety of conditions. Validity studies included 

assessment of examination anxiety, "stage fright," and 

correlations with clinical observation. Most validity 

studies have focused on the Anxiety scale; according to 

Megargee (1972,), "stress typically raises the scores on the 

Anxiety scale significantly" (p. 112). In summary, Zuckerman 

and Lubin (1965) reported that the "Anxiety and Depression 

scales were both significantly and positively correlated 

with anxiety and depression ratings" (p. 12). 

Internal consistency according to split half 

procedures is reported for the Anxiety scale to be .79 with 

college students and .73 with psychiatric patients. 

Reliability coefficients for the Depression scale are .92 

with college students and .65 with psychiatric patients. 

Test-retest reliabilities with seven to eight day intervals 

are high for psychiatric patients (e.g., .77 on Anxiety 

scale), and lower for college students (e.g., .21 on Anxiety 

scale), which would be expected. 

Family Environment Scale. The FES includes ten 

subscales that measure Relationship, Personal Growth, and 

System Maintenance dimensions in families. Ten nine-item 

dimensions, for a total of 90 true-false items, make up the 

test. Five subscales were utilized in this research, 

including those assessing the Relationship dimension, that 

is, the Cohesion, Expressiveness, and Conflict subscales. In 



addition, two Personal Growth scales were utilized, the 

Independence, and Active-Recreational Orientation subscales. 

Form R, which measures person's perceptions of their 

conjugal or nuclear family environment (Moos & Moos, 1981) 

was administered in both studies. 

The FES has been normed on a wide variety of 

"normal" families, as well as on "distressed" families. The 

authors of the FES do not report validity data in their 

manual; however, they do give an adequate report on the 

development of the instrument which lends support to 

content validity (Moos & Moos, 1976; Moos & Moos, 1981). 

Further, Sines (1978), in reviewing the FES, commented that 

it was carefully constructed, and psychometrically 

acceptable. Moos and Moos (1981) reported internal 

coefficients for the various scales, ranging from .67 to 

.78. Test-retest reliabilities, using an 8-week interval, 

are somewhat higher, ranging from .68 to .86. 

Health and Daily Living Form. The HDL has been 

described by its authors as a "structured assessment 

procedure," usable with both patient and community 

populations (Moos, Cronkite, Billings, & Finney, 1983). The 

HDL consists of 13 indices that measure, for example, 

individual health-related functioning, social functioning, 

family functioning, stressful life events, and coping 

responses. Six indices of the HDL were utilized in this 
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research. The Global Depression Index contains 18 items 

rated on a 5-point scale ranging from zero (never) to four 

(often). The Active Cognitive Coping Index (11 items) and 

the Active Behavioral coping Index (13 items) were both 

rated on a four-point scale ranging frpm zero (no) to three 

(yes, fairly often). with both of these indices, 

respondents were instructed to identify a recent stressful 

event, then rate the frequency with which they utilized a 

variety of coping methods. The Help-Seeking Coping Index 

contains eight items divided equally between "Mental Health 

Professional" and Non-Mental Health Professional". The two 

additional indices used were the Social Activities with 

Friends Index and the Family Social Activities Index (12 

items each). Time set was modififed as necessary for 

post-tests and follow-up to correspond with time elapsed. 

The HDL was developed, for the most part, from a 

variety of instruments previously in existence. The authors 

do not report validity data, but do report internal 

consistencies for the various indices. Reliability 

coefficients obtained from a sample of community adults are 

.92 for the Global Depression Index, .62 for the Active 

Cognitive Coping Index, .74 for the Active Behavioral Coping 

Index, .73 for the Social Activities with Friends Index, and 

.75 for the Family Social Activities Index. Reliability 

coefficients are not available for the Help-Seeking Coping 
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Index as it consists of a count of independent conditions. 

The authors recommend the HDL be used to examine various 

aspects of stress and coping. 

Procedures 

Participants in both studies signed an Informed 

Consent form (Appendix I) before beginning with the 

research project. All subjects completed pretreatment 

assessment measures (01)' which included indices of the 

HDL, demographic questions, the MAACL, the FES, and the 

Coping Questionnaire. The MAACL and the FES were given at 

the first session of each training; because of their 

length, the HDL, which included demographic information, 

and the Coping Questionnaire were taken home by the 

subjects and returned within the following week, either in 

person, or via mail. A diagram of the procedure in terms of 

the time frame is presented in Figure 3 below, followed by 

a explanatory narrative. 

sub-study 1 

After the completion of the nine-week education 

component, Groups 1 (Comparison) and 2 (Treatment) were 

again administered the MAACL, the FES, portions of the 

modified HDL, and were asked to evaluate the education 

class (02) (See Appendix J). At the conclusion of the last 

session, subjects in Group 1 were informed of their random 
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Sub-Study 1 

Sub-Study 2 

Figure 3. 
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assignment to the comparison group. Group 2 subjects were 

informed at the same time of their assignment to the skills 

training component. All subjects in Groups I and 2 were 

administered the MAACL, ~he FES, and portions of the 

modified HDL at the conclusion of the skills training (03). 

Group 2 was also asked to evaluate the skills training at 

that time (See Appendix K). A four-week follow-up (0 4 ) to 

evaluate maintenance effects, again required all subjects 

in Groups I and 2 to complete the MAACL, the FES, portions 

of the modified HDL, and the Coping Questionnaire. 

Sub-study 2 

Members of Group 3 (Comparison) participated in 

their support group while Group 4 members, in addition to 

the support group, participated in a nine-session skills 

training. After the skills-training, all subjects were 

administered the MAACL, the FES, and portions of the 

modified HDL (° 2 ). Group 4 was asked to evaluate the skills 

training as well (See Appendix K). A four-week follow-up 

(03) to evaluate maintenance effects again required all 

subjects in Groups 3 and 4 to complete the MAACL, the FES, 

portions of the modified HDL, and the Coping Questionnaire. 
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CHAPTER 4 

RESULTS 

The data analysis involved comparisons made within 

sub-studies, but not between sub-studies. Hypotheses were 

tested by means of the BMDP (Dixon, 1981) computerized 

statistical package for analysis of covariance (ANCOVA) with 

repeated measures. Scores from ten of the fourteen 

instruments utilized in each study were subjected to the 

ANCOVA, with the pretest scores serving as the covariate in 

each case. Individual family member's scores were averaged 

to form a composite family score. The composite family score 

was the unit of analysis (Reiss, Costell, Jones, & Berkman, 

1980). 

Results were considered statistically significant 

when p<.lO. ANCOVA was chosen as the most appropriate 

statistical procedure due to the fact that although multiple 

dependent measures were utilized, the conditions of the 

research design did not meet the requirements of MANOVA 

(Huck, Cormier, & Bounds, 1974), and because additional 

assurance of equivalency was desired (Cook & Campbell, 

1979). In addition, ANCOVA can allow for increased power 

over ANOVA even when sample size is small (Huck, 1972), due 

to the reduction of within-group variability. 
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The data not subjected to statistical analysis are 

summarized below under Subsidiary Analysis. Results of the 

Coping Questionnaire can be found in Appendix L. Results of 

the education class evaluations (Sub-Study 1) are listed in 

Appendix M; results of skills tra~ning evaluations 

(Sub-Study 1 and Sub-Study 2) are listed in Appendix N. 

Testing the Hypotheses 

sub-Study 1 

Hypothesis 1: 

The group receiving education, plus skills training 

will demonstrate significantly decreased anxiety 

when compared with the group receiving education 

only, both at the end of treatment and at 

follow-up. 

Table 5 contains the ANCOVA summary table for the 

variable of anxiety, as measured by the anxiety subsca1e of 

the MAACL. The hypothesis states that the subjects receiving 

skills training would have significantly lower scores than 

the subjects receiving education only, both at the end of 

the training, as well as four weeks later. A significant 

difference was not found; as a result, the hypothesis was 

not supported statistically. 
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Table 5. Sub-Study 1: 
depression. 

ANCOVA summary table for dependent measures of anxiety and 

Source of Variance Adjusted df Mean F p Adjusted df Mean F p 
SS Squares value SS Squares value 

MAACL Anxiety 

Groups 48.320 1 48.320 2.50 .16 

Covariate 12.007 1 12.007 .62 
(Pre-test) 

Error (b) 116.182 6 19.363 

Trials 18.311 2 9.15 1.02 

Interaction 4.681 2 2.34 .26 .77 

Error (w) 126.253 14 9.018 

MAACL Depression HDL Global Deeression 

Groups 14.576 1 14.576 .22 .65 .954 1 .954 .02 .88 

Covariate 211.277 211.277 3.22 481.366 1 481.366 10.79 
(Pre-test) 

Error (b) 393.211 6 65.555 267.696 6 44.616 

Trials 163.033 2 81.516 1.93 34.445 2 17.222 .96 

Interaction 10.692 2 5.346 .13 .88 17.778 2 8.889 .50 .61 

Error (w) 590.553 14 42.182 251.045 14 17.931 

~ 

w 
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Hypothesis 2: 

The group receiving education, plus skills training 

will demonstrate significantly decreased depression 

when compared with the group receiving education 

only, both at the end of treatment and at 

follow-up. 

Table 5 also contains the ANCOVA summary tables for 

the dependent variable of depression, as measured both by 

the Depression subscale of the MAACL, and by the Global 

Depression Index of the HDL. The hypothesis states that the 

subjects receiving skills training would have significantly 

lower depression scores than the subjects receiving 

education only, both at the end of the training as well as 

four weeks later. A significant difference was not found; as 

a result, the hypothesis was not supported statistically. 

Hypothesis 3: 

The group receiving education, plus skills training 

will demonstrate significant increases in the level 

of coping responses when compared with the group 

receiving education only, both at the end of 

treatment and at follow-up. 

Table 6 contains the ANCOVA summary table for the 

dependent variable of coping, as measured by the Cognitive 

Coping Index of the HDL, and the Behavioral Coping Index of 



Table 6. Sub-Study 1: ANCOVA summary table for dependent measures of coping and 
social functioning. 

Source of Variance Adjusted df Mean F p Adjusted df Mean F p 
SS Squares value SS Squares value 

HDL C02nitive COEin2 HDL Behavioral Coein2 

Groups 115.833 1 115.833 1.94 .22 149.754 1 149.754 4.43* .08 

Covariate 54.283 1 54.283 .91 3.830 1 3.380 .11 
(Pre-test) 

Error (b) 299.058 5 59.811 168.892 5 33.788 

Trials 16.051 2 8.025 .32 23.484 2 11.742 .32 

Interaction 35.176 2 17 .588 .59 .69 11.526 2 5.763 .15 .85 

Error (w) 305.177 12 25.431 446.244 12 37.187 

Active Recreational Orientation (FES) 

Groups .120 1 .120 .03 .86 

Covariate 140.179 1 140.179 38.97 
(Pre-test) 

Error (b) 21.58 6 3.596 

Trials 3.536 2 1.768 2.59 

Interaction .239 2 .119 .18 .84 

Error (w) 9.555 14 .682 

*p<.lO 

\0 
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Coping Index of the HDL, and the Behavioral Coping Index of 

the HDL. The hypothesis states that the subjects receiving 

skills training would have significantly higher scores 

reflecting level of coping, than the subjects receiving 

education only, both at the end of training as well as four 

weeks later. A significant main effect for scores of the 

Behavioral Coping Index was obtained. However, as this 

result indicated that the treatment group was also found to 

differ significantly from the comparison group at the end of 

the education class, the hypothesis was not supported 

unequivocally. 

Hypothesis 4: 

The group receiving education, plus skills 

training will demonstrate significant increases in 

both social functioning and use of community 

resources, when compared with the group receiving 

education only, both at the end of treatment and 

at follow-up. 

Table 6 also contains the ANCOVA summary table for 

the dependent variable of social functioning/use of 

community resources, as measured by the Active Recreational 

Orientation subscale of the FES. The hypothesis states that 

the subjects receiving skills training would have 

significantly higher scores in this area than the subjects 
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receiving education only, both at the end of training, as 

well as four weeks later. The hypothesis was not supported 

statistically. 

Hypothesis 5: 

The group receiving education, plus skills will 

demonstrate significant improvement within the 

family environment, as indicated by significant 

increases in cohesion, expressiveness, and 

independence, and significantly decreased conflict 

when compared with the group receiving education 

only, both at the end of treatment and at 

follow-up. 

Table 7 contains the ANCOVA summary tables for the 

dependent variables related to family environment, namely, 

Cohesion, Expressiven~ss, Independence, and Conflict, as 

measured by the respective subscales of the PES. The 

hypothesis states that the subjects receiving skills 

training would have significantly higher scores as regards 

Cohesion, Expressiveness, and Independence, with 

significantly lower scores as regards Conflict, than the 

subjects receiving education only, both at the end of 

training, as well as four weeks later. No significant 

differences were found. The hypothesis was not supported 

statistically. 
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Table 7 • Sub-Study 1 : ANCOVA summary table 
family environment. 

Source of Variance Adjusted df Mean 
SS Squares 

Cohesion 

Groups .000 1 .000 

Covariate 131.730 1 131.730 
(Pre-test) 

Error (b) 79.860 6 13.310 

Trials 1.145 2 .573 

Interaction 2.555 2 1.277 

Error (w) 14.986 14 1.070 

Conflict 

Groups .005 1 .005 

Covariate 121. 297 1 121.297 
(Pre-test) 

Error (b) 17.542 6 2.923 

Trials 3.448 2 1.724 

Interaction .514 2 .257 

Error (w) 21.180 14 1. 512 

for 

F 

.00 

9.90 

.54 

1.19 

.00 

41.49 

1.14 

.17 

dependent measures related to 

p Adjusted df Mean F 
value SS Squares 

~ressiveness 

.99 .987 1 .987 .26 

79.818 1 79.816 21.28 

22.505 6 3.75 

.156 2 .078 .05 

.33 3.312 2 1.656 1.06 

21.951 14 1.567 

Indeeendence 

.96 .534 1 .534 .15 

31.468 1 31.468 8.56 

22.067 6 3.677 

.602 2 .301 .28 

.84 1.817 2 .908 .85 

14.921 14 1.065 

p 
value 

.62 

.37 

.71 

.44 

\.D 
co 



sub-study 2 

Hypothesis 1: 

The group receiving support, plus skills training 

will demonstrate significantly decreased anxiety 

when compared with the group receiving support 

only, both at the end of treatment, and at 

follow-up. 

Table 8 contains the ANCOVA summary table for the 

dependent variable of anxiety, as measured by the Anxiety 

subscale of the MAACL. The hypothesis states that the 

subjects receiving skills training would have significantly 

lower scores than the subjects receiving support only, both 

at the end of training, as well as four weeks later. A 

significant result was obtained at follow-up, but not at the 

end of treatment. Thus the hypothesis was not supported at 

the post-test, but was supported at the follow-up. 

Hypothesis 2: 

The group receiving support, plus skills training 

will demonstrate significantly decreased 

depression when compared with the group receiving 

support only, both at the end of treatment, and at 

follow-up. 
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Table 8. Sub-Study 2: 
depression. 

Source of 
variance 

Groups 

Covariate 
(Pre-test) 

Error (b) 

Trials 

Interaction 

Error (w) 

Groups 

Covariate 
(Pre-test) 

Error (b) 

Trials 

Interaction 

Error (w) 

*p<.10 
**p<.05 

ANCOVA summary table for dependent measures of anxiety and 

Adjusted Mean p Adjusted Mean p 
SS df Squares F value SS df Squares F value 

MAACL Anxiety 

23.514 1 23.54 1.10 .33 

19.676 1 19.676 .92 

128.017 6 21.336 

4.334 1 4.334 .58 

30.334 1 30.334 4.09* .08 

51. 953 7 7.420 

MAACL Depression HDL Global Depression 

67.264 1 67.264 2.60 .15 9.883 1 9.883 .16 .70 

3.026 1 3.026 .12 1538.574 1 1538.574 25.24 

155.073 6 25.845 365.769 6 60.691 

6.944 1 6.944 .42 .756 1 .756 .04 

146.944 1 146.944 8.83** .02 6.534 1 6.534 .37 .56 

116.500 7 16.642 123.743 7 17.677 

I-' 
0 
0 
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Table 8 also contains the ANCOVA summary tables for 

the dependent variable of depression, as measured both by 

the depression subscale of the MAACL, and by the Global 

Depression Index of the HDL. The hypothesis states that the 

subjects receiving skills training would have significantly 

lower depression scores than the subjects receiving support 

only, both at the end of training as well as four weeks 

later. A significant difference was obtained at the 

follow-up, but not at the end of treatment, as measured by 

the depression subscale of the MAACL. The hypothesis was not 

supported at the post-test, but was supported at the 

follow-up. 

Hypothesis 3: 

The group receiving support, plus skills training 

will demonstrate significant increases in the 

level of coping responses when compared with the 

group receiving support only, both at the end of 

treatment, and at follow-up. 

Table 9 contains the ANCOVA summary table for the 

dependent variable of coping, as measured by the Cognitive 

coping Index of the HDL, and the Behavioral Coping Index of 

the HDL. The hypothesis states that the subjects receiving 

skills training would have significantly higher scores 

reflecting level of coping, than the subjects receiving 

support only, both at the end of training as well as four 



Table 9. Sub-Study 2: ANCOVA summary table for dependent measures of coping and 
social functioning. 

Source of Adjusted df Mean F p Adjusted df Mean F p 
Variance SS Squares value SS Squares value 

HDL Cognitive Coeing HDL Behavioral Coeing 

Groups 60.787 1 60.787 1.04 .35 .018 1 .018 .00 .98 

Covariate 113.527 1 113.527 1.93 7.138 1 7.138 .09 
(Pre-test) 

Error (b) 293.555 5 58.711 376.595 5 75.319 

Trials 8.251 1 8.251 .17 .937 1 .937 .01 

Interaction 6.501 1 6.501 .14 .72 8.437 1 8.437 .08 .79 

Error (w) 283.483 6 47.247 668.000 6 111.333 

Active Recreational Orientation (FES) 

Groups 1.507 1 1.507 .30 .60 

Covariate 28.723 1 28.723 5.79 
(Pre-test) 

. Error (b) 29.770 6 4.961 

Trials .117 1 .117 .14 

Interaction 4.784 1 4.784 5.59* .05 

Error (w) 5.993 7 .856 

*p<.lO 

I--' 
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weeks later •. A significant difference was not found; as a 

result, the hypothesis was not supported. 

Hypothesis 4: 

The group receiving support,-plus skills training 

will demonstrate significant increases in both 

social functioning, and use of community 

resources, when compared with the group receiving 

support only, both at the end of treatment, and at 

follow-up. 

103 

Table 9 also contains the ANCOVA summary table for 

the dependent variable of social functioning/use of 

community resources, as measured by the Active Recreational 

Orientation subscale of the FES. The hypothesis states that 

the subjects receiving skills training would have 

significantly higher scores in this area than the subjects 

receiving support only, both at the end of training, as well 

as four weeks later. A significant result was obtained at 

follow-up, but not at the end of training. The hypothesis 

was not supported at the post-test, but was supported at the 

follow-up. 

Hypothesis 5: 

The group receiving support, plus skills training 

will demonstrate significant improvement within 

the family environment, as indicated by 



significant increases in cohesion, expressiveness, 

and independence, and significantly decreased 

conflict, when compared with the group receiving 

support only, both at the end of treatment, and at 

follow-up. 
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Table 10 contains the ANCOVA summary tables for the 

dependent variables related to family environment, namely, 

Cohesion, Expressiveness, Independence, and Conflict, as 

measured by the respective subscales of the FES. The 

hypothesis states that the subjects receiving skills 

training would have significantly higher scores as regards 

Cohesion, Expressiveness, and Independence and with 

significantly lower scores as regards Conflict, than the 

subjects receiving support only, both at the end of 

training, as well as four weeks later. A significant 

difference was found with the variable Conflict, both at the 

end of treatment and at the follow-up. The hypothesis is 

partially supported. 

subsidiary Analysis 

The results of dependent measures not analyzed for 

hypothesis testing are reported below, including additional 

information obtained regarding the family's relationship to 

the psychiatrically disabled family member. 



Table 10. Sub-Study 2: ANCOVA summary table for dependent measures related to 
family environment. 

Source of Adjusted df Mean F p Adjusted df Mean F p 
Variance SS Squares value SS Squares value 

Cohesion Expressiveness 

Groups 4.150 1 4.150 .79 .40 7.465 1 7.465 3.69 .10 

Covariate .375 1 .375 .07 25.690 1 25.690 12.68 
(Pre-test) 

Error (b) 31. 400 6 5.233 12.153 6 2.025 

Trials .136 1 .136 .48 .584 1 .584 .42 

Interaction .802 1 .802 2.85 .13 .250 1 .250 .18 .68 

Error (w) 1. 975 7 .282 9.693 7 1.384 

Conflict IndeEendence 

Groups 6.180 1 6.180 5.22* .06 .886 1 .886 .2[J .61 

Covariate 21. 734 1 21.734 18.34 10.079 1 10.079 3.18 
(Pre-test) 

Error (b) 7.109 6 1.184 19.014 6 3.169 

Trials .306 1 .306 .41 .667 1 .667 3.24 

Interaction .084 1 .084 .11 .74 .000 1 .000 .00 .95 

Error (w) 5.193 7 .741 1.443 7 .206 

*p<.lO 

I--' 
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sub-study 1 

As indicated in Table 11, the disabled family 

members of both the treatment and comparison groups, had all 

experienced psychiatric hospitalization. However, the 

relatives of the treatment group were reported to have been 

hospitalized more frequently, and more recently than were 

the relatives of the comparison group. In both groups, the 

majority of family members were afraid the disabled relative 

might harm one of themselves, while all were afraid the 

relative might harm himself or herself. In both groups, the 

majority of family members felt they had major 

responsibility for their relative, and felt, furthermore, 

that caring for the relative had been harmful to other 

family relationships. 

As regards coping with their relative, results of 

the HDL Help-seeking Coping Index indicated that the 

majority of family members in both groups were involved with 

help-seeking from mental health professionals, and to a 

lesser extent, from non-mental health professionals. In 

terms of social activities, as measured by HDL Social 

Activities Indexes, the treatment group, on the average, was 

involved in one to two more activities per month with 

friends than was the comparison group, as well as at least 

one additional activity a month with another family member. 

106 



107 

Table 11. Sub-Study 1: Hospitalization of CMI, and 
family response to CHI. 

Characteristic Group 

Treatment Comparison 
(N) (%) (N) (%) 

*Hospitalization 

Ever? 5 (100) 4 (100) 

*Times hospitalized 

1 1 (25) 
2 1 (20) 1 (25 ) 
4 1 (25) 
5 1 (2 0) 
6 1 (20) 
9 or more 2 (4 0) 1 (25) 

*Last hospitalization 

In past 6 months 3 (60) 
In past year 2 (40) 
In past 5 years 3 (75) 
More than 10 years ago 1 (25) 

Fear of CMI harming family 

Yes 3 (50) 6 (86) 
No 2 (33 ) 1 (14) 

(1 missing) 

Fear of CMI harming self 

Yes 6 (loa) 7 (100) 
No 

Have major responsibility for CMI 

Yes 4 (67) 4 (57 ) 
No 2 (33 ) 3 (33) 

Caring for CMI harmful to 
family relations 

Yes 4 (67) 5 (71 ) 
No 2 (33 ) 2 (29) 

*N=Family 
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Sub-Study 2 

As indicated in Table 12, the disabled relatives of 

families in this study had all been hospitalized. Relatives 

of the comparison group tended to have been hospitalized 

more frequently than relatives of the treatment group. The 

majority of relatives in both groups had been hospitalized 

during the past five years. The majority of family members 

were afraid their relative might harm one of them, but only 

in the treatment group did the majority feel the relative 

might harm himself or herself. The majority in both groups 

felt they had major responsibility for their ill family 

member, and that caring for him or her had been harmful to 

other family relationships. 

In terms of coping, the majority of both groups were 

involved in help-seeking from mental health professionals, 

and to a lesser extent with help-seeking from non-mental 

health professionals. As regards social functioning, the 

treatment group, on the average, was involved in one and a 

half more social activities with friends per month than was 

the comparison group. In addition, the treatment group, 

while equal to the comparison group in terms of average 

numbers of monthly activities engaged in with other family 

members at pretest, were involved in two more activities, on 

the average, at follow-up. 



Table 12. Sub-Study 2. Hospitalization of CMI, and 
family response to CMI. 

Characteristic Group 
Treatment Comparison 

No. % No. % 

*Hospitalization 

Ever? 5 ( 100) 4 (100 ) 

*Times hospitalized 

1 2 (40) 
2 1 (25) 
3 1 (20 ) 
4 1 (25) 
5 2 (50) 
9 1 (20) 

*Last hospitalization 

Currently 1 (20) 
In past year 1 (20) 2 (40) 
In past 5 years 2 (40) 2 (40) 
In past 10 years 1 (20) 
More than 10 years ago 1 (20 ) 

Fear of CMI harming family 

Yes 4 (80) 3 (60) 
No 1 (20) 2 (40) 

Fear of CMI harming self 
Yes 4 (80) 2 (40) 
No 1 (20) 3 (60) 

Have major responsibility for CMI 

Yes 4 (80) 4 (80) 
No 1 (20) 1 (20) 

Caring for CMI harmful to 
family relations 

Yes 3 (60) 3 (60) 
No 2 (40) 2 (40) 

*N=Family 
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CHAPTER 5 

SUMMARY, DISCUSSION, AND FUTURE RESEARCH 

A brief summary of the research project with reference 

to the problem, the method, and the results of both studies is 

presented. The significance of the results, with reference to 

the community setting, is explored, followed by 

recommendations for future research. 

summary 

The Problem 

As a result of deinstitutionalization, many severely 

psychiatrically disabled persons must live with their 

families, or in some way be dependent upon them for support. 

Service providers and researchers agree that the burden of 

caring for the person who is chronically mentally ill is a 

"tremendous family problem" (Field, 1979). Researchers have 

recently begun the process of delineating the specific 

stressors of families (e.g. Jung, Spaniol, & Anthony, 1983), 

their feelings of entrapment (e.g., Lamb & Oliphant, 1978), 

and ways in which they attempt to cope with both their 

feelings and the responsibility of continual care (e.g., 

Hatfield, 1981a). 
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Researchers have also recently found that families 

benefit from interventions which include education regarding 

the nature and management of schizophrenia (a common diagnosis 

of the severely psychiatrically disabled), and training in 

specific skills such as communication and problem-solving 

(Fa1Ioon, Boyd, & McGill, 1982). In addition, families report 

benefiting from support groups, including self-help groups 

(Hatfield, 198Ib). 

Prior to the initiation of the research project, La 

Frontera Center, Inc., a comprehensive community mental health 

agency, offered both education classes and support via a 

self-help group to families of persons diagnosed with a 

Schizophrenic Disorder. However, no service was available to 

train families in specific skills related to coping. Given 

this problem, the study was designed in order to both develop 

a skills training program for families, and to systematically 

investigate the efficacy of the program. A psychiatric 

rehabilitation approach, utilizing a variety of behavioral 

techniques, was employed to develop the coping skills training 

program. 

The Method 

Because the number of subjects clinically feasible for 

participation in a skills training at anyone time is 

necessarily small, the design of this research called for two 

separate studies to investigate the efficacy of the training. 



Two different populations were utilized, and the skills 

training was held at different points in time. 
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Sub-study 1. The subjects of Sub-Study 1 were 

recruited via flyers and newspaper announcements to 

participate in a nine-week education class regarding 

schizophrenia. Subjects must have been a relative of a person 

diagnosed with a Schizophrenic Disorder. Subjects were 

selected to participate in the study on a first-come, 

first-served basis, and were then randomly assigned by family 

to either the treatment or comparison conditions. Only the 

investigator was aware of each family's assignment until the 

conclusion of the education class. The subjects assigned to 

the treatment group then began a nine-week skills training, 

after a "break" of approximately four weeks due to the holiday 

season. 

The design of this study included a pre-test, a 

post-test after the education class, a second post-test after 

the skills training, and a four-week follow-up. A 

multi-measure approach was utilized to assess various facets 

of the dependent variable constructs of stress and coping. 

Sub-study 2. The subjects of Sub-Study 2 were 

recruited from the membership of a pre-existing self-help 

group which met monthly at La Frontera center. The members of 

this group had all previously completed the nine-week 

education class, and had elected to form a group both for 
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support, and to advocate for the needs of their 

psychiatrically disabled relatives. All subjects were 

relatives of a person diagnosed with a Schizophrenic Disorder. 

Subjects were selected to participate in the study on ft 

first-come, first-served basis, and were then randomly 

assigned by family to either the treatment or comparison 

conditions. 

The design of this study included a pre-test, a 

post-test following the nine-week skills training, and a 

four-week follow-up. The measures utilized in Sub-study 1 were 

also employed in Sub-Study 2, with the exception of the 

education class evaluation. 

Results 

Sub-Study 1. In this study, no significant differences 

were found between the groups in terms of decreased anxiety or 

decreased depression. significant differences were found 

between the groups in terms of coping, as measured by the HDL 

Behavioral Coping Index. However, each hypothesis as stated in 

this study suggested that the treatment group would not differ 

from the comparison group until after treatment, that is, the 

skills training. Therefore, the hypothesis regarding coping 

responses is not supported unequivocally as the two groups 

were found to differ significantly even after the education 

class (° 2 >. Groups did not differ. significantly in terms of 
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social functioning/use of the community resources, or in terms 

of improved family environment. 

Sub-Study 2. A significant difference was found 

between the groups in terms of decreased anxiety at the 

follow-up. Similarly, a significant difference was found 

between the groups in terms of decreased depression, as 

measured by the MAACL Depression Scale; but, again, only at 

the follow-up. A significant difference was not found between 

the groups as regards coping responses. In terms of increased 

social functioning/use of community resources, again, a 

significant difference was found at the follow-up. 

Significantly decreased conflict was evidenced both at the end 

of treatment and at the follow-up for the treatment group. 

However, no significant differences were found as regards 

increased cohesion, expressiveness, or independence. 

Discussion and Conclusions 

As stated earlier, the purpose of this research 

project was twofold, and included both the development of a 

coping skills training program and a research-oriented 

evaluation of its efficacy. The effectiveness of the program 

in terms of decreasing stress and increasing levels of coping 

was assessed primarily through traditional hypothesis-testing 

methodology and statistical analysis of the data; these 

results are discussed first. Secondly, additional qualitative 

indicators regarding the program's effectiveness are 
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discussed. Finally, the effect of the intervention in terms of 

the social context in which it was carried out, that is, the 

community mental health center, is presented. 

statistically-Based Results 

Given the limitations of this research, it is 

encouraging to note the statistically significant results that 

were obtained, specifically as regards Sub-study 2. As stated 

earlier, alpha levels of .10 or better were considered 

acceptable levels of statistical significance in this reseach. 

While alpha levels of .05 or .01 are more common in 

hypothesis-testing, Minium (1978) stated that where one is 

"trying to uncover a possible difference with the idea of 

subjecting it to further confirmatory exploration, it might be 

desirable to set the value of alpha at .10 .•• " (p. 271). 

As regards Sub-study 1, which compared subjects who 

received education and skills training with those who received 

education only, statistical results associated with coping 

responses, as measured by the Behavioral Coping Index were 

found to be significant, and in the hypothesized direction. 

However, interpretation of this result is hampered by the lack 

of a significant interaction effect after the education class 

(0 2 ). This means that while the treatment group did have 

increased levels of coping when compared to the comparison 

group the difference cannot be attributed to the skills 

training. However, remembering that mean scores have been 
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adjusted through ANCOVA for pre-test (01) differences, it can 

be seen in Figure 4 that the difference between the two groups 

did increase after treatment (03)' with the treatment group 

mean increasing, and the comparison group mean decreasing 

slightly. At follow-up (04) the comparison group mean 

continued to decrease, while the treatment group mean also 

decreased somewhat. 

As regards Sub-Study 2, which compared subjects who 

received both support and skills training, to those who 

received support only, statistical results frequently 

supported the hypothesis at the follow-up, but not at the end 

of treatment. This was true in terms of significantly 

decreased anxiety, significantly decreased depression, and 

significant increases in social functioning and the use of 

community resources. However, in term of assessing various 

improvements within the family environment, significant 

decreases in conflict were obtained for the treatment group, 

both at the end of treatment and at the follow-up. In each 

case, significant results were in the desired direction. 

The predominant characteristic of the statistical 

results obtained was the trend to see significant differences 

at the follow-up, but not immediately following treatment (the 

one exception was in terms of decreased conflict within the 

family). Explanation of these results in terms of delayed 

treatment effect, can be found in the literature. For example, 
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Figure 4. Sub-Study 1: Treatment effects as measured by 
the Behavioral Coping Index. 
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Cowen ~978) has warned that without follow-up, program 

effects can be underestimated, as differences between 

treatment and control groups may not be apparent when a 

program ends, but will be apparent at a later time. More 

specifically, as regards skill training, Bandura (1969) 

stated, "The beneficial effects of new skills and practices 

usually do not become apparent until they have been applied 

over an extended period" (p. 250). Such would appear to be the 

case in this study. 

Given these results, it is reasonable to suggest that 

the skills training did have a positive effect on subjects. 

Limitations of the research which may have prohibited 

additional effects include the small number of subjects (e.g., 

Bakan, 1967), the instrumentation employed, and the lack of 

control possible in a field setting. In terms of sample size, 

clinical researchers warn against "accepting a conclusion of 

'no significant difference' between groups when the sample 

size is small and thus the statistical power low" (Test & 

Stein, 1980, p. 412). However, some statistical experts argue 

that statistical analysis is simply not appropriate for small 

samples, and that conclusions reached would be questionable 

regardless of whether significant results were found or 

not. 

Instrumentation could certainly have contributed to 

any non-significant findings in the two sub-studies, 
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particularly as relates to the construct of coping. While the 

instruments utilized in this project were assessed by the 

investigator to be the most appropriate measures available, 

questions regarding construct validity are inevitable, given 

the complex nature of the constructs of interest. In addition, 

two of the measures, the FES and the HDL, have only recently 

been developed to their current form, and as Nunnally (1983) 

asserted, "gathering evidence for construct validity is a 

matter that takes numerous years, at best" (p. 241). 

specifically as regards the measurement of coping, the 

variability of stressful events, both between observations of 

the same individual, and among individuals, is an issue. Both 

cognitive coping and behavioral coping at each observation, 

were assessed by indexes of the HDL which called for the 

individual to indicate a recent stressful event, and then rate 

the frequency of use of different coping responses. 

In Sub-study I, stressful events identified by 

subjects included, for example, "on-going problems with adult 

children," "nursing horne closing where mother stays," "left a 

steady job to do freelance work," "differences with spouse 

since his retirement," "trouble with supervisor at work," 

"building a .porch," "went deeply into debt," "husband's 

alcoholism," and "death of father." The above stressful life 

events were frequently interchanged with concerns regarding 

the psychiatricaily disabled relative, such as, "schizophrenic 
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son refuses to apply for SSI," "coping with eMI stepson," 

"placing daughter in halfway house," "daughter taking right 

medication," and "mentally ill son missing." Similarly, as 

regards sup-Study 2, in addition to stressful events 

associated with the ill relative, family members listed events 

such as "arthritis," "husband hospitalized with Alzheimer's 

Disease," "death of a close friend," "decreased income," and 

"alcohol problem within the family," as being life events 

requiring coping responses. 

Instrumentation will probably continue to pose a major 

problem for researchers in the area of stress, and its 

corollary coping. According to Levine (1974): 

The complex, connected, intertwined, nonindependent 
nature of the issues involved in whole human 
activities requires a research instrument that is 
itself complex and high-powered enough to be able to 
understand and to formulate concepts about human 
life; to untangle, to unravel, and yet appreciate 
the whole. (p. 665) 

In the absence of the perfect research instrument 

described above, Levine (1974) also has observed that "in 

arriving at a tentative conclusion about some state of 

affairs .•. [one can] rely not on a single simple source of 

evidence, ... but on multiple sources of evidence used in 

conjunction" (p. 667). Therefore, measurement for the 

dependent variables in this research was designed to include 

instruments focused on different aspects of the constructs. To 

continue the example of coping, both cognitive coping and 
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behavioral coping were assessed. Similarly, depression, 

defined as one aspect of stress, was measured by two different 

instruments, one being affectively oriented and the other 

behaviorally oriented. Significant results were obtained in 

sub-study 2 with the affective measure of depression, but not 

with the behaviorally oriented measure. 

offered the following interpretation: 

McGrath (1970) 

•.• lack of convergence of measures can be viewed as 
methodological weakness (alternate measures of the 
same property--stress--yield different results) or as 
substantive information (alternate measures represent 
alternative and more or less substitutable responses 
for stress) (p. 82). 

Additional Results 

It is not uncommon to read of difficulties in 

obtaining statistically significant results from applied 

research in field setttings, given "exclusive reliance on 

experimentation and its handmaiden, statistical analysis" 

(Levine, 1974, p. 661). Campbell and stanley (1963) in a 

more general context asserted, ·We must expand our 

students' vow [sic] of poverty to include not only the 

willingness to accept poverty of finance, but also a 

poverty of experimental results" (p. 173). 

However, with the majority of family members in 

both studies reporting that caring for their ill relative 

has been harmful to relationships within the family (see 

Tables 11 and 12), and with the awareness that these 



families must also cope with stressful life events in 

addition to the care of their relative, evidence of 

effective intervention must not be discounted, even if it 

does not yield to statistical analysis. 
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In response to the Coping Questionnaire (see Appendix 

L), for example, the treatment group of Sub-Study 1 reported 

feeling more adequate at the follow-up in terms of coping with 

their ill relative, than did the comparison group, and more 

capable of managing the ill family member's behavior. 

Interestingly, both groups mentioned support groups, and the 

mental health center, as being primary souces of support, with 

patience and faith frequently being identified as strengths. 

In Sub-Study 2, where all subjects were members of a 

formal support/self-help group, there was no difference 

between groups at follow-up in terms of coping level (see 

Appendix L); however, the treatment group did report being 

more capable of managing the ill family member's behavior. 

Similar to the responses of the first study, these families 

also reported primary sources of support to come from family 

groups and from the mental health center, with strengths 

frequently being associated with patience and faith. 

As regards the subjects' evaluation of the skills 

training (Appendix N), subjects in both studies reported 

finding the skills training helpful in terms of increasing 

their ability to communicate with the ill family member, in 
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understanding and setting limits on his or her behavior, in 

helping them to solve problems, and to in general, feel 

better. Role-playing was frequently mentioned as the most 

helpful part of the skills training. Respondents from both 

studies ·reported that they would recommend the skills training 

to other families. 

Clinical judgment on the part of the investigator and 

the social worker who helped to facilitate the training 

sessions, would indicate that specific families improved 

considerably in their abilities to communicate, set limits and 

problem-solve. Other clinical observations have been made 

regarding the skills training--unfortunately, not all were 

documented. For example, we question now, as in the 

literature, the efficacy of having spouses in the same skills 

training, as more than once we witnessed a husband or wife's 

presence limiting his or her spouse's participation. Indeed, 

at the conclusion of the project, this investigator realized 

that much would have been gained by systematic documentation 

of clincial observations (strauss & Hafez, 1981). 

The Community Setting 

Evidence for the effectiveness of the coping skills 

training has resulted in the program being continued as a 

service to families at La Frontera Center, Inc. The social 

worker trained in the skills model by this investigator, is 



currently planning to train additional staff. Further 

evaluation research is planned. 
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To the extent that the research regarding this skills 

training program was successful, it should be noted that the 

investigator's relationship to the community setting was a 

factor, which warrants discussion. There is no question but 

that the cultivated involvement of center staff on an ongoing 

basis was responsible, in part, for the successful completion 

of the project. Cowen (1978) has spoken of "the special 

hazards of doing research in the community" (p. 793),and 

recommended "involving program personnel in planning studies, 

taking time to explain the purposes and significance of 

research to them, using parsimonious measures ... relevant ... to 

job turf, and feeding back findings in usable forms" (p. 794), 

as being means of gaining cooperation and support. This author 

concurs. Information was obtained in this study, for example, 

that was not essential for the investigation, but was 

requested by the social worker who put in countless hours of 

her own time to assist with the project. 

According to Kelly, Munoz, and Snowden (1982, p. 343), 

"research is not just a scientific task," the people affected 

by research must be given "careful consideration." Further, 

these authors speak of "cordial relationships," "ownership," 

"collaboration and mutual learning," "trust," and being "open" 

to suggestions. In delineating factors relevant to social and 
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psychological research in community settings, they speak not 

of internal validity, but of the requirement that "such 

research be done by persons who have the commitment and 

capacity to seek out cordial, reciprocal relationships" 

(Kelly, Munoz, & Snowden, 1982, p. 348). 

Thus, although not an ideal laboratory (Cowen, 1978), 

the community can be an ideal place to learn about research. 

In this project, for example, we learned that each instrument 

took subjects far longer to complete than had been 

anticipated. We learned that instruments, no matter what their 

reported construct validity or internal reliabilities, had to 

have face validity. We learned that families may need to 

change a programmed format if it does not allow them to focus 

on the treatment (Families in sub-Study 1 requested a five to 

ten minute period at the beginning of each training session to 

make sure no one was in crisis.) Decisions had to be made 

based on incidents not covered in standard texts (McGrath, 

Martin, & Kulka, 1982). In the end, however, statistical 

evidence indicated that coping skills training resulted in 

decreased anxiety, depression, and conflict within the family, 

as well as increased social functioning and use of community 

resources. Families also reported that they felt the skills 

training was of benefit to them. The community setting has 

incorporated the skills training into its program of services. 
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Clearly, further attempts at replication and confirmation of 

the findings reported in this research are warranted. 

Recommendations for Future Research 

In order to continue probing the effects of coping 

skills training as intervention with families of the severely 

psychiatrically disabled, the following recommendations are 

offered: 

1. Although the two sub-studies in this project are 

not comparable, it is interesting that the significant results 

were obtained primarily in the study which included a support 

component. Further .investigation is needed to understand any 

intervening role the addition of support may have to the 

acquisition of coping skills. 

2. The influence of family members within the same 

skills training group also warrants further investigation. 

3. Further investigation regarding the construct of 

coping is necessary, with the development of more rigorous 

instrumentation. 

4. Case studies within individual families need to be 

conducted in order to obtain more detailed information related 

to coping with relatives who are severely psychiatrically 

disabled. 

5. Clinical observations and reports should be 

considered as instruments of measurement in future studies. 
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6. Future studies should be concerned with the ethnic 

relevance of skills training to families of racial and ethnic 

minorities. 

7. The majority of participants in both studies were 

women--mothers, a grandmother, and sisters. Further 

investigation is needed to design and implement interventions 

palatable to male family members. 

8. Future studies should be longitudinal in nature. 

As the majority of results indicated significant differences 

at follow-up, but not at the end of treatment, the question of 

delayed effect is raised. 
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THE FAMILY CLASS 

Class schedule 

This is an outline of all the sections in the Family 
Class. It is provided to you to help you know what to 
expect for the rest of the classes. 

LESSON I: INTRODUCTION TO THE FAMILY CLASS 

The better you understand what to expect and what 
the class can and cannot provide, the better prepared you 
are to benefit from the information given. 

LESSON II: MYTHS AND MUDDLES 

Everyone has false beliefs and feelings about mental 
illness, and these can often interfere with full 
participation in treatment. Clearing the air of myths and 
muddles about mental illness is necessary to benefitting 
from the new information in the classes. 

LESSON III: SCHIZOPHRENIA: ILLNESS OF PERCEPTION AND MOOD 

Schizophrenia is a serious physical illness 
involving chemical changes in the body affecting perceptions 
and moods. It affects every aspect of life. 

LESSON IV: SCHIZOPHRENIA: ILLNESS OF THOUGHT AND ACTION 

Changes in perceptual constancy and mood regulation 
also affect thoughts and actions. The links between 
perceptions, moods, thoughts, and actions must be understood 
for understanding schizophrenia. 

LESSON V: PATIENTHOOD: THE ART OF BEING RESPONSIBLE 

Patienthood involves certain rights and 
responsibilities which the ill person has while acutely ill. 
An understanding of these is necessary for fully benefitting 
from being in the patient role. 

LESSON VI: THE HANDICAP OF SCHIZOPHRENIA 

Schizophrenia can lead to a handicap condition 
during the times the ill person is not acutely ill, and this 
condition also has certain rights and responsibilities which 
must be mastered in the goal of rehabilitation. 
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LESSON VII: ROLE OF THE FAMILY 

Families also have special rights and 
responsibilities in the treatment process and can only fully 
paticipate when they understand these rights and duties of 
the ill person and of themselves. Families must also learn 
how to obtain and give support. 

LESSON VIII: TREATMENT AND MANAGEMENT 

Many treatments have been found useful in management 
of schizophrenia. It is necessary to understand these 
treatments and what can and cannot be expected of each of 
them. 

LESSON IX: EXPERIENCE AND BEHAVIOR 

In order to understand schizophrenia, it is 
necessary to understand the experiences of the ill person 
and how these experiences are related to the behavior that 
can be seen. 
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Lf\ FRONTERf\ CENTER, INC. 
502 WEST 29TH STREET' TUCSON, ARIZONA 85713' ADMINISTRATION (802)792·1057 • CLINIC (602) 884·9920 

Dlte: 

l);ar ____ _ 

As you may know, La Frontera Center provides a variety of services 
to persons who are chronically mentally ill. In addition, we are also 
involved in working with the families of chronically mentally ill 
persons (they do not have to be clients of La Frontera). Enclosed 
is a flyer telling you of our services. Please keep in mind that 
there is no charge to families for these serv~ces. 

You will note the flyer refers to education classes. l~e have held 
several education classes in the past and now would like to evaluate 
our service through a research project. 

We hope to begin a new education class in late September to be held 
on Thursday evenings from 7: 00 to 9: 00 p.m., beginning September 22. 
The class will last for nine weeks. We would like to ask you to 
participate in this education class, as well as in the research 
project evaluating it. For the research, we will ask you to fill out 
questionnaires. The questions ask about the stress in your life and 
what ,",'Quld help in terms of more support for the family. Some of you 
will be asked to participate in an additional nine-week skill-training 
program following completion of the education classes. 

If you are interested in participating in this education class, please 
let us know by returning the enclosed post card. A max~ of three 
(3) adult members of your family may participate with you. 

If you have any questions, please call. 

Sincerely, 

Pat Ferris, M.S.W. 
Clinician 

Catherine Marshall, M.S. 
Rehabilitation Psychology Intern 

spc 
Enclosures (2) 
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FAMILY COPING SKILLS TRAINING GUIDELINES 

Catherine Marshall, M.S. 
Department of Rehabilitation 

University of Arizona 
Tucson, Arizona 

with 

Patricia Ferris, M.S.W. 
Family Support Project 

La Frontera Center, Inc. 
Tucson, Arizona 

People do not cause schizophrenia; they merely 
blame each other for doing so. 

E. Fuller Torrey 
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Week ~ 

Week 2 

Week 3 

Week 4 

Week 5 

Week 6 

Week 7 

Week 8 

Week 9 

FAMILY COPING SKILLS TRAINING SCHEDULE 

Communication Skills Training I: Communicating 
with Schizophrenics Using Your Language--Not Theirs 

Communication Skills Training II: Communicating to 
Defuse a Violent or Dangerous Situation 

Communication Skills Training III: Keeping Communica
tion Lines Open Within the Family 

Assertiveness Training I: Making Family Needs Known 
Within the Family 

Assertiveness Training II: Making Family Needs Known 
to the System 
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Behavior Management I: Setting Limits with the Severely 
Psychiatrically Disabled Family Member 

Behavior Management II: ,Setting Limits with Yourself 

Problem-Solving I: What are Family Values? What are 
Family Alternatives? 

Problem-Solving II: When the Family Can't Solve the 
Problem ••• 



WEEK 1 

OBJECTIVES: 

1. To introduce to the family trainees the philosophy and 
structure of the skills training. 
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2. To identify skill topics to be covered each week through
out the skills training. 

3. To enable family trainees to maintain control in their 
conversation with ill family member. 

4. To enable at least 9ne family to practice skill topic. 

CONTENT: 

I. Introduction of Skill Trainers and Family Trainees 

A. "Housekeeping" Details 
B. Distribution of Training Folders 

II. Philosophy of Skill Training 

A. Skills can be learned. 

B. It is trainers responsibility to ensure that the 
training environment is caring and supportive. 

C. Skills training is.:a "skills-exchange" among families, 
and between families and skills trainers. 

D. Family trainees must respect each others right to 
confidentiality. 

III. Structure of Skill Training 

A. Attendance is' required to ensure continuity of train
ing, and all trainies are asked to arrive on time. 

B. Training will be conducted through direct instruc
tion, modelWg, behavior rehearsal, feedback, and 
homework. 

IV. Identify Skill Topic 

V. Introduction of Skill Topic for Week 1 

A. Direct Instruction 

B. "Skills Exchange" (Families talk with each other to 
relate what works and what doesn't.) 

C. Discussion 

D. Facilitator identifies family situation for skill 
practice. 
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WEEK 1: continued 

VI. Family Trainee Role - Play 

A. Modeling 
B. Behavior Rehearsal 
C. Feedback 

EXAMPLE: (ROLE - PLAY) 

VII. Homework Assignments 

EXAMPLE: (HOMEWORK ) 

VIII. Wrap-Up 

A. Check in with how training went for families 
B. Distribution of Homework Report Forms and Skill Notes 
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WEEK 1: continued 

MATERIALS: 

1. Skill Training Folder 

2. Skills Training Philosophy and Structure 

3. Ground Rules 

4. Feedback 

5. Skills Training Schedule 

6. Homework Report 

7. Skill Notes 



WEEK 2 

OBJECTIVES: 

1. To enable family trainees to identify and share effective 
methods for defusing a violent or dangerous situation. 
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2. To enable family trainees to develop confidence in handling a 
potentially dangerous situation. 

3. To enable family trainees to assess when they need to request 
help. 

4. To enable at least one family to practice skill topic. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic For Week 2 

A. "Skills Exchange" -- let families know this is a time for 
them to share what works best in their exoerience for de
fusing a violent or dangerous situation. 

B. Discussion -- Important to note that we are not advocating 
physical interventions, but communication strategies to 
prevent escalation. 

C. Facilitator identifies family situation for skill practice. 

III - VI: See VI - VIII Week 1 

MATERIALS: 

1. Homework Report 

2. Skill Notes 



WEEK 3 

OBJECTIVES: 

1. To introduce family trainees to the concept of appropriate 
verbal expression of feelings. 

2. To enable families to understand the importance of communica
ting with each other on a regular basis. 

3. To enable at least one family to practice skill topic. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic For Week 3 

A. Direct Instruction 

B. Model Listening Skills 

1. Verbatim Responses 

2. Paraphasing Responses 

3. Identifing Feeling in Communication 

C. Rehearsal of Listening Skills 

D. "Skills Exchange" 

E. Discussion 
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F. Facilitator identifies family situation for skill practice 

III - VI: See VI - VIII Week 1 

MATERIALS: ., 

1. Communication Summary 

2. Feeling Word List 



WEEK 4 

OBJECTIVES: 

~. To enable family member to assess whether their styles 
of interaction are primarily passive, assertive, or 
aggressive. 

2. To enable family members to communicate their needs 
wi thin the family, openly and hones·cly. 
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3. To enable family members to not feel guilty when "saying 
no" to excessive demands. 

4. To enable at least one family to practic skill topic. 

CONTENT: 

I. Identify Skill Topics 

II. Introduction of Skill Topic for Week 4. 

III. See VI - VIII Week ~ 

MATERIALS: 

~. Assertiveness packet 

2. Homework Report 

3. Skill Notes 



WEEK 5 

OBJECTIVES: 

1. To train family members in appropriate -means of accessing 
systems. 

2. To enable family members to assertively express their 
needs to systems of health care and related services. 

3. To enable family members to assertively express their 
ill family members needs to systems. 

4. To enable at least one family to practice skill topic. 

CONTENT: 

I. 

II. 

III. 

MATERIALS: 

Identify Skill Topic 

Introduction of Skill Topic for Week 5 

See VI - VIII Week ~ 

1. Homework Report 

2. Skill Notes 
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WEEK 6 

QBJECTlVES: 

1. To enable family members to identify behaviors of ill 
family member which require and would be responsive to 
limit setting. 

2. To train family members in basic limit setting skills 
such as defining limits, idenrifying consequences, devel
oping rewards, and contingency contract writing. 

3. To. enable at least one family to practice skill topic. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic for Week 6 

III. See VI - VIII Week l 

MATERIALS: 
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l. Torrey, E.F., "What the Family Can DO," Surviving Schizoohrenia, 
1983. 

2. Homework Report 

3. Skill Notes 



WEEK 7 

OBJECTIVES: 

1. To enable family members to assess when their behavior 
requires limit-setting. -----

2. To train family members in self-monitoring of limit
setting procedures. 

3. To enable at least one family to practice skill topic. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic for Week 7 

III. See VI - VIII Week ~ 

MATERIALS: 

1. Homework Report 

2. Skill Notes 
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WEEK 8 

OBJECTIVES: 

1. To enable f~ily members to work together (including ill 
family member if involved in problem) to solve family 
problems. 

2. To enable at least one family to practice skill topic. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic for Week 8 

III. See VI - VIII Week 1 

MATERIALS: 

1. Solving Problems Handout 

2. Homework Report 

3. Skill Notes 
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WEEK 9 

OBJECTIVES: 

1. To introduce to family members the concept of collective 
advocacy. 

2. To inform family members of available support groups and 
additional resources in the community. 

3. To enable family members to evaluate skill training. 

CONTENT: 

I. Identify Skill Topic 

II. Introduction of Skill Topic 
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III. Exchange of Information, Sharing of ReSOUrces, and Discussion 

IV. Wrap-up --- check in with how training went for families 

EVALUATION ---- SKILL TRAINING EVALUATION FORM 

MATERIALS: 

1. Community Resource Material 

2. Skill Training Evaluation Form 
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.1- GJ active 45 EI fit 89 0 peaceful 

2 0 adventurous 46 Gl forlorn 90 0 pleased 

3 0 affectionate 47 o frank 91 El pleasant 

4 8 afraid 48 0 free 92 0 polite 

5 0 agitated 49 0 friendly 93 0 powerful 

6 0 agreeable 50 G frightened 94 0 quiet 

7 0 aggressive 51 Ofurious 95 0 reckless 

8 8 alive 52 Ogay 96 0 rejected 

9 0 alone 53 Ogentle 97 0 rough 

10 0 amiable 54 Oglad 98 [J sad 

11 o amused 55 o gloomy 99 GJ safe 

12 0 angry 56 (] good 100 0 satisfied 

13 0 annoyed 57 0 good-natured 10 1 EJ secure 

14 GJ awful 58 Ogrim 102 0 shaky 

15 Obashful 59 Q happy 103 0 shy 

16 0 bitter 60 Ohealthy 104 0 soothed 

17 o blue 61 0 hopeless 105 0 steady 

18 0 bored 62 0 hostile . 106 0 stubborn 

19 GJ calm 63 0 impatient 107 0 stormy 

20 0 cautious 64 0 incensed 108 GJ strong 

21 Q cheerful 65 0 indignant 109 El suffering 

22 0 clean 66 Q inspired 110 0 sullen 

23 0 coinplaining 67 [J interested 111 GJ sunk 

24 GJ contented 68 0 irritated 112 0 sympathetic 

25 0 contrary 69 0 jealous 113 0 tame 

26 Ocool 70 Ojoyful 114 0 tender 

27 0 cooperative 71 0 kindly 115 EJ tense 

28 0 critical 72 [J lonely 116 a terrible 

29 0 cross 73 IJ lost 11 7 c::J terrified 

30 0 cruel 74 !:Jloving 118 0 thoughtful 

31 Odaring 75 o low 119 0 timid 

32 r:J desperate 76 0 lucky 120 0 tormented 

33 [] destroyed 77 0 mad 121 0 understanding 

34 Odevoted 78 0 mean 122 0 unhappy 

35 0 disagreeable 79 0 meek 123 0 unsociable 

36 0 discontented 80 I:J merry 124 0 upset 

37 0 discouraged 81 0 mild 125 0 vexed 

38 0 disgusted 82 Q miserable 126 0 warm 

39 0 displeased 83 IJ nervous 127 0 whole 

40 0 energetic 84 0 obliging 128 0 wild 

41 o enraged 85 0 offended 129 0 willful 

42 0 enthusiastic 86 0 outraged 130 0 wilted 

43 ~ fearful 87 GJ panicky 131 t:J worrying 

44 0 fine 88 0 patient 132 t:J young 
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1. Family members really help 20. There are very few rules to fol-
and support one another. low in our family. 

2. Family members often keep 21. We put a lot of energy into 
their feelings to themselves. what we do at home. 

3. We fight a lot in our family. 22. It's hard to "blow off steam" 

4. We don't do things on our 
at home without upsetting 
somebody. 

own very often in our family. 23. Family members sometimes 
5. We feel it is important to be get so angry they throw things. 

the best at whatever you do. 

6. 
24. We think things out for 

We often talk about political ourselves in our family. 
anCJ social problems. 

25. How much money a person 
7. We spend most weekends and makes is not very important 

evenings at home. to us. 
8. Family members attend church, 26. Learning about new and 

synagogue, or Sunday School different things is very 
fairly often. important in our family. 

9. Activities in our family are 27. Noboby in our family is active pretty carefully planned. in sports, Little League, bowling, 
10. Family members are rarely etc. 

ordered around. 28. We often talk about the religious 
11. We often seem to be killing meaning of Christmas, Passover, 

time at home. or other holidays. 

12. We say anything we want to 29. It's often hard to find things 
around home. when you need them in our 

13. Family members rarely be- household. 

come openly angry. 30. There is one family member 

14. I n our family, we are strongly who makes most of the 

encouraged to be independent. decisions. 

15. 
31. There is a feeling of together-

Getting ahead in life is very ness in our family. 
important in our family. 

16. We rarely go to lectures, plays 32. We tell each other about our 
or concerts. personal problems. 

17. Friends often come over for 33. Family members hardly ever 
dinner or to visit. lose their tempers. 

18. We don't say prayers in our 34. We come and go as we want to 
family. in our family. 

19. We are generally very neat and 35. We believe in competition and 
orderly. "may the best man win." 
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36. We are not that interested in 54. Family members almost 
cultural activities. always rely on themselves 

37. We often go to movies, sports when a problem comes up. 

events, camping, etc. 55. Family members rarely worry 
38. We don't believe in heaven or about job promotions, school 

hell. grades,. etc. 

39. Being on time is very important 56. Someone in our family plays 
in our family. a musical instrument. 

40. There are set ways of doing 57. Family members are not 
things at home. very involved in recreational 

41. We rarely volunteer when activities outside work or 
something has to be done at school. 
home. 58. We believe there are some 

42. If we feel like doing something things you just have to take 
on the spur of the moment we on faith. 
often just pick up and go. 59. Family members make sure 

43. Family members often their rooms are neat. 
criticize each other. 

60. Everyone has an equal say in 
44. There is very little privacy in family decisions. 

our family. 
61. There is very little group spirit 45. We always strive to do things 

just a little better the next in our family. 

time. 62. Money and paying bills is 
46. We rarely have intellectual openly talked about in our 

discussions. family. 

47. Everyone in our family has a 63. If there's a disagreement in 
hobby or two. our family, we try hard to 

48. Family members have strict smooth things over and keep 
ideas about what is right the peace. 
and wrong. 64. Family members strongly 

49. People change their minds encourage each other to stand 
often in our family. up for their rights. 

50. There is a strong emphasis on 65. In our family, we don't try 
following rules in our family. that hard to succeed. 

51. Family members really back 66. Family members often go to 
each other up. the library. 

52. Someone usually gets upset if 67. Family members sometimes 
you complain in our family. attend courses or take lessons 

53. Family members sometimes hit for some hobby or interest 
each other. (outside of school). 
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68. I n our family each person has 80. Rules are pretty inflexible in 
different ideas about what is our household. 
right and wrong. 81. There is plenty of time and at-

69. Each person's duties are clearly tention for everyone in our 
defined in our family. family. 

70. We can do whatever we want 82. There are a lot of spontaneous 
to in our family. discussions in our family. 

71. We really get along well with 83. In our family, we believe you 
each other. don't ever get anywhere by 

72. We are usually careful about 
raising your voice. 

what we say to each other. 84. We are not really encouraged 

73. Family members often try to 
to speak up for ourselves in 
our family. 

one-up or out-do each other. 
85. Family members are often 

74. It's hard to be by yourself compared with others as to 
without hurting someone's how well they are doing at 
feelings in ~ur household. work or school. 

75. "Work before play" is the rule 86. Family members really like 
in our family. music, art and literature. 

76. Watching T.V. is more 87. Our main form of entertain-
important than reading in ment is watching T.V. or 
our family. listening to the radio. 

77. Family members go out a lot. 
88. Family members believe that 

if you sin you will be punished. 
78. The Bible is a very important 89. Dishes are usually done 

book in our home. immediately after eating. 
79. Money is not handled very 90. You can't get away with much 

carefully in our family. in our family. 
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APPENDIX A: ~ ANn.QAlLl.. LIVING • .Mll!J.I FOR".!l 

This Is your copy of the special Health questionnaire. Please ans\~er each question as 
ao:curately as \IOU can by placing an "X" In the box next to the answer that you. select or by 
entering information In the space provided. 

All your ans~r5 are strictly confidential. If for any reason you do not wish to 
answer a question, please ~ the question so that we know you have Intentionally skipped 
it. 

Please Ignore the small numbers which appear by the boxes or In the margins. They are 
to help us record your answers. ~e appreciate your cooperation In this Important survey. 

I. ~nen were yu~ oorn? 
1'10 ·DAY YEAR 

2. How many years did you fInish in school? (C·lrcJe last year COMPLETED) 

HIGH SCHOOL COLLEGE/VOCATIONAL SCHOOL 
01 

8 or 
less 

" 9th 
10 

10th 
11 

11th 

3. What is your religious preference? 

12 
12th 

Il 
1st 

14 
2nd 

15 
3rd " Itth 

10 Catholic: zOJewish 3DPr~testant cOOther 

4. What is your ethnic background? 

Ame:"i can 
10 Indi!l" 

S. Wh-H Is your Nd ta I status? 

Never 
10~ zDMarried 

Mexic .. n-
40 .A.mer i Clln 

3D Separated 

SDWhi te 

COOlvorced 

17 
5 or 
cnore 

$ O\lidowetJ 

How long have 
you been married 
to your present 
spouse? 

How long did 
you live wi th 
your spouse be
fore you sep
arated? 

How long were you married 
to your (I~st) spouse? 

____ .;yellrs 

---:lIIlIrs ---:lears 

G. How many times have you been married altogether? ____ times 

Copyright, Rudolf H. Moos, Social Ecology Laboratory, Stanford University, l~e2 
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7. Are you employed now? 

:rOYes, part tIme 
only 

lOYes, full time 
only 

.0Ves, full tIme and 
pltrt tlme--

s. ~ ~ ~ VEAR, how many tImes dId you change jobs? ____ times 

9. What Is your present (or usual If not currently employed) occupation? 

10. If not currently employed, what Is the m.ln reason? (Choose one answer) 

,0Temporarlly laid off 

20 Hot emp loyed and 
lookIng for work 

30 IIct flIIIP loyed and not 
lookl ng for work --

.0 Student 

sO Poor hu I th 

.0 Retired 

II. If not currently employed. how long have you bean out of work? 

,0 Lau than 3 months 

20 3-6 months 

12. (Optional) What Is your In~? 

. ,0 Lass than S5.000 

2(:]S5,OOO - $7,999 

,0$8,000 - $11,999 

3D 6-9 months 

.09 months to a year 

.0 SI2,OOO - $14,999 

sO S15,00a - SI9,999 

• OS20,OOO - S24,999 

70 Homemaker 

.0 Other rusen 

50 I year or more 

70$25,000 - $2~,999 

.OS30,000 or mere 

Vour~.!!!.!l!!.!l familv ~~~ (your earnings plus those of 
others living with you 

,0Lass than $5,000 

2!:JS5.000 - S7,999 

3D $8,000 - $11,~99 

.OSI2.000 - $IIt,999 

sOS15.000 - $19.999 

.OS20,000 - S24,999 

70$25.000 - $29.999 

.0 S30 .000 or more 
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Additional Facts About You: 

1J. Sex (l) __ Male 14. AtrO 0- __ 

(2) __ Female 15. Number in Household 

16. Your relationship with mentally ill relative? 

(l) __ Parent (2) __ Brother/Sister (J) __ Spo~se 

(4) __ Grandparent (5) __ Aunt/Uncle (6 ) __ Other ______ _ 

17. Your mentally ill relative's agel __ __ 

18. How long has your relative been diagnosed as mentally ill? ____ Yrs ___ Mcns 

19. Where does your mentally ill relative currently live? 

(l) __ With you (2) ___ Independently 

(4) __ Other relatives <.s) __ Fri end s 

(J ) __ Boarding home 

(6) __ Hospital 

(7) __ Residential treatment (8) __ Unknown (9) __ Other _____ _ 

20. Has your relative ever been hospitalized for mental illness? 

(l) __ Yes (2) __ No 

21. If Yes: How many times hospitalized? ___ __ 

22. If Yes: How long ago was last hospitalization? 

(l) ___ Currently hospitalized (2) ____ Within past 6 months 

(J ) __ Wi thin past year 

(5) __ Within past 10 years 

(4) __ Within past 5 years 

(o) __ More than 10 years ago 

2J. Have you ever had to file a petition for court-ordered treat~e~t fo" 

you::- relative? (l) __ Yes (2) __ No 

24. Have you ever been fearful that your mentally ill relative would 

harm your or ~~other member of the family? (l) __ Yes (2) __ No 

25. Have you ever worried that your relative would harm him/herself? 

(1) __ Yes (2) __ No 

2~. Do you support your mentally ill relative financially? 

(l) __ Yes (2) __ No 
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27. If Yesl What is the extent of your support? 

(1 ) __ Total support (2) ____ Assist in financial emergencies 

(3) ____ Regularly for basic necessities (4) ____ On special occasions 

28. Do you have to help your relative handle his/her money? 

(1) __ Yes (2) __ No (3) __ Occasionally 

29. Do you have to help or remind your relative to take care of hiS/her 

personal hygiene? 

(l) __ Yes (2) __ No (3) ____ Occasionally 

30. Do you have to remind your relative to take psychotropic medica"io~? 

(l) __ Yes (2) __ No ()) __ Occasionally 

31. Do you feel that you have major responsibility for the care of your 

mentally ill relative? (l) ____ Yes (2) ____ No 

32. Do you feel that caring for a mentally ill family mencer has been 

harmful to your relationship with other fanily members? 

(1) __ Yes (2) __ No 

3'3. What is your relative's current diagnosis? ________________ _ 

If not schizophrenia. has he or she been diagnosed as schizophrenic 

in the past? (l) __ Yes (2) __ No 
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.!Q!!!!. ..!!2!:!.!:!.l!! M ~ II ~ (cont I d) 

I. Not countIng check-ups, how many times did you 
see a dcc:tor .!!!:!.!ll!!£ M. ~~? HOoof times? ______ _ 

2. Have you been hospitalized during the last year? lOVes 

If m, how J,c)ng (no. of days)?_ For what c:cndltion(s)7 __________ _ 
24·Z1 

3. Have you been unable tp work or carry out your 
usu~1 actIvities because of health problems? IDVes 

If m, how long (llO. of days)? __ For what c:cnditlon(s)1 __________ _ 
U-lI 

~. DURING THE LAST 12 MONTHS, have you frequently used any of the following 
iiiedi"Ca'tTOiis-7 - - -

!g. No Yes No 
I T T T 

0 C1 Allergy pills U 0 o Laxatives 

0 c:J Amphetamines (uppers) J4 0 o Pain ki llers 

39 

0 o AntibIotics .lI 0 o Sleeping pi I Is 

40 

41 

0 [J Antidepressants 31 0 o Medicine for Indigestion 

0 o Aspldn .:J7 0 o Tranqui n7.ers 

0 o Diet pills :II 0 OVitamins 44 

5. Sometimes when people have problems they turn to certain persons ror h~lp. HAVE 
YOU EVER GONE to any of the people 011 this list for advice or help wi th marrrage' 
Cir'"'lam,jy problems, or other personal problems? If you have. was It l!!.!!:!!~ 
.ll~? 

a. Minister, prie$t, rabbi or other 
spiritual c:ounselor? ••••••••••••••• ~ 

b. Marriage or family counselor? ••••••• 

c. Medical dcc:tor? (not a psychiatrist). 

d. Psychiatrist or psychologist? ••••••• 

e. Policeman or probation ofFicer? ••••• 

f. Self-help or sensItivIty group? ••••• 

g. Lawyer? ••••••••••••••••••••••••••••• 

h. Your employer? •••••••••••••••••••••• 

Ever 
gone? 

Yes ~ 
-1- Z 

00 
DO 
DO 
00 
00 
DO 
00 
00 

45 

In last 
.!l..!!2~? 

Yes No 
-1- -z-

OO 
DO 
00 
00 
DO 
00 
00 
DO 

41 

53 

'0 

2Z 

42 
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::!.QY! ~..!!i J]i ~ ~ 

We have asked you about your general health durlng the last year. New we would like 
to know how you have been feeling ~lli~~. 

DURING THE LAST HONTH, 
how often-have yCiii""'eXper ienced Some- Fairly 
the fo 11 owl ntfl ~ ~ ~ ~ ~ 

1 2 3 4 5 

1. Feeling depressed (sad or blue) ••••••• 0 0 0 0 0 2 

2. Poor appetite or weight loss •••••••••• 0 0 0 0 0 
3. Trouble sleepIng or sleeping too 

0 0 0 0 0 much •••••••••••••••••••••••••••••••• 

4. Loss of energy; fatIgue; tiredness •••• 0 0 0 0 0 
5. Been unable to sit still •••••••••••••• 0 0 0 0 0 
6. FeelIng slowed down and having 

0 0 0 0 0 trouble moving •• ...•.....•.•....... 
7. Loss of interest or pleasure In your 

0 0 0 0 0 usual activities or In sex •••••••••• 

8. Feeling guilty, worthless or down 
0 0 0 0 0 on yourself ••••••••••••••••••••••••• 

9. Trouble concentrating, thinking or 0 0 0 0 0 making declslons ••••••••••• ~ •••••••• 10 

10. Thoughts about death or suicide •••••••• 0 0 0 0 0 
11. Cry ing •••••••••••••••••••••••••••••••• 0 0 0 0 0 
12. Feeling negative or pessimistic ••.••.• 0 0 0 0 0 
13. Brooding about 'unpleasant things ..... 0 0 0 0 0 
14. Feelln.g Inadequate •••••••••••••••••••• 0 0 0 0 0 
15. Feel ing resentful, Irritable. angry ••• 0 0 0 0 0 
16. HeedIng reassurance or help ••••••••••• 0 0 0 0 0 
17. Feeling sorry for yourself •••••••••••• 0 .0 0 0 0 
18. Physical symptoms or complaInts ••••••• 0 0 0 0 0 n 



~.!!!.m~~ (cont'd) 

2. Please pick the most important problem from those you checked on the previous 
two pages, OR, If none of these problems have come up, select another problem 
(even a All nor one) that you have had to dea 1 wi th. 

WRITE .mE /fAHE OF THIS EVEHT __________________ _ 

Pleas. Indicate which of the following 
you drd In connectla.". with this event: 

HO 
T 1. Tried to find out more about the 

sItuation •••••••••••••••••••••••••••••• r:J 
2. Tal ked wi th spouso' or other relatrve 

~bou~ the probJem •••••••••••••• ~ ••••••• r:J 
3. Talked with :rlend about the problem •••• r:J 
4. Talked wIth professional person 

(e.g., doctor. lawyer. clergy) ••••••••• r:J 
S. Prayed for guldan~ and/or strength ••••• r:J 
6. Prepared for the worst •••••••• : ••••••••• r:J 
7. Dldn't worry about It. Figured 

everything would probably work out ••••• r:J 
8. Took It out on other people when I 

o· felt angry or depressed •••••••••••••••• 

9. Tried to see the positive side of the o 
10. 

11. 

12. 

13. 

14. 

15. 

situation .•••.•••••••••••.•••..•••••••• 

Got busy with other things to keep 
my mind off the problem: ••••••••••••••• 0 

Hade a plan of action and followed It ••• 0 
Considered several alternatives for 
handling the problem ••••••••••••••••••• [J 

Drew on my past experiences; I was 
In a similar situation b.fore •••••••••• r:J 

Kept my feelings to myself •••••••••••••• [J 

Took things a day at a time, one step at a time •••••••••••••••••••••••••••••• 0 

YES. 
once or 
twice ---z.-
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
r:J 
o 
o 

YES, 
Sollllt-
~ 

I 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
[] 

[] 

. YES. 
fairly 
~ 

4 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
r:J 
o 
o 
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EVENTS ~ 1!!§ ~ ~ (cont'd) 

YES, YES, YES, 
once or some- fairly 

NO twice ~ often 

16. ~ried to step back from the situation T --.-- 1 .-
and be more object I vee •••••••••••••••••• 0 0 0 n s 

17. Went over the situation In my. mind to 
try t1:) under'S tand It •••••••••••••••••••• 0 0 0 0 

18. Tried not to act too hastily or follow 
my first hunch ••••••••••••••••••••••••••. O 0 0 0 

19. .Told myself things that helped me feel 
better .......•...•.•...•••..•.•.••..• -•. 0 0 0 '0 

20. Got away fl"Olll things for a while ••••••••• 0 0 0 0 
21. I knew what had to be done and tried 

harder to make things work •••••• ; ••••••• 0 0 0 0 
22. Avoided being·wlth peOple in general ••••• 0 0 0 0 1% 

23. Hade a promise to myself that things 
would be different next time •••••••••••• 0 0 0 0 

24. Refused to believe that it happened •••••• 0 0 0 0 
25. Accepted it; nothing couid be d~ne •••••••. 0 0 0 0 
26. Let my feelings out somehow •••••••••••••• 0 0 0 0 
27. Sought help from persons or' groups with 

0 0 0 0 similar experiences ••••••••••••••••••••• 

28. Bargained or compromised to get 
0 0 0 0 something positive from the situation ••• 11 

29. Tried to reduce tension by: 

(a) drinking more •••••••••••••••••• _ 0 0 0 0 
(b) eating more ••••••••••••••••••••• 0 0 0 0 
(c) smoking more •••••••••••••••••••• 0 0 0 0 
(d) exercising more ••••••••••••••••• 0 0 0 0 
(c) taking more tranquilizing drugs. 0 0 0 0 21 



~ !!!5. ~ MONTH, have you done, 
or attended any or-these activitles7 
Answer TWICE for each activity. 

Together wi th 
another fami Iy 

"",bel'" 

Yes !!g. -.- z 
a. Athl~tic event •••••••••••••••••••••••••• 0 Oll 
b. Boardgames (chess, checker~, scrabble) •• 0 0 
c. Cold gam:: ••••••••••••••••••••••••••••••. 0 0 
d. Concert, opera, or museum ••••••••••••••• 0 0 
e. Had a long talk ••••••••••••••••••••••••• 0 0 
f. Helped out on some project •••••••••••••• 0 031 
g. Hike or long walk ••••••••••••••••••••••• 0 0 
h. Hunting or fishing •••••••••••••••••••••• 0 0 
I. Keeting of a club or organization ••••••• 0 0 
J. Party ••••••••••••••••••••••••••••••••• •• 0 0 
k. Picnic •••••••••••••••••••••••••••••••••• 0 0 
I. Swimming 01" tennis •••••••••••••••••••••• 0 044 

Together wi th 
one or more 

friends 

Yes !!~ -r- z 
0 04'i 
0 0 
0 0 
0 0 
0 0 
0 050 
0 0 
0 0 
0 0 
0 0 
0 0 
0 OS6 
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COPING QUESTIONNAIRE 

1. Just thinking generally for the last six (6) months, which of the following 
best describes your coping in relation to your ill family member--I am 
coping at a(n): 

Very Inadequate 
Level 

Inadequate 
Level 

~dnimally Adequate 
Level 

Adequate 
Level 

Very Adequate 
Level 

2. In general, to what extent do you feel capable of managing your ill family 
member's behavior so that it does not get out of control? Think of the 
last six (6)-months. 

Not at all To a Little To Some Extent 
Extent 

To a Great 
Extent 

Completely 

3. Who, or what group, do you consider to be your most important source of 
support? 

4. What do you see as being the strengths you have in dealing with family 
stress situations? 

5. Please list any areas in which you may need help when dealing with family 
stress situations. 

6. Please explain how your life has been affected by having a mentally ill 
person in your family. 
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INFORMED CONSENT 

I understand that I volunteer to participate in a 

field study of services provided to families that have a 

chronically mentally ill-family member. My participation 

includes attending nine weekly classes, two (2) hours in 

length. I will be involved in learning about schizo

phrenia, and filling out questionnaires relevant to the 

research project. Further, I understand that I may be 

chosen through a random selection process, to participate 

in an additional nine-week skills training course. I 

understand that my name will not be used by the investi

gator in connection with any reporting of this study, and 

that other participants will be asked to respect my confi

dentiality as well. I am aware that I may withdraw at any 

time without consequence to services received by me or my 

family members, or any other participation by me or family 

members in future activities at La Frontera Center. 

This study has been explained to me and I 

understand the conditions of my participation. 

Signature Date 
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INFORMED CONSENT 

I understand that I volunteer to participate in a 

field study of services provided to families that have a 

chonically mentally ill family member. My participation 

inludes continued involvement in the support group 

throughout the research project, and filling out question

naires relevant to the research. Further, I understand 

that I may be chosen, through a random selection process, 

to participate in a nine-week skills training course. 

I understand that my name will not be used by the 

investigator in connection with any reporting of this 

study, and that other participants will be asked to re

spect my confidentiality as well. I am aware that I may 

withdraw at any time without consequence to services re

ceived by me or my family members, or any other participa

tion by me or family members in future activities at La 

Frontera Center. 

This study has been explained to me and I under

stand the conditions of my participation. 

Signature Date 



APPENDIX J 

EDUCATION CLASS EVALUATION FORM 

170 



lA FRONTERA CENTER, INC. 

EDUCATI ON CLASS 

PLEASE DESCRIBE THE EFFECTIVENESS OF THE CLASS BY CIRCLING THE APPROPRIATE 
NUMBER (1-5) FOR YOUR ANSWER. THE 1-5 ANSWERS ARE AS FOllOWS: 

1. Not At All 
2. Rarely 
3. Occasionally 
4. Often 
5. Almost Always 

1. Has the class helped increase your ability to communicate more effectively 
with the member of your family who is chronically mentally ill? 

2 3 4 5 

ADD I T I ONAl COMMENTS : ______________________ _ 

2. Has the class helped increase your understanding of his/her behavior? 

2 3 4 5 

ADD I T I ONAl COMMENTS : ______________________ _ 

3. Has the class helped you in setting limits on his/her behavior? 

2 3 4 5 

ADDITIONAL COMMENTS: ---------------------------

4. Have you been able to learn from other people in the class? 

2 3 4 5 

ADD I T I ONAl COMMENTS : _____________________________ __ 
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5. Has the class made you feel any better? 

2 3 4 

172 

5 

ADD I T I ONAl COMMENTS : ______________________ _ 

6. Has the class helped you with alternative ways of dealing with a problem? 

2 3 4 5 

ADD I T I ONAl COMMENTS : ______________________ _ 

7. Has the class been beneficial in reducing stress or anxiety? 

2 3 4 5 

ADD I T I ONAl COMMENTS : ______________________ _ 

8. Do you feel less isolated because of the class? 

2 3 4 5 

ADD I T I ONAl COMMENTS: ______________________ _ 



EDUCATION CLASS 
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9. Has the class provided any useful educational information? 

2 3 4 5 

173 

ADD I T I ONAl COMMENTS : ______________________ _ 

10. Has the class provided any resources that could help you? 

2 3 4 5 

ADD I T 10NAl COMMENTS : _____________________ _ 

PLEASE ANSWER "YES" OR "NO" 

1. Have you learned any specific techniques to enable you to control inappro
prfate behavior? 

___ YES ___ NO 

2. Have you gained any new understanding of the role you play in the family? 

YES NO 

1. What did you find most helpful in the class? 
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2. What did you find least helpful in the class? 

3. Would you recommend the class to other families? 
Why or why not? 

PF:cal 
8/25/83 
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lA FRONTERA CENTER, INC. 

SKillS TRAINING 

PLEASE DESCRIBE THE EFFECTIVENESS OF THE TRAINING BY CIRCLING THE APPROPRIATE 
NUMBER (1-5) FOR YOUR ANSWER. THE 1-5 ANSWERS ARE AS FOllOWS: 

1. Not AtAII 
2. Rarely 
3. Occasionally 
4. Often 
5. Almost Always 

I. Has the training helped increase your ability to communicate more effec
tively with the member of your family who is chronically mentally il17 

2 3 4 5 
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ADD I Tl ONAl COMMENTS : ______________________ _ 

2. Has the training helped increase your understanding of his/her behavior? 

2 3 4 5 

ADD I T I ONAl COMMENTS : _______________________ _ 

3. Has the training helped you in setting limits on his/her behavior? 

2 3 4 5 

ADD I TI ONAl COMMENTS : ______________________ _ 
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4. Have you been able to learn from other people in this training? 

2 3 4 5 
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ADD IT rONAL COMMENTS : ______________________ _ 

5. Has the training made you feel any better? 

2 3 4 5 

ADD I T IONAl COMMENTS : ______________________ _ 

6. Has the training helped you with alternative ways of dealing with a problem? 

2 3 4 5 

ADD I Tr ONAl COMMENTS: ______________________ _ 

7. Has the training been beneficial in reducing stress or anxiety? 

2 3 4 5 

ADD I Tr ONAl COMMENTS : ______________________ _ 
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8. Do you feel less isolated because of the training? 

2 3 4 
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5 

ADD I T I ONAl COMMENTS : ______________________ _ 

9. Has the training provided any useful educational information? 

2 3 4 5 

ADD I TI ONAl COMMENTS : ______________________ _ 

10. Has the training provided any resources that could help you? 

2 3 4 5 

ADD IT I ONAl COMMENTS : "-'-----------------------

PLEASE ANSWER "YES" OR "NO" 

1. Have you learned any specific techniques to enable you to control inappro
priate behavior? 

___ YES ___ NO 
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2. Have you gained any new understanding of the role you play in the family? 

___ YES ___ NO 

1. What did you find most helpful in the training? 

2. What did you find least helpful in the training? 

3. Would you recon.mend the training to ::>ther fami lies? 
Why or why not? 

PF:cal 
8/25/83 
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RESPONSES TO COPING QUESTIONNAIRE 

1. Describe your 
coping in 
relation to 
ill family 
member (past 
6 months). 

( 1) Very 
Inadequate 

(2) Inadequate 

(3 ) Minimally 
Adequate 

( 4) Adequate 

(5) Very 
Adequate 

MEDIAN 

2. To what extent 
do you feel 
capable of 
managing CMI's 
behavior so 
that it does 
not get .out 0 f 
control (past 
6 months)? 

(1 ) Not at all 

(2 ) To a little 
extent 

(3 ) To some 
extent 

(4 ) To a great 
extent 

(5 ) Completely 

MEDIAN 

Sub-Study 1 

Treatment 
(N=5) 

Pre-test Follow-up 
No. % No. % 

3 (60) 

2 (40) 5 (100) 

3.33 4.0 

1 (20) 

2 (40) 

2 (40) 1 (20) 

1 (20) 3 (60) 

2.75 3.66 

Comparison 
(N=4) 

Pre-test 
No. % 

Follow-up 
No. % 

1 (25) 

2 (50) 

2 (50) 

1 (25) 

(1 missing) (1 missing) 

3.75 

1 (25) 

2 (50) 

(1 missing) 

2.75 

2.50 

1 (25) 

2 (50) 

(1 missing) 

2.75 



3. Who, or what group, do you consider to be your most 
important source of support? 

Treatment: 

La Frontera 
None (2) 
Co-workers 

Pre-test 

Family support Group 
Husband and Family Support Group 

Follow-up 

Family support Group 
Therapist 
Family support group and counselor 
Family support group and La Frontera 
Spouse 
La Frontera 

Comparison: 

La Frontera 
Therapist 

Pre-test 

None, Supportive of my wife 
Husband and Family support Group 
Religious Group 
Family and friends at work 
Private psychologist 

Follow-up 

Wednesday morning support group 
~1y wife (2) 
My husband, family support group and friends 
Religious group 
Talking to family members and friends 
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4. What do you see as being the strengths you have in dealing 
with family stress situations? 

Treatment: Pre-test 

Patience and hope 
Able to deal with the system and her social worker on a 

more comfortable level 
Able to handle each new stress a little better 



Family support group 
Minding my own business, prayer, talking it out and 

walking away from it 
None 

Follow-up 

Faith and praying a lot 

183 

Good ways of approaching the problems, better 
understanding of what is going on with my sister. Some 
skill in dealing with the system 

Don't feel I have any strengths right now 
I don't look for things that upset me 
Prayer, acceptance 
Faith, education 

Comparison: Pre-test 

Good health, patience, understanding and love 
Able to remain calm and to think things through 
Faith, positive thinking and a family support group 
Complete honesty and ability to speak directly 
Faith, prayer, patience and optimistic outlook 
Hope and faith 

Follow-up 

Patience, understanding, and love 
Ability to thinks things through 
My husband, my faith 
compassion, sensitivity, understanding 
Honesty, communication ability and clarity in seeing one 

situation 
Prayer and trying to keep a positive outlook 

5. Please list any areas in which you may need help when 
dealing with family stress situations. 

Treatment: Pre-test 

Understanding and education 
Getting my sister to cooperate and parents to deal with 

her illness realistically 
Empathy, understanding, and concern not disgust 
Being a step-father 
Hostile behavior, feelings of inadequacy, not knowing what 

to do, guilt feelings 
Losing my temper 



Follow-up 

Husband's alcoholism 
Can't think of any 
Taking it on myself and not asking others for help 
To let the professionals do the work with the CMI 
Acceptance of the situation 

comparison: Pre-test 

Immediate access to another sympathetic family member to 
deal with problems 

Having the patience to cope 
I feel this group and this study will give me a better 

understanding of the problem, which will help 
stressful phone calls 
Getting rid of tension and anger, talking to someone 
More support from my husband 
Coping and understanding 

Follow-up 

More knowledge of medications and the side effects 
When problems arise I consult with support group or 

professionals 
Anger, impatience, hostility 
All areas, I am at a loss living under these conditions. 

I must soon make a decision between my husband and my 
son, there is no harmony in our house 

I am seeking professional help 

184 

6. Please explain how your life has been affected by having a 
mentally ill person in your home. 

Treatment: (Pre-test only) 

Cannot lead a normal life 
Parents unable to cope with guilt, other children 

embarrassed, thousands of dollars spent and the 
family's health has been affected 

Isolated from all my friends and never have time of my 
own 

Giving support to the spouse and not hurting the mentally 
ill person by words or deeds 

Isolation, loneliness, family desertion, embarrassment, 
police coming to home, always like a dark, painful 
headache, heartache that never goes away 
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No privacy, no peace of mind, social activities restricted 
no personal family discussions and interrelationships 
at home. Mentally ill person invades personal living 
space. 

Comparison: (pre-test only) 

Continual apprehension, tied down, feeling of 
responsibility, not able to leave town 

Embarrassment, must stay close to home, and vacations are 
a disaster 

Restricts the family's activities. 
for something to happen and must 
express yourself when talking to 

Our life revolves around him 

Tendency to be waiting 
be careful of how you 
him 

Difficult to relax, or to concentrate on studies, 
hardship on deepening family relationships 

Feelings of guilt at times and would like to have peace of 
mind. Causing problems with myself and my husband, he 
wants to move out and I should remain at home and take 
care of my son. 

Depressed 
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Sub-Study 2 

Treatment Comparison 
(N=5) (N=4) 

Pre-test Follow-uE Pre-test Follow-uE 

No. % No. % No. % No. % 

l. Describe your 
coping in 
relation to ill 
family member 
(past 6 months) . 

( 1) Very 
Inadequate 1 (20) 1 (25 ) 

(2 ) Inadequate 1 (25) 

(3 ) Minimally 
Adequate 2 (40) 1 (25) 

(4) Adequate 2 (40 ) 3 (60) 2 (50) 2 (50 ) 

(5 ) Very 
Adequate 1 (20 ) 1 (20) 1 (25 ) 

MEDIAN 3.75 4.0 3.50 4.0 

2. To what extent 
do you feel 
capable of 
managing CMI's 
behavior so that 
it does not get 
out of control 
(past 6 months)? 

(1 ) Not at all 1 (20) 1 (20 ) 

(2 ) To a little 
extent 1 (25) 1 (25 ) 

(3) To some 
extent 3 (60) 1 (20) 2 (50) 1 (25 ) 

(4 ) To a great 
extent 1 (20) 3 (60) 1 (25 ) 2 (50) 

(5 ) Completely 

MEDIAN 3.0 3.67 3.0 3.25 



3. Who, or what group, do you consider to be your most 
important source of support? 

Treatment: (Pre-test only) 

La Frontera (2) 
My wife and group meetings 
Prayer first, second La Frontera 
God - La Frontera Support Group 

Comparison: (Pre-test only) 

La Frontera Support Group 
Family Support Group 
Don't have any 
La Frontera (2) 
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4. What do you see as being the strengths you have in dealing 
with family stress situations? 

Treatment: (Pre-test only) 

Support from education class and no past accusations from 
my husband [in terms of over involvement] 

Family sticking together 
Prayer 
Prayer and patience 
Prayer, composure, positive attitude, can now talk to 

family about problems 

comparison: (Pre-test only) 

putting it in God's hands 
My faith in God 
Faith, patience, acceptance, and a little Valium 
La Frontera, deep faith, and courage. 

5. Please list any areas in which you may need help when 
dealing with family stress situations. 

Treatment: (Pre-test only) 

How to isolate morbid effects on the rest of the family 
Not knowing what to say about the problem 
Need someone to talk to, more faith 
Need help with his behavior if he thinks others are 

staring at him 



Comparison: (Pre-test only) 

Can refer to handouts from the education class when I 
need help 
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Some one to talk to in handling situations and someone my 
son can talk to 

The present boredom 
Brothers and sisters spending time with him 

6. Please explain how your life has been affected by having a 
mentally ill person in your family. 

Treatment: (pre-test only) 

Feel responsible for procreating a person of mental 
deviation; guilt; must mean the Almighty has abandoned 
a part of us 

Afraid of the unexpected 
Nerves 
Family went into shock 
socially an outcase, brother won't accept him and he 

requires my attention 

Comparison: (Pre-test only) 

I have learned patience, love, and understanding of 
others. 

Tied down, few friends, keep busy so I don't feel deprived 
Strain between husband and self, other sons act 

differentl~, my general health and mental health isn't 
good 

Extreme unhappiness 
Friends have shied away, difficult to get away from home 

Follow-up Comments 

Treatment: 

La Frontera has helped me a lot. I wouldn't like to think 
where I would be without it 

Two severe problems remain, my husband's attitude of being 
detached from the children and his alcoholism 

Course has been invaluable. I now am not alone. 
May God Bless this ~roject 

Comparison: 

Situation is so unrealistic 
He is coping quite well 



APPENDIX M 

EDUCATION CLASS EVALUATION RESULTS 

189 



EDUCATION CLASS EVALUATION RESULTS 

sub-Study 1 

Treatment Group (N=6) Comparison Group (N=7) 
Total (N=l3) 

(Scale: 1 - Not At All, 2 - Rarely, 3 - Occasionally, 
4 - Often, 5 - Almost Always) 

1. Has the class helped increase your ability to 
communicate more effectively with the member of your 
family who is chronically mentally ill? 

Median: Treatment 4.25 Comparison 3.25 
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Comments: Requested education, skills, and support become 
integrated into one class. 

If son were in contact, I would be able to 
communicate now. 

Decreased confusion over his (son's) behavior. 
I now understand how he feels. 

2. Has the class helped incr~ase your understanding of 
his/her behavior? 

Median: Treatment 4.50 Comparison 4.25 

Comments: Felt education earlier would have prevented him 
from leaving. 

Overall helped. 
Yes, but need more information. 

3. Has the class helped you in setting limits on his/her 
behavior? 

Median: Treatment 4.50 Comparison 3.75 

Comments: Feel less guilty. 
Able to use limit setting immediately. 
I have a problem with limit setting. 
I had little trouble before because I let him 

know when he misbehaves. 



4. Have you been able to learn from other people in the 
class? 

Median: Treatment 4.16 Comparison 3.33 

Comments: l10st def ini tely. 
Identified with others. 
I had more experience than others. 

5. Has the class made you feel any better? 

Median: Treatment 4.00 Comparison 3.66 

Comments: Cope more effectively - feel less isolated. 
Yes, relieves guilt. 
Yes, less alone. 

6. Has the class helped you with alternative ways of 
dealing with a problem? 

Median: Treatment 4.0 Comparison 3.62 

Comments: Now I have alternatives. 
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Brief contacts with son to reduce problems. 
Daughter moving out of home helped with problem. 
Not as much as I wanted. 

7. Has the class been beneficial in reducing stress or 
anxiety? 

Median: Treatment 3.83 Comparison 3.87 

Comments: Quit seeing psychologists because stress 
lessened. 

Yes. 
Undecided. 

8. Do you feel less isolated because of the class? 

Median: Treatment 4.50 Comparsion 4.00 

Comments: Can now talk openly. 
In a way - yes. 
Class great and pleased everyone followed 

through. 

is 



9. Has the class provided any useful educational 
information? 

Median: Treatment 4.16 Compari~on 4.25 

comments: Gained understanding of behavior. 
Absolutely. 
Learned a great deal on perception. 

10. Has the class provided any resources that could help 
you? 

Median: Treatment 3.83 Comparison 3.12 

Comments: Joined other organization (Alliance). 
Joined La Frontera's group. 
Books. 

PLEASE ANSWER "YES" OR "NO" 
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1. Have you learned any specific techniques to enable you 
to control inappropriate behavior? 

Treatment: 6(100%) Yes 
Comparison: 5(71%) Yes 

No 
2(29%) No 

2. Have you gained any new understanding of the role you 
play in the family? 

Treatment: 6(100%) Yes 
Comparison: 5(71%) Yes 

No 
2(29%) No 

1. What did you fine most helpful in the class? 

Reduced anger, frustration, stigma, guilt, and 
acceptance of own feelings. 

Learning from others. 
Learned I had rights and tyrant behavior is 

unacceptable. 
Learned how to deal more effectively with the illness. 
Support from others and less guilt. 
New information and an educational approach. 
Coping with behavior. 
Symptoms and perception. 
Moods and perceptions. 
Support of group and staff. 
Medication class the most helpful; received a better 

understanding of schizophrenia, lessening my guilt 
and allowing me to deal with it. 



Gave me more confidence to deal with behavior 
problems. 
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More understanding of the illness and behavior. Class 
beneficial, dealing with stress of family. 

2. What did you find least helpful in the class? 

Followed book too closely. 
Did not find specific solutions to behavior. 
Nothing (3). 
Needed more time. 
One person monopolized - wanted to hear more from 

others. 
The role of the family. 
Gained knowledge in each class (4). 

3. Would you recommend the class to other families, why 
or·why not? 

Yes (12) - For support, to remove isolation (2) and 
learn from others; to families interested; as an 
educational tool; information 
essential to families, better understanding of 
schizophrenia, and lessening of guilt; removes 
stigma and installs confidence. 



APPENDIX N 

SKILLS TRAINING EVALUATION RESULTS 

194 



SKILLS TRAINING EVALUATION RESULTS 

Sub-Study 1 and Sub-Study 2 

sub-Study 1 (N=6) Sub-Study 2 (N=4) 

(Scale: 1 - Not At All, 2 - Rarely, 3·- Occasionally, 
4 - Other, 5 - Almost Always) 

1. Has the training helped increase your ability to 
communicate more effectively with the member of your 
family who is chronically mentally ill? 

Sub-study 1 

Median: 4.75 
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Comments: When using methods learned, good feelings for son 
and self when it turned out well, wondered 
where to go from here when it did not turn out 
well. 

I try to talk to him in my language, not hiB. 
I need to work harder on it, but it's a 360 

turn. 

Sub-Study 2 

Median: 4.50 

Comments: Yes. Communication is a learned skill, and 
homework in it proved beneficial. 

Yes. I have slowed down my speech and thoughts. 
I try to put myself in his/her place. 

Very definitely. Group came up with alternatives, 
role playing an eye opener. 

2. Has the training helped increase your understanding of 
his/her behavior? 

Sub-study 1 

Median: 4.25 

Comments: I am able to allow him to be as he is in various 
situations, knowing some behaviors are 
characteristic of the illness and do not need 
explanation, interpretation or apology. 
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I still don't know how to handle his "new" 
agitated, mean, wild semi-violent behaviors. 

If I only had the training four years ago. 

sub-study 2 

Median: 4.50 

Comments: Unpredictable and uncontrollable behavior is 
baffling. A barrier exists between 
establishing directions to maintain patterns 
for achievement. 

Understanding how things may look and seem to 
her helps me understand her behavior. 

By putting myself in his place (role playing), I 
was able to understand his emotions. 

3. Has the training helped you in setting limits on 
his/her behavior? 

§ub-study 1 

Median: 4.12 

Comments: I can speak assertively more often than fearfully 
or with aggression. 

Yes, but I've gone all the way over and at times 
don't want anything to do with him. 

I still need to work on it. 

sub-study 2 

Median: 4.8 

Comments: Assertiveness training is the basis for 
expressing my needs and avoiding hurting his 
feelings. 

I learned we both have limits, and I must 
respect them. 

I can communicate in new areas. 

4. Have you been able to learn from other people in this 
training? 

sub-study 1 

Median: 4.66 
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Comments: Each response and role playing episode was 
tranferable to my own situation in some way. 

No one else seemed to have the same type of 
problem as mine. 

Very essential part of training was hearing 
others in the group. 

Sub-Study 2 

Median: 5.0 

Comments: Yes. A powerful focus for learning was role 
playing. 

Good to share and learn I'm not alone. We all 
tackle problems differently. 

Yes. Their solutions solved some of the problems 
I had battled with. 

5. Has the training made you feel any better? 

sub-Study 1 

Median: 4.66 

Comments: I now have support. I feel more confident, less 
guilty. New friends with like problems are a 
God-send. 

Less guilt when standing with a made decision. 
Excels 9rivate psychotherapy. Outside of 

Sub-Study 2 

Median: 4.8 

La Frontera, most therapists have very little 
knowledge of CHI. 

Comments: Yes. Ability to cope with professionals and 
systems to unravel misunderstandings. 

Much better. I look at a situation in a whole 
different way. 

Yes. Previously felt isolated and left out of 
society. 

6. Has the training helped you with alternative ways of 
dealing with a problem? 

sub-Study 1 

Median: 4.16 



comments: I have learned to make better and healthier 
choices for any situation. 

Not sure. 

Sub-Study 2 

l<ledi~: 4.8 

Comments: Yes. By problem-solving, making needs known, 
being honest, setting limits. 
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Yes. If one way does not solve a problem, I look 
for another. 

Yes. I intend to explore areas which I was not 
aware of before. 

7. Has the training been beneficial in reducing stress or 
anxiety? 

sub-Stu9.Y...l 

Median: 4.25 

Comments: Discussion with those who are in like positions 
with us serves the most effective way of 
reducing stress, anxiety and depression. 

Getting rid of the guilt has released much of my 
stress and anxiety. 

Through training, I have learned how to cope. 

Sub-Study 2 

Median: 5.0 

Comments: Yes. Relying on methods that brought about 
positive results in communication. 

Very much so. La Frontera and this program has 
given me a chance to explore the problem of 
the CMI. 

Yes. There are solutions to most problems. I 
don't panic or feel as nervous if I can't come 
up with an immediate answer. 

8. Do you feel less isolated because of the training? 

Sub-Study I 

Median: 4.0 
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Comments: We've learned to communicate. Have made new 
friends. Dealing with the system will take a 
long time. 

You learn you are not alone. 
I am not afraid to discuss my problems. 

Sub-Study 2 

Median: 4.66 

Comments: Yes. I feel less anxious, less guilty, able to 
share feelings and rights. 

Yes. Glad we can share problems. 
Definitely. Now accept the problem and realize 

other people have to face more complex ones. 
9. Has the training provided any useful educational 

information? 

Sub-study 1 

Median: 4.33 

Comments: Interested in what the family can do. 
I've carried training over to dealing with 

others in my daily life. 

Sub-study 2 

Median: 5.0 

Comments: Yes. Content pertinent to my problem. Role 
playing, significant impact, and feedback. 

Yes. I now see the problem in a whole different 
way. I see them as suffering human beings. 

Yes. Horizons enlarged and stimulated. 

10. Has the training provided any resources that could 
help you? 

sub-study 1 

Median: 4.16 

Comments: Scheduled support sessions. 

sub-Study 2 

Median: 4.0 
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Comments: Educational, yes. But not helpful on housing, 
hospital, or home care. 

Help from staff and La Frontera. 
Yes. Will pursue books, workshops, and support 

groups. 

PLEASE ANSWER "YES" OR "NO" 

1. Have you learned any specific techniques to enable 
you to control inappropriate behavior? 

sub-Study 1: 4(67%) Yes 

Sub-Study 2: 4(100%) Yes 

1(17%) No 

No 

(1 missing) 

2. Have you gained any new understanding of the role 
you play in the family? 

sub-Study 1: 5(83%) Yes 

Sub-Study 2: 4(100%) Yes 

No 

No 

(1 missing) 

1. What did you find most helpful in the training? 

Sub-Study 1: Role playing (3). Iilstructors.making sure that 
. acceptable conclusions were reached. 

Learning to be assertive (2). Not always doing 
what is expected of me. 

How to recognize and deal with problems. Being 
more "honest" with my feelings. 

Warm response from group members. 

sub-Study 2: Group discussion. 
Reduced shame, guilt, and learned how to respect 

my limits. 
Role playing and feedback. Now I don't feel 

responsible for his behavior. 

2. What did you find least helpful in the training? 

sub-study 1: Going outside the subject matter. No time for 
this. (This was corrected) 

All good. 
Start was confusing and slow. Then went too fast 

and seemed never to have enough time. 
Too short time period. 
None. It was all very helpful. 
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Sub-Study 2: Too much paperwork. 
Can't find a least helpful. 
wanted to practice more communication and be able 

to share for about ten minutes from everyone. 
All helpful. 

3. Would you recommend the training to other families? 
Why or why not? 

Sub-Study 1: Yes (5). I want for others the good I have for 
myself. 

To reach understanding of coping with and helping 
the CMI. 

All families with CMI behavioral problems should 
be offered the training. 

sub-Study 2: Yes (4). 
It is a necessity. Instructors too cautious in 

pointing out our faults. 
Content pertinent. Atmosphere conducive to 

education. 
Opened innermost, sensitive areas giving me a 

feeling of rapport and hope I never 
experienced before. 
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Sub-Study 1 : Means and standard deviations. 

Obtained Arljusted Cell Means 

Covariate O2 
0

3 
0

4 
r.

2 
0

3 °4 

Instrument Group N M SD M SD M SD M SD 

t1AACL C 4 9.77 3.92 7.37 5.28 7.07 4.82 8.37 4.26 7.29 6.99 8.29 
Anxiety. T 5 8.90 5.48 5.40 1. 94 3.10 1. 43 5.80 2.38 5.46 3.16 5.86 

MAACL C 4 15.90 5.89 12.27 8.94 12.32 8.79 16.32 7.72 12.14 12.19 16.19 
Depression T 5 15.40 7.63 10.50 3.B4 9.10 3.24 16.20 10.52 10.60 9.20 16.30 

HDL Global C 4 24.62 16.88 25.65 7.05 24.65 7.22 24.82 7.94 26.11 25.11 25.29 
Depression T 5 27.50 16.04 . 27.20 5.21 22.80 4.54 26.50 8.84 26.87 22.42 26.12 

HDL Cognitive C 3 17.26 3.B5 16.B6 4.54 17.03 6.97 13 .03 7.B1 16.43 16.59 12.59 
Coping T 5 14.60 7.70 20.50 4.B4 1B.10 6.18 20.20 6.14 20.76 18.36 20.46 

HDL Behavioral C 3 17.60 5.74 19.00 5.00 17.66 5.13 16.50 4.76 18.95 17.62 16.45 
Coping T 5 19.00 11. 61 22.60 6.26 24.70 5.40 21.20 7.01 22.62 24.72 21.22 

FES Active- C 4 3.70 1.89 4.37 2.2B 3.90 3.03 3.52 2.5B 5.02 4.55 4.17 
Recreational T 5 4.90 3.09 5.30 2.63 5.20 2.94 4.40 3.36 4.77 4.67 3.87 

FES C 4 4.45 3.40 4.87 2.71 5.29 3.30 4.08 3.62 5.50 5.92 4.71 
Cohesion T 5 5.70 2.10 5.70 2.94 5.90 3.39 6.10 3.57 5.19 5.39 5.59 

FES C 4 4.62 1.8a 4.27 2.05 4.20 1. 41 4.B7 2.09 4.05 3.97 4.65 
Expressiveness T 5 4.10 2.92 4.50 2.39 4.90 2.96 3.90 2.92 4.67 5.07 4.07 

PES C 4 1.82 2.36 2.75 2.75 1.90 2.51 2.25 2.62 3.72 2.87 3.22 
Conflict T 5 3.90 3.13 4.60 2.88 3.90 2.96 3.60 2.70 3.81 3.11 2.81 

PES C 4 6.65 1.07 7.00 0.81 6.87 0.85 7.15 0.59 6.85 6.73 7.00 
Independence T 5 6.20 2.68 6.40 1. 81 7.00 2.54 6.00 2.44 6.51 7.11 6.11 

Group: C - Comparison 
T = Treatment 

[-.) 

0 
W 



Sub-Study 2: Means and standard deviations. 

Obtained Adjusted Cell Means 

Covariate O2 0
3 

O
2 

0
3 

Instrument Group N l-1 SO M SD M SO 

MAACL C 4 13.75 7.41 8.75 2.50 10.37 4.60 7.90 9.52 
Anxiety T 5 6.00 4.74 7.00 4.58 3.40 2.88 7.67 4.07 

MAACL C 4 23.75 8.53 16.00 4.96 20.50 5.25 15.51 20.01 
Depression T 5 10.00 6.20 15.20 3.96 8.20 3.70 15.58 8.58 

HDL Global C 4 31. 37 18.13 28.00 17 .60 29.62 16.22 18.65 20.27 
Depression T 5 10.40 7.23 14 .40 6.46 13 .60 5.94 21.87 21.07 

HDL Cognitive C 3 27.50 4.33 19.00 9.84 18.83 7.48 18.36 18.20 
Coping T 5 25.20 8.01 23.40 7.89 20.60 5.81 23.77 20.97 

HDL Behavioral C 3 24.66 3.21 21.66 10.01 20.66 5.03 21. 76 20.76 
Coping T 5 26.20 8.64 20.40 10.13 22.40 9.86 20.33 22.33 

FES Active- C 4 3.25 1.50 4.50 1. 91 3.62 1.88 5.51 4.63 
Recreational T 5 6.00 2.54 6.00 2.54 7.20 2.04 5.19 6.39 

FES C 4 6.00 1. 41 6.50 2.51 6.25 1. 70 6.63 6.38 
Cohesion T 5 8.00 1. 22 7.60 .89 8.20 .83 7.48 8.08 

FES C 4 4.37 2.86 4.12 1. 93 4.25 1. 89 4.13 4.25 
Expressiveness T 5 4.40 1.14 5.20 2.28 5.80 1.09 5.19 5.79 

FES C 4 2.75 1. 89 3.37 1.60 3.25 2.36 2.81 2.68 
Conflict T 5 1.60 0.89 1.20 0.83 0.80 1. 30 1.65 1. 25 

FES C 4 6.25 1. 70 7.25 0.95 6.87 1.18 7.47 7.09 
Independence T 5 6.80 0.44 7.20 1. 64 6.80 1. 78 7.02 6.62 

Group: C - Comparison 
T 'rreatment 

N 
0 
.:::. 
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