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'AB~TRACT 

Th. p8ychologieal vell-be1ng of end stage renal disease 

(ESRD) patients a.nd 'spouses vas investigated trom a dyadic 

p.rspective~ fhe responaes of patients and spouses rrom rive 

groups or couples -- illustrating ditterent points in the 

progreesion and treatment of ESRD vere comparad bath across 

ESRD groups and between patients and apouses. It was hypoth­

e8iz ad tha t tho. e ESRD group s vi th the-highest l avel s of 

illness/treatment intruaiveness, i.e. the tvo dialyais groups, 

would exhibit the bighest levels of marital role strain ahd 
1 

concomitantly the loweat levels of psychologieal well-being. 
1 

Despite the fact that the ESRD groups did refleet dirrerences 

in pareeived illnessjtreatment Intrusiveness, no signif1cant 

ditferences wore found between the ESRD gr~ups, or between 

patients and spouses, in either marital relations or psycho-

logical well-being. HoW'ever, multiple regresslon analyses did 

indicate that mari tal role stra1n vas a 3ignificant predictor 

of psychologieal well-being. It explalned psychologieal well-

being variance above and beyond demographic. phyaical bealth, 

ESRD group membership and p aychologi cal defensi veness con sider-

ations. Also, the tW'o dialyaia groups evidenced sigp.ificantly 

grea ter correlation s between marital rO,l e strain and psycho-

logical distress than the nondialysia groupa. These findings 

vere interpreted as being consisten t vi th a General Systems 

Theory approach to the conceptualiza tion and trea tmen t of 

chronic illness. 
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Le but de cette recherche fut d'étudier la santé lI!,enta1e" de patients 

.1( atteints de maladie r~nale terminale (MRT), ainsi que celle de lèur con-

joint~ Cinq groupes de couples furent constitués, représentant différents 

stades de progression et de traitement de la MRT, et les téponses des pa-, 

tients et de leur conjoint furent comp~rées d'une part entre groupes d'ap-

par(tenance, d'autre entre conjoints. J.'hypothèse de départ était que les 

groupes de patients dont la MRT et le traitement représentaient une 1ntru-

sion prononcée au sein de leur intimité, i.e. les deux groupes de patients 

sous dialyse, seraient aussi ceux manifest;:tllt la plus forte tension con-

jugale et, en conséquence, le plus bas niveau de santé mentale. Malgré des 

différences entre les groupes de MRT dans leur perception de l'intrusion 

causée par la maladie et le traitement, les groupes ne différaient pas entre 

eux~ pas plus que les conjoints entre eux, au niveau des relations conju- \ 

gales ou de la santé mentale. Cependant des analyses de régression multiple 

/ montrèrent que la tension conjugale prédisait significativement l'état de 
, 

santé mentale, indépendamment des facteurs sociaux, de santé physique, de 
\ 

\ 
gro~e MRT d'appartenance et de défenses psychologiques. De plus, la cor-

rélation entre la tension conjugale et la santé mentale était significative-

ment plus élevée chez les groupes sous dialyse que chez les autres. Ces 

résultats confirment la validité de l'approche basée sur la théorie génér-

ale des systémes pour la conceptualisation et le traitement des maladies 
'" ' 

chroniques. , ' 

/ 
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nITRO DUCTION 

~ stage Renal Dlsease (~) ~ li! Treatments 

The main functlons of the human body's two kidneys are to 

eliminate metabolic waste products and to main tain the body's 

optimal fluid and chamieal balance. A progressive diminution 

,ot functioning nephrons, the kidney's basic exeretory unit, 

prodUC8S a syndrome known as irreversible chronic ranal failure 
f 

(First, 1982). Thi~ syndrome can develop at any age, although 

it 18 relativaly rare up ta ,~ years of age (Posen, 1982). 

While it la often difflcult to~stabllsh ~he exact cause of 

renal failure, the four most common causes appea! to be: 

glomerulonephritis p primary hypertensive disease, diabetic 

nephropathy and polycystic kidney disease (Burton & Hirsehman. 

1979; Lewis, 1981; Samuels, Charra, Olheiser & Blagg, 1974). 

,Due to the kidney's vast reserve of function, patients 

vith chronic ranal failura usually ramain relativaly symptom-

free until they have lost more than 75% of their total renal~_ 

function (Rosenbaum. 1979). The uaual method for determinlng 

overall renal function is to maasure blood serum creatinine 

or creatinine clearance levels (Eisenger. 1981; Lewis, 1981). 

In people with normal renal function the uaual serum ereati-

• 
nine level ia 1 mg/dl. Overall ranal function la estimatad 

by the raciprocal of the serum creatinine level (Lewis, 1981); 

thus, a losa of 75% of ranal function would be indicated by 

a serum creatinine level of 4 mg/dl. Therefore. once the 

underlying dlsease ia known. through charting the increase in 

'. , 
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serum creatinine levels i.t ia uaually possible to make a rough 

~Btimate as ta when dialysis will be required (Eisenger, 1979; 

Friedman, 1979; Rutherford, Blondin. Miller, Greenwalt & Vavra. 

1977). However, since most of the diseases that destroy the 

kldneys do sa painlessly over a period of years. patients are 

olten unaware of their condition until qui te late in its 

progression. 

The symptoms assoeiated with the early stages of renal 

fallure are nonspecific. They inelude fatigue, drowsiness and 

an lnability to concentrate (Marshall, 1979). Wheh renal 

failure beeomes more pronounced, it results in a wide range 

of metabolic abnormalities collectively called the uremie 

syndrome. The élinical manifestations of this syndrome are 

evidenced throughout the body, including the cardiovascular 

system, the gastrointestinal tract, the skeletal system, the 

endocrine system and the central nerVOllS system (Firat, 1982; 

Friedman, 1978; Rosenbaum, 1979; Teschan, Ginn, Bourne, Ward, 

Hamel, Nunnally, Mussa & Vaughan, 1979). As the patients 

enter the near term~nal state, they exhibit inereased drowsi-

ness, lethargy and disorientation culminating in the onset of 

stupor, convulsions and coma. If left untreated, the ultimate 

outeome of this process is death (First, 1982). 

As chronic ranal failure progresses to its more advanced 

stages. the initial treatmont program consists of medications 

and dietary management (First. 1982; Liddle. 1983). Since 

renal failure results in the retention of metabolic by-products. 

the diet i8 eonstructed ta meet the person's nutritional needs 
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while minimizing waste products (Adams, 1979; Rodriguez & 

Hunter, 1981). However, die,tary management does ,not improve 

overall ranal function and aventually it may deteriarate to 

the point where the persan requires more active treatment -­
) 

3 

either dialysis or transplantation (First. 1982; Liddle, 1983). 

While the decision when to start dialysis ia not an abaolute, 

treatment usually begins only after the serum creatinine 

level is greater than 10 mg/dl (First, 1982; Gibson, 1983). 

The symptoms associated with end stage ranal disease (ESRD) 

are controlled and improved by adequate dialysis and are 

improved further with a Buccessful kidney transplant (Teschan 

et al., 1 979) • 

Long-term hemodialysis for ESRD became feasible in the 

sarly 1960'8 vith the introduction of the arteriovenous shunt 

(Czaczkes & Kaplan De-Nour, 1978). However, it wasn't until 

the early 1970's that chron~c hemodialysis became widely 

available. In )981, it was estimated that approximately 55,000 

Americans were being treated with hemodialysis (Gutman, Stead 

& Robinson, 1981). 
::::::----

In hemodlalysis, the patient's blood ls filtered extra-

corporeally by circulation thraugh an artificial kidney ma­

chine. The blood pasees through a semipermeable membrane 

made of cellulose and by diffusion and oamosie water and 

waste products are removed (First, 1982; Cecca~elli, 1981). 

In general, a typical hemodialysis prescription consists 

of 2 ta 3 treatments per week of 5 ta 6 hours each, for a 

weekly total of between 10 ta 18 hours (First, 1982; Manis & 

! 
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Friedman, 1979). Theae treatments may be performed at a dialy-

sis unit or in the patient's home. However, for a varlet y of 

reasons, including the availability of a dialysis partner, 

patient and partner trainability, patient and spouse prefer-

enoes, and physician preferences, the home ls the Iess common 

. of these two treatment settings (First; 1982; Gibson, 1983; 

Posen, 1982). 

While mai~tenance hemodialysis can restore relatively good 

health, the dialyzed patient ia still potentially subject to 

many complications due to either the hemodialysis procedure 

itself or the underlying disease process. Potential compliea-

tions associated with the hemodialysis procedure include hypo-

tension, air embolism, vaseular access infections and viral 

hepatitis (Gibson, 1983). Also, despite marked improvement 

certain physical abnormalitiea persist such as an&mia and 

renal osteodystrophy (bone disease) (First, 1982; Papper, 

1978). 

lFurthermore, the hemodialysis patient must still follow a 

strict diatary regimen. The diet primarily restricts the 

amounts of sodium, potassium and protein which may be consumed • 
• 

Fluid intake ls also severely limitad (Adams, 1979; Czaczk~s & 

Kaplan De-Nour, 1978; First, 1982; Rodriguez & Hunter, 1981). 

Failure to adhare to the dietary regimen stresses the person's 

physical tolerance and vith gross overindulgence may even 

result in sudden death (Czaczkes & Kaplan De-Nour, 1978; 

Boulton-Jones, 1981). 

The overall annual mortality rate in maintenance hemodialysis 
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patients, in the Ubited States, has been eatimated to be 

about 10% (Burton &: Hirschman, 1979; Gibson, 1983). Direct 

complications of the hemodialysis treatment are estimated to 

account for only 2% of total deaths (Burton & Hirschman, 

1979). Samuals, Charra, Olheiser & Blagg (1974) reported 

5 

that the primary causes of death in their sample of hemodial-

yais patients vere cardiovascular disease and infections. 

Given that almost half of hemodialysis patients are betwaen 

45 and 65 years of age (Burton & Hirachman, 1979) it seeme 

that in terms of overall survival, maintenance hemodialysi~ 

must be considered a success (First, 1982; Gutman, Stead &: 

Robinson, 1981). 

More recently, a new form of dialysis has been developed: 

continuous ambulatory peritoneal dialysis (CAPD). The first 

clinical trials of CAPD were conducted in 1975, but it was 

only after technical advances in 1978 that CAPD became a 

widely used treatment (Khanna, Oreopoulos, Dombros, Vas, 

Williams, Meema, Husdan, Ogilvie, Zellerman, Roncari, Clay ton 

& Izatt, 1981·; Mion, 1981; Nolph &: Sorkin, 1981; Weinman, 

Senekjian, Knight & Lacke, 1980). One of ita main attractions 
1 

ia that -- in contrast to the intermittent schedule of hemo-

dialysis -- it ia a cont~nuoua dialysia. In this way, CAPD 

more closely resembles t~e functioning of normal kidneys 

(Nolph, 1981; Nolph, Popovich & Monerief, 1978). 

In CAPD, a collapsible, plastic bag containing 1 to 2 

litera ot dialysate ia connected to a permanent tube inserted 

into the abdominal cavity and the solution flowa from the 
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bag into the cavity. After inflov, the bag remains attached 

to thp connection tube and is carried roll~d up under the 

clothing. While the fluid is in the abdominal cavlty, there 

ia a movement of water and vaste producta across the perito-

neum by ditfusion and osmosis. At the end of this period, 

6 

the dialysate is drained into the same bag and then discarded 

(First, 1982: Rosenbaum &: Wicks, 1979: Sorrals, 1981). 

This fluid exchange must bd done 4-5 times a day, 7 daya 

a week. The exchange procedure of drainage, bag change and 

instillation of fluid from a nev bag usually takes approxi-

mately 30 minutea.- Theoretically, betveen exchanges the patients 

should be able to carry on vith their usual daiIy routines 

(First, 1982: Nolph & Sorkin, 1981). 

Sinee CAPD e~changes are done away from the dialysia unit, 

it ia eonsidered a form of home dialysis. rts advantages, 

compared vith hemodialysis, include" freedom from the kidney 

machine, fever dietary restrictions and "ad lib" fluid intake 
~, ~ 

(First, 1982; Khanna et al., 1981; Weinman. et al., 1980). 

However, the necessity of frequent sterile e~changes still 

requires a large time commitment; and vith CAPD, there are no 
~ 

nondialysis days. AIso, these patienta are required to come 

to the hospital for monthly check-ups. 

During these monthly visita, the connecting tube ia changed. 

This is an important procedure for limiting the incidence of 

per1tonitis -- an inflammation of the peritoneum -- the pri-

m&ry complication vith CAPD (Nolph & Sorkin, 1981). Other 

complications associated vith CAPD include hernias, various 
" 



\ 

7 

. 
o gastrointestinal disard'ers .. and respiratory distress (Nolph, 

1981: Oreopaulos, Khanna, Williams & Dombras, 1981; Sorrels, 
( 

1981 ) • 

At this time, CAPD is still in its inlancy and it May $till 

be Many years before its raIe in the treatment of ESRD becomes , 

totally clear. While it appears ta be as effective as hemo-

dlalysis, t-here is li ttle data on long-term survi val on CAPD 

(Oreapoulos, 1980; Shaldon, 1980; Nolph' &: Sorkin, 1981). Since 

its introduction, CAPD has become more and mora popular. In ' 
, . 

the U.S.A., as ~AUg,U8t 1982, mara than 6,000 patients wer~ 

receiving' CAPD ttrapy (Nolph, aben, Farrell &: Pyle, 1983). 

Still, at present there la a bias towards selecting people for 
." 

CAPD who a~e lesB~suitable for h~modialysis. This includes 

diabetics ind patients with severe 6ardiovascular complicati~ns 

(Mion, 1981; Oreopoulos, 198~; Oreopaulos et al., 1981; Rubin, . -
'Barnes. Burns, Ray, Teal, Hellems & Bower, 1983). 

, -
Finally. the most complete form of treatm~nt for ESRD ls 

'\ 

renal transplantation. This procedure involve~ the surgi cal 
'----r 

implantation of an immunologically matched human kidney. The 

tirst successful (long-term) kidney transplant was performed 

in 1954 between identical t'ins (Merrill, Murray. Harrison & 

GUild~ 956)). Wi th the adven-t of immunosuppressiv~~ 
the early ·1960' s, eadaveri c transplan ts becam a feasi bl e and 

1 

transplantation became more common (First, 1982). It has been 

estimated that presently more than 35,000 transplants have 

beerr performed in the United States and that the annual rate 

of transplantation is 4,800 par yaar (Schreiner, 1983). 

, > 

. . 
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It has also ,been estimated that one-half of aIl dialysis 

, patients would like to be considered for transplantation 

(Burton &: Hirschman. 1979). However, the lack of suitable 

don<i; kidneys places a severe limi tation on the' application . , , 

~ 8 

of thia treatment. In addition, not aIl patients are eligible 

for transplantation: contraindications inclu~e advanced age, 

Any severa concurrent systemic illness, and the presence of 

a major malignancy (First, 1982; Powers, 1981: Sommer, Ferguson, 

Davin, Kjellstrand, Fryd, Simmons & Najarian, 1981). 

If successful, there are Many advantagss to transplantation. 

The new kidney not only frees the patient from the dialysis 

regimen but also reinstates normal metabolic and endocrine 

functioning (Rosenbaum !Je Wicks, ,1979). Also, transplant recip-. 

ients usually have no specifie dietary regimen, and if there ... 

are no complications the recipient only returns to ~he hospital 

for regular check-ups. 

~However, renal transplantation is simply another form of 

treatment for ESRD; it is not a permanent cure. The functional 

tvo-year survival of kidney grafts has been- estimated at 40-

45% in recipients with cadaveric grafts and between 65 to 70% 
". 

in recipients with grafts ~rom a living related donor (Advisory 

Committee to the Renal Transplant Registry, 1977: Friegman, 
o 

Delano &'Butt, 1978). Furthermore, aIl transplanted kidneys 

ultimately fail -- the average functional survival of ~ graft 

from a living related donor being sevan years -- and the 

patients must again return to dialysis (Binik, t983: Burton, 

1978; Hutchinson, Thomas & MacGibbon, 1982). While immuno-
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euppressive Medications help ta retard rejection, and ther&-

fore must be taken a~ long as the transplant continues to 

function, they are also'responsible for Most of the comp~ica­

tions seen in the post-transplant patient -- including an 

'1nereased sus~eptibi11ty to infection, cataracte, peptic 

ulcera and cushingoid syndrome (First, 1982; Johnson, Richie 

, Niblack, 1983; Powers, 1981). 

The first year mortality rate of transplant recipients 

with grafta fro~~1ving ralated donors ia comparable ta that 

of he~odialysis patients; both are approximately 10% (Burton 

& Hirschman, 1979). Cadaveric transplantation, however, repre-
. 

sents a much greater mortality risk. The first year mortality 

rate for patients receiving cadaveric grafts has besn placed 

at approximately 25% (Advisory Committee ta the Ranal Trans-

plant Ragisrry, 1977; Kjellstrand, Avram, Blagg, Friedman, 

Salvatierra, Simmons, Williams & Terasaki, 1980). Still, in 

contrast ta dialysis, where the mortality rate remains stable, 
\ 

the mortality risk for transplant recipients decreases after 

the first year (Samuals et al., 1974). Therefore, over a 

longer time-span. transplantation 19 in fact as~oc1ated with 

higher rates of patient survival (Kjellstrand et al., 1980). 

Nonetheless, one must bear in mind that there is a selection 

bias; ESRD patients eligible for transplantation are in gen-

eral younger and healthier than the average dialysis patient. 

The cast of the ES RD treatment program is q~{te Bubstantial. 

The total coat of medical services provided ta ES RD patients 

in the United States has baen projected at over $3 billion 
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!:n'1984 (Guttmann, 1979). Per patient, the costs for the dif-

tarent 'torms of ESRD treatment have been es~imated ta be the 

. tollowing: hoapital hemodialysis between $25,000 and $30,000 
1 

par year; home hemodialysis and CAPD $14,000 - $15,000 per 

year (Nolph, 1981); transplantation rarely exceeding $35,000 

"-
in total. While transplantation and the two forms of home~ di-

alyais are the leaat expensive treatments for ESRD, the more 

expensive hospital hemodialysis units must he maintained Fat 

only for back-up support but also for the treatment of those 

patienta who, for whatever reason, cannot be transplanted or 

treated with ~ forro of home dialysis (Bulgin, 1981). Still, 

cost will probably,be an ~mportant consideration influencing 

the futUre direction of ESRD treatment (Gibson, 1983). 

In Canada in 1981, there were 5,719 ESRD patients alive on 

various modes of treatment for ESRD: 2,362 had a functioning 

transplant and 3.357 were on dialysis (2,331 hemodialysis and 

1,026 peritoneal dialysis patients). The rate of new patients 

eutering ESRD and being treated with dialysis or transplanta- ' 

tionl was 48.2 per million populatio~ (Posen, 1982). 

'ESRD from ~ Psychological Perspective 

Beyond the issues of costs and survival rates is th, 

issue of quality of life. The ultimate goal of aIl treatments 

for ESRD is not Just the maintenance of life, but the main-

tenance of a life worth living. One factor then that has to 
* 

enter into the equation of the efficacy of any ESRD treatment 

ta its concomitant quality of life; indeed, one of the argu-

,) r 
, , 
! .. 
1 
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ments for transplantation is that presumably it enables pa-

t1ents to pursuè more of their normal life activities than 

11 

they are able to maintain on dlalysis. Therefore. it ls impor-

tant to empirioally investigata .possible differences in psycho-

10g10al wel1-being assooiated with the different ESRD treat-

lien ta. 

Also. though'usually at a mueh less dramatic leve1, aIl 

ehronic i1lness populations share similar types of burdens as 

those faced by ESRD patients. Therefore, information gained 
" 

abou t the p,sycho so cial impact of ESRD and i ta trea tmen ta not 

only has direct relavance for ESRD patienta but also has rele-

vance for other chronic illness populations. 

What makes ESRD patients a partlcularly interesting popu­

lation from a ~sychological standpolnt ls the natufe of the 

situation they are confronted with: an incurable. lifa-threat-

ening illness which requires strict adherance to a very de-

manding treatment regimen for surviva1. As Devins (1981) has 

pointed out, in Many ways ESRD repre8e~t8 a natural "stress 

laboratory." Assuming that bafore their 'illneas these patients 

were psychologically similar to their age cohorts -- which 

there are no reasons for not assuming then their situation 

can provide information about how people adjust ta a person-

al1y meaningful stressor. Therefore, for both clinical and 

theoretical reasona, ESRD ia an important area of the wider 

field of health psychalogy. 

As will be detailed later, the present study approaches 

ESRD ta better understand the interrelations betveen a sociàl ~ 

\, '. 

"; 
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system and a medical stressor. More specifically, this study 
<:J 

,., 1nvestigà'tés the impact of ESRD wh en i t oceurs wi thin the 

context of the màrital dyade First however, the literature on 

the psychosocial adjustments of ESRD patients and spousea ia 

reviewed. 

Psychosocial Adjustment ~ ~: Patients ~ Spouses 

Patients. Ovar the past 15 years, a large number .of 

studies have reported on the psychosocial adjustment of ESRD 

patients. The vast majority of these studies have focused on 
o 

a 
dialyaia patients. There are three probable reasons for this, ' 

emphasis: 1.) hemodialysis is the Most widely used treatment 

for ESRD; 2.) there is much interest in the machine-depandent 

lifestyle nècessitated by hemodialysis, and; J.) Most investi-

gators seem to assume that transplantation eliminates the 

psychosocial difficulties generated b~ dialysis (Binik & 
; 

Chowanec, in press). 

Considering the severity of ESRD at its near-terminal 

stage and the extensive requirements of the dialysis regimen, 

ft ia not surprising that many of these reports have suggested 
f 

that the lives of dialysis patients have been adversely af-

fected. The following types of psychosocial difficulties have 

bean reported: vocational disruptions (Goldberg, 1974); a 

deterioration in financial statua, even with Medicare benefits 

(Campbell & Campbell, 1978; Evans, Blagg & Bryan, 1981); a 

aSince CAPD ls a relatively new treatment, aIl the itudies 
c1ted, with a very fey exceptions, hàve includ~d only hemo­
dialysis patients. 

, 
) , 
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constricted social life (Campbell i Campbell, 1978; Procoi, 

1981; Speidel, Koch, Balck & Kniess, 1979): psychiatrie compli-

cations, most commonly depress10n (Armstrong, 1978; Levy, 

1979a; Reichsman & Levy, 1972); an increased inc1dence of su1-
, 

cidal behavior (Abram, Moore & Westervelt, 1971; Haenel, 
, 

Brunner , Battegay, 1980); the severe reduct10n or elimination 

ot sexual activity (Levy, 1979b; Milne, Golden i Fibus, 1978); 

and the stressing of the family's role organization (Brown, 

Craick, Davies, Johnson, Dawborn & Heale, 1978; Kaplan De-Nour, 

1980: Maurin & Schenkel, 1976). 

" Still these.reports are generalizations based on data and 

observations with a high degree of individual variation. There 

are other studies which have em.p1nHl-ized "that dialysis patients 

are able to and usually do adapt weIl to their situation. This 

aeeme to be especially true in the area of psychological well-

being. Contradicting those reports that have found numerous 

psychiatrie complications associated with~~, Livesley 

(1979) and Farmer, Snowden & Parsons (1979) found that dialysis 

patients exhibited no more psychiatrie morbidity than that 

found in general medical-practice patienti. Two other studies 

also specifieally failed ta find any elevation in dialysis 

pa tien t' s depre s sion score s (Devins, Binik, Hollomby, Barre & 

Guttman, 1981; Kaplan De-Nour, 1982). Indeed, one study found 

that overall there 'was no difference in the way dialysis sub-

jecta and healthy subjects perceived themselves (Clark, 

Hailstone & Slade, 1979). 

Spouses. In compari~eIl"' t"""'oth; large body of literature on 

L; 

ç 
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the psychosocial adJustment 'of dialysis patients, only a 

relatively small number -of studies have examined the psycho-

80cial adjustment of the spouses of dialysis patients. This 

negleot ia aurprising for two reasons: First, as will'be 

developad, it appears that the psychological weII-being of 

aarried dia1ysis patients is atrongly influenced by the adap-

tatioos of their spouses. Sacondly, the spousers position ia 

worthy of study in its own right; the apouse, though not)ill, 

is a1so confronted with the dlalysis situation. 

Thare are saveral reports of dialysis spousas axhibiting 

various strass reactions, with feelings of anx1ety, frustration, 

hostility, depression, and pervasive insecurity being noted 

the most frequently (Shambaugh & Kanter, 1969; Heale, Liesegang 

& Niall, 1970; Holcomb & MacDonald, 1973; Short & Wilson, 

1969). Nonetheless, as with dialysis patients, there are other 

reports suggesting that many dialysis spouses show rew adverse 

reactions (Farmer, Snowden & Parsons, 1979; Marshall, Rice, 

O'Mera & Shelp, 1975) and that most are able ta make an ade-

quate adjustment over time (Heale, Liesegang & Niall, 1970). 

Therefore, while ·for both patients and s~ouSe6t dialysis has 

the potential to be a pervasive influence and stressor, many 

patients and spouses appear able to adjust to their situation 

with little psychological distress. 

Patients ~ Spouses. Though most investigators seem to 

assume that dialysis primarily affects the patient, others 

have found that the spousa ls the more affacted partner. Smith, 

McDonald & De Wardener (1969) concluded that the burden of 

l .. 
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home dialysis in particular falls more heavily on the spouse 

than on the patient. A conclusion supported by one study which 

round that home dialyais apouses considered themselves under 

greater stress than their patient-partners (Brown et al., 

1978). Malmquist & Hagberg (1974). however, found the same 

types of stress reactions present in both home dialys1s patients 

and apousea. 

Regardleas of the exact/pattern of patient/spouse ad just­

menta, 1t doss appear that the partners ' 1ndiv1dual adaptations 

to dialysia are intertwined. A coping, emot1onally supportive 

spouae seems to be crucial for the pat1ent's suecessful adapta~ 

'tion to dialysia (Farmer, Bew1ck, Parsons & Snowdon, 1979; 

Meldrum, Wolfram & Rubini, 1968~ Procei, 1981; Steidl, 

Finkelstein, Wexler, Feigenbaum, Kitsen, Kliger & Quinlan, 

1980). Conversely, particularly in home dialysis, the spouse's 

adaptation appears to be influeneed by the patient's adapta-

tion (Atcherson, 1978; Levenberg, Jenkins & \fendorf. 1973; 

Kaplan De-Nour, Note 1). Therefore, it appears th~t in order 

to fully understand the adaptation of either partner, both 

partners must be taken into consideration. 

Dialysis ~ ~ Marital Dyad 

In addition to affecting patients and spouses as indi-

viduala. dialysi s ai 50 arfe cta them as a coupl e, i. e.r an in ter-

actional unit (Blagg, 1972; Hill, 1981; Maas & Kaplan De-Nour, 

1975; Mlott & Vale. 1982); and there ia Sorne evidence that 

differences in individual adjustment msy be largely influ~nced 
1 

by the nature of the couple'a relationship and their dyadic 
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adjustment (Marshall et al •• 1975; Brackney, 1975,1979; 

Czaezkes l Kaplan De-Nour, 1978; Kaplan Da-Nour, Note 1). In 

fact, the adjustments of both partners seam not to be sa much 

a result of their individual personalities but rather a product 

or their marital combination. Màrshall, Rica, O'Mera & Shelp 

(1975), for exemple, found that couples where bath partners 

had dependent characteristics had the most difriculty in home 

dialysis training. 

Kaplan De-Nour (Czaczkes & Kaplan De-Nour, 1978; Note 1) 

has attempted ta synthesize findings in the area of couples' 

reaotions to dialysis into a theoretical framework. In review-

ing the literature and summarizing her and her ca-workers' 

findings, she stressed four main points concerning rehabil~ta-

tian and family rela ti on ship: 

1.) Chronio illness ia very stressful to sorne, but 
not aIl, families; 

2.) Support by spause May be beneficial ta some but 
harmful to others; 

3.) Though patients' adjustment ia determined to a 
great extent by thelr personalities, at times 
it 113 modified by intrafamily relations; 

4.) Unexpeoted adverse reactions of patients and/ 
or apouses were observed; post factum it was 
realized that they were caused by insufficient 
understanding of intrafamily dynamics (Note 1, 
pg.520) • 

This framework.highlights the fact that familial dynamics and 

interactions are potent determina~,s of individual -- the 

patient's or spousets -- adjustment to ESRD and dialysis. 

Kaplan De-Nourfs formulation concentrates on the fulfill-

ment of the marital partners f dependency needs. Both partners 

are oonsidered in terme of whether their role vi thin the' 
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taml1y la dependent or dominant. whether this role has been 

assumed by choice or forced upon them. and whether they are 

the att1icted or non-afflicted member. According to Kaplan 

De-Hour. inttUviduals who have faIt forcad into an unacceptab1e 

ro1e will with the onaet of dia1ysis use the situation to slip 

into a more desired ro1e. 
" 

In this conceptua1ization. the atreaafulneas of dia1yais 

tor both partnera depends primarily on their previous 1ava1s 

of dependency needs. For couples where the patient has by 

choice bean the dependen t mamber and the non-aff'licted spouse 

has by choice bean the dominan t member, dialysi s is u sual1y 

not very atressfu1 and May actua11y reduce stress. On the 

other hand, dialysis will be vary stressful for couples wi th 

a. non-af'f1icted dependant spouae and a dominant patient: this 

being especially true when either by choice or circumstances 

the patient discontinues assuming the dominant ro1e (Czaczkes 

&: Kaplan De-N our, 1978: Kaplan De-N ou r. Note 1). 

Unfortunately, there have been no direct, empirical investi­

gations .of Kaplan De-Nour's framework. HO\lever, two studies' 

have reported that failures in home dialysis training occurred 

more f'requen tly in coupl es where the spouse had a dep enden t 

, re1ationship with the patient (Marshall et al., 197~; Stre1tzer, 

Finkel stein, Feigen baum, Ki ta en &: Cohn, 1976). The fa ct tha t 

several other authors have also noted the potentlal impact of 

dla1ysis on the family' s role st.ru cture also seems con sisten t 
, ; 

wlth thls formulation (Blagg, 1972; Goldman, Conn & Longnecker. 

1980; Maurin &: Schenkel, 1976; stewart &: Johansen, 1976/77). 
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After intervieving 20 "dialysis families". Maurin & Schenkel 

(1976) reported that. eapecially in the areas ~t houaehold 

tasks and social relationships, all families vere faced vith 

role readjustment~. With the onset of dialysis, both partners' 

Bocial lives contracted and became primarily family" centered. 

A1so. vithin this circumscribed existence, the dialysand 

usua.lly be came the l'amily focu s. the n eeda of the other family 

lIembers, and especial!y the spouse l s needs, being i'orced into 

the background. 

While three-l'aurths of the families acknowledged disagree-

mente concerning these areas, they falt these disagreements 

vere mild. Yet their assessmen ta ,may minimiz e the degree of 

con!lict beeause. as the investigators noted. the partners 

appeared ai thar unvilling or unable ta verbalize their feelings 

about araas of tension. 

This co.rresponds vi th Finkel stein, Finkel stein &: Steele 1 s 

(1976) observation that although couples rated their degree of 

marital discord as lov. the investigatora, basing their conclu-

sions on the number and types of specifie problems reported, 

rated it as high. In both studies, it appears dialysis was 

having an effect on the vay the couples appraised or reported 

their marital situation. While an increased defensiveness in 

theae'couples.ia one vay of explaining these find~gs, it eould 

also be that the sharad burden of dialyais oversfadows those 
.=---.:: 

-pz.oblema that in healthy couples lead to overt disruption. 

Cona1sten t '\Ii th the latter is the observa tian. made by tvo 

teams of investigators. that many dialyais partners ralt the 
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situation had brought about an increase in marital closeness 

(Bergstein, Asaba &: Bergstrom, 1977: Palmer, Canzona ~ Wai, 

1982). 

Though dialysi s' usual ef'fect s on mari tal harmony and ap-

praisal relllain unclear. it doea seem apparent. especially in 

halle dialysis, that a non-confli ctual marl1ial rela tionship 

i8 of' the utmost importance for both partnera' adj ustmen ta 

(Brackney, 1975,1979; Levenberg, Jenkins &: Wendorf', 1978: 

Mlott, 1976. Mlott &: Vale, 1982). A good working relationship 

ia so illportan t vi thin home dialysl s be cause u sually the non-

af'f'licted spouse is the dialysis-aasl stan t and therefore 

shoulders a considerable part of' the responsibility for the 

dialysis treatmen ta (Brown et al., 1978; Bryan &: Evans, 1980). 

One study reported tha t the spou se t s a bill ty to partioipa te 

in home dialysis "is less af'fected by the nature of' the illness 

and i ts a ttendan t dif'f'i cul tiea than the pohn tial chang e in 

the marital relationship that is impoBed by home dialysis n 

(Streltzer et al., 1976,pg.57). Similarly, Brackney (1975, 

1979) has concluded that there BeemB to be an in teraction 

betveen paychological, mari tal and dlalysis related factors 

and the nature of' this interaction has importan t implications 

for the emotional adapta tian and phy si cal well- bein g of the 

home dlalyais Ratient and spouse. 

Table 1 lists the studies which have investigated the ad-

justments of' patients and their spouses to dialysls. These 

studies are classif'ied according to their maj or iocus of 

interest: 1.) iocus on the patient, secondarily on spouse; 
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1) Pocu. GD ~he patient • 
• econdarily on .pouse 

Hal~ulat l Haabera 
(1914) 

Pent.co.t. Zwer.DI l 
Manuel (1976) 

"rlataio, A.aba 1 
"r.atro. (1977) 

Pa~r. levick at al. 
(1919) 

2) 'ocua on the patlent'a 
ra.l1)' or spouaa 

Sha.baUJb 1 Kanter 
(1969) 

Prledaan, Goodwln & 
Chaud •• ry (l'nO) 

Gold.an, Cobn , 
Lonsnecker (1980) 
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Table la 

S~ry of Studie. lnve.tiaatinl ~atlenta' and Thelr Spou ••• • AdJuat.ent. to Dta1y.ta" 

Subjeclii : 

Type of He~bodololY 

D1alysls Clinica1 Standardized Procedurea le.ulta 
!! Holle: H Cau *1 *2 Dy.die ') 8tatl.tically 

Couplaa Unit: U Reporta InclillictlJ~L J>ya.Ue Ojlll~rvatlon~_ Oe~çrlpttve ~Jned noeUD,a 

13 H 1 

40 H 1 1 

41b H.U 1 

12 H l 

~ 

" 

14b H.U 1 

20 u x 

8 H l 

o. 

1 

1 

1 

1 
a 

1 

x 

x 

Dla1y.l. aff.cted pattant. 
.ad apoua.a •• co-workera 
on the .... te ••. 

th. p.tient'. aueee •• in 
boae dialyai. va. a •• ociatad 
vith intraf.aily behavior. 

Spouaea experieHeed atrain. 
Jet .. uy felt thelr re1a-
tlanahlp had beca.e closer. 

ratient .urvivel wa. a •• o-
clat.d vith a COptnl .pou ••• 

8pou •• a exblblted extre .. 
.-otloeal cloaene.a to tbelr 
ill partner •• 

Cood lonl-tera adjuat .. nt 
va. achlaved by a .. jorlty 
of fa.llle •• 

, .. 11J .. abera underwent 
~ole chaDlea to adjuat to 
alter_tiona iapo.ed by 
dtalyal •. 

li,) 
o 

,~~-.i':' 
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Subjee~. 

Type of HethodololY 
Dialysts Clinicai Standardtzed Procedurea leaulta 

! &o.e: Il Caa. *1 *2 Dyadie *1 Statiatically 
Authon Coupl.a Unit:·U le..,~na Inci1vldual_ Dyadic Obaervatloas O •• crlptlve Analynd Fiodln, • . ' 
3) FoclIII OQ paUent and 

spou •• , individuelly 

Heale, Li •• el.n, , 
HtaU (1970) 

' ..... n , 8clmelder 
(1972) 

101ca.b 1 "-cDoaald 
(1911) 

"lot t 1 All.ln 
(1914) 

Hlott (1976) 

Brava, Cr.t~k et al. 
(1971) 

Spel4el, loch et al~ 
(1979) 

24b 

u b 

2l 

27 

)S 

40 

1I6b 

unapec­
ifted 

'H 

H 

,unepec-
1fted 

unspec-
ifled 

Il 

H.U 

1 l 

1 1 

') 

x 1 

1 1 

~ ""-' 

1 1 

x 1 

x J[ 

, .~ 

!SRD can have a conaider­
able i~act on the p~­
tient'a f .. ily and finan­
eial altuation. 

For both patlenta and their 
assistant relatives, ~he 
expression of e.ationai 
prohleas ear1y in hoae 
training vas predictive of 
poor firat-yesr e.otionai 
adju~t .. nt. , 
80th patients and their 
.pousea reported feelin8s 
of depreaalon and fru.~r.­
ttonj effecta aeeaed to 
~derate over ti.e. 

The HHPI proftles of di.ly­
aia patienta vere, in aen­
eral, acre elevated than 
thoae of their apouaea. 

Patienta vere prone toverd 
luilt fantaaies; aex dtffer­
ences ln adjuataent. 

no.. dlalyaia placed conaid­
erable atraln upon the 
dialyais partner. 

"Ullit dialyaia se_ to 
influence patients and 
partnera towarda aGelal 
IncOlOpetence" (pg_ 241)_ 

1\) 
~ 
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Authon 

4) rocu. on the .. rital 
dyad~ 

rant.colt (1970) 

Kapl .. De-Maur 1 Csacake. 
(l91p> 

"11.,. Hocelia et al. 
(1912) 

"-ra"11, Rie. et al. 
(1975) 

Maja • Kaplan De-Hour 
(1975) 

Itl.It.er. 'lnkel\teln 
et d. (J916) 

"-urin a Schenkel 
(1976) 

1--

~ • 

Subjec.ta 
Type of HethodololY 
Dlaly.l. Clinlcal Standardized Procedure. "aulta 

! Ho.e: B Caae *1 *2 Dyad~c *1 Statiattcally 
Couplea Unit: U __ ~ru Indhtd ... l Dy_die ,Obaervattona __ Deac!,!p~lY, AraalyaH Piadln,a 

11 H 1 x 

• H li: 

12 Sb ft li: 
\ 

22 H s 

11 u l 

16 ft 1 

20b H.U 1 

1 1 

li: 

~ 

( 

x 

l 

Jt 

1 

1 1 

Cl 

, .. ily .tudf appeara to he 
a u •• ful •• rvlc. for boa. 
dlalyaia eentera. . 

Flve factora vhicb influence 
a patient'a relletance ta 
ha.e dia}ya!.: objective 
•• peet. of dialysis. atti­
tude of the aedical tea., 
patient'. personallty. atti­
tude of spouse., f1nancla1 
Iltuation. 

Four basic patterns of reac­
tioRS in spouse pairs: shar­
Ina. ob8eBslve-c~pu18iYet 
parent-chlld •• aster-alave. 

Fallure on ha.e dialyals 
trainlng correlated vith 
uae of denial by both 
partnera. 

Couplea dlaplaced their 
hOltil!ty onto the autalde 
envirotUlent. 

Succe •• in h~ dtaly.i. la 
st riak when the .pause i. 
dependeat oa-the pattent. 

Wlthdr.~al fro. soctal 11fe 
lnto a very fa.tly-eentered 
exl.teace. ' 

• 
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SubjecU 
Type of HethodololY 
Dlaly.l. Cllnlcal Stand.rdized Procedure. .aaulta 

.-

:."':' 

Authon 
! Ho.e: H Caae *1 *2 DY'dic *l Statiatieall, 

Couplea Unit: U Reporta Individuel Dy.die Obaervationa Deacrlptlve Aaal,zad _ !in~!n&~_ 

paak.lataln, Pinkelatein 
1 Steel. (1976) 

Steela, rf.talataln & 
"ntalat.ln (1976) 

Braekaey (1975.1979) 

'al .. r. Canaona & 
IIat (l982) 

(Two Studlë'1) 

17 

17 

12 

20 

126 

H.U 1 x 

H.U '> x 1 

li 1 x 

H ][ 

ft .1 

aReviaed veraton of a Table orialna11y appearina in Cbowanee & liaik (1982). 
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The atre.a iapoaed by dialJ­
aia frequently reaulted ln 
aeritel discord .e reted by 
the tnveatl~atora. thouab 
patienta and apouaea vievad 
their Barriages aa beina 
oearly prabl .. free. 

A atrona relatianahip be­
tween severity of depre8sion 
and aeverity of sexual dy.­
function existed for pa­
tienta but not for their, 
aetea. 

Psychological, aarital and 
dialysis attributes were 
interrelated for both hoae 
dlalyaia patients and their 
wffe-sssistanta. 

Ha.e dialyala often brousht 
the partners cloaer to­
aether. patients aee.ed 
particularly satiafied witb 
thefr aerriagea. 
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2.) tocua on the patientfs tamiIy or spouae; 3.) toous an both 
< • 

the patient and spouse, individually; 4.) toous on tha marital 

dy&d. ~Iso. tor aach study. the Table details the number of 

participant coup~es, the dialysis mode, i.e. home or unit, the 

methodology amploTed, the ra8uIts rormat, and a brier summarr 

o~ the rlnd1ngs. 

Critique 

Saveral points are readily apparent trom Table 1: the 

aaJority of studies in this area have beeu concerned only vith 

home dialysi8 patients and thair spouses: they have bean explor-

atory ln nature; many ot them are anecdotal ellnieal ease re· 

ports; and thay have beeu monadic in thair approaeh, usually 

having relied on a comparison of self-descriptive personality 

teatures or adjustment measures. While not directly apparent 

rr~. Table 1, another conceptual limitation associatad with 

almost aIl ot these studies ia their superficial survey nature: 

the problems encountared by dialysis patients and thair spouses 

are described and charted but mediating mechanisms are seldom 

discussed and neva~ ampirieally investigated. 

While the majority of studies in this area have bean exclu-

sively monadic in approach, vith a very fev exceptions, the 

remaining have beau exclusively dyadie in approach. None of 
1 

tha studies have adaquata~y dealt vith the intarface of thase 

two approaches: individua~8 within their dyadic contexte Just 

a. the monadic studies have neglected tha importance of tha 

marital contaxt, tha dyadica11y-orianted studies have given 

1ittl. considaration to how couple tactora trana~ate into 

• 

t 
} 
i 
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:1nd1vldual adj ustlllen t. Mo st of the 1.a tter ha"ve s:1l1lply descr:1 bed 

a. couple's, or f'amily's, typical reactlons to d1alysls. Of' the 

t:1ve etudies (Tab1.e 1) focusing on t.he mar:1 tal dyad vhich have 

b eaplo1ed standardiz ed in terpersonal measurellen ts on1y two 

have exalllined the relation betveen indiyidual, couple and d:1al-

1'S:18 dilll enslons (Finkelst.ein, Finkel stein 1 Steel e, 1976; 
. 

Steele, Flnkelstein l Finkelstein, 1 976; Brackney, 1975,1979). 

'1'0 da te, the .08t thorough investigation in this area, a t 

least conceptual1y, has bean conduated br Brackney (1975, 

1979). In her study, separa te in terv:1 ells - - foëu sing on three 

.aj. or areas: a tti tudes towards hemodialysi s, current lIlari ta1. 

t'unctioning, and individual psychologieal well-being -- vere 

conducted vi th 12 male hemodialysis Pfttien ta and their wife-

assistants. Using audio-tapes, two independent ratera scored 

e&ch interview on 20 variables representing various aspects 

of thess three lDaj or areas. Other measurementa included each 

partner' s ass e saman ta of' their marri age, ra tings. of variou s 

aspects of adj ustmen t to dialysi s by the home dialyüs training 
o 

nurse, and an independent rating of the patientts Medical 

status by a staff physician. 

This data vas then analyzed using correlational and diaorim­

inant f'unction procedures. The primary obj ective of this ana'l-

" ysi s vas to determine how the in teractions betvsen the mari ta1 

partners affe cted their If mari tal sati sf'aoti on, degree of psy-

chopatho~ogy. physical health, and eff'ective ,perf'ormance of 

bFinkelstein, Finkelstein & St,ele (1976) and Steele, Finkelstein 
l l"inkelstein (1976) seem to be di/tarent reports of' the same 
in vestlga tion. 
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dialys1s re1ated tasks· (1979,pg.55). Among the Most signl.t'-

10&11 t t1ndlnge ot thie study vas that the level of' a.dapta tion 

to hoae hellodialysis attalned by a éoup1e rested heavily on 
~ ~ 

the phrsical and PS7cho1ogi cal wel1-being of' the rife-as sls .. 

tan. t. 

lioweV8r this investigation has a number of conceptua+ lbi­

tation8. By restricting the study to lDa~e hOlle he.odia1ysis 

patients a nu.ber ot lndividual, couple. and treataent dimen­

sions were olli tted. Aleo" while th~ study did make an attempt 

to consider the couples t in teractions, 1 t still primari1y 
('- . 

focusad on ind~\iduals; the partners' mar~tal interactions 

vere o~yperticiallY investigated. Accentuat1ng this limi-

tation 'la8 the f'act that overall the author f'alled to provide 

a coheren t in terpersonal or i"amil.y sys tems i"rame'lork whi ch 

would have help ed integra te the partners' ,ind1 vidual responaes 

" 
within their dyadic context. 

Still more problematic are the study' s, methodological 

shortcominga. The ratinga of' psychologi cal difficu~ tiea were 

primarily based on the semi-structured in tervl ew whi ch had an 

inadequately validated coding sy,stem. U'nfortunateay a normal 

control group W'hich W'ou1d have partially rectified this prob­

lem was not included in the atudy. AIse. another major,limi­

ta tion vi th the study ",as i t s small sample si. z e: a sample of 

12 eouple,s W'as entire~y inappropriate f'OI' the large number of 

variable measurements that were colleeted and analy.zed. 

Brackney' s study ia not a10né i.n methodological short­

c.omings, al1 of the etudies eited in Table 1 have serioUB 

{ , 
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.ethodologica~ limitations. Probably the most basic problem 

-vith aIl these studies ia the Iack of comparison g oupa. On1y 

two of the etudies m~ke reference to ~ow othe 

scored on the main measures (Fa~mer, Bewick, Parsons & Snovden, 

1979; Stee1e, Finke~stein & FinkeIstJin, 1976); none ot them 

•• p10yed meaningfu1 comparison or coktrol groups. It, thus, 

remaina unclear whether dia1ysis patienta and the1r spouses 

are 8igniticant1y ditferent tram other groups either individ- : 

uallf or as a couple. 

Many of the studies are based on either unstruotured inter­

views (Table 1: Clinical Case Reports) or on questionnaires 

which lack adequate validation (Bergstein. Asaba & Bergstrom, 

1977; Brown et al •• 1978; Hea1e, Liesegang & Niall, 1970; 

Holeomb & MacDonald, 1973; Mlott, 1976). Small sample size 
u 

adds another limitation to man y of the studies; the majority 

of the studies listed in Table 1 have a sample size of less 

than 21 couples. In addition, a number of the studies fail 

to clarify the~r recruitment procedures or datail their par­

ticipation rate (Finkelstein. Finkelstein~& Steele, 1976: 

Maurin & Schenkel, 1976; Mlott, 1976; Mlott & Allain, 1974; 

Palmer. Canzona & Wai, 1982; Speidel et al., 1979; Steele, 

Finkelstein & Finkelstein, 1976). 

Though half of the studies listed in Table 1 are reported 

as having statistically analyzed their data, almost aIl of them 

employed inappropriately simplistic procedures. However, in 

Many cases th~ statistical options seem to have been oonstrained 

by the poor quality of the measures and the superfioiality of 
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the inquiry. In other varda, some of the studies cénter around 

data that simply elassified the participants (Farmer~ Bevick, 

Parsons & Snowden, 1979; Ho1comb & MacDonald, 1973; Pentecost, 

Zverenz l Manuel, 1976), many of them measured only one aspect 
, ) 

of the'pheno.enon they were investigating, and most ot the 

etudies eolleeted only limited information on the participants' 

da.ographie and 11lne8s-relevant charaeteristios. 

C09clus~ons 

Despite the cDnceptua1 limitations and methodologieal 

problems vith the above studies, several consistent themes 

still emerge trom this area. First, Many ot these investiga-
1 

tians have tound that the partners ' individua1 adjustments are 

interre1ated. with the more recent studies beginning to explore 

dyadio factors as an important elament in individual adjU'tment. 

Secondly, from thes9 studies, it is elear that dialysis should 

no longer be conceptua1ized as having simple, direct effects 

on individual psychological well-being; rather it should he 

viewed as a salient feature in a larger psychosocial matrlx. 

Finally, though primarily based on c1inica1 observations, it 

appears that the couple's (or fami1y's) role structure is an 

important elament in bath partners' psycho1ogieal well-belng • 
. 

In general then, the conclusion one can draw from thèse 

investigations ia that there seems to be an interrelationship 

between dia1yais, dyadic and individual factors. While dia1ysis 

affects dyadic relations, dyadic relations also affect adapta­

tion to dia1ysis, and bath dialysis and dyadic factors appear 

to be associated vith individua1 adjustment. Therefore, in 
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addition to considering both the patient's and his/her spouse's 

individuàl'adjustmants to their particular dialysis situation, 

future investigations should also examine how these variables 

are interrelated with 1.) each partner's general physical 

health~ marital role satisfaction, and global marital happi-

ness: 2.) the couplets marital context and ,role organization; 

~ 3.) the degree to which dialysis impinges on the partners' 

normal activities, both individually and dyadically. The con-

'eaptual paradigm whieh 8eemB best suited for thase types of 
1 

investigations is General Systems Th(ory. 

General Systems Theory 

General Systems Theory (GST) is a vay of approaching a 

problem area that stresses that the area must be viewed as an 

organized vhole, a system, which is a product of the dynamic 

interactions among the component parts. Its historieal impetuB 

vas the inadequaey of meehanistic science for explaining vhat 

one author has referred to as nphenomena of organized complex-

ityn ~Laszlo, 1972). These types of phenomena are usually more 

than the simple SUm of the properties of their separate compo-

nent parts. Therefore, they cannat be explained through the 

mechanistic concept of isolated linear causality: i.e., A 
, 

causing B. An example given by von Bertalanffy illustrates 

this point: nyou cannot aimply say: If a person ia infected 

with turbercle baccilli, he will contract the disease; it 

depends on so many factors of constitution, nutrition, and sa 

forth n (von Bertalanffy, 1969,pg.34)~ This type of problem 
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a probIeu with multiple interactions of ma~y and partly un-

known variables -- eventually lad to the development of the 

·systems approach." 

The primary assumption of GST is that sets of interrelatad 

avants can be treated eolleetively, as systems manitasting 

tunctions and properties on the specifie level ot the whole 

(Laszlo, 1972). However, aince every system i8 part of a 

larger system (up to the level of the univ~rse), it ia some-

what arbitrary as to whether somethlng ls called a system or 

{( not (Churchman, 1979; Kramer & de Smit, 1977). :Theretore, a 

system ahoul~ be considered as a unit of observation or re-

search ([ramer & de Smit, 1977). 

In and of themselves, a set of objects or organisms do not 

automatleally produee a system. They may only be labelled as 

such when they form na set of lnterrelated entltlea of which 

no subaet ls unrelated to any other subset" ([ramer & de Smit, 

1977,pg.14). Therefore, it is the nature of the relatlonshlp 

between the components whlch differentiates between an aggre-

gate and a system. In an aggregate, one component May change 

or be removed without affecting the other eomponents, however 

in a system when one eomponent changes or is removed aIl. the 

other eomponents are also affected (Angyal, 1969). In other 

words, a system la nmo re than the sum of its parts." 

Although many ditferent definltions of a system exist, the 

following one by Mattessich (1978) summarizes the most wldely 

accepted features of a system ln general. 

A system is a set possessing the following 
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necessary eonditions: 

1.) It oontains two or more elements vith specifie 
prop-erties~ 

2.) It contains relations (connecting the elements 
of th-e system with each other) and qualities 
of those whieh in turn lend structure, holiatic 
properties, as weIl as possible regulators to 
the system enabling also lts"trans!ormation. 

~.) It ls embedded in an environment cantaining 
addit_ional lnter-related slemants. 

4.) The boundaries between the system and its 
environment are determined by the aystemts 
elements and relations, and are su!fieiently 
sharp and permanent ta consider the system 
as an entity (pg.29). 

31 

!heae are the minimal raquirements for a syotom in the broadeat 

88nS8 of the term. However, two more condi t·ions are necessary 

for discussing an open goal-orianted system. 

5.) It contains at least one relation betveen an 
element of the system and an element of the 
environment (open' system). 

6.) It has evolved or been created to tend toward 
a goal (goal-direeted system) (Mattessich, 
1978,pg.30). 

Using this definitian. a tamily (or marital dyad) 8aa1ly 

meets the requlrements for being re!erred to as an open goal. 
~ 

direeted system. A family 18 composed of two or more members 
. 

(elements). The membera are linked by bonds ot ~ecurity, 

support and emotional oloseness (relations). It ia demareated 

by genetie heritage. legal sanction and interpersonal alliance 

(boundaries). It exists within the context of the Iarger 

80cial community (environment). which it both affeots and is 

attected by (open system). And lastly. it has as its purpose 

the fulfillment of its members t biologieal, econo~ic, sooial 

and psychologi aal n eeds (goal-d1rected systell) {Taylor. 1979>:. 

1 

! 
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Fa.i~ies. ~ike other systems. exhibit a complex interplay 

of' structure" and forces which elaborate and ch~nge in response 

to both internaI and externa~ phenomena (Kantor 1 Lehr. 1975). 

Consequently, the fa.1ly is a powerful deter.1nant of behavior 

and can toster healthy as weIl as pathological behavior, though 

the tam1ly me. bers may not be d1rectly avare of the processea 

and impact of tbese torces (BuckIey, 1967; Sager 1 Kaplan, 

1972). The crux of fami~y systems theory then la not ta fOQUS 

on indiv1duala but ratber to focus on the product of the rela-

tionsh1ps between the individuals, the family system. 

the tamily systems theory approach has beau applied to two 

types of problems: psychological -- famiIy therapy (though not 

aIl family tharapy ls based on family systems theory); and 

medical -- fam1Iy mediéine. The difference between the'se two 

disciplines is one of content emphasis; they both view an 

individual t , problems as reflective of a Iarger family system 
'" 

problem. In family (systems) therapy, psychologieal distur-

bance is seen as th~ single manifestation of the total family 

problem and therefore treatment includes aIl the family members 

and focuaes on the Ifamilyr s structure and processes (Bowen, 

1961; Madanes & Haley, 1977). Family medicine emphas1zes the 

role of the ent1r~ fam1ly unit both in the production and 

treatment of physical illneas (Bauman ! Grace, 1974: Christie­

Seely, 1981; Curry, 1974; Geyman, 1978; Schmidtt" ,1978; Schwenk 

! Hughes, 198,3). 

Biological systems can be conceptualized as forming a 

hierarchy of systems: The hierarchy begins at the level of 
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cells and continues through the levels ot tissues. organs, 

the nerTOUS system, the person, the dyad, the ta.ily, the 

co •• unity and so torth until it culminates" in the largest 

biological system, the biosphere (Brody, 1973: Engel, 1980). 

While sost physicians york on the person level, the tamil y 

(ayate •• ) therapist or tamily practitioner worka at the level 

ot the tamily or dyad. From a tamil y perspective, the tamil y 

or dyad is conaidered the primary unit for illness and health. 

Most çt tb~> research on the psychosocial adJuetment of . 
ESRD pati~nts ~as been on the person level. Even those studiee 

which have investlgated the psychosocial adjustments of both 

patients and their spousee have usually laeked a solid inter-

personal conceptualization. General Syàtems Theory (aST), in 

the tor. ot tamily systems theory, with its tocus on the 

family system would seem pertect tor investigations studying 

t~ partners' individual psychologieal adjustments from a 

fa.ily or dyadic perspective. 
~ -

However, while GST doee provide an excellent eonceptual 

framework, it has two methodologieal shortcomings: there ia 

no family systems measurement scheme which is both meaningful 

and raliable (Kantor & Lehr, 1975); it focuses on the whole 

tamil y unit, thereby giving lass importance to the individual . 

tamily members who comprise the family unit. Therefore, in 

and ot itsalf, GST is unable ta provide empirieal information 

on how the interrelationship between ESRD, family and individ­

ual factors translates into the psychologieal well-being of 

both patients and spouses. aST eoneepts are more appropriate 
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tor a macro level analysie, they are less satistactory at the 

micro level ot analysis (Bertrand, 1972). 

Ooapleaentary to the GST approach at the mioro level of 
'l, 

social organization 18 role theory (Bertrand, 1972). It 18 

concerned with exploring the units ot sooial interaction, 

theretore it ia directly applicable when one is interested 

in systematically investigating the interrelatlonships be-

tween the component parts ot a system. As wlll be developed. 

role theory more readily lends ,i taelt to an investigation 

interested in quantitying marital interactions. This thesis 

then will use GST as the general theoretioal approach enoom-

passlng the more operational role theory. 

~ Theory 

As Thomas l Biddle (1966) have pointed out in their 

thorough review of the area, there ia no one grand uni!ying 

Utheoryn ln the role area, o?ly oertain hypotbeses and theories 

about partioular aspeots of the area. Yet, whlle each author 
" 

may use the ooncept slightly dirrerently, there are important 

uniformities ot perspective. In essenoe, a role theozy per­
" 

speotive assumes that: 

individuals in sooiety occupy positions and tHeir 
role performanoe in these positions i8 determined 
by sooial norms, demands, and rules; by the role 
performanoes of others in their respective posi­
tions; by those who observe and reaot to the per­
tormance: and by the individual's partioular oa­
pabilitiea and personality (Thomas l Biddle, 1966, 
pg.4). 

Untortunately, most authors when they use role terminology, 

____ ~~~_J 
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rather than expIicitIy defining the important terms, have the 

reader sense a .eaning from the termts context. Of course this 

ai.ply adds to the confusion about what a role th~ory approach 

entails. To avoid this problem p the tollowing definitions are 

given: 

Nora: the smallest unit ot social interaction; it is de­
fined as the required or acceptable behavior (singular) 
for a given interactional situation; it is transIat­
able into an act p e.g. answerlng a question (Bertrand, 
1972). 

Role: a more or less integrated subaet of norma; a role ia 
composed of severai related norms dedicated to the 
same function (Bertrand, 1972); a behaviorai reper­
taire characteristic (or expected characterlstic) ot 
a person or a position (Thomas l BiddIe, 1966). 

Role Expectation: the normative dimension of role: an antici­
pation about a behavior likely to be exhiQ­
Ited by a person or a position (Thomas & 
BiddIe, 1966); whst should be done and who 
shouid do it (Nye, 1976). 

, 
Role Performano~: the behavioral dimension of role: the 

overt activity of a person (Nye. 1976): 
a person's actual role performance: what 

J is done p who does it, and how it ia done. 

Status-position: a set of roles; this ùnit represents the 
location of a person in a social syste~, 
though it is not synonymous vith the indi­
viduai occupying the position at the moment 
(Bertrand p 1972). 

Role Reciproeality: the concept that both people in an inter­
action have rights and duties; the per­
formance of one role implies and requires 
the performance of a second role (Bertrand, 
1972). 

Role Strain: the difference betveen a role expectation and 
a role performance: the ditference between a 
person's expectation of bov and by whom a role 
shouid be performed and that person's percep­
tion of hov and by whom that role is actually 
being per!ormed. 

Tvo generai frameworks of role theory exist: the structur-

i 
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alist Yievpolnt and the 1nteractionallst Yiewpoint. The Itruc­

turalist tradition, Initiated by Ralph Linton (1936: cited ln 

Nye ! Gecas, 1976), emphasizes the cultural aspects ot role • . 
The Interactlonalist vlewpoint whlch gained impetus trom the 

york ot George H. Mead (1934; cited ln iye l Gecas, 1976) em-

ph&slzes the emergent quality ot role, a conception ot roles 

as behavioral regularities emerging out ot locial interaction. 

or the tvo vievpoints, the latter more readily lends itself 

ta psychological investigations. Theretore, in ~hls thells, 
, 

role theory viII be diseussed, unless otherwise noted, in teras 

ot the interactionalist viewpoint. 

A group, by definition,'is composed ot indlviduals who inter­

Act in terms ot reciprocal role relations (Bertrand, 1972). In 
. ~ 

our society, the precise detlnition of the roles assoclated 

vith Any status-position are rarely delineated. Therefore, 

there are many poss1b~lities for ditrering conceptions of vhat 

the activities associated vith a given status-position ahould 

be and hov they ahould be performed. To a large degree, the 

norms and roles associated with a statue-position are formu-

lated b~ the group members' past experiences and present int~r­

actions. In time through an accumulation of social experiences, 

behavioral regularities and expectatione, or roles, emerge 

(Nye l Berardo, 1973). 

When a group's status-positions are weIl integrated the 

system functions with a maximum or efticlency. i.e. the role 

reciprocallty of thw members interactlons produces a minimum 

ot role strain. Under theae conditionS. the group's members 
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are co11ecti~ely expected to be experiencing high leve1s ot 

psychosocial gratification. Optimally. the roles within a 

1 
group would be integrated in a mannar whioh bast servas both 

(. 
the purposes ot the group as a whole and the goals of a11 

ita indlvldual members. 

Hovever. givén the ,composition of a group it can never 

reach a stage ot complete integration. By virtue ot their 

different backgrounds, no two indlvlduals have exactly the 

same prescriptions ~or role behavior or interpret a situation 

in exactly the same manner (Bertrand, 1972). There is a con-

stant state ot tension in the system because of this lack of 

agreement on role behavior. Due to this dynamic tension, 

every system exlsts ln a permanent process ot disorganlzation 

and reorganization. In some cases this tlux leads to more 

adaptable forma ot lntegratlon. in othera it oan resu1t in 

dysfunctional systems or even in the dissolution of the group 

(Bertrand, 1972). 

E2l! Theorx ~ the Faml1y 

The -family. by its very nature, exhibits both e1ements 

of roles, the structural aspects Along vith the emergent inter-

actional. Since role ia a cultural ooncept, any society may 

normatively detine and enforce role detinit10ns (Nye & Gecas, 

1976). Likewise, it is r~aaonable to antioipate that specifie 

families through their interactions will also de~e1op distinc­

,tive norms and roles, and even vi thin specitic tami1ies, the 

husband may hold one set of normative definltlons abou't appro-
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priate marital roles while the wife holds another set. Within 

& role theory perspective, the pertinent questions center 

around the fulfi1lment of family roles: each members' role 

expectations and perceptions of role enactments (Burges8~ 1926; 
1 

Nye , Berardo. 1973). A well integrated family system is one 

vhere the members' expectations and the actual role perfor-

manceB evidence a large degree of overlap. 

• The role theory conceptualization of the couple emphasizes 

the consideration ot individuals in thair marital context. It 

considers both the individual's preferences and expectations, 

and the interactional wo~kings of the dyad (Tharp & Otis, 

1966). Therefore, it lies midway on the spectrum of wa~s of 

conceptua1izing the workings of a marriage. It contrasts vith 

the holistic approach of viewing the entire !amily group as 

the unit ot study through the investigation of auch variables 

as family power structure, oommunication patterns and prob1em 

solving strategies. It also contrasts vith the individua1istic 

approach of focusing on the relationship betwean tha partnars' 

personality traits and their marital compatibility (Quick & 

Jacob, 1973). 

Rolas are alwaya sean in relation ta bahavior, hypothetical 

or raal; they refer ,to ei ther standards for expected behavior 

or to judgments about actual behavior (Bertrand, 1972). Also, 

though roles represent individual behavior patterns, t?ay are 

formed and can only be understood within an intaractional 

setting. The advantages of role theory then, compared to the 

other'methods of conceptualizing the !am11y. are its capacity 
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to provide a more adequate description and analysie of the 

internal vorkings of the !amily-and its ability to deal more 

ertectively vith the problems ot real behavior (Bertrand~ 

1972) • 

Roles and Marital Contlict 

A rol& theory perspectiTe has proven to be a !ruitful 

fra.evork for vieving marital confliot. Early work in the 

area concentrated on investigating the roles normatively asso-

oiated vith the status-positions of husband and vife (Parsons 

, Bales. 1955). Implioit, vithin this framevork was the aSBump­

tion thlt marital partners who more closely conrormed to the 

Ideal marital roles would be more satisfied with themselves 

and their marriages than those vith more deviant role beliefs 

and performances. 

Working within this structural vievpoint, Jaoobsen (1952) 

found significant attitude dirferences betveen married and 

divorced couples tovard the cultural prescriptions of the 

marital roles of husband and wite: the married couples exhib-

ited less of a discrepancy in their attitudes tovard the roles 

of husband and vife than vere round in the divorced couples. 

Dyer (1962), in an article on the marital adjustment ot nevly-

veda, hypothesized that in general their marital interactions 

vould go least smoothly if the partners' role expectations 

and performances vere in~conflict. In these cases, one or 

both of the partners vould apply negative sanctions against 

the other. The end ~esult of this situation would be a lover 

Ilevel of marital satisfaction for both members of the dyad. 
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While this article continued to predominantly view marital 
t;' 
1-> 

roles trom a cultural perspective, it also addressed itselt 

to the idiosrncratic role prescriptions that the partners 
. 
bring to a couple. 
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This emergent interactionalist framework has been applied 

.ost recently by Frank and her associates (Frank i Kupfer, 

1976; Frank. Anderson l Rubinstein, 1979;1980). Their approach 

is to see how weIl the couple's interactional patterns allow . 

for a concordance betwee~ the partners ' husband and wife role 

ideals and expectations and the partners' perceptions of actual 

family role behavior. No bne pattern is considered optimal, 

rather the idiosyncratic match between these expectations and 

enactments ia considered to be the impdrtant element in mari-

tal satisfaction. 

Theae investigators have empirically examined the relation-

ship between marital role strain and marital satisfaction by 

comparing the marital role strain scores of three groups of 

couples: nonpatient couples. sex therapy couples and marital 

therapy couples. The partners in the nonpatient group evidenced 
tfJ 

the least marital role strain, the partners in the marital 

therapy group evidenced the Most and the sex therapy partners 

tell bfttween these two extremes. 

Marital ~ Strain, Marital Adiustment ~ Mental Health 

Studies in a number of diverse areas -- including family 

sociology, Medical sociology, family therapy, family medicine, 

Medical psychology and psychiatry -- have reported a strong 

association between marital adjustment and psychosocial func-



~ 

• 4 

1 

41 

tioning (Adler, 1953; Bird, Martin & Schuham, 1983; Brown! 

Harris, 1978; Burke & Weir, 1977; Coombs ! Favay, 1982; Jacobs, 
~ 

1982; Lee, 1974; Madanes & Haley, 1977; Ward, 1981). The glst 

of these otudies ia that a good marital relationship is asso-

ciated vith a law incidence of mental illne88 and better 

prospects for recovery. Authors in this area, while being 

unable ta directly demonstrate eausality, do reel that marital 

disturbanee precedes psychologieal disturbance and therefore 
1 

1 

treat marital adjustment as the independent variable and psycho-

logical disturbance as the dependent variable. 

Within the family system, the marital partners' relation-

ship appears to be crucial for the family members' psycholog-

ical well-being. Epidemiologieal evidence suggests that the 

quality of the marriage is of key importance not only in deter-

mining the partners' mental health but also in determining the 

mental 

(1981 ) 

he al th of their children\.( Dominian, 1972). Also, l'lard 

has found tha t only" the fh ~eraction s of the mari tal 
,1 

dyad, not the interactions between parents and children, were 

studies empirically :: ::::::~ a::Y::: 1 ::::It: e::: :::n: ~a :h ::: 
oore of the family ul.~~tFiiil<; ',9~pper & 

associated with the 

marital dyad ,is the 

" Hallenbeck, 1968; Foley, 1979)-. 

\ 
Depression is the specifie psychologieal well-being di~en-

sion whose relationship with marital adjustment has Most often 

been investigated. Brown & Harris (1978), in a study of 458 

British women, found that emotional support from the husband 

reduces a woman's vulnerability to dep:ession. Vanfossen (1981) 
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in a study vhich included both husbands and vives found that 

depression vas more likely to emerge in relationships vhere 

the partners vere unsupportive. She also round that more hus-

bands than vives reported having supportive spouses. \'letzel 

(1978), hovever, found the relationship between the marital 

relationship and depression to be more complex. \ihile mo st of 

the deprassed woman in her sample vere depandant and in an 

unsustaining marital environment, Independant women in rela­

tionships vith husbands who vere not supportive of their 

independence vere also found to be depressed. Sha interpreted 

thia finding as congruènt vith a framework emphasizing the 

importance of the parson-environment fit in the production of 

mental health. 

Tha marital ralationship also aeoms to affect tha vay a 

partner's behavior is labelled. Safllios-Rothschild (1968) in 

a study vith 28 Greek couples, found that satisfied and dis-

satisfied partners did not differ regarding the definition of 

the disturbed~pouse's behavior as deviant: both vere more 

likely to viey their spouse's peculiarities as deviant vhen 

they clashed vith the cultural prescriptions for appropriate 

marital sex role performance. However. they did differ in 

regard to the la belling of such devian ce as "men tal illn e ss. " 

The partners who vere satisfied vith their marriages tended 

ta minimize the aeriousness of the partnerls disorder by 

attributing it to such ~hings as "nerves", whereas the dis-

satisfied spouses vere more willing to accept a psychiatrie 

diagnosis. Also t patients vith satisfied spouses had better 
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rehab111tation prospects than patients with d1ssatisfied 

spouses. In many cases~ the patient's label of nm~ntal lllness" 

gave the dlssatlsfied spouse a Boc1al1y acceptable reason for 

long-term separa. tion and di sasBocia tion. 

Tharp &: Otis (1966) have rI<'lvoloped a theoretical orienta,­

tion for explaining this link betweqn marital adjustment and 

psyohological vell-being based on role theory constructs. The 

major tenets of this framework are that a fnmily vith a psychi­

atrically ill member containe a dysfunctional marital dyad 

and that dysfunctional marital dyads are produced by the ab-

sence of satisfying role reclprocations. 

Indiviâuals, by virtue of their ovn familial backgrounds, 

bring to their marriages certain role ideals. Thro~gh inter-

actions vi th their mates, these individuals develop specifie 

role expectations and performances for their own marital si tu-

ations. TheBe role ideals, e1pectations and actual role perfor­

mances are aIl reflective of the individual's psychosocial 

needs. A particular marriage at a particular stage ls either 

conducive or detrimental to the fulfil1ment of these needs. 
1; 

The greater the congruence between a person' s perceptions of 

the actual mari tal performances and his/her role ideals and 

expecta t~on s -- i. e. a lover degre e of marital role strain ... 

the more the person t s psychosocial needs are being met. Con-

comitant1y, this fulfillment of the person's psychosocial 

needs has a salutary affect on psychological we1l-being. 

Therefore. accordib.g to Tharp & Otis (1966) even though a 

person may have a procl~vity for a symptom, if in the family 
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system hel she can main tain sufficien t ro1e integri ty the 

person wi11'not manifest psychiatrie symptoms. 

There have been three direct empirica1 investigations of 

the theoretieal framework proposed by Tharp &: Otis (1966): 

Orago &: Tharp (1968); Quick &: Jacob (1973); Jacob, Kornb1ith, 

Anderson &: Hartz (1978). In each of these studies, it vas 

round tha t p aychia tri c pa ti en ta and their spou seB were ex-

periencing more marital ro1e strain than the members of non-

clinical couples. Therefore, as Tharp & Otis (1966) hypothe­

sized, it doea appeaz: t,~~t .lpaychological distressrs asso­

ciated vith poor marital relations. 

It a1so appears that a problem within the marital dyad 

has a more pronounced effect on the wirels level of marital 

role strain than on the husband's 1eveI. Crago & Tharp (1968) 

reported tha t in the nonclinica1 couples nei ther partner 

experienced much more role strain than the other. However, 

in the clini cal group. the Olive s exp erien ced signifi can tly 

more marital role strain than their husbands. 'Though Quick &: 

Jacob (1973) did not specifica11y investigate sex differences, 

they do report mean acores for the four cel1s -- group by 

sex i __ whi ch seern con si sten t wi th Crago &: Tharp 1 s (1 968) 

finding. 

Frank, Anderson & Rubinstein (1980) reported a similar 

finding with couples in marital therapy. While women in a 

nonpatient group W'ere experiencing no more marital role strain 

than their partners, the wives in the marital therapy group 

vere experiencing significant1y more marital role strain than 
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their husbands. Therefore, i t seems that under circumstances 

of ~arital stress the roles associated with the statua-position 

of wif'e may be more dl.ff'ioul t to main tain than the roles as so-

ciated wi th the sts tus-posi tion of husband ... 

~ Flexibl1itI 

Whenever a famlly member becomes il1. aIl of the faml1y 

mellbers are a.ffected. The i11ness producea reaction a, coun ter-

reactions an d ahi.fte in the f'ami1y eq uili brium (Fink, Sklpp er 

1: Hallenbeck, 1978; Olsen, 1970"',power, 1979). 

Chronic 111ness la eepeclal1y disruptive of the usual pat-

tarn of family in teraction. l t May al so hin der the f'amily 

members' abilities to overcome the effects of this disruption. 

The chronic illness of one family member May create new, or 

revive former, symp toms in 0 ther family m em bers; thi s is 

especially prevalent when the situation requires role altera-

tiona (Druhn_ 1977). ,Klein, Dean &: Bagdonoff (1967), based 

on a study with 121 chranieally ill patients and 73 of their 

spouses, concluded that the development of a ehronie illness 

in the famil y ia a ttended by role di sruption s whi ch 1 ead to 

interpersonal tension and somatic symptoms in both partners. 

According to Olsen (1970) one of the primary character-

lsties of families which are able to make a good adjustment 

to chronie illness ls that "thera is a flexibili ty wi thin 

and between raIes so tha t shi.fting can be tolerated .. i th 

relative comf'art" (pg.170). It may be that in less role seg-

regated rela tionships, the partners are more familiar and 

comfortable with exchang1ng roles: thereby allowing them to 



1 

46 

f'ind the required role alterations less burdensome (Fengler &: 

Goodrich. 1979). The delicate task f'ar a family f'aeed vith a 

chrani c illnses ia to adj u st their roI es su ch tha t the former 

tunctions of the patient are maintained while not burdening 

the spouse or isolating the pa tien t (Mallick. 1979). 

As polnted out previausly. several authors have noted the 

potential impact of' dialysis on the famlly' s role structure 

and the possible psychologieal reactions associated with this 

disruption (Blagg, 1972; Goldman. Cahn &: Longnecker, -1980; 

Maurin &: SChenkel, 1976: Stewart & Johansen, 1976/77; Kaplan 

De-Nour, Note 1). The following excerpt from an article by a 

home dlalysi s pa tien t and his vlfe i s parti cularly de s cripti va 

of hoW' dialysis disrupts the usual marital role patterns: 

••• Anne experienced considerable role conflict. 
Whereas before dialysis she had bean a wife, lover 
and companion, she noW' vas sometimes thrust into 
the strange role combina tion of nurse, mothar and 
siater. During dialysi s she be cam e a. "nurs e n an d 
often had to respond ta crises of pain, shock or 
malfunctioning of the machine. At other times she 
vas lik e a ma ther and gave comfo rt an d strength 
when self-esteem was 10'W', and at still others, 
she became a. sister or friend because of changes 
ln our sex life and the lack of time ta enj oy 
eaeh other during the Ole ek (Camp bell &: Camp bell, 
1978,pg.387). 

Unf'ortuna tely, however, there ha s bean no con troll ad empiri cal 

res?arch on ei thar the effects of dialysis on the family 1 s 

raIe structure or the association between role flexibi1ity 

and psychosocial adj ustmen ti all of the aforementioned arti-

eles have been based on clinica1 case reports. Since i t would 

seem likely that role flexibllity is associated wlth decreased 

role strain. espee1ally under circumstances requiring role 
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alterations, it would seem productive to include me4sures of 

bath wh en investigating the relationship betveen ESRD and the 

mari tal dyad. 

With marital roles to a great extent being sex roles (Bernard, 

1982: ·Par.sons &: Bales, 1955: Tharp, 1963a), a measure of sex 

role flaxi bili ty should gi ve a good indi ca tion of th e marital 

partners' individual and dyadic marital rele flexibility. Sex 

role flaxi bili ty therefore would s eem to be an in terperaonal 

as~et for couples faced vith marital disruption. Working vith 
\ 

a sampla of couples seeking marital therapy, Felton. Brown, 

Lehmann\t~&: Liberatos (1980) found that sex role flexibllity vas 

in fact associated vith effective coping: nontraditional sex 

role attitudes vere associated vith lover levels of psycho-

logical distresa for both men and women. 

Outside of the marital area, Bem (1975, 1979a) has proposed 

that in general androgynous individuals. high in both mascu-

line and !eminine characteriatics, are very behaviorally flex-

i ble; tha t they are more able ta vary their beha vior acco rding 

to situational demanda than ~ndividuals who are sex raIe 

stereotyped. Based on this flexibility, Bem advances androgyny 

as the 'optimal sex role orientation for psychological adj ust-

ment (Bem, 1-974-; 19?9b). Therefore, .. hether it ia specifically 
1 

due to marital role flexibility or simply a result of greater 

behavioral flexibility, i t appears that sex role flexibili ty 

shauld be positively associated vith the paychological well-
• 

being of both ESRD patients and their spouses. 
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Goal' .2! the Present Studx 

Pravioua studies investigating the psychosocial well-belng 

ot dialysi s pa tien ts and spouses have su ggested tha 10 couple 

t&'ctors play an important role in eaah partner l s psychologieal 

well-being. Untortunately. these etudies possess conceptual, 

lIethodological and statistical limitations which cast doubt Qll 

their empirical tindings. The present study overoomes lIany ot 

these shortcomings: 

Conceptually, the study employa a role theory conceptualiza­

tion ot DIII.rriage which has an 'explicit interpersonal trameworkJ 
, 

it gives equal oonsideration to the respective illne.t\s status-

positions ot' both patients and spouses; and i t û ses a mul tifac-

eted approaeh to psychologieal well-being which goes beyond 

Just the absence of psychopathology. Methodologioally, the 

study uses standardized measures; it has a large sample size 

which includes relevant nondialysis comparison groups; and it 

considers the association between illness severity and psycho-

logical well-being. Statistically. the study employa multi-

variate procedures where demographie charaeteriatica are sta-

" tiatically controlled for. 

Design 

As has been noted. one ot the Most serious shorteomlngs 

ot previous reaearch in this area ia the Iack of comparison 

groups. The present study uses multiple comparison groups. 

Earlier in the Introduction, the progression of chronie renal 

tailure was detailed. This progression can be roughly divided 

lnto tour stages, defined by illness severity and/or treatment 

\ 

1 
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lIIethod: 1.) the absence of ESRD, 2.) the presence of EsaD not 

yet requiring dialysis, 3.) ESRD requirihg treatment vith dial. 

ysis. and 4.) ESRD being treated· with a kidney transplant. 

These dif'feren t ESRD stages detine the oomparison groups am-

ployed in the present study. 

Nephrology C11n1c. This group consisted of patients v1th 

minor non-ESRD med1cal problems who vere being tollowed through 

the nephrology clin10. The types,ot ditticulties they exhibited 

fell into tvo general ca~egorie8: lov-le~el chronic il1nesses 

(e.g. oontrolled hypertension and m1ld diabetes) and acute ill­

'nesses whioh had subsided (e.g. minor urinary traot infections 

and kidney problems assooiated wlth pregnan,oy). However, despite 

the1r problems, thase patients were still cOlle1dere~ to be 

"basically healthy" by their physicians. 

Pa tien ta in thi s group were exp e cted to be li tt1 e afre cted 

by their 1llness, due to its low severity and limited treatment 

req uiremen ta. At mo s t, the trea tmen t regim en would in olude 

check-ups, mild dietary restrictions and Medications; at the 

other end, some of the pa tien ts vere no longer il1 a t the 

time of the interview and therefore had no treatment regimen. 

Still, sin oe for Many pa tien t s their first knowl edge of ha ving 

ESRD comes during a vie1 t to a nephrology c~ini c, i t i s rea­

sonable to consider this group as representing the fi~Jt 

point, the lovest level, in the p'rogression of ESRD. The 

, --other unique advan ~a~provided by this group include: 

1.) ·Precise information on the patient' s medical status and 

treatment regimen vas available. 

( 
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2.} There was an identified patient, either male or famaIe, 

vithin the couple. 

3.) The recruitment procedure~ detailed later. was the same 

for thi S ,group as for the other (ESRD) group s. thereby 1nsur­

lng a va1id eomparison of the groups' participation rates. 

k.) Demo,graphlcally. particular1y in age and SES, nephrology 

c11nic pa tien ts vere fel t to be aimilar to pa tien ta in the 

other (ESRD) groups. 

Pre-dia1lsla. This group vas composed of patients w1th 

chronic progressive renal failure, obj ectiv~'-y-_ det1ned as 
-~- =--=- ---

havlng serum creatinine.levels betwe~n 4 and 8 mg/dl. AlI ot 

these patients vere aware of the1r condition; they were. a11 

also aware of at least the possibility, though some knew 1t 

vas more of a probab11ity than a possibility, of requ,iring 
"'-. 

dialysis in the not tao distan~uture. 

At the time these patients were seen the physioal effects 

of the ESRD primarily con si sted of non - specif'ic symp tom s auch 

as fatigue and veakness. Their treatment reg1men included 

regular hospital check-ups, strlngent dietary restrictions 

and medications. Additiona11y, these patients and their spousee 

vere also faced vith the prospects of' chronic dialysis and/or 

ranal transplantation. and the uncertain ty a bout exactly wha t 

this vould entail. 

Dialysis (Home/Unit). Patien ta being trea ted vi th ei ther 

chronic hemodialysis or chronic CAPD comprised this group. 

Theae patients are dependen t on regular trea tments for their 

survlval. In addition to th'S problems preeipitated by the 
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under~ying disease process, whieh are not eliminated by dial-

ysis, these patients are also eonfronted with the complioations 

d~reotly associa ted wi th the dial'ysis (hemodialysis and CAPD) 

treatment procedures. Furthermore, both hemodialysis and CAPD 

are demanqing and time-consuming treatments. 

In this study, dialysis patients were divided into two 

groups: patients who dialyzed at a hospital dialysls unit and 

those that dialyzed at home. This latter condition included 

both home hemodialysis and CAPD patients, a oategorization 

diotated by the need to obtain a sufficient sample size for 

the home-dialysis group. 

Theoretically, the dialysis setting -- home or unit --

ahould reflect itself in many lifestyle ramifications for 

both the patients and their spouses (individually and dyad-

ioally). Home hemodialysis allows the patients more schedule 

flexibility than they are allowed at the dialysis unit. CAPD 

allows even more freedoms: there ia no machine, there are 

fever dietary restrictions and no fluid restrictions. ret 

the freedoms allowed by CAPD are balanced by the necessity 

of always wearing the dialysate bag and the fastidiousness 

required for sterile exchanges. 

While home dialysis allows greater flexibl1ity, it also 

introduces the dialysis regimen more directly into the couple's 

marital contexte In this study, within the home hemodialysis 

group the spouse vas a1most always the required dialysis-

assistant. While CAED does not technically require.an assis-

tant, again for almost al1 the couples, the apouse was direotly 
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Ideally p the two dialysis groups -- home and unit -- W'ould 

have been identical except for the characteristlc8 of the 

dialysis trea tmen t reglm en. However. a t the fi ve ho spi tal s 

included in this atudy. there are two general considerations 

vhich influence whether a pa tien twill receive hemodialysi a 

or CAPD: The tirat. and more important. la the patient's 

heal th and the second i s the pa tian t' s place of" residence. 

" 

Pa tien ta wi th con traindi cation s for long-term hemodialysi s. 

usually those patients who are in po or health, are more likaly 

to be placed on CAPD. and patients living long distances 

from the ho apital are al so mo re lik e1y to start on CAP D even 

if they are suite. bl e fa r he~o dialysi 8. The resul t ia tha t 

vhile not aIl the CAPD patients are in poor health. ~s a 

group they are in poorer heal th than their hemo dialysi 8 coun-

terparts. 

It may very weIl be that the advantages and disadvantages 

of the home and uni t dlalysi s trea tm en t regimen sten d to 

balance out. with patienta and their spouses probably settling 

on the mode which i8 least problematic for them. However, 

cO.lllpared to the unit-dlalysis patients and spouses, the home-

dia~ysis partners -- du e to the pa ti en ta in thi s group gen­

erally being in poorer health -- would seem more likely ta 

view the illnees and/dr its treatment as being a greater 

intrusion into their lives .. 

Post-transplan t. This group included only ki.dney trans­

plan t pa tien ts who had had a functloning kidney tran splan t 

~_ A 
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~or at least six mon ths. Sin~e transplant r'ej ection t'ears, 

:1mll,\nosuppressive medi~ationsp gratt rejection and death are 

al1 more prominen t in the tirst fa\l mon ths atter tran sp1an­

tation (Chambers,M.~ 1982; Samue1s et al.,. 1974). the six 

lIonth requirement vas chosen to get a t'ruer ind-ication ot 

the stable post-transplant situation. 

A tunotioning kidney transplant most cl0ge1y approximates 

a return to pre-ESRD physica1 tunctionlng. Th~re:f'ore, it 

ne cessi ta tes fewer trea tm en t requiremen ta than dia1ysi a. 

Transplan t reciplen ta are no longer dependen t on time- con-

suming hours on dialysis and usually there are no dietary 

restrictions. 

HO\lever, transplant recipients must take immunosuppressive 

medications and must. have regular hoapital check-ups. Further, 

t-hese patients are avare of the tact that their grafta cou1d 

be rej ected at any time. Therefore, transplant recipiénts, 

vhile receiving the Most complete form of treatment for ESRD, 

are not cured. 

!§.!!.Q Con tinuums: Chronolo gical ill In trusi veneea 

The five groups employed in this study W'ere chosen ba-

cause they mark disoernable points in the chronological pro-

gression of ESRD and its treatment, beginning \Ii th visi ts to 

" a nephr010gy cUnio and culminating in a kidney transplant 

(though not aIl pa tien ta go through each stage). Theref"ore, 

they fo rm na tural compari son groups. Simul tan eou sly, these 

groups reflect diff"erent levels of treatment demands. One 

would expect that the more severe an illness and the more 

Q , 
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demanding ita associat.ed treatment,· thé more the illneas and/ 

or its treatment would intrude into the lives of the patients 

and their spouses. Basad on the obj ective characteristics of 

the underlying i11n e saas and the particular traa tm ent regimen a, 

an ordinal lntrusivenesa scale was generated: the rank order-

ing of the groups f'rom lowest to higheat levels of intrusive-

na ~s ls n ephrology c.linic. post-tran splant. pre-dialysi s, 

un:1t-dialysla and home-dia.lyais. The t'Wo continuums -- chr'ono-

logical and intrusiveness -- and th&el .ee-ments of the 

groupa on these continuums are illu tratad in Figure 1. 
--/ 

Sts. temen t 2!. lli Pro blem 

five 

The obj ective of this study was to explore the psycho-

logical well-being of' ESRD patients and spouses f'rom an inter-

.personal raIe theory framework through a cross-aectional 

investigation using ESRD groupa repreaenting ditferent levals 

of illne s s/tres. tmen t in tru si veneS8. 

\ 
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Figure 1. The ESRD chronolo~ical and intrudivenesB continuums. 



l 

( 

56 

Hxpotheses 

'l'he tollowing hypot,!l",~es were te sted: 

Hxpothes1s 1. 

Bxpoth!e1s 2. 

HIpothesls 3. 

Hxpothesis 5. 

The ESRD groups vith the greater 1llness 

severity and more demandlng treatments will 

report more illneas/treatment intrusivenessf 

the ordering trom lowest to higheat levels 

ot perce1ved intrusiveness will be nephrology 

c1101c. post-transplant, pre-dialysis, unit· 
c 

dialysia oand home-dialysis (i.e. the saille 

orderlng as vith the objective intrusiveness 

scale). 

The reaponses given by patients and spouses 

for illness/treatment Intruslveness will be 

positively correlated. 

The pattern of responses given by patients 

and spouses in the categories of marital 
~.- 1 

relatibns and psychologieal well-being will 
1 

be similar" i. e. no slgnifleant mean differ­

ences between pa tien ts f and apouses t ,respon se s. 

'l'here will be signlficant differencas betveen 

the oomparison groupa ln the categories of 

marital relations and psychological well­

being. The pattern of differences will re­

flect the orderlng on the objective intru­

siveness scale such that the t'Wo dialysis 

groups will axhibit the most marital role 

strain and the least psychologieal well­

being. This pattern of results will exist 

f~r patients 6~ apouses both individually 
and dyadically Ri.e. as a couple). . 

For all (ESRD) groups, marital role strain 

w~l predict psychological well-being above 

and beyond that accounted for by demographic, 

'1 



(~ 

bpoth.81. 6. 

Hrpoth.s1, 7. 

( 

57 

health and (ESRD) group faotors. (Again the 

same pattern ~ill hold tor patients and spouses 

both individually and dyadioally.) 

Greater sex role flexibility will be associ­

ated with lower levels of marital role strain 

and greater psychological well-heing. 

The ESRD groups with the greater levels of 

" 11lness/treatment intrusiveness will exhibit 

a greater degree of correlation between mari­

tal role strain and psychological well-being. 

\ 
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METHOD 

Participants 

Besides having a dyadic member in one of the rive ESRD 
, 

groups, aIl participants had to meet the fo1lowing require-

ments: 

a.) They had to have been married -- ar living commonlaw --

for at least six monthe. 

b.) They had to have command of the English language suffi-

oient to be able to fill out the questionnaires. 

c.) Both marital partners had to be physically well-enough 

to fil~ out th. questionnaires. 

d.) The partners had to be coh~biting at the time of the 

interview. 

Participant Recruitment 

Participants were redruited from five hospita1s: four 

58 

in Montreal and ona in Ottawa. A list of patients meeting the 

~ aboya criteria was obtained from each hospital. These patients 
/, ~, 

were met in the clinic and the study was explained to them. 

Home hemodialysis patients and patients who could not be seen 

in the clinic were mailed an in~uctory letter (Appendix I) 
o 

explaining the study and then were te1ephoned. After informing 

the potential participants that the study was for my doctoral 

dissertation. that their participation was totally voluntary, 
J 

and that any info~mation they might prfvide w9uld be used 

sole1y for research purposes and kept(strictlY confidential, 

they vere asked to participate. ~ 
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If the patient agreed. an interview appointment was set. 

Then the patient was given the introductory latter (again 

Appendix I) and asked to give it to his/her spouse. Later 
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the spouse was also contacted. and if the spouse also agreed .,...-.-----...... 
to participate. another appointment was made. Whenever possible 

the partners ' interview sessions were scheduled ta coincide. 

Recruitment proceded so as ta balance each of the five 

ESRD groups vith equal numbera of male and female patients; 

recruitment for a cell continued until it included at least 

8 couRles and ceased when it contained 10 couples. Also, an 

attempt was made to keep the groups as similar as possible 

on the variable of age. This was mainly done by biasing for 

'{ 
preferrable ages !- i.e. ages which would help equalize the 

Mean ages of the five (ESRD) groups in the selection of 

the last few (10) participants. AIl of these participants 

were patienta at the Ottawa Civic Hospital, which was only 

included after the pool of suitable participants in the 

Montreal area had been exhausted, therefore when the Civic's 

Medical staff conatructed their li st of suitable patients 

they were asked ta include their ages. Then the patients 

with the Most preferrable ages, in each of the needed groups, 

were selected. 

The participant recruitment phase of the study lasted 

from May, 1981 ta September, 1982. Usin~ theae selection 

criteria/and recruitment procedures, 117 patients were asked 

ta participate in the study; 102 (87%) agreed. The actual 

number of participating-patients in each ESRD group la glven 
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in Table 2. The patient participation rates did not differ 

2 
significantly betveen the rive ESRD groups: ~ (4) = 0.54, ns. 

Measures 

Informa t'ion in the following categories vas 0 btain ed: 

demographics, physical health, illness/treatment eh~raeter-

istics. illness/treatment intrusiveness r marital relations, 

psychologiesl vell-being, defensiveness, sex role tlexibility 

and social netvorks. The actual measures comprising eaeh 

eategory are described below; a concise presentation of the 

categories and measures is given in Table 3. The entire test 

battery, in the order the instruments vere administered Is 

presen ted in Appendix II. 

Demographie Characteristics 

The rollowing in~o~mation was obtained for each parti ci-

pant: age, sex, education, occupation, current work status, 

income. religion, current religious practices, number of years 

married, marital history, number of c~ildren living at home, 

and their present position in the family life cycle. 

All of these are self-explanatory except occupation and 

the family life cycle. Each male's occupation vas used to 

calculate a socioeconomic index score based on Blishen & .. 
McRoberts ' (1976) standardized Canadian index of male SES. 

For female participants, no socioeconomic scores vere given 

since a parallel index for vomen does not existe Howe~er, 

information on years of formal education and salary largely 

otfsets this loss of information; years of formal education 

'---------------~-~~------------------~---~- -- ----~---
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Ta-ble 2 

Patient Participation for the Five ESRn Groups 

/ Nephrology Pre- Home- Unit-
Clinic dialYSis, dialysis dialY8i~ 

Males 10 9 1 1 12 

Females 11 8 1 1 11 

Total 21 17 22 23 

({J 

» 

-
...... 

.' 

~' 

... 

Post-
tran8'Qlant 

9 

10 

19 

... 

0' 
....À 

\\ 

; 
t 
~ 

'J , 
1 

~ , . 

, 
1. 
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Demographie 

Age 
Sex 
Education 
SES 
Work Status 
Inooae 
Religion 
Practicing Religion 
Years Married 
Marital Hietory 
Number of Chi1dren 
Fami1y Life Cycle 

, 

lit Home 

Humber of Years seeing a Nephrologist 
Ourrent Serum Creatinine Level 

(dialysis patients on1y) _ 
Humber of Months on Dialysis 
Primary Helper 
Hours per Week 
Daye per Week 
Kidney ,'Tran sp1an t 
Biochemica1 Measures 

~ 

(post-transplant patients only) 
Monthe with functioning Transplant 
Previous Transplants 
Months on Dia1ysis 

\ 

\ 

r 

Table 3 

Variables 

Physical Health 

Selt-rated 
Partner-rated 

,.., 

• 

Physician Rated (patient on1y) 
Organ Dysfunction Scale (patient only) 

'" 

!llness/Treatment Intrusivenes8 

Objective: 
ESRD Group Membership 

Perceived: 
Individual 

Health 
Diet 
Work 
Financial Situation 
Comaunity i Civic Activitles 

Marital 
Sexual Relations 
Division of Responsibility 
Household Affairs 
Fam111 TogetherneS8 
External Relations 

Global Rating 
Self-rated 
Partner-rated 

0-
N 

0; 
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Marital Relations , 

Respect fpr Partner 
Locke-Wallace Marital Adjustment 
Marital Role Questionnaire 

Total Score 
Five Subscale Scores 
Solidarity 
Sexual Relations 
External Relations 
InternaI Instrumentality 
Division of Responsibility 

(DS-15a 

, .!2!.t~q ai venes! 

K Scale (MMPI) 

Social Net:!2.rks 

Social Network Index/ 

~ 
ill !!.2.!.2. F:! e x i b Ulli ( 
Bem Sax -Role Inventorr 

li 

r 

'lest 

,.. 

~ 

• 

y, 

Paychological Well-belne 

Global Ratinga 
Happineas 
Self-rated 
Partner-rated 
Physician Rated (patient only) 

--, Self- esteem 
Partner-rated 

SCL-90-R 
Somatization 
Depression 
Phobic Anxiety 
Obsessive-compulsive 
Anxiety 
Paranoid Ideation 
Interperaonal Sensitivity 
Hostility 
Psychoticism , 
Global Severity Index (total score) 
Positive Symptom Distress Index 

Affect Balance Scale 
Positive Affect Scale 
Negative Affect Scale 
Affect Balance Scale (total acore) 

Rosenberg Self-eateem Scale 

,--.. 

_._-----_._.~- -- -------- ~-_._-----

'" 

0\ 
\N 
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and salary are tvo of the main components of SES (Blishen & 
u 

McRoberts, 1976; Cole, 1975). Also~ in considering the par-

ticlpants as couples, the husband's SES ia the important ele-

ment. since the husband is the primary determinant of the 

tamily's SES (Spencer & Inkeles, 1982). 

The participants vere also classlfied by their positions 

in the family life cycle. This eategorization vas used to 

augment information on the participants' ages and the number 

of children they had living at home. The family life cycle 

vas divided into the folloving six stages: no children planned; 

children being planned; pre-school children; school age chil­

dren; post-school age children still living at home; aIl chil-

dren grown, none 1iving at home~ The participants' points in 

the family life cycle were based on their Y9ungast child. 

Health Ratin~s 

The following ratings of the patient's physical health 

vere obtained: self-ratad, partner-rated, and physician rated; 

aIl on a 7-point scale whare a higher rating indicated better 
( 

hea!th. The patient's physician also comp1eted an Organ Dys-
. 

function Scale (ODS) (Hollomby & Hutchinson, Note 2). This 

scale attempts to measure the patient's hea1th more objec­

tively; ratings are obtained for each of the person's vital 

organs which are then summed. On the ODS, a higher score 
, 

indicates~poorer health. Information on the spouse's health 

vas also obtained through self- and partner-ratings on a 

7-point scale. 
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Illness/Treatment Characteristics 

Relevant information vas obtained on the history of 

each patient's illness and its treatment. Of this data, only 
1 

the num~er of years the patient had been seeing a nephrolo-

gist and current serum creatinine level pertained to aIl 

live ESRD groups. For the pre-dialysis patients. the major 

measurement of interest vas the eurrent serum creatinine 

level. For dialysis patients. the following information vas 

obtained: number of months on dialysisi hours per veek de-

voted to dialysis; days per week the person dialyzes; whether 

the patient had ever had a kidney transplant; the patient's 

primary dialysis helper; and biochemical measures _8 serum 

creatinine. phosphorous, potassium and BUN l~vels. And for 

the post-transplant patients the tolloving measuras vere 

considered the Most relevant: monthe with a functioning kidney 

transplant; any pr~vious transplants: months spant on dialysis 

(total); and current serum creatinine level. 

IllnassLTreatment Intrusiveness 

In addition to objective illness/treatment intrusiveness 
<0 

as definad by the charactaristics of the five ESRD groups, a 

subjective measure of illness/treatment intrusivanass was 

also empIoyed. Perceived intrusiveness regarding 10 areas ot/ 

lifewas assessed by each part,ner rating "HoW' mu-ch does (yol-qr/ 

your partner's) illnsss and/or its treatment interfere vith 

each of the following aspects of your life?" on a 7-point 

scale for each of ~he 10 areas. These areas vere conceptu­

allzed as including five individual areas -- heaIth, diet, 
" 

------- ----
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work p rinances~ eommunity & eivie activities -- and rive mari-

tal areas b~sed on the subseales of the Marital Role Question­

naire (described belov) -- sexual relations. the division of 

responsibility within the family, household affaira, family 

togetherness and the family's external relations. Theae areas 

vere summed to provide: a total perceived intrusiveness score; 

a total perceived intrusiveness score in the °individual areas; 
. 

and a total perceived intrusiveness score in the marital areas. 

Al~o, global ratings of perceived intrusiveness_were obtained 

through self-ratings and partner-ratings. 

Marital Relations 

Three atandardized measures of marital relations vere 

employed in thia study: the Locke-Wallace Marital Adjuatment 

Test (Locke & Wallace, 1959), the Marital Role Questionnaire 

(Quick & Jacob, 1973; Tharp, 1963b), and the KDS-15 marital 

raIe questionnaire (Frank, Anderson & Rubinstein, 1980). 

Another measure, respect for partner, vas also included. This 

measure was simPly a 7-point scale which asked the partic'i~-

pant to ra~e nOverall, how much do ~ esteem/respect your 

partner?" 

- The Locke-Wallace Marital Adjustment ~ (M!!) (Locke & 

Wallace, 1959) ia a measure of marital satisfaction. This 

test vas chosen becauae it has been widely used and validated; 

it has repeatedly been shawn to effactively discriminate 

betveen happy and disturbed marriages' (Donohue.& Ryder, 1982; 

~Haynes. Follingstad & Sullivan. 1979; Haynes, Jensen, Wise & 

Sherman, 1981; Kimmel & Van der Veen. 1974; O'Leary & Turkewitz. 
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Marital Role Straih was assessed by two questionnaires: 

the Marital Role Questionnair~ (Quick & Jacob, 1973: Tharp, 

1963b) and the role segment of. the KDS-15. a marital ques­

tionnaire (Frank, Anderson & Rubinstein; 1980). While theo-

retically these two instruments overlap, the KDS-15's role 

segment focuses more specifically on role assignments and 
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investigates role strain much less comprehensively. The,form 

of the KDS-15's marital role questionnaire used in this study. 

while maintaining the format of the original, incorporated 
h 

two typès of modifications: question~ about health care vere 

included and items consisting of multiple components were 

r.educed to their constituent parts (i.e. ftwho should care 

for the home, cook and shop" was transformed into three sep-

arate questions about caring for the home, cooking and 

shopping) • 

The Marital Role Qu~stionnaire (MRQ) measures marital role 

strain. that is. the discrepancy between role expectationa 

and perceived role enactments. It oonsists of five functional 

classes of fam~ly behavior: solidarity, sexual relations, 

external relations~ internal instrumentality, and division of 

responsibility. Briefly, solidarity refers to couple compan­

ionship and family togetherness: sexual relations ia broadly 

defined in terme of physical affection and sexual fidelity in 

addition ta aspects related to sexual intercourse; external 

relations encompasses the family's interactions vith their 
. 
social environment; internàl instrumentality concerns the 
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runn1ng of the household; and division of responsibility 

refers to the authority and responsibility for "originating, 

maintaining, and terminatihg activities within the other 

four areaa" (Crago & Tharp, 1968,pg.338). These araas vere 

derived through factor analysis and theoretical simplifiea-

tion of a battery of questions covering a vide range of mar-

riage behaviors (Tharp, 1963b) • 

The MRQ la probably the most videly used comprehensive 

questionnaire on marital role strain. It consists of matched 

sets of expectation and enactment ques~ions vhich are ansvered 

on a rating scale ranging from +3 to -3. A role strain score 

ia derived by summing the differences betveen the matching 

items. In addition to a total score, a score is calculated 

for each of the fi va componen t dime'~ sionls (Crago & Tharp. 

1968; Quick & Jacob, 1973). A number of studies have demon-

strated the MRQ' S ability to differentiate betveen "normal" 
6 • I:J 

and "disturbed" couples (the "normal" couples vere nonclinical 

volunteers and the "disturbed" couples vere couples vith & 
( 

member seeking psychotherapy) (Crago & Tharp, 1968; Jacob et 

al., 1978; Quick & Jacob, 197!3). 

The KDS-15 ls a comprehensive marital s~lf-reyort que~s~-__ ~ 

tionnaire that includes a segment on marital roles, i.e. 
€" 

o ~~~ 

questions about role expectat10na and raIe e~actments~hich 
~ 

are used ta generate a role strain score (Frank, Anderson & 

Kupfert 1976; Frank, Anderson -,&:- Rubinstein, 1980). Scores 

on this portion of the KDS-15 have been shawn ta differen­
J 

t1ate between nanpatlent couple$, sex therapy couples and 

, 
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marital therapy coùples (Frank, Anderson & Rubinstein, 1979; 

1980). As mentioned earlier, the prese~t study used a modified 

torm of the KDS-15 role segment, labelled the KDS-15a. 

A few points about these two measures of role strain should 

be emphasized. First, they are idiosynerat1e: no speçifie 

role patterns are rated as optimal. Seeondly, they are not 

global assessments of either the marriage or marital ~ole 

strain, rather a role strain score is ealculated trom the 

personts responses to specifie questions ~bout his/her mar-

riage. F1nally. though they are f1lled in individually, these 

role strain questionnaires emphasize 1ndividual behaviors 

that are defined vithin the marital relationship; in ot~er 

words, they conaider the individuals within their dyadic 

context. 

Psychol~gieal Well-being 

The category of psych~logical well-being included three 

,standardized questionnaires and four global assessmenta. The 

global asaessments, answered on a 7-point scale, vere in the 

areaa of happiness and self-esteem. Overall happiness rat­

ings -- self-rated, partner-rated and physician rated 

were obtained for each patient: for the apouse there was no 

physieian rating. Also, for both the patient and spou se, 

ith~re vas a partner-rating of self-est.eem. The standardized 

questionnaires vere the Symptom Cheeklist (SCL)-90-R (Dero~atis. 

1977). the Affect Balance Scale (Bradburn, 1969), and the 

,Rosenberg Self-eateem Seale (Roeenbèrg, 1965). !ogether tHese 

.e.sures give a co.praheneiTe pictare 01 the participant'. 
, 1 
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psychological well-being. .. 
t 

~he SCL-90-R (Derogatis. 1977), a slightly revised edition 

ol the SCL-90 (Derogatis, Lipman & Covi, 1973), is a multi-

dimensional, self-report inventory oriented towards measuring , , 

p~ychopathology in Medical and psychiatrie outpatients. It 

is a 90 item scale which enco~~asse9 nine primary symptom 

dimensions: somatization, depression. phobie anxiety, obses-

sive-compulsive, anxiety, paranoid ideation, interpersonal 

sensitivlty, hostility, and psychoticism. In addition, there 

are three global indices: the Global Severity Inde~(GSI), 
the total score; the Positive Symptom Distress Index (PSDI), 

a measure of "intensity": and the Positive Symptom Tot 1 

(PST), the number of symptoms. The participants rate each of 

the 90 items on a 5-point sca1e from 0 (not at aIl) to 4 

(extremely). The subscale acores and the total score (GSI) 

are t,he Bums of the Bcores for aIl the items in the category 
~ 1 

divided by the number of items in that category (Derogatis, 

1977; Derogatis, Lipman & Covi, 1973; Derogatis, Rickels & 

Rock, 1976). 
j 

The SCL-90-R was chosen because it (in its two forms: 

the SCL-90 and the SCL-90-R) is a well validated measure of 
'" 

psychologieal distress. It has been wide1y used, including 

Many studies invest1gat1ng the psychological adjustment of 

medidal patients (Craig l !beloft, 1974; Derogatis, 1977: 

Derogatis, Abelolt l Melisaratos, 1979: Derogatis, Morrow, 

Fetting, Pensan, Piaaetaky, Schmale. Henricha & Carnicke, 

1983: 'ree.an, Rick.1a, Huggins. Garcia' Polin, 1980). 

.. 

.' l ~ 
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Derogatis (1977) sta"tes tha"t t~e SCL-90 has bean .shown to 

axh~bit concurrent, discriminative and construct validity. 

The Af'f'ect Balance Scale (~) (Bradburn, 1969) vas 1n-

cluded in "the test ba"ttery to a88eS8 affect. The scale con-

lists of 10 ques'tions about posit~ve and negative ~Pt.godes 
/ 

the respondent e~ ther did or did not experien ce in the re-

cent past. Five of' the items concern positive experiences, 

torming the Posl"tlve Atfec"t Scale (PAS), ~nd f'ive of the 

items concern negative experiences, forming the Negative 
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Att'ect Scale (NAS). The Atrect Balance Scale score is calcu-

lated br subtracting "the NAS from "the PAS and addlng five 

(ta eliminate any negative scores) (Bradburn, 1969: Moriwaki, 

1974) • 

The Affect Balance Scale score ls considered a good ind~-

ca tor of overall happln~~tS~ In fact, wl thin the approa ch t.o 
~ 

llfe satisfaction tha"t has emphasized the affective aspec"ts 

of experience, Bradburn's investiga"tions vith the ABS are 

considered to" be the most prominent (Campbell, 1976). The 

scale has been videly used and has been demonstrated to ex-

hibl"t concurrent, discrimlnative and construct validity 

(Bradburn, 1969: Campbell, 1976: Costa & MDÇra~, 1980; Moriwaki, 

1974; Andrews & Withey, 1976). 

The Rosenberg Selr-esteem Scal,.e (Rosenberg, 1965) saeas 

to particularly measure the self-acceptance aspect of 'self-

8steem, since all 10 of' 1ta items center around l1king and/or 

approvlng of' one's selr. Participants anaver each item on a 

4-point scale iro. strongly agree to .trongly diaagree, a1-
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though they are aeored only as agreement or disagreement. 

Higher scores indicate higher self-esteem. The scale appears 

to exhibit reasonably good conc~rrent. discriminative and 

construet validity (Rosenberg, 1965; Silber & Tippet, 1965; 

Tippet , Silber, 1965). The scale's brevity as vell as ita 

valid1 t,.. vere influential in 1 ts inclusion in this study. 

~ Role Flex1bility 

The ~ Sel ~ Inventory (BSRI) (Bem, 1974) i8 a 60 
/ 

item scale that ineludes 20 masculine, 20 feminine and 20 

neutral attributes. Respondents rate each item on a 7-point 
'. 

scale; higher numoers indicate moré identification vith the 

descriptor and lover numbers indicate le"ss iden tification 

vith the descriptor. Br a Median split method described by 

~em (1977), the participants' mean masculinity and famininlty 

flcores are used to aasign them to one ot four sex role cate­

gori~s: androgynous, masculine, teminine, and undifferentiated. 

Bem's conceptualization of masculinity and ~emininity as 

tvo Independant dimensions rather than blpolar enda of a sin-

gle continuum has generated a large amount ot ~ntarest and 

research in the area of sex roles. However, aspects of her 

conceptualization and ita ramifica~ions ramaln quite contro-

verslal. This i8 especially true of the BSRI. 

In her initial report, where sha described the development 

or the BSRI, Bem Included some psychometrie analyses ot the 

BSRI that 8upported her claim that it vas a satistactorr 

instrument tor aeasuring sex roles (Bea, 1974). Furtheraore, 

a series ot studies. 'conducted br B •• and ber eo .. vorkera, . 
Il 
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has shawn that androgynous individuals, as oategorized ~y the 

BSRI, are more flexible in their sooial behaviar and are more 
, 

able ta vary their behavior according to situatlonal demands 

than Individuals vho are sex role stereotyped (Bem, 1975, 
1 

Be. &: Lennay, 1976; Bem. Martyna &: Watson, 1976). 

Rovever, other investigators have criticized the BSRI on 

the grounds that it has unproven construct validity (.Tackson 

• Paunonen, 1980; Kelly 1 Worell, 1977; Myers &: Gonda, 1982; 
'. 

Pedhazur l Tetenbaum. 1979); one team ot investigators claims 
'. . 

that the BSRI is actually a measure of instrumenta! and expres­

sive personal=!rty traits rather than sex roles (Helmreich, 

Spence &: Holahan, 1979; Spence &: Helmre1ch .. 1981). Still, 
\ ~ 

wh,ile the validity of the BSRI as a measure of sex role orien-) 

taUon has not bean conclua1vely~proven, it is a very videly \ 

used measure ~hioh specifically addresses the issue ol sex \ 
l 

role flexlbility. Therefore, It vas included in the present 

study. 

Deren si ven 9SS 

The! Scale of the Minnesota Multiphasic Personality 
, 

In ven tory (MMP 1) vas u sed to a9sess delansi véna ss. A daransi ve 

posture in the interview situation could be a product of 

eitber interna! (persona!lty trait) or external (s1tuational 

characteristies) causes, or a combina tion of the two. 

While procedural methods vere used to try to liait dafen-

siveneas, e.g. intor.ing participants ot the strict contiden-
o 

tiali ty 0t .. the1.r &navers and emphâs1z1.n,g tha t the,. would be 

u.ed on1y tor reaearch purpoaee. it vas sti!l thought ta be 



necessary to have a .easure of defensiveness. This parti cu-

larly belng the case. since there Is at least one report 

(Dinning 1: Evans. 1977) of the SC~-90 being susceptible to 

response bias. The J( Seale:'. vas developed to provide a means 

of statlstioally oorrecting the values of the MMPI's clinical 

Icales ta offset the effects of score-enhancing or score­

diminishlng factors on the clinlcal profile (Dahlatrom, Welsh 

, Dahlstrom, 1972). This la exactly the same ratlonale for 

Including it in thls battery of measurements. 

Social N etvorks 

The Soclal Netvork I~dex (SNI) (Berkman & Syllle, 1979) 

--
vas included in the battery of questionnaires to assess social 

con tacts. The SN l produces a score through veighting four 

sources of social relations: 1.) marrlage; 2.) contacts vith 

friands and relatives; J.) church groups; and 4.) other formaI 

and inforlllal group associations. In a random sample of 6,928 

adul ts, this index was found to predict mortall ty during a 

nine-year period (8e~kman &: Syme, ~ 9-79). Since in the present 
. 

atudy, aIl the participants vere married, thelr SNI scores 

ref'lect dlfferen ces iD! social contacts outalde of' marriage. 
1 

Procedure 

Sinca Most dialy sis pa tien ta are reluctan t to devo te 
< 

more tilIIe to their illnesa, all hemodialyais patients vere 

seen while they vere dialyzlng on the kidney machine. There­

tore~ unit-d1alyaia patienta vere seen in the hoapital and 

th.ir spoua •• vere uaually a.en a t~v daya Iatar in their 
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halles. Patients in the other ESRD groups and t~elr spouses 

vare usually seen together in their homes, though in a fev 
,., 

instanees the couples vere seen a t the hospi tal. 

In three cases a participating spouse was never seen. 
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Every patient vho participated in, the study. whose spouse had 

initiall,. declined ta participate .. was asked ta gi ve his/her 

spouse a stamped. sel.! -addressed package con tainlng the spouse' s 

battery or q'uestionnaires. In the.e batteries. the maln points 

or each questionnaire had been clearly highlighted. The Marital 

RaIe Questionnaire was excluded f:rolllr these batteries. due to -z 

--" 
_its jrelatively eomplieated format. Altogether 16.patlent. vere 
il 
:tgiven a form of thls package, hovever only three vere completed 
1 

and ratum ed. 

The actual standardized interview procedure vas the fol-

lowing: 

The session began vi th my once again explainlng the nature 

ot the study, reiterating its voluntary and confidentlal 

nature. Particularly, i t vas emphasized that at no time vould 

the partners ever see each other' s ansvers. After they had 

slgned their consent forms. l explained that the question-

naires vere of t'Wo gener~l formats: true-false and 7-point 

scales. It vas pOint,ed out that they vere to ansver by simply 

checking-otf or circling their choices. At this point, they 

were also informed that there were no right or vrong ansvers 

to any of the questions aIl'd that the best answera vere the 

ones that !lost elose1y rerlected their opinions and percep­

tiODS. Flna11y, lt vas mAntloned that sinee aIl the question. 
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vere straighttorvard_ thera baing no trick questions_ honest 

responSGS vere essential tor a good study. 

The partners vere then placed in separate rooms. to insure 

.... 
that they vould not see or influence each other' a ansvers_ , .. 

\ ) 
vhere the1 proceeded to cOlllplete their ba.tteries. I vas pre- / 

•• nt at al1 ti.es. dividing 'Illy time betveen the tvo partners. 

Du~ng the session., I made sure tha t they understood the ques-
"--- ~ 1 

tionnaires and answered any of their questions. (In a lev 

cases, vhere the pa.rticipants requested it. I read the ques-

1(ions to them and marked dovn their answers.) At the end of 

the session, 1 collected the queationnaires t ansvered any 

questions they bad about the study. and thanked them for their 

parti c1pa ti on. 

The Ume needed to complete the battery ranged trom 1 t 

to 3~ hours, vith a median tima of approximately 1 3/4 hours. 
, 

In 1110 st case s. the ba ttery vas compl etad in on e sitting, though 

in a fev in stan ce s i t va s completed in tvo ses sions. Alter 

the session vith the pateient vas overt medical staff ratings 

vere solicited and 111ness information from the pat1ent's 

chart was gathered. 

Overview 2! ~ ~ Analysis 

This investigation 1a concerned vith the three marital 

uni ta aft4cted by ESRD: the pa tien ta t their apousGs. and the 

patient-spou se cOlllbinations -- the oouples. The ratlônale ror 

including couple scores generated trom the SUlU or the 

dyadic partners' scores ls that they contaln intoMlation 

( 

'\ 



L 

J 

77 

which ie unavailable when the patients and spouses are con-

a1dered only in isolation. For example, by comparing couples 

with male patients versus couples vith famala patients, it 

is possible to see vhich, if either. eombination ia more 

problematic. 
q 

Since the mambera of a dyad influence each other they 

should not be regarded as indep'endent uni ~s of investigation 

(O'Leary i Turkewitz, 1978). In order to respect this mutu­

ality while also thoroughly investigating "their different 

/ 
persp,ctives on th,e situation. the three unite of investi-

( 
gatioÎî,were The resulte section, there-

for preeen ta three parallel sets of analyses. 

The exception i S when the pati en t and spou s e seo res are 

com 

analyeia revolves around five major categories 

,of variables: 1 •• ) demographic. 2.) health. J.) illness/treat-

!Dent intrus1.veness. 4.) marital relations. and 5.) iPsycho-

logical well-being. The general approach uaed vas to firet 
If 

examine the demographic and health variables. T~en, vhen i t 

< ' '" 'Ci was aeemed appropriate. the effects of theae fa&~ora vere 

partialled out ~- through covariation or pr~mary inclusion 

ill a hierarchical regression. The maj or analyses ware par-

formed on the variables in the éategories of illnees/treat-

men t in trusi veness. mari tal relations and p sychologi cal well-.( 

being. 

The analysie vas divided 1ato the !olloving nine stepa: 

't.) a cOllparison of patienta vith participating spou.es with 

o 
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those patients whose spouses did not participate: 

2.) a description of the participants' demographic and health 

chara cteri stics; 

3.)'v.alidity checks on the main measures; 

4.) analy8~s of the (ESRD) group dirrerences in the ratings 

of illness/treatment intrusiveness; 

5.) a comparison of patients' and their spouses' responses 

for the oategories of illness/treat~ent intrusiveness, 

marital relations and psyohological well-being; 

6.) analyses of the (ESRD) group dirrerences in marital rela­

tions and psychological wel1- be1ng; 

7.) examination of the7 correlat es of psyohologiea1 wel1-being. 

partj.cularly the contribution of marital role strain; 
, ' 

8.) examination al the association between sex ro1e llexi­

bili ty and bo th mari ta1 ro1e strain and p sycho1ogi cai' 

we11- being; 

9.) a co,mparison of the correlations between mari ta1 ro1e 

strain and psychologica1 we1l-being aoross the live (ESRD) 

group a. 

Statistica~ Procedures 

The three major stati~tica1-procedures employed in the 

data ana1ysie were discriminant analysis, multivariate analysis 

of variance (MANOVA), and hierarchlcal multiple regression 

analyais. A brief description of each of these techniques 

follows: 

Discriminant analys.! is a lIultlvariate technique used ~o 

discriminate batween t'Wo or more groups on a given set or 

c~i tarion. or dependen t. variables. Its statl..tical obj ectlve 

ia to produce a linear co.bination ot crit.rion variable. --
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a discriminant tunction -- which ~aximizes the between group 

variance of the composite relative to the within group vari-

ance. In other words," a discriminant analysie produces the 

combinatlon of dependent variables which maximally distin-

guishes betveen the groups. The auccess of this discrimina­

tion can be asce~tained through a significance test (Klecka. 

1975) • 

A stepwise discriminant analysie procedure tirst chooses 

the one var~able which best differentiates between the groups. 

The second crlterion variable selected ia the variable which, 

in comblnation vith the first variable, contributes the most 

improvement to the discrimination. This procedu~ continues 

until aIl the criterion variables are selected or the remain-

ing variables fail to contribute significant information to 

the discrimination (Klecka, 1975). Wlth the SPSS (Statistical 

Package for the Soclal Sciences) discriminant analysis pro-

gram, one may request that the correlations between aIl the 

criterion variables and the generated discriminant function 

be detailed. This information allows one to see which cri-

terion variables. are most highly correlated with the discrim-

inan t fun ction. 

Multivariate analysie ~ variance (MANOVA) ia a statistical 

technique for assessing the effects of one or more independent 

variables on two or more dependent variables. In univariate 

analysis of variance (ANOVA) the effects of one or more inde­

pendent variables on a ·single dependent variable are alses.ed. 

In experi.enta includ1ng san1 dependant variable., 1 t 1. 1nap-
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1" 
propriate to ana~yze the data by testing the effects of the . 
independent var1.able(s) on each individual dependent variable. 

As the number of significance tests increased, so would the 

probability of finding a significant difference by chance. 

In other vords, the experimentwise error rate woul~ increase 

vi th the number of uni varia te ANOVA s condu cted (Hummel & - J<I\\ 

Sligo,1971). , 
\ 

KANOVA eliminates this pro~ by 

cance test vith the set of depende~t 

doing on1y one slgnifi-
t 

variables: a 1inear combi-

nation of the dependent variables is produced and group di.ffer-

ences on the mean composite are tested. Also, in addition to 

controlling the experimentvise error rate, by considering the 

set of dependent variables,in combination, the MANOVA may be 

able to ascertain differences betveen the groups which would 

be unavailable through a set of unlvariate analyses. If a 

significant multivariate difference ia found, one can deter-

mine which of the dependent variables la mo~I.portant to 
- 1 

this difference both by running univariate analyses on each 

of the dependant variables and by looking at the discriminant 

analysis. 

With ANOVA, the method used for evaluating the effects of 

the independent variable la the l test. Hovever, there ia no 

unique multivariate analog of the F test, rather a number of 
-:" 

generalizations of the! test for significance testi~g in 

multivariate analysie have beeu propoaed. Usine 0180n's (1976) 
, ' 

description ot the strengths and veaknes8es ~teach or thea8 

statistics'as a gUide. the Pillais t.~t statiatic vas choosen 
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for use in this thesis. 

HuI tipla regreesion analysis ia a general variance accoun t-

ing procedure (Cohen, 1968). It ie used to analyze the rala-

tionship between a cri tarion, or dep enden t, variable and a 

set ot independant or prediotar variables; the cri terion 

variabl et s variation is parti tioned in ta comp~>nen ts a ttrib-
, 

utable to aach of the prediotor variables or blacks of pre-

dictor variables (Finn. 1 974) • 

In the hierarchical method of mul tiple ragression analysis 

the r'es'earcher predetermines the order in whioh the prediotor 

variables are added to the regression equation (Kim & Kohout, 

1975). As each predlotor variable 113 entered ~ oertain amoun t 

ot the cr1terion ivar1able f s variation ia expla1ne~. Only tha 

remaining variation May be explained by the pred1 ctor varia bles 

subsequently entered into the aquation. 'l'herefore. the variance 
1 

attributed to a given predictor variable Is the variance it 
. " 

accounts for above and beyond the varianoe attributable to the 

predictor variables which preceded i t in the regression. This 

method thereby allows the rasearcher to sta tistl cs.lly control 

for possible conf'ounding factors when evaluating the contribu-

tian of a specifie variable or block of variables. 

The increment in .a2 
(the amount ot the criterion variable's 

variation accounted for) due to the addition of a given pre­

dictor variable (or block of variables) is taken as the compo­

nent ot the criterion variable'" variation attributable to 

that predietor (K1m & Kohout, 1975). Th. signifieanca or this 

111er •• ent c&n b. t •• tad b7 ganerating al-ratio ba •• (\In the 

~~ 

( 

( 

.,' 
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amount ot the criterion, variable' s variation aftributabl.e 

to that prediotor (or block of predictors) and the' amoun't , " 

of ~he criterion 'l!;ariable' s,variation not attributable to 
*'" 

any of the prediot~or variables. 
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RESULTS 

,"I-"r 
,,' ,)' r_ , 

Comparison 2! Fatients . 

r 

vith !aS vithout Participating Bpousee 

8,3 

or the 102 patienta vho participated in the study, 13 

hàve e~ouseà who did not partieipate. rhesè·13 patients vere 

not 4i8pr~portionately 'distributed aeross the rive ESRD group~; 
. - 2 . r 
~ (4) ··4.47, ns. Also, they vere not signitieantly ditterent 

) 

rrom ~liose patients wLth participating spousea on either demo-

. graphie or health eharactéristies. Th~e resu1ts are presen~ed 

in Table 4. 

The tvo groupa patients vith and without participating 

spouaes -- vere then compared in the areas ot defensiveness, 

il~ness/treatment intrusiveness, marital relations and psycho­

logical~ ve11-being. In order to eliminate any eonfounding vi th 

po~sible ESRD group and/or sex eflects, the ana1y~es vere pe~. 

~ using vithin ce1l (ESaD group/sax) Z Becras. 

De!ensiveness 

As measured by the K Scale, the two groupa vere not sig-
1 

niticantly different in defensiveness, 1(100) = -0.85, ns. 

IkkQess/Treatment Intrusiveness 
~ 

In perceived illness/treatment intrusivenes8, the groups 

"/ vere ~ot significantly different. The discriminant analysie 

shoved n~ significant ditterences betveen the tvo groups, based 

on the chi-square (2.60) from Wilks' Lambda vith 10 S!. 
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Table 4 

Comparison ot Pa~ieota with and without Part1eipating 
00 De~ograph,i c and Heal th CharacterilJtics 

Variable 1 
/ 

Demographie Characteri atlcs 

Age 

Inoolle 

SES 
Years Married 

Years Education 

No. Ch,ildren at HOlle 

Religion 

Practicing Religion 

Work Statua 

Marital History 
. , 

Family Lite Cycle 

Sex 

Health Characteristics 

Physical Heal th, 
Self-rated 

Physical Heal th, 
Physiciao Rated 

Organ Dysfunction 
Scale 

a two-tailed 

~ !-value 

100 0.05 

99 0.94 

49 0.29 

10P 0.28 

100 1.9.5 

100 0.67 

4 2.8'3 b 

1 O.2'7 b 

2 1 ~ 47
b 

1 O.OOb 

5 0.24 b 

1 O.3S b 

100 0.69 

99 -0.51 

99 1.62 

~ 

OdS 

oa 

ns 

09 

os 

os 

ns 

na 

ns 

ns 

ns 

ns 

ns 

na 

ns 

"'" ',.. 

'\4 . 
'" 

y. 
Spousecs 

a 

" 

d 

b 
chi-square; where appropriate (i.e. 1 àt) Yates Correction 

_ .,J 

' . 

:. , 
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" 
Mari tal Relation s 

The tvo groupa did ev1.dence a aignifioant d1.tterence in 

marital relations. The disoriminant analysis with the marital 
,. 

relations variables VQ,S m.arginally s1gn1.rioant,. 12. ... 05, based , 

on th~ ohi-square (15.03) trolD Wilks' Lambda with -8 H. The ~ 
. 

correlations betveen the discriminant runctiC>n and th~ :I!larital 

relations var~ables ar.e givea. in Table 5. The highest cont~ib­

utor to the di8crlmina~ion vas also the on~ variable vhere 

the unlvariate E.-ratio vas aign1.ricant: the MRQ subscale or 

External Relations; !(1 p 99) s 4.10, 2.<.05. The group of pa-

tien ta vi thout particlpating spouses evldenced more rol e 

straln on the Kari tal Rol e Questionnaire' a External Rela tion's 

subtest than the group with'participating spouses. 

Aa explained earlier, the MRQ's External Relations Jbacale 

concerns agreement betweeri' expectatlons and enaotme/s in the 

couple's dealings with the external, social environment. A 

strong elellen t in this su bscale is âoing so oial &oti vi tiea 

togetper. Here, patienta without participating spouses have 

evidenced a grea ter discrepancy, than patienta vi th parti ci-

pa ting spouses, between hOll muoh they would like to partici-

pa te in so cial aoti vi ties together vi th their spou ses an d 

their perceptions or mutual participation. This discrepancy 
4 

seema totally congruent vi th the partners' respective partici-

pation in thls study. In a sense, lt is a behavioral demon-
" 

stration, or validà tion, or the pa tien ta' reports. 

'. 
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Table 5 • 
Co-rrelationa betveen the Discriminant Funotion 

and the Marital Relations Variables: 
1 Patien ta vi th/vi thout Partieipating Spou ses 

Variable 

MRQ External Relations 

KDS-15a 

HRQ, I~ternal Instrumentality 

MRQ Sexual Relations 

MRQ Soli dari ty 

Looke.Wallaoe MAT 

Respect ·for Spouse 

MRQ Division,.,of Responaibility 

rI. = 101 

* 2<.05, tvo-tailed 

**2<.01, tvo-tailed 

***2< .001, two-tailed 

Correla tion vi th the 
Discriminant Funet10n 

" , 

-0.491 *** 

.0.373**-

0.351 *** 

0.341**· 

-0.260** 

0.221 * 
0.207* 

-0.008 

" ',/ 
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Psychologic.l Well-being 

In psychologieal vell-being. patients without partici­

pat:1ng spou ses vere s:1gni~ican tly dif'f'eren t troll pa tien ts vi th 
,/ 

participa ti.ng spouses. The di ser:iminan t analys:1:s w:1 th the se 

variables vas significant, B. < .001, based on the ch:1-square 
.' 

(49.17) f'rom Wïlks' Lambda v;tth 15 ir,. 

~ As presented :1n Table (:1. the tvo variables vith the highest 
" 1 

correlations vi th the discriminant f'unction vere the Posi t:1v~ 

Af'fect Scale (PAS) of' the Bradburn Af'fect Balance Scale and 

the Positive Syaptoll Distress Index of' the SCL-90-R. Also. 

thelle vere the only two (of' the 15) psychologieal well-belng 

variables that vere univariately signifieant; E,(1,100) = 10.13, 

2<.01 and !(1,100) = 12.82, p'<.OOl for the PAS and PSDI 

respectlvely. Patients vithout particlpating spouses roported 

le8s pos! t:1 ve affect, though they were not aignifi oan tly dif-

tarent on thelr self-reports of Overall Happiness, and more 

"intense" symptoms than patients w:1th participating spouses. 

Ovarv1ew 

Overall, while patients vith and without participating 

spou ses did not report sign i fi ean tIy differen t lével s of i11-

ness/treatment intrusivaness, they did exhibit significant 

dlfferences in marital relations and psychological ;,re11-being. 

They reported more marital role strain in their dealinga with 
i 

the external social environment, less positive affect, and 

more nintense" symptoms. 

This conc1uded the investigation into the differences 

• 

,J 
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Table 6 
Correl.atlons between ,the Discriminant Function 
and the Psychol.ogical Well-be1ng Variables: 
Patients with/without Partieipating Spouaes 

Variable 

SCL-90-R PSDI 

Poei t1. va Atrect Scale 

SCL-90-R Interpersonal Sensitivity 

,D:.' s Ratlng or Happlness 

SCL-90-R Obsessive-compulslve 

SCL-90-R Psychoticism 

SCL-90-R Phobie Anxiety 

Negative Affect Scala 

Rosen berg Scal e 

SCL-90 -R Anxi a ty 

SCL-90-R Somatization 

SCL-90-R Paranoid Ideation 

Overall Happin ess, Self-ra ted 

SCL-90-R Depression 

SCL-90-R Hostility 

li :: 102 

* p.<. 05, two-tailed 

**p.<. 001, two-tailed 

Correlation with the 
Discriminant Function 

0.427** 

-0.380** 

-0.228* 

-0.1 59 

-0.144 

-0.116 

0.114 

-0.1 08 

0.083 

-0.044 

0.030 

0.024 

0.023 

-0.008 

-0.003 

88 
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betveen patien ta vi th and vi thou t partfcipa ting spouses. From 

this point on -- in order to keep the discussions of patients, 
/ 

spouses and co~plej comparable -- patients vithout parti ci-

pa til}g spouses vere no longer in cluded in the sample. Table 7, 

then, gives th,e couple participatloh breakdown for the rive 

ESRD groups on whieh all the following analyses were based. 

Dellographi c !.!li Real th Characteristio8 2.!. ~ Sample 

Demographies 

The demographic characteristics of the sample are re-

ported in Tables 8 and 9. Table 8 presents the means and stan-

dard deviations for the entire sample as well as for the male 

and female participants. Table 9 presents the demographic 
, ~ 
sta tisti cs for 't-f6 fi va ESRD groups. 

Thare were fev significant group or sex differenees on the 

demographic variables. As for sex dif'ferences, the female 

patients were significantly you,nger tha.n the male patients; 

l(1,79) = 5.05, 2<.05. Also, reflecting differences in the 

general population, females -- both f'emale patients and famale 

spouses -- were less likely·to be working (patients:'X.2 (2) = 
2' 

11.56, 12.<.01; spouses:~ (2) = 20.54.2<.001) and had amaller 

income.s (patients: !(1,78) = 52.49,2<.001; spouses: !(1,78) 

= 54.28, Il.<.001) than their male counterparts. 

The only significant (ESRD) group differences vere in years 

of education, r,(4.79) = 2.94, Il.<.05; and number of children 

living at home. !U.79) = 3.20, 12. <.05. According to the post-

hoc comparisons, Student Nevman-Keuls (SNK), the pre-dialysis 

1 
/ 
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Table 7 
Coup1e Participation ~or·the -Five ESRD Groupa ... 

Nephrology Pre- HOlla- Unit-
Clinic dialysls dialysis dialX 8 !a .. 

Patient, Male 9 9 10 10 

Patient, Female 9 8 9 8 

Total 18 17 19 18 

"-- '----

.. 

<:; 

Post-
transnlant 

8 

9 

17 

-~~ --= 

• 
, " 

... 
...g 
,0 

,~ 

;; 
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'/ Table 8 . 

De.ographie Statistics: Male/Female/Total 

Ma.J.es Females : Total 

(m) (~]) 

. J 
Pat~ents 

li 46 43 89 1 

Age- 51.7 (12.9) 45.3 (12.8) 48.6 (13.2) 

f 
Ineome** 28882 (18966) 05791 (07990) 17599 (18642) 
Years Eduoation . 13.1 ' (3.9) 11.7 (J. 5) 12.4 0 .. 8) 
Working** H ~ n % H % 

No 14 30.4 27 62.8 41 46.1 
Part ... Ume 4 8.7 5 11 .6 9 10.1 
Full-Ume 28 60.9 11 25.6 39 43.8 

SEouse~ ; 

( N 43 46 a 
89 - ,47.7 (13.7) 47.3 (13.0) 47.5 (1 3.3 ) Age 

Income** 26730 (12803) 08815 (10153) 17569 (14573) 
Years Education ·,'f2.3 (3.9) 11.2 (3.5) 11.7 0.7) 
Working** /1 % # % H % 

No 4 9.3 20 44.4 24 27.3 
Part-Ume 1 2.3 6 13.3 7 8.0 
Full-Ume 38 88.4 19 42.2 57 64.8 

CouEI e8 (Patient: M) (Patient: F) 
1 SES b 

51.9 (1 3.7) 45.2 (14 .. 4) 48.7 ( 1 4.3) 1 
; 

Years Marri ed 21.6 (13.2) 20.5 (12.9) 21.0 (13.0) 

/ No. Children 1.1 (1 .3) 0.9 (1. 4) 1.0 (1.1) 
at Home 

Family Life Cycle U % H % # % 
None Planned 4 8.7 7 16.3 11 12.4 
Planned 2 4.3 6 14.0 8 9.0 
Pre- s chool 4 8.7 4 9.3 8 9.0 
Sehodi Age 16 34.8 9 20e 9 25 28.1 
Post-school 4 8.7 6 14. b 1 0 11 .2 
Grown, None 16 J4.8 11 25.6 27 30.3 
at Home 

a 
certain demographic -missing informa tion on one femaie spou se 

( b 
Scale Blishen 

* ,g.<. 05 
**,g.< .001 
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Table 9 

Demographie Statisties: Group Breakdovn 
~ ~ 

t 

Nephrology Pre- Ho.e- Unit- Post-
C1inlL- ruilsis dlal;tsie 2ia1:11118 tran8:e1ant 

li 18 17 19 18a 17 
!! (§.Q) !! (§.Q) !! (.§l2) !! (ru2) !! (ru!) 

~~~ientB 
Age 50.2 (12.4) 49.3 (13.5) 50.9 (13 .. 6) 50.2 (13.2) 41.8 (12.7) 
Income 19178 (16694) 20711 (25060) 16942 (158701 14212 (17328) 16935 (18856) 
Years Education* 1 2.1 (4.1 ) 1 <h.5 (3.4) 11.8 (4.3) 13.6 (2.9) 14.2 (3.2) 
Working N % N % /1 S , ~ , S 

No 6 33.3 10 58.8 1 1 57.9 7 38.9 7 41.2 
Part-time 1 5.6 1 5.9 3 15.8 4 22.2 a 0.0 
Full-time 11 61 .1 6 35.3 5 26.3 7 38.9 10 58.8 

SEouses 
(13:3) Age 48.6 (11.9) 47,.8 (13.6) 49.5 50.2 (13.'9 ) 40.9 (13.1) 

Ineolle 16172 (16807) 14324 (09856) 13905 (13920) 22135 (16405) 21823 (14129) 
Years Education 11 .3 ( 4.1 ) 11.4 (3.2) 10.6 (3.6) 12.5 (4.2) 12.9 (3.2) 
Working H % 1/ % 1/ % /1 S , % 

No 6 33.3 5 29.4 6 31.6 5 29.4 2 11.8 
Part-time 2 11 .1 2 11 .. 8 3 15.8 0 0.0 0 0.0 
Fu 11- t i m 8" 10 55.6 10 58.8 10 52.6 12 70.6 15 88.2 

47.9 ( 1 :3.
0

6 ) 45.8 (12.6) 48.-2 (16.9) 50.3 (13.0) 51.3 (15.9) 
Yeara Married 24.2 (12.4) 21. 9 (15.5) 19.9 (13.5) 24.4 (10.5) -14.5 (11.4) 
No. Children* 1 .0 ( 1 .1 ) 1.9 (2.1 ) 0.7 ( 1 .1 ) 1 .0 (1.3) 0.4 (0.6) at Home 
Family Life Cycle N % , % N % , J , J 

None Planned 3 16.7 0 0.0 2 10.5 2 11.1 .4 23.5 
Planned 1 5.6 1 5.9 2 10.5 1 5.6 3 17.6 
Pre-achool 2 11.1 1 5.9 1 5.3 1 5.6 3 17.6 
School Age 5 27.8 6 35.3 5 26.3 7 38.9 2 11.8 
Post-school 3 16.7 4 23.5 1 5.3 1 5.6 1 5.9 
Grown, None 4 22.2 5 29.4 8 , 42.1- 6 33.3 4 23.5 
at Home ~ 

N 

a 
misaing certain demographic information on one female spouse 

, * 12.<.05 -<;. 
l . . ' 

"'\ 
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c \ ,-
patients had signitl .. cantly less ~ucation 'than post-trans-

, plant patients"; and, as a couple, the post-transplant and 

home-dialys!s groups had significantly fever children livinJ 
r 

at home than the pre-dialysis group. 

Pbxs1cal Haal th 

The health characteristic8 of the sample are given in 

Tables.10 and 11. Table 10 reports the_ !Dean8 and stand.ard 

deviations for the eotire sample along with the means and 

standard deviations for males and famales. Table 11 report~ 

the tive group breakdown. 

There were 00 signifieant differances between males and 

females -- with either the patients' or spouses' data -- on 

the health ratings. As for group differences, for the patients, 

only the physicians' ratinga of physical health failed to 

reach significance: the other three ratings vere significant .' 
at the 12.<.001 level. In the post-hoc eomparisons (SNK), the 

nephrology clinie and post-transplant groups vere found to be 

significantly healthier than the other three groups. For the 

spouses, the groups vere not significantly different in health 

when ra ted b:{ their partn ers but ware aigni!i can tIy dif r eran t 

in self-rated health, 1(4,78) = 2.94. 12.<.05. The post-hoc 

eomparisons (SNK) showed that the home-diâ~ysis spouses rated 

their health significantly lower than the post-transplant 

spousea rated their health. 

. . 
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Table 10 ") ~ 

Real. th Sta tisti cs: Male/ramala/Total 
0 

Males Femalas Total 

~--=-----~= ~ At (.@) !1 (~) 11 (§]) 

Patients 

If 46 4.3 89 

Physioal Heal th. 4.61 (1.29) 4.91 (1.54) 4.75 (1.42) Self-rated 

Physioal Heal th, 5.1 ; ( 1 • 4.3) 4.37 (1 • 72 ) 4. ; 5' (1 .71) 
Partner- rated 

Phy si oal Heal th, 5.28 (1.19) 5.16 (1.31 ) 5.23 (1 .24) Physiciân Rated 

t Organ Dysfunction '2.89 (2.99 ) 2.84 (2.65 ) 2.87 (2.82) Scale 

<1' 

Spouses 

li 43 46 89 

Physical Health, 
5.58 (1.10) 5.58 (1.32) 5.58 (1 .21) Self-rated 

Physical Health, 
5.95 (1.15) 5.59 (1.22) 5.76 (1.20) Partner- ra ted 

1 
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Tabl e 11 .Q 

Health Statistics: Group,Breakdown • .. , 
9 

8 
~? 

Nephrology Pre- Home- Unit- Post-
Clin1c d1al:;ts1 s .!ii a1:t ai a dlalIsls trans:glant 

li 18 17 19 18 17 

!1 (~) 11 (SD) - Ii (ID:!) 11 (ru!) 11 (ru!) 
~. 

Pa ti en t s",,-
Physical Health.** 5.17 (0.86) 4.18 (1.42) 4.00 (1.45) 4.67 (1.41) 5.82 (1.13) Self-rated 

Physical Health.** 5.22 (1.70) 3.94 (1.43) 3.84 (1.61) 3.94 (1.76) 5.88 (0.99) Partner-rated 

Phyaical Health, 5.83 (0.92) 4.71 (1.16) 4.95 (1.47) 5.17 (0.92) 5.47 (1.42) Physician Rated .-
Organ DyBfunction** 0.94 (1. 39) 2.53 (2.45) 4.05 (3.69) 4'.33 (2.25) 2.35 (2. ïO) Scale 

tte.<?u se B 

Physical HaaIth,* 5.56 (1. 46) 6.00 (0.71) 5.00 (1.25) 5.29 (1.31 r 6.12 (0.86) Sel.f-rated 
Physical Heal th,_ 
Partner-rated 5.44 (1.15) 5.94 (1.03) 5.6) (1.07) 5.56 (1.69) 6.29 (0.77) 

* E.< .05 3',; 

**2<·001 
~. 

':, 

• 
~ 
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Validity 

Tbe objectives of this section are threefold: 1.) ta 

show that~tbe participants' responses have tace validity 

and internaI con8istency. 2 .. ) ta anchor this sample, in ref-

erence to other relevant sampIes, on the more widely used 

main mea8ure~, and J.) to show that the participants' subjec­

tive ratings of the intruslveness o~ the LIlness and/or its 

treatment correspond to the hypothesized objective 1llness/ ~ 

treatment intruslveness rankings. 

Fac! VaI1ditl !aS Internal Consistency 

O'n the Bem Se'x Role Inventory (BSRI), both patients and 
.. 

spouses scored hiJher on the appropriate Bex items: males 

scored higher on the Bem Masculinity scale than on the Bem 
, 

Femininity scale, and female& scored higher on the Bem Fem-

ininity scale than on the Bem Masculinity scale. Also, males 

s,cored higher than females on the Bem Masculini ty scale and 

females scored higher than males onothe Bem Femininity scale. 
, . 

The actual means and standard deviations are reported in 

Table 12. Also reported in thia table are the means and stan-
"~ 

dard deviations of the normative samp~e of Stanford crniver-

sity undergraduates. Surprisingly, givan· the differances in 

age and life clrcumstances, the scores for the two samples 

are very simil~r. 

Another example suggesting the validlty of the patients' 

responses la the relationship round between the subjective 

and more objective measures of health. Patients who had more 
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... Table 12 

Bez Sex Role Inventory (BSRI) Scores 

\ Mascul;:l;nitz Fem~ninitz 

N li ( §J2.) !1 (§..Q) -
P!t~!!l ta 

Malell 45 4.97 (0.93) 4.72 (0.50) 
l!'emales 43 4.18 (0.73) ,4.98 (0.55) 

S12 0U I!I!S . " 
p Mal.es 43 5.00 (0.76) 4.69 (0.54) 

l!'emales 44 4.51 (0.88) 5.07 (0.50) 

'uederiraduates 
a 

l, Males 444 4.97 (0.67) 4.44 (0.5~) 

Felllales +0..279 4.57 <'0.69) 5.01 (0.52) 

7 

a Bem, 1974 

~ . 
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-e biophysical problems rated their health as poorer. The corre­

lation between the pati~nts' self-rated health scores and 

the Organ Dysfunction Scrale (ODS) scrores was r(89) = -.350, 

~<.001. AIso, as one would expect,nthose patients who evaIu­

ated thelr health more positively were more llkely to be 

working than those who had a more negative evaluation: 1 

Factor (Work Statua) ANCVA, E,(2,86) == 6.66, n.< .01; and thia 

relationship was especially strong for males: 1 Factor (Work 

Statua) ANOVA, !(2,43) = 10.94, n.<.OO1. 

, As an example of internaI consistency, the patients' rat­

ings of illnesa/tr~atment intrusi~eness in the area of health 

were highly negatively correlated, with their own evaluations 

of their health, ~(89) = -.624, n.<.001; meaning those patients 

who assessed their ill~ess and/or its treatment as having 

little impact on their health, rated their health more pos1-

ti~JUy. Another example ia the high degree of correlation, 

for both patients and spouses, between the Locke-Wallace MAT 

and the two measures of marital role strain; marital satis-

faction scores decreased as marital role strain scores in-

creased. For patients, the correlation between the Locke­

Wallace and the MRQ was r.(88) = -.661, .E.< .001; and the corre­

lation between the Locke-Wallace and the KDS-15a was ~(89) = 
-.543, .E.< .001. For spouses, the correlations were similarly 

high: b~tween the Locke-Wallace and the MRQ ~(83) = -.660, 

12.<.001, and between the Locke-Wallace and the KDS-15a .t(89) 

= -.452, .E.<.001. 

Finally, on the two items where the partners vere asked 

------------------ -~-- - -- ~-----
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to ~ate (on a 7-poin~ scale) both themselves and aach other, 

tor both items these ~vo ratings were significantly corre-

lated. For patients, the correlations betveen the selt-rat­

ings and the partner-ratings vere A:(89) = .41 J, E.< .001 and 

~(89) == .541, a<.001, respectively tor the global ratings 

or happiness and illness/treatment intrusiveness. For ~~ou~es, 

the corrala tions vere !:( 89) = .451,.l2. <.001 for the global 

ratings ot happiness and also !:(89) == .451, a< .001 for the 

global ratings of illness/treatment intrusiveness •. 

COmparisoas vith Other Samples 

! Scale. On the K Scale of the MMPI, a measure,of psycho­

logical defensiveness, both patients and spouses scored within 

o ·the mid-range, betveen 10.15, as described by Dahlstrom, Welsh 

! Dahlstrom (1972). The patients' Mean K Scale score vas 

14.32 (211 = 5.32) and the spouses' Mean score vas 13.64 (~' == 

4.77). 

SCL-90-R. The patients' and spouses' total scores (GSI) ... 
on the SCL-90-R, vhile talling between the average SCores of 

~------
the normative samples of psychiatrie outpatients and non-

patients (Derogatis, 1977), seem to be more similar to those 

of the nonpatients than those of the p'sychiatric outpatients. 
{ , 

The respective means and standard deviations are presented 

in Table 13. 

Locke-Wallace tl!1. Locke & Wallace (1959), in their arti-

cIe which introduced the 'Marital Adjustment Test (MAT), cited 

a Mean score of 135.9 for a maritally "well-adjusted n group 

'. 
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Table 13 

'.- .. ' 

Comparisons ,vith Other Samples 

a ~ 

Psyohiatrie Outpatients 1.26 

Patients 
b 0.54 

Spouses b 0.53 
Nonpatients a 0.31 

Locke-Wal.aoe 
lfll scores 

"Well-adjusted Group" 
0 " 35.9 

"Satisfactorily Marrled" Couples d 

Husbands 114.2 
Wives 117.4 

- b 
Patients 

Husbands 116.8 
Wives 119.3 

b ~ 
Spouses n 

Husbands 116.3 
Wives 113.2 

"Mala.djusted Group" 
c 

71. 7 

a Derogatis, 1977 
bThis study 

e Locke &: Walla.ce, 1959 
d Rosenbaum &: Q'Leary, 1981 

100 

(0.68) 

( 0.43) 

(0.45) 
( 0.31 ) 

( -- ) 

(26.5) 
(19.9) 

(22.7) 
( 21 • 4) 

(23.6) 
(24.1 ) 

( -- ) 
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of subjects and one of only 71.7 for a marita1ly n ma1adjustedn 

group of subjects. Neither the standard deviations nor the 

respective husband an~ vife means vere reported. A study by 

Rosenbaum & O'Leary (1981) on marital violence, which used 

as one of its comparison groups n s atisfactori1y married n 

couples. reported average scores for the husbands and wives 

in this group of 114.2 (2Q = 26.5) and 117.4 (SD = 19.9), 

respectively. As one can see tram Table 13, th:-aver!ge Locke-

Wallace MAT scores of the couples in the present study were 

very,similar to those reported for this "satisfactorlly ma~­

ried n group. 

111nessLTreatment Intrusiveness Rankings 

For both patients and spouses, there was a very high cor-

relation between their global appraisals of illness/treatment 

intrusivenesB and their total illnessjtreatment intrusiveness 

scores -- i.e.,the sum'of the 10 separate areas; ~(89) : .839, 

E.< .001 and !:(87) = .857, p.< .001, for p{ltients and spouees 

respectively. This suggests that these 10 areas formed a good 

composite of the participants' global perceptions of illness/ 

treatment intrusiveness. 

Table 14 presents the total perceived intrusiveness ratings 

for the five ESRD groups. With the one exception of the pre-

dialysis patients' ratings being somewhat higher than antici-

pated, the patterns exhibited with the patients', spouees' 

and couples' data closely corresponded ta the hypothesized 

objective ESRD illnessjtreatment lntruslveness rankings. For 



,1021) 

( 

Table 14 Q 

Peroeived Illness/Treatment Intrua1veneas Rat1ngs 

'"" Cou;e;Les 

(!-87) 

li (ID2) 

qt.oup . , 

i . 

Nephrology 01in1c 31.75 (11.90) 

Pre-dialysis 56.71 (28.39) 

Home-d1alysis 69.26 (20.47) 

Unit-d1alysis 59.12 (20.19) 

Post-transplant 43.00 (20.29) 

: 

Patients Spou ses 

(H,=89) (!=87) 

li (2]2) Ji (3D) 

GrouE, 

Nephrology Glinio 14.89 (06.00) 16.53 (08.16) 

Pre-dialysis 32.18 (13.23) 24.53 (16.77) 

Home-dialysis 36.89 (12.54) 32.37 (14.23) 

Unit-dialysis 31.00 (12.09) 28.94 (12.44) 

Post-transplant 23.41 (13.31) 19.59 (10.23) 
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all three -- patients, spouses and couples -- the group dif­

lerences vere significant: respectively, !(4,79) = 9.29, 

There vere no significant sex differences or group by sex 

/ in teractions. 

Post-hoc comparisons (SNI), vith the couples' ratings, 

produced the folloving results: the nephrology clinic group 

vas signif1cantly differ~nt from the pre-dialysis, home-dial-

ysis and unit-dialysia groups; the post-transplant group vas 

a180 significantly different from the home-dialysis group. 

Post-hoc comparisons vith the patients' and apousss' ratings 

produced similar results. 

Illness!Treatmen~ Intrusiveness 

Tri s se ~,tion further explores the issu e of illn e s s /trea t­

ment ~trusiveness for both patients and spouses. Here the 
" 

(ESRD) group differences, on the 10 life areas (health, diet, 

york, f~nances, community activities, sexual relations, the 

division of responsibility, household affairs, family toge th-

erness, and the family's external relations) which vere exam-

ined, are presented. 

Patients 

The patients' means and standard deviations for the 10 

life areas are given in Appendix III. Tvo Factor (Group by Sex) 

ANOVAs vere done for aIl 10 areas. There vere no significant 

group by sex interactions. The group affeet vas significant 
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for all the areas' except for family togetherness. The effect , . 

of the ~ex factor wae ooly signifioant in the area of finances: 

l'<1.79) = 5.87. 12.<.-05. AlI ra and E,s are reported in Appendix 

IV • 

lu order to determine whieh of these variables were the 

best at differentiating between the groups, a stepwise discrim-

iuant analysie with these 10 areas was performed. The signifi-

canee level of the discrimination was :2.< .001 based on the , 

approximate r(16,248) = 3.13 from Wilks' Lambda. This discrim-

ination was made up of the areae of health, diet, community 

activities and sexual relations. The correlations between the 

illness/treatmerrt intrusiveness variables and the discriminant 

function are given in Table 15. Based on this discrimination, 

the pair-wise group comparisons yielded the following results: 

the nephrology olinic group was significantly different from 

the pre~dialysis, home-dialysis and unit-dialysis groups; and 

the home-dialysis group vas also significantly different from 

the pre-dialysis and post-transplant groups. 

Spouses 

The results for the patients' spouses vere similar to 

those reported for the patients. The spouses' reports vere 

for how intrusive their partner's illness and/or its treat-

ment vas in their lives in each of the 10 lire areas. The 

means and standard deviations of the spouees' responses in 

the 10 areas are listed in Appendix V. 

Again, 2 Factor (Group by Sex) ANOVAs were done for aIl 
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Table 15 
Correlations between the Discriminant Function 

and the Illness/Treatment Intrusivenes8 Variables: 
ESRD Group (Patients) 

Variable 

Health 

Community Activities 

Sexual Relations 

Work 

Household Affaira 

• '1 

Division of Respon~ibility 

External Relations 

Diet 

Finances 

Family Togetherness 

li = 89 

* :2.<.01, two-tailed 

**:2.<. 001, two-tailed 

Correlation with the 
Discriminant Function 

" 

0.910** 
0.691** 
0.673** 
0.671** 
0.606** 
0.589** 

.0.548** , 

0.491** 

0.354** 
0.323* 

105 



1 

~-"""""-

1 06 

• 

areas and the ls and ~s are reported in Appendix VJ. Again, 

there vere no signifieant group by sex interactions. However, 

in comparison to the patients' intrusiveness reportà, there 

vere rewer areas w~era tha grogp affect vas aignificant. In 

addition to family togetharness, diei, community activities, 

and household affaira also failed to reach significance. The 

affect of the sax factor was again only signifieant in on~ 

area, but for spouses this area vas oommunity activities, 

!(1,86) = 7.58, ~<.01, rather than finances. 

Onoe again a discriminant analysie vas performed. Jhe si~-

,;. nifi can ce level was 12.<.01 based on the approxima te l (16,242) 

= 2.29 from Wilks' Lambda. This diacrim~nation was composed 

of the areas of finances, health, external relations and diet. 

The correlations betveen the- illness/treatment intrusiveness 

variables and the disoriminant funotion are reported in Table 

16. Based on this discrimination, the pair-wise comparisons 

yielded the following resulta: the home-dialysis group was 

significantly different from aIl the other groups; and the 

unit-dialysis group was significantly different from the 

nephrology clin10 and post-transplant groups. 

Status-position (Patient/Spouse) Comparisons 

Patient/Spouse Differences 

In order to compare patients' and spouses' responses in 

the categories of illness/treatment intrusiveness, marital 

relations and psychological well-being, three mixed design 

repeated measures MANOVAs were per!ormed. The person's status-
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Table 16 

) 

1 

'" 

Correlations betveen the Discriminant lunction 
and the I1lness/Treatment Intrusiveness Variables: 

ESRD Group (Spouses) 

f 

Variable 
Correlation vith the 
Discriminant Function 

Finances 

External Relations 

Division of Responsibi1ity 

Real th 

Work 

Rousehold Affairs 

Co~munity Activities 

Sexual Relations 

Fami1y Togetherness 

Diet 

li = 87 

* ~<.001, two-tai1ed 

\ 
\ 

" 

0.775* 
J , 

0.714* 

0.702* 

0.678* 

0.627* 

0.61 7* 

0.563* 

0.498* 

0.459* 

0.354* 

107 
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position. as patient or spouse, vas used as a repeated measure. 

In ,all three or the repeated measures MANOVAs, the group by 

statua-position interaction vas not significant <[(40,280) = 
1.05: t(32,272) = 0.99; and t(64,260) = 0.70; respectively for 

the categories of illness/treatment intrusiveness, marital 

r&lations and psychological well-being). The group effect vith 

regard to illness/treatment intrusiveness vas discussed exten-

sively in the last section; the equivalent of the group affect 

in these repeated measures MANOVAs for the categories of mari-

tal relations and psychorogical vell-being will be reported 

in the next section under the couples analyses. 
\ 0 

In two of the three MANOVAs, the main affect o~ status-

position vas not significant. Only in the category of illnassl , 

treatment intrusiveness vere there significant differancas 

betwaen the responses of patients and spouses, !(10,67) = 
7.67, ~«.001. Still. there vere slgniflcant univariate dlf-

ferences in only 3 of the 10 life areas: Patients reported 

more illness/treatment intrusiveness t~an spouses in the areas 

of health, diet and work. aIl 2<.001 (Appendix VII). In the 

category of marital relations, neither the multivariate main 

effect of status-position (E.(8,65) = 0.47) nor any of the 

univariate! tests vere significant (Appendix VIII). Similarly, 

in the category of psychologlcal well-being, the multivariate 

main affect of atatua-position vas not significant (!(16,62) 

= 1.33) and only 1 of the 16 univariate la was significant 

(Appendix IX). 
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Patlent/spouse Correlations 

Vith respect to patlent/spouse correlations in the c~e-
gorles of illness/treatment intrusiveness, marital relations 

and psychological vell~being, the results are more complexe 

The correlations for aIl the measures in these categories are 

presented in Tables 17. 18 and 19, respectively. For both 

illness/treatment intrusiveness and marital relations, overall 

the partners' responses vere highly ~orrelated. However, on 

the mea~ures of psychologlcal well-being, there vere fev signit-

Dicant correlations and even these vere of a lov absolute mag-

nltude. 

Overvlev 

Overall th~n. the~e vere few significant differences 

betveen the patlents',and spouses' responses ln the categories 

of lllneas/treatment lntruaiveness, m~rital relations and 

psychological well-being. The signlficant differences vhich 

did exist centered around the individual life areas in the 

illness/treatment intrusiveness category. 

Also, in both the illness/treatment intrusiveness and mari-. . 
talJ.. relations· categories, there was a high degree of corre-

lation between the patients' and sp~uses' responses.'However, 

vhile there vere no significant Mean differences between 

patients and spouses in the category of psychological well­

,being. overall their responses vere not significantly corre-

lated. 
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Table 17 

Patient/Spouae Correlations: Illness/Treatment Intrus1venes8 

Indt,v'dual Areaa 
. Health 

D1et 
Work 

F1nanc:1al 
Community Act1vit1ea J 

Mari tal A rea s 

Sexual Relations 
Division of Responsibility 

Household Affairs , 

Family Togethernesi 
1 

External Relations 

Totals 

Total: AlI Areas 
Total: Individual Areaa 

Total: Marital Areas 

!!. = 87 l' 

* }?<.05 

**}? <.01 

***:e.<.001 

o • 

08 

.296** 

.143 

• .337** 

J.483*** 

.243* 

.651*** 

.409*** 

.372*** 

.1.38 

• .340** 

.561 *** 

.479*** 

.543*** 

el, 

.. 

~ , . 

'" 
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Table 18 

Patlent/Spouse Correlations: Marital Relations 

Marital Relations 

MRQ Solidarity 

" 
" 
" 
" 

InternaI Instrumentallty 

External Relations 

Division of Responsibility 

Sexual Relations 

MRQ Total 

XDS-15aa 

Locke-Wallace MATa 

<:~ Respect for Partner
a 

-----i- = 83 

, 

C" \ " _ .. tJ 
* a< .05 

**a< .01 
*:**p'<.001 
,: 

.5.09*** 
.• 377*** 

.348** 

.143 

.564*** 

.581 *** 

.156 

.496*** 

.273** 

\ 
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Table 19 

Patient/Spouse Correlations: Psy~hological Well-being 1 
--------

PSYChologieal Well-be1ng 

Positive Affect Scale& 
& Negative Affect Seale 

Alfeet Balance Scalea 

Overall Happiness. Self-rated 

Rosen be·rg Seale 

SCL-90-R Somatization 
ft Depression 
ft Phobie Anxiety 
ft Obsesaive-compulsive 
ft Anxiety 
n Paranoid Ideation 
ft IJ? terpersonal 
ft Hostility 
n P sychoti ciam 
ft GSI 

SCL- 90-R PSDI 

li :1 88 

al ~ 89 

* ~<. 05 

Sensi ti vi ty 

.190* 

.135 

.190* 

.186* 

'.142 

.093 

.211 * 
-.132 

.026 

.049 

.231 * 

.11 .3 

.090 

.146 

.126 

.243* . . 

" ." 

, . 

. , 
-" 
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(ESRD) Group Dif'feren ces 1Jl Hari tal Relations 
~ Psychological Well-being 

11 .3 

HANOVAs vere performed on the patients' responses, the 

spouses' responses and the couples' responses in the cate-

gories of marital relations and psychological well-being. 

While the couples' scores are equivalent ta the group effect 

in the previous repeated measures MANOVAs, for clarity of 

presen ta tian and al sa be cause these s cores will be analyz ed 

in more depth la ter, they are p resen ted here. The pa ti en ts' 

and spouses' meane and standard deviations on the measures 

in t~e categories of marital relations and psychological well­

being are presented in Tables 20 and 21. The means and stan-

dard deviations for the five ESRD groups are presented in the 

Appendix, X ta XIV. 

Covaria te Sel e ction 

Bef'ore the MANOVA s vere p erform ed, the demographi c vari-

ables vere examined for possible use as covariatea. The selec-

tion pro ce ss va s two staged: Demographi c varia bl e s tha t exhi b­

i ted significa.n t group or sex differences (using ~ Ienient 

1 

significance level of 1l<.15) vere exa.mined ta see if they 

were si gnifi can tly correla ted (u sing the u suaI signifi can ce 

level of' 12.<.05, two-tailed) with more than one marital rala-

tions variable or more than two psychological well-being 

v~riables. Any demographic variables fulfilling bath of these 

req uiremen ta vere then ta be use d as covaria. tes in the appro-

priate MANOVAs; the rationale was to elimina.ta any potentially 

confounding demographic differences between the ESRD groups 
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Table 20' 

Karital Relations & Psycho1ogica1 We11-being Statistics: Patients 

11 (~) Min !lu 

Kari ta! Relations 

MRQ Soli dari ty 1.00 (0.49) 0.29 3.57 .. Internal In strumen tali ty 0 .. 94 (0.51 ) 0.00 2.85 .. External Relations 1.04 (0.49) 0.22 2.56 .. Division of Respo~sibi1ity 0.87 (0.44) o. 08 '2.33 

" Sexual Relation s 1.02 (0.78) o. 00 4.55 
MRQ Tota1 0 .. 98 (0.40) O. ,38 2.82 
KDS-15a 0.21 (0.17) O. 00 0.73 
Lo oke-Wallace MAT 118.0 (22.0) 26. a 153.0 
Respect for Partner 6.47 (0.71 ) 4. 00 7.00 

Ps:;!chological Well-being 

Positive Affect Scale 3.03 (1.39) O. 00 5.00 
Negative Affect Scal~ 1. 05 (1.21) o. a a 5.00 
Affect Balance Seale 6.99 (1.93) 1. 00 10.00 
Rosenberg Scale 8.72 (1.77) 2. a a 10.00 
Overall Happiness, Self-rated 5.11 (1.20) 2. 00 7.00 
Overall Happiness, Partn er- ra ted 5.12 (1.46) 1. 00 7.00 
Self-eateem. Partner-rated 5.47 (1.40) 1. CO 7.00 
Dr.'s Rating of Happiness 5.28 (1.09) 2.00 7.00 
SCL-90-R Somatization 0.67 (0.56) o. 00 2.33 

n Depression 0.74 '(0.67) 0.00 2.92 
n Pho bi c Anxiety 0.18 (0.29) o. 00 1. 29 

" Obsessive-compulsive 0.66 (0.57) o. a a 2.90 
n Anxiety 0.45 (0.46) o. 00 2.00 
n Pa.ranoid Idea.tion 0.42 (0.53) o. 00 2.60 
n Interpersonal Sensitivity 0.57 (0.56) O. 00 2.67 
n Hostili ty 0.46 (0.48) 0.00 2* 1 7 
n Psychoticism 0.33 (0.43) 0.00 1.80 
n PSD! 1 .42 (0.41) 1. 00 2.84 
n GSI 0.54 (0.43) o. 03 1. 91 

aTotal test scoreS were not included in the MANOVAs. 

l'; • 
t 
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Table 21 

Marital Relations & Psychological Well-being Statistic9: Spouses 

Marital Re1ations 

MRQ Soli dari ty 
" InternaI In strumen tali ty 
" External Rela tio,n s 
" Division of Responsibili ty 
" Sexual Relations 

MRQ Total 
ICDS-15a 
Locke-Wallace MA T 
Respect for Partner 

1.07 (0.57) 
0.93 (0.52) 
1.02 (0.51) 
0.95 (0.44) 
1 .. 03 (0.91) 
1.02 (0.45) 
0.25 (0.18) 

114.7 (23.8) 
6.40 (O.77) 

Psychologlcal ~ell-being 

Positive} rffH:t Scale 
Negative A~fect Scal~ 
Affect Balance Scale 
Rosenberg Scale 

2.93 
1 .1 5 
6.79 
8.90 
5.08 
5.53 
5.72 
0.52 

Overall Happiness, Self-rated 
Ove raIl Happiness, Partner-rated 
Self-esteem, Partner-rated 
SCL-90-R Somatization 

" 
" 
Il 

" 
" If 

" 
" 
" 
" 

Depression 0.72 
Phobie Anxiety 0.22 
Obsessive-eompulsive 0.62 
Anxiety 0.49 
P aranoi d Ideation 0 .. 54 
Interpersonal Sensitivity 0.57 
Hostili ty (,1 0.51 
Psychoticism 0.32 
PSD~ 1 1.45 
GSI ,0.53 

(1.30) 
(1.35) 
( 2 .. 01) 
(1.57) 
(1.33) 
(1.05) 
(1.20) 
(0.54) 
(0.64) 
( 0 .. 43) 
(0.56) 
(0.61) 
( 0.58) 
( 0.48) 
( 0.64) 
( 0.42) 
(O. 42) 
(0.45) 

a 
Total test scores 'Jers not included in the MANOVAs. 

[1 

0.2,9 
0.13 
0.22 
0.00 
0.00 
0.41 
0.00 
25.0 
4.00 

0.00 
0.00 
2.00 
3.00 
1. 00 
2.00 
2.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
1. 00 
0.03 

3.57 
2.70 
2.54 
2.20 
4.71 
2.84 
0.73 

1 58. a 
7.00 

5.00 
5.00 

10.00 
1 0.00 

7.00 
7.00 
7.00 
2.58 
3.00 
2.57 
2.50 
3.30 
2.50 
2.11 
3.17 
2.40 
2.98 
2.25 
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or the sexe s. 

The only demographi c "Taria bles to me et these cri taria were 

Work Status and Income. While there wera no significant ESRD 

group difference s on these two vari able s,. thera wore aigni f"i-

cant sax di:rrerences. For both patients and spousea,. males 
.. 

vere more likely to ba workin g and had hi gher in come s than 

fema~es. However. ainee the se diffa rance sare repre sen ta tl ve 

of di.f'ferences vhich exist in the general population, it vas 

decided no t to employ el ther Work S ta tu s or In come as covarl-

ates. In 0 ther wo rds, u sing these varia bl e sas covaria tes 

would have art!fl cla1ly naga ted sex diff eren ce s whi ch exi s t 

ln the real world. Therefore. none of the demographic vari-

ables vere consldered suitable for USe as cova.riates. 

Defensivenass, as mea.sured by the K Sca.le. while not a 

demographic characteriatie, was also faIt to, ha.ve the poten-

tial to distort possible group or sex dif'f'erences. Therefore, 

it vas also ineluded in this process to determine whether it 

should be used as a eovariate. However, sinee there ioI'ere no 

signif'icant group or sex dif'.ferences on this measure --

pat i en t s: r ( 4. 7 9 ) = o. 5 7. n s. E (1 • 7 9) ::: O. 1 5. n' s; S pou ses: 

r(4.77) = 0.71, ns, !(1,77) = 0.04. ns; couples: ,[(4,77) = 

1.13~ ns, r(1.77) = 0.45, ns -- it .... as dropped trom consid-

eration., 

In order ta have these MANOVAs reflect the entire illnessl 

treatment experience, physical health ratings were not in-

cluded in the covaria te sel e ction pro ces s. Therefore, after 

the consideration of demographic, defensiveness, and physical 



• 

11 7 

1 

heal th factors. the fo11owing MANOVA s were performed w1 thou t 

the in clusion of any covaria tes. 

MANCVA s 

Overvlaw. As one m1ght have expected given the results 

of the patien t/spouse comparisons, the three MANOVAs -- patient, 

spouse and couple -- conducted vith the marital relations and 

p sychologlcal woll-being variables p rodu oed e ss en tially par- . 

al1e1 ra sul ts. 

None of the six MANOVAs yielded a sign1ficant group by sex 

interaction, nor were there any signLficant (ESRD) group ef-

fects. Surprisinely, ESRD group membership vas not associated 

with significant diffel"ences in either marital relations or 

P sycholo gical vell- being. There were aignif i can t sex diff er-

en ces in psyc !'lologi cal well-bein g: bo th female pa tien ta and 

femals spouses clted more psychologieal distress. As for sex 

differences 1:1 the category of marital relations. the patients' 

and spouses' :::esults diverged. There was a significant sex 

differance for patients but not, for spouses. The couples' 

da ta revealed no si gnifi can t differen ces in mari tal relation s 

or paychologi~al well-being oetween couples with male patients 

and those dt,:: female patients. These findings will now be 

presented separately in greater detail. 

Pa ti en ts. The results of the MANO"J'A on the patients' 

mari tal relat ions ra spon ses were the !"ollowing: the group by 

sex interaction vas not significant, i:(32 .. 296) = 0.96. na; 

the main eUe e t of (ESRD) group was al so no t signifi can t, 
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FC32.296) '" 1.00. na; the main effect of sex ;.ras aignificant. - , 

F(8,71) :s 2.84~ :2.< .01. The variable most responsible for this 

sex diff'erence vas the MRQ subscale of' Division_ of Reaponsi-

b11ity. It was the only marital relations variable vith a sig­

n1r1cant univariate f.-rati? [(1,78) '= 5.80, :2.< .05: female 

pa tien ta evidan ced more role s train on tbi s MRQ subs oale than 

male patients did (fsmalas t1 = 0.99, §1l = 0.51; males!:! = 

0.76, SD '" Oe34). AlBo, the MRQ subsca1e of Division of Re-

sponsi bili ty was the variable wi th the bighest correlation 

wi th the discriminan t fun cUon. The co rre1a tion s between the 

marital variables and the discriminant function are given in 

Table 22. 

The resul ts of the MANOVA on the .measures of psychologieal 

we11- being were the foll owing: there was no signifi ean t group', 

by sex interaction, E,{68,264) = 0.75. ns; the main effect of 

group was also not significant, !(68,264) ::: 1.00, n,s; again 

there was a significant sex difference. !(17,63) :: 2.51, 

)2.<.01. This sex difference centered around anxiety -- both 

the SeL -90-R su bscales 0 f Pho hi c Anxi e ty an d Anxi et y were 

univariately significant; !(1,79):: 8.47,12.<.01 and [(1,79) 

= 6.08, :\2.<.05. Female patients reported more of both types 

of anxiety -- Phobie A?xiety: females tl = 0.26. §.Q = 0.36; 

males 11 = 0.10,. SD ::: 0.18; Anxiety: fema1es 1:1 ::: 0.57, .ê.12. = 

0.47; males Ji = 0.34. SD = 0.42. Theae two variables a1so 

exhibited the highest correlations with the discriminant 

function. The correlations between the psy~hological well-

being varia bl es an d the di scriminan t f'un cti on are rep orted 

• 
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Table 22 

Correlations between the Discriminant Function 
and the Marital Relation s Varia bl es: 

Sex Difference s (Patienta) . 

VariAble 

MRQ Division of Responsibility 

MRQ Soli dari ty 

MRQ External Relations 

Respect for Partner 

Locke-Wallace MAT 

MRQ Sexual Relations 

KDS-15a 

MRQ InternaI Instrumentality 

li = 88 

* 2<:.05, two-tailed 

**2<:.01, two-tailed 

*'**2<:' .. 001, two-tailed 

Correlation vith the 
Discriminant Function 

.0.478*** 

0.311** 

.0.259* 

-0.132 

.0.1 JO 

0.072 

.0 .. OJ3 

0.022 

1.1"9 
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in Table 23. 
.. 

SR ouse s. The resul ta of the MANO VA on the SpOUS8S' mari­
~ 

tal relations responses were the following: the group by sex 

interaction was not significant rJ32,276)' = 0.76, na; and nei-

ther of the main effects of group or sex ware signif'ican t 

!(32.276) = 1.21. na and r,.{8.66) = 1.14. ns, respective1y. 

The MANOVA of the spouses' psychological well-being re-

aponaee produced the following reaults: the group by sex 

interaction was not significant, !(64,264) = 0.90, ns: and 

the main erfect of' group was also not sfgnifleant, !(64,264) 

~ 1.10, ns; however, the main afrect of sex was slgnifieant, 

!(16.63) = 2.79, 12.<.01. The psychologlcal well-~being vari­

ables that were Most responsible ror this sex dlfference were 

the ·SCL-90-R subscales of Interpersonal Sensitivity, Phobie 

Anxiety, Somatization and Depression. ~hese were the vari-

ables most highly eorrelated with the discriminant function; 

the correlations between the psychological well-being vari­

ables and the discriminant function are given in Table 24. 

These variables were also the only psychological well-being 

variables that had significant univariate E,-ratios, a1l 

l2.<.05. In all fou,r cases, females reported more psycholog­

ioal distress than males -- Interpersonal Sensitivity: females 

!i:: 0.69 (.§.Q = 0.55). males !1:: 0.43 (§J2. = 0.34); Phobie 

Anxiety: females M = 0.32 (§12 :: 0.57), males !:1. = 0.11 (211 = 

0.18); Somatization: remales 11:: 0.64 (.§.Q = 0.58), males 

!i:: 0.40 (§.Q = 0.47); Depression: females !i = 0.86 (§.Q = 

0.72). males !:1. == 0.58 (§12 = 0.53). 
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Table 23 

Correlations between the Discriminant ~unction 
and the PS1chological Well-being Variables: 

Sex Differences (Patients) , 

Variable Correlation with the 
Discriminant Function 

SCL-90-R Phobie Anx1ety 

SCL-90-R Anxiety 

Rosenberg Scale 

Dr.'a Rating of Happ1ness 

SCL-90-R Interpersonal Sensitivity 

Positive Affect Scale 

SCL-90-R Somatization 

Negative Affect Scale 

~verall Happinesa. Self-rated 

SCL-90-R Hostility 

SCL-90-R PSDI 
u , 

SCL-90-R Obsessive-compulsive 

SCL-90-R Depression 

Overall Happiness, ~artner-rated 

Self-esteem. Partner-rated 

SCL-90-R Psychoticism 

SCL-90-R Paranoid Ideation 

li = 89 

* :e.<. O?, two-h.iled 

**:e. <.01, two-tailed 

***2< .001. two-tailed 
.< 

0.392.*** 

0.332**' 

-0.239* 
" -0.195 

0.171 

0.154 

'0.143 

-0.111 

-0.100 

0.077 

0.075 

0.068 

0.064 

-0.039 

0.006 

0.005 

0.000 
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Table 24 

Correla tions between the DiseriJD1nan t Fun ction 
and the Psyehological Well-being Variables: 

Sex Differences (Spouses) 

Variable 

SCL-90-R Interpersonal Sensitivity 

SCL-90-R Phobie Anxiety 

SCL-90-R Somatizatlon 

SCL-90-R Depre s sion 

Positive Affect Scale 

Negative Affect Scale 

SCL-90-R PSDI 

SCL- 90-R Obse s si ve- eoliipulsi ve 

SCL-90.R Anxiety 

Rosenberg Scale 

SCL-90-R Psychoticism 

SCL-90. R Hostili ty • 

Overa.ll Happiness, Self-rated 

Overall Happiness. Partner-rated 

Self-esteem, Partner-rated 

SCL-90-R Paranoid Ideation 

li = 88 

* 11<.05, two-tailed 

**11<.01, two-tailed 

***l2. <.001, two-tailed 

Correla tion wi th the 
Discriminant Function 

0.357*** 

0.312** 

0.274** 

0.214** 

0.268 * 

0.260* 

0.223* 

0.213* 

0.195 

- 0 .189 

0.187 

0.186 

- 0.177 

-0.135 

- 0.068 

- 0.008 

122 
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Couples. 'The resu~ ts produeed by the MANOVA on the mari­

tal. relations scores of the couples vere the following: the 

'group by (patient's) sex interaction was not s1gnificant. ! 

()2.276) :: 0.83. ns; also. neither of the main affects wera 

aignitican t -- group l(32.276) = 1 .18. ns; (patient's) sex' 

I(S.66) :: 1.28. ns. 
0 

The MANOVA of the coupl es' psychological well- being re-

sponses produced the following resui ts: the group by (patlent's) 

SeIX interaction was not significant, E,(64,264) '" 0.74, ns; 

and again nei ther of "the main eft' ects were aigoifi ean t 

group ::(64,264) :: 1.27. ns; (patient's) Bex l(16,6.3) .. 0.62, 

ns. 

Corre~a tes 2.! P sychological Well- being 

In the preeeding section, it was shown that objecti~e 

, i11n ess/treatmen t in trusi veness, as def1ned in th! s study oy 

.E,SRD group membership. did not have a aignifieant affect on 

either marital relations or psychologieal wel~-being. In this 

"section other factors which may be co'rrelates of psychological 

wel1-being are examined, with the emphasis being °on exam.;in-ing 

the relat:i.onship between marital role strain and psychological 

w9l1- bein g. 

In a series of hierarch:i.cal mu~tiple regression a.nalyses, 

after sta tistically con tro~ling for the effects of demographic 

• 
character:i.stics, phys:i.cal health, ESRD group membership and 

psychologi.cal defensi veness. the amount of psychological ... e11-

being vari-ance accounted for by marital role strain was . 

. , 
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ass8ssed. A1so, the Social Network Index (SNI) score vas 

entered into the regression after marital role strain to see 

if a measure of social contacts autside the marriage signlfl-

cantly added ta the ability to predict psychological well-

being. The dependent, or eriterlon, variables employed vere 

the scores on selected measures of psychological well-being. 

Referrlng back ta Table 20, one can see that the psycho­

logical vell-being category consisted of 19 (18 for spouses 

and couples) measures. Sinee it would have been inappropriate 

ta have run multiple regression analyses on each of these 

measures, a decis,ion had to be made as to which of these 

measures would be selected for use. The three measures chosen 

were~the Affect Balance Scale (ABS) score, the SCL-90-R's 

total score (aSI) and the SCL-90-R's depresaion score (DEP). 

The ABS and the GSI were chosen since these are the total 

scores of the two major measures of psychological well-being. 

The SCL-90-R's depression score was also included because 
, 

- depresaion has been given such prominence in the psychosocial .., 
investigations of ESRD/dialysis (Devins, 1981: Levy, 1979a: 

Procci, 1981; Reichsman & Levy, 1972; Rhodes, 1981). 

Demographic Characteristics 

In the hierarchical multiple regress~on analyses, the 

first step was to partial out the aggregate contribution of 
, 

the demographic characteristics to the prediction of the 

psychological well-being variables' variances. Therefore. 

a preliminary series of multiple regressions vere performed 
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~ 
wh~e aIl the demographic variables were entered into sepa-

rate regressions on the ABS, GSI and DEP scores. Tbis was 

done with the patient, spouse and couple data. In instances 

where the demographic variables vere qualitative rather than 

quantitatiTe, they were 'Îiummy coded. A l",ient selection stan-
t 

dard was decided upon sa that any reasonable degree of asso-

ciation between the demographic and the psychological well-

being criterion variables would be partialled out in the fol-

lowing hierarchical multiple ~egression analyses. Therefore, 

2 
any demographi~ vari~blea wbich contributed a li change of 

greater than .02 in these prellminary multiple regressions 

vas selected for inclusion in the demographic factor. 

Since in each multiple regression dïfferent variables met 

the abçve requirement, the demographic factor in each of the 

hierarchical multiple regression analyses was composad of di!-

ferent demographic variables. These variables have not been 

listed in the text but do appear in Appendix XV. Individually 

none of these demographic variables were highly correlated 

with the dependent variables of interest. 

Physical Health 

When the ESRD groups vere compared on marital relations 

and psychological well-being no attempt was made to distin-

guish between the effects of the illness and its treatment. 

However, in this section -- examining the correlates of psycho-

logical well-being -- it was felt to be important ta first 

partial out the effects of physical health bafore assessing 
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the importance of other factors. Therefore, a measure of 

physical health. the partlcipant's self-rating, vas lncluded 

in the hierarchlcal multiple regression analyses. This mea­

sure vas chosen because lt vas availabla for both patients 

and spouses. The correlations between the patients' self­

ratings and the other measures of their physical health are 

presented in Table 25. 

Overview 

Overall, the hierarchical multiple regression analyses 

indicated a strong association between marital role strain 

and psychological well-being, with the results for patients, 

spouses and couples paralleling each other. After partialling 

out demographics, physical health. ESRD group membership and 

psychological defensiveness. the amount of psychological well­

being variance accounted for by marital role straln ranged 

from 8.9% for spouses when it was regressed on ABS to a high 

,of 19.4% for couples when it was regressed on DEP. On average 

it appears that in this study màrital role strain accounted 

for approximately 15% -- a significant percentage -- of the 

psychological well-being variance~ 

A detailed account of the hierarchical multiple regression 

analyses performed with the patient F spouse and couple data 

follows. The results have bean reported in terms of the [­

ratios deriveê from their associated increments in ~2. 

Patients. The results of the patients l hierarchical mul-

tiple regression analyses are summarized in Table 26. The 
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Correlations between the Different Ratings 
or Physlcal Health: Patients 

Patientas Physlcal Health. 
Spouse-rated 

Patientts Phyllcal Health. 
Physlcian Rated 

Organ Dysrun~on Scale 

N =,89 

* ~<. 001 

'. 

Patientas Physical Health 
Selt''':rated 

.624* 

• ~49* 

-.350* 
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Table 26 

Hierarchieal Multiple Regression Analyses on GSI, DEP, • ABS: Patients 

li QE !M 
Predietor !!.2 ! Po R

2 
! Po B,2 r 

Demographies .061 (2,85)= 2.78 ns .157 (11,76)= 1.28 ns .116 (5,82)= 2.15 

Physieal .133 (1.84)= 6.91 .05 .283 (1,75)=13.19 .001 .281 (1,81)=18.54 Health 
(' 

ESRD Group .137 (4,80)= 0.12 ns .296 (4,71)= 0.30 ns .297 (4,77)= 0.44 

K Scale .349 (1,79)=25.75 .001 .428- (1.70)=16.10 .001 .326 (1,76)= 3.20 

Marital Role 
.519 (6,73)= 4.00 .01 .583 (6,64)= 3.71 .01 .466 (6,70)= 2.88 Strain 

SNIa .526 (1,72)= 1.01 ns .586 (1, 63)= O~ 41 ns .466 (1,69)= 0.51 

a Social Network Index 

), 

'" 

~~ 

:2 

ns 

.001 

ns 

na 

.05 . 

na 

...... 
l\) 
(XI 

'J 

r' 
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demographic variables, entered in the initial step, vere not 

significantly related ta any of the three measures of psycho­

logical vell-being: the SCL-90-R's total score, the Global 

Severity Index (GSI); the SCL-90-R's depression subscale (DEP); 

the Affect Balance Scale (ABS). Physical health. entered in 

the next step, vas significantly related to aIl three measures. 

As vas shown in the previous MANOVAs, ESRD group member-

ship vas not aignificantly related ta psychological well-being. 

In faet, after partialling out demographic considerations and 

physical health, the contribution of ESRD group membership 

ta paychological vell-being, as meaaured by the increment in 

g2, vas remarkably small: .004, .013, and .016 for GSI, DEF 

and ABS respectively. Psychologieal defensiveness, as measured 

by the K Scale, contributed significantly ta the prediction 

of the two SCL-90-R scores (GSI and DEP) but not ta the ABS 

score. 

In the next step, the six marital raIe strain variables 

the five MRQ subscales and the KDS-15a were entered as a 

block into the regression. By entering these variables as a 

black, it vas determined that as a whale the different raIe 

strain scores signifieantly cantributed to the prediction of 

psychologieal well-being. The amount of additional variance 

accounted for by marital role strain was 17.0~. 15.5% and 14%, 

as one can see from Table 26, respectively rôr the GSI, DEF 

and ABS scores. In each case, this is a significant addition. 

The Social Network Index. which was entered inta the regres-

sion on the final stap, did not add significant information 

\ 
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ta the prediction of any of the three measures of psycholag­

ica1 we11-being. 

If rather than entering the marital role strain variables 

as a block, they were antarad in a stepwisa faahion. the MRQ 

subscale of Solidarity was then the firet to enter the regres­

sion in aIl three regressiona. The respective Solidarity Es 

in the GSI. DEF and ABS regressions wara E(1,78) = 17.93, 

2.<.001, l'<1,69) = 16.31,12.<.001 and 1:.(1.75) = 9.28, I2.<.01. 

Thereby indicating that within this sampIs, couple solidarity, 

as measured by the MRQ, was the most important marital role 

strain ares for predicting psychological well-being. 

In order to attempt to 6sseas whather the particular mea­

sures of marital role strain used in this study, besides being 

more specifie, add any information to the relationship between 

marital relations and psychologiesl well-being beyond that 

obtained by a simple global rating of marital satisfaction, 

another regression was performed. When the global rating of 

marital happiness (a 7-point scale) on the Locke-Wallace MAT 

was entered into the regression after defensivaness but bafore 

marital role strain, this global rating was a significant pre­

dictor of psychological well-being: GSI ~(1.78) = 14.84, 

I2.<.001; DEF I(1,69) = 13.23.12.<.001 and ABS I(1,75) ='5.13, 

12.<.01. If the six role strain variables were then entered as 

a block, the block wasn1t significant in any of the three 

cases. However. if entered in a stepwise fashion, the first 

role strain variable to enter the equation was always signifi­

canto In two of the three regressions, tbls variable was the 



1 
1 

t 

1 31 

MRQ subscale of Solidarity -- aSI '[.(1.77) := 6.95, l2.<.05 and 

DEP 1::(1,68) := 5.87. 11<.05; while for the ABS regression it 

was the MRQ subscale of the Division of Responsibility, E(1, 

74) "" 7.08, l2.< .01. 

This lndicates that for this sample, while the Locke-

Wallace MAT's global rating o~ marital happiness and the 

six meaaures of marital role strain overlapped in the psycho-

logical well-being variance that th~y accounted for. thera 

vere aspects of marital role strain that added significant 

information about psychological well-being above and beyond 

that yielded by a simple global rat~ng of marital happiness. 

Spouses. The hierarchical multiple regressions performed 

with the spouses' data are summarized in Table 27. The demo-

graphie variables wer~ not significant in the regressions on 

aSI and DEP; however, they were significant contributors in 

the regression on ABS, 1(12,70) = 2.14, 11<:.05. Physical 

health was significantly related to aIl three measures of 

psyehological well-being. Once again, ESRD group mecbership 

was not a signifieant contributor to psychological well-being. 

Indeed as was noted in the patients' regressions. after par-

tialling out demographics and physical health, the contri-

bution of ESRD group membership to psychological well-being, 

as measured by the increment in E2 , was rernarkably smalI: 

.037, .026 and .058 for GSI. DEP and ABS respectively. The 

K Scale was again significantly. related to psychological well­

being, and here it _as significantly associated with aIl 
1 

three measures. 
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Table 27 

Hierarchieal Multiple Regression Analyses on GSI, DEP, 1 ABS: Spouses 

--
GSI 

~i.s:~ ]!2 r 12. ,!!2 

Demographies .105 (7,75)= 1.26 na .165 

Physical .394 (1,74)=35.22 .001 .495 Health 

ESRD Group • 4.31 (4,70)= 1.13 ns .521 

K Séale .590 (1,69)=26.83 .001 .609 

Mari tal Role .698 (6,63); 3.60 .01 .780 Strain 

SNI 6 
.699 (1~62)= 0.22 ns .785 

a Social Network Index 

ill 

r 12. 

(8,74)= 1.82 ns 

(1,73)=47.86 .001 

(4.69)= 1.00 ns 

(1,68)=15.25 .001 

(6,62)= 7.25 .001 

(1,61)= 1.55 ns 

~ 

ll.2 ! 

.268 (12,70)= 2.14 

.345 (1,69)= 8.04 

.403 (4,65)= 1.67 

.444 (1,64)::: 4.79 

.533 ( 6. 58)::: 1.87 

.543 ( 1 ,5 7 ) = 1. 2 9 

't 

~ 

.05 

.01 

ns 

.05 

ns 

ns 

.... 
\.t.) 

l\) 
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When the six marital role strain variables were entered 

as a black into the regression, they were significant con-

tributors in the regreasions on GSI and DEP but not on ABS! 

as shown in Table 27, the respective Es were (6,6)) = 3.60, 

:e.<.,01, (6,t2) :: 7.25, :e.<.001, and (6,58) = 1.87, ns. "As 

with the patients' data, the SNI contributed no significant 

additional information ta the regressions on the three roea-

aures of psychological well-being. 

If the six marital role strain variables were entered in 

a stepwise fashion, rather than as a black, in the ragres-

sions on the measures of psychological dist~ess -- GSI and 

DEP -- the MRQ subscale of Solidarity was the first variable 

to anter the equation. In the regression on affect, as mea-

sured by the ABS, the MRQ subscale of Sexual Relations was 

the firat variable ta enter the regression. In each case, 

this first marital role strain variable was a significant 

predictor. The respective Es were: on GSI, Solldarity E(1 ,68) 

= 17.73. :e.<.001; on DEP, Solidarity E(1,67) = 34.20, E.<.001; 

and on ABS, Sexual Relations !(',63) = 8.52, ~<:.01. Thereby 

indicating that within this sample of ES RD spouses, couple 

solidarity, as measured by the MRQ. was the most important 

marital raIe strain area for predicting psychological distress, 

while the MRQ subscale of Sexual Relations was the best mari-

tal role strain variable for the prediction of affect. 

When the global rating of marital satisfaction was entered 

into the regression after defensiveness but berore marital 

rol~ strai~, this global rating was a significant predictor 
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of psychological distress (on GSI, r(1,68) = 7.06, 2~.01; 

on DEP, r(1,67) = 16.74, :2.~.OO1) but not of affect (on ABS, 

F(t,63) :: 2.84, ns). If the six marital raIe strain variables -
vere then entered as a block, the black vas aignificant for 

the tvo measures of psychologieal distress -- on GSI. r(6,63) 

.. 2.40, 2.~.05; on DEP, r(6,61') :: 6.00, E..<.01 -- but it vas 

not a aigni-fi can t con tri bu tor to the prediction of affect -­

on ABS, r(6.58) :: 1.38. ns. If the six marital role strain 

variables vere entered in a stepvise fsshion, the results 

vere essentially the aame as those that did not include the 

global rating of marital satisfaction in the regression: for 

the regressions on paychological distress, Solidarity vas the 

first marital role strain variable to enter the regressions 

on GSI, ,[(1,67) = 11.21, :12.<.01; on DEP, !(1,66) = 20.72, 

:12. <.001; and for affa ct, the mari tal roI e strain varia bl e 

first to enter the regression vas Sexual Relations -- on ABS, 

This indieates that vithin this s~mple of spouses, a global 

assessment of marital satisfaction vas a significant predictor 

of psychologieal distress, but surprisingly not of affect, 

as measured by the ABS. AIso, once again, at least for psycho-

loglcal distress, the MRQ subscsle of Solldarity added signif g 

ioant information to the regressions bayond that supplied 

by the global marital assessment. As for the prediction of 

the ABS score, vithin the are a of marital relations, the MRQ 

subscale of Sexual Relations vas the bast predictor. 

Couples. The results of the couples' hierarchieal multiple 
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!egression analyses, summarized in Table 28, essentially 

follov the same patterns as those produced by the analyses 

of the patients' and spouses' data. Briefly, after partial-

ling out demographics, physical health, ESRD group member-

ship and defensiveness, the marital role strain variables 

entered as a block, accounted for a significant amount of 

the variance in the three measures of psychological well-

being. 

When the marital role strain variables vere entered into 

the regression stepvise, rather than as a block, the MRQ 

subscale of Solidarity vas once again the bast predictor of 

psychological distress: on GSI, l(1,65) = 28.61, 2< .001 ano 

on DEF, ,[,(1,67) = 38.70'2<.001; while the MRQ subscale of 

Sexual Relations vas the best marital role strain variable 

for the prediction of the ABS score, l(1,69) = 14.03, 12.<.001. 

When marital raIe strain vas entered into the regression 

after partialling out the rating of global marital satisfac-

tion, vhich in aIl three regressions vas significant (on GSI, 

r(1,65) = 6.39, 12.<.05; on DEF, ,[,(1,67) = 11.65,12.<.01; and 

on ABS, r(1,69) = 6.27,12.<.05), the block of marital raIe 

strain variables vas significant in each case: QSI ,[,(6,60) 

= 5.00, 12.<.001; DEP !(6,61) = 5.50, 2.<.001; and ABS r(6, 

64) = 3.14, 2.<.01. When they vere entered in a stepwise 

fashion, again Solidarity vas the firet variable to enter 

the regression on ~SI and DEP, the respective Es were (1,64) 

= 20.20, 2<@1 and (1,66) = 24.82,2.<.001; vhile Sexual 

Relations was the first ta enter the regression on ABS, 

t 
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Table 28 

Hierarehieal Multiple Regression An~lyses on GSI, DEP, 

Q.ê1. Jl!f 

Predi ct.2.!. n2 r ~ fi2 r ~ 

Demographies .204 (10,72)= 1.84 ns .168 (8,74)= 1.87 ns 

Phyaical .328 (1,71 )=13.07 .001 .395 (1,73)=27.39 .001 
Health 

ESRD Group .343 (4,67)= 0.40 na .401 (4,69)= 0.22 ns 

K Scale .607 (1,66)=44.39 .001 .584 (1,68)=.29.76 • 001 

Marital Role .760 (6,60)= 6.50 .001 .778 (6.62)= 8.00 .001 Strain 

S'NIa .760 (1,59)= 0.03 ns .783 (1,61)= 1.22 ns 

a Social Netvork Index 

1 ABS: Couples 

!M. 
J!2 ! 

.103 (6,76)= 1.45 

.210 (1,75)=10.21 

.242 (4,71)= 0.73 

.338 (1,70)=10.09 

.522 (6,64)= 4.43 

.530 (1,63)= 1.09 

.. 

oU 

DS 

.01 

na 

.01 

.01 

ns 

.... 
\.t.) 

0'-
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!(1~68) = 8.22. 2<.01. The couples' hierarchical regression 

analyses elearly indicate that marital role strain added sig­

niticant information about psychologieal Jell-belng variance 

aboya and beyond that aceounted for by a global measure of 

marital satisfaction. 

~ ~ FlexibilitI 

It was hypothesized that sex role flexibility ~ould be 

negatively associated with bath marital role strain and psyeho-

logical distress; androgynous indivlduals, as classified by 

the Bem Sex Role Inventory (BSRI), would report less marital 

role strain and less psychologieal distress than the other 

BSRI categories. Befora this hypothasis was tested however, 

differences between the ESRD groups on the BSRI Masculinity 

and Femininity scales were examinad. Conceivably, the 1l1ness/ 

treatment characteristics of the ESRD groups may be associated 

with differences in the ways the participants view themselves 
, 

on items that reflect masculine and feminine traits. However, 

when 1 Factor (ESRD group) ANOVAs were done for both mascu-

linity and femininity scores, no significant differences 

were found. These results are summarized in Table 29. 

When the hypothesis was examined, one facet received 

no support and the other was only partially supported. There 

were no significant differences between the BSRr categories 

in marital raIe strain; while on the psychological well-being 

variables. only the spouses evidenced a significant differ-

enee between the four categories. The main affects of sex 
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Table 29 

One Factor (ESRD Group) ANOVAs on 
Be. Sex Role Inventory (BSRI) Masoulinity and Femlninity Scores 

U l: 
• j 

Patients 

" r 
BSRI Masculini ty Score (4.83) 0.04 ns ) 

BSRI Femlninity Score (4.83) 0.89 na 

• Spouses 
~ 

BSRI Masculini ty Score (4.82) 0.35 na 

' .... BSRI Feminin! ty Score (4.82) 0.41 na 

Goue1es 

BSRl Masculinity Score (4,82) 0.18 ns 

l BSR,l, Feminini ty Score (4,82) 0.66 na 

1 

( 
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role category, from the (ESRD) group by (BSRI) sex role cat-

egory MANOVAs, are reported in Table 30; none of the group 

by sex role category interactions were significant. 

With the spouses' data, the variables Most responsible 

for the aignificant difference between the four sex role 

categories in psychological well-being were: the Positive 

Affect Scale (PAS), Overall Happiness (Self-rated), and Self­

esteem (Partner-rated). Theae variables exhi bi ted the highest 

correlations with the discriminant function; the correlations 

between the psychological well-being variables and the dis-

criminant function ar~ reported in Table 31~ Alao, the ,PAS, 

Overall Happiness (Self-rated), and Self-esteem (Partner-

rated) were the only psychological well-being variables whose 

univariate [-ratios were signif'icant: E,O,67)- = 2.-88, 2< .05; 

.5.39,12.<.01: .5.90, E.<.01; respectively. According ta the 

post-hoc comparisons, Student Newman-Kouls (SNK), the spouses 

in the undifferentiated and feminine categories evidenced 

signif'icantly laSs positive aff~ct (PAS and Overall Happi-

ness) and self-asteem than the spouses categorizad as mascu-

line or androgynous. 

Correlations between Marital ~ Strain 
~ Ps~chological Well-being, ~ Group Comnarisons 

Previously. it has been shown that ESRD group member-
\ ( 

ship did not have an appreciable affect on either màrital 

relations or psychological well-being. Also, for the entire 

sampIe, marital raIe strain has been shown ta be a signifi-
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Table 30 

Main E!!ects of Sex Role Category 
(MABOVAs: Sex Role Category by ESRD Group) 

II r 
Pat.en ta 

Mari tal Relations (24.189) 0.96 

Psychologieal Well-being (51.162) 1.22 

S:gouses 

Mari tal Relations (24.174) 1.29 

Psychologieal Well-being (48.162) 1.65 

CouEl e s 

Mari tal Relations (24.'177) 1. 27 

Psychological Well-being (48.165) 1.16 

140 

E. 

ns 

ns 

ns 

.05 

ns 

ns 
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Tabla 31 

Correla~ions between the Discriminant Funetion and the 
Psychological. Well-belng Variables: Sax Role Category (Spouses) 

Variable 

• 
Self-Esteem. Partner-rated 

Overall Ha.ppiness. Self-;ated 

Positive Affect Scale 

Overall Happin es s. Partn er-rat ed 

SCL-90-R Interpersonal Sensitivity 

N ega ti va Affe ct Scale 

SCL-90-R PSDI 

SCL-90-R Obsesslve-compulslve 

SCL-90-R Depression 

SCL-90-R Psychoticism 

Rosenberg Scale 

SCL-90-R Hostili ty 

SCL-90-R Somatization 

SCL-90-R Paranoid Ideation 

SCL-90-R Anxiety 

SCL-90-R Phobie Anxiety 

li = 87 

* E.<. 01, two-tailed 

**E.<.001. two-tailed 

Correlation with the 
Dis eriminan t Fun ction 

0.455** 

0.433** 

0.291* 

0.174 

-0.163 
c/l 

/ -=-0.1 58 

0.144 

·0.143 

.0.130 

-0.122 

0.11 4 
0.051 

-0.036 

-0.021 

0.011 

-0.010 
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ca.nt pradictor of·psychological well-being. To complete this 

investigation .. group diffarences in the magnitude of tha cor-

relation between marital role strain and psychological w011-

being vere explored. This was considered valuable information 

because i t would gi va an indics. tion or the rela ti va impor-

ta.nce of the marital relatioDship for individual psycholog-

ical well-being within each ESRD group. 

In order to assess the significance of the differencoa 

between the re sp ecti va ESRD group correlation co effi ci en ta, 

a number of pairad comparisons were undertaken. (This pro­

cedure ia outlined in Ferguson. 1981, pg. 196.) The corre-

lations between two measures of marital role strain -- the 

KDS-15a and the MRQ Total score -- and the three mensures 

of psychological well-being that have bean discussed -- GSI, 

DEP and ABS -- "'ere used in the compari son s. In thia section, 

only the couple scores will be discuased, since they reflect 

the mari tal dyad 1 S overall relation ship between marital roI e 

strain and psychological well-being. These correlations and 

the paired comparisons are preaented in Table 32. 

From this table, i t i s readily apparent tha t the group s 

with greater illness/treatment intrusiveness had larger cor-

relations between marital role strain and psychological w~ll­

being. The two dialysis groups. and especially the home-

dialysi s group.. exhi bi ted signi.fi can tly higher co rrela tion s 

between marital role strain and psychological well-being 

than the other three groups; a .finding which was particularly 

evident for the two maasures of psychological distress. GSI 
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Table 32 

Marital Role Strain/Psychological Well-being Correlations, 
ESRD Group Compal"isons: Couples 

N 

KDS-15a & GSI 

Nephrology Clinic (18) 

Pre-dialysis (17) 

Home-dlalyais (19) 

Unit-dialysis (18) 

Post-transplant (17) 

HRQ & GSI 

Nephrology Clinic (16) 

Pre-dialysis (16) 

Home-dialysis (19) 

Unit-dialysis (15) 

Post-transplant (17) 

IDS-15a & DEP 

Nephrology Clinic (18) 

Pre-dialysis (17) 

Home-dialysis (19) 

Uni t-dialysis (18) 

Post-tran splan t (17) 

MRQ & DEP 

Nephrology Clinic (16) 

Pl"e-dialysis (16) 

Home-dialysis (19) 

Uni t-dialysis 

Po st-transplan t 

(1 5) 

(17) 

-.020 

.209 

.. 645** 

.693** 

.. 435* 

.421 * 

.. 608** 

.901*** 

.. ·774*** 

.572** 

.. 062 

.. 287 

.783*** 

.741*** 

.513* 

.498* 

.679** 

.855*** 

.. 800*** 

.638** 

Paired Com12arisçn s 

Home- and unit-dialysis 
groups aignificantly diffar­
ont (11< .. 05) from the nephro­
logy clinic group. 

Home-dialysis group aigni!i­
cantly differan t from tha 
nephrology clinic group 
(l?< .01) and the pre-dialysis 
and post-transplant groups 
<:12.<·05). 

Home-dialysis group signi!i­
can tly differan t from the 
nephrology clinic (l?<. 01) 
and pre-dialysi s group s 
(l?< .05), also unit-dialysis 
group signi!ican tly differ­
en t from the n ephrolo gy 
clinic group (:e.<.01). 

Home-dialysis group aign!!!­
cantly differ.ent from the 
nephrol0 gy clin:i. c group 
(l?= .05). 

\ 

a 
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KDS-12a &: ABS 

Nephrology Clinie 

Pre-dialy si/J 

HOlle-dialysis 

Uni t-dialysis 

Po st-tran splan t 

MRg &: ABS 

Nephrology Clinic 

Pre-dialys! 8 

IIolle-dialysis 

Uni t.-dialysis 

Po st-tran splan t 

* Jl< 005 

**Jl<.Ol 

***12.< .001 

[ 

(18 ) 

(17 ) 

(19) 

(18) 

(17) 

(16) 

(16) 

(19 ) 

(15) 

(17) 

144 

1: Pa;red ComEarisons 

-.046 Home-dialyais group aignifi-

-.379 
cantly' different (12.< .01 ) 
from the nephrology elinlc 

- ... 784*** group. 

- .. 496* 

-.549** 

-.465* No aign!!! can t dif!eren ees. 

-.447* 

-.778*** 

-.511* 

-.742*** 
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and DEP. 

Figures 2. 3 and 4 illustrate the relationshlp between 

the marital role strain/psychological well-baing correlations 

and il ln e ss/trea tmen t in t:rusi ven ess. A sone can S oe, the 

shape of the curv~s~ eapocially for tho correlations b8tween 

the MRQ and the two mensureS of psychological distress. mirror 

the hypothooizod (ESRD) group ranking3 on the illness/treat-

ment intruslvenoss continuum (Figure 1). 

Since thera were no significant differences batween the 

fi va ESRD group s in ai th eT mari tal rola tion s or p sycho+ogi cal 

well-boing, post-hoc it was decided to re-do these analyses 

..,i th the parti cipan ta di chotomi z ed in to two broad ca te gories: 

dialy~i sand n ondialysi s. Thi s de cisi on wa s bas ed on a combi­

nation of statistical and conceptual factors. 

Even though the overall sample siz e in this study was 
.."r 

large, w! th there being five groups, the group compari sons 

were based on rela ti vely small sample s. Therefore. in order 

to increase the sample sizes of the comparison groups. the 

participants ',.fere divided into two rather than five cate-

gories. Though a somawhat arbitrary division of this partic-

ular group of participants. the dialysis/nondialysis dichot-

omy was used since most of the psycho social research in the 

ESRD area has been interested in the ramifications of dialy-

sis and because conceptually this particular division seemed 

the most valid. 
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Figure 2. Correlations between marital role strain and 
psychological well-being (GSI). 
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Using exactly the same procedure as in the five group 

'comparison S t the marital rela tiens and p aychol ogical well-

baing data were reanalyzed. Agnin, the first step was to 
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explore for potan tially con founding diff'erence s between the 

,roup s. When the demographi c characteri sti cs of the two groups 

.vere compared only Work Statua exhibitad a significant differ­

ence (again uaing a lenient aignificanee level of 12.<.15). 

The dialysia patients were leas likely ta be working full­

time than the nondialysis patients: ~2(2) = 6.82, 12.<.05. 

~ince. for the patients, Work statua vas also correlated vith 

more than tvo psychoJ,.ogieal vell-being variables. it was used 

as a covariate when the psychological well-being responses of 

the two groups of patients were' compared. 

MANOVAs (Group by Sax) vere conducted with the patients' t . 
spouses' and couples' marital relations and psychological well-

being reaponsea. The main effects of sex~ as expacted, exhi b-

i ted sssen tially the same re sul ts as in the fi ve group com-

parisons. Therefors, they are not reported. The main affects 

of group and tha group by sex interactions are presented in 

Table 33. 

A s in the fi va group comparison s, none of tha group by 

sex in tera ction s wera si gnifi can t. Also, no si gnifi can t group 

differences in marital relations or psychological well-being 

were found wi th ai ther the pa tien t st or spouse st da ta. However, 
~ . 

with the coup~esl data a signi!icant difference between the 

dialysis and nondialysis groups in psychological well-being 

was found, rJ16,69) = 2.35, :2.<.01. 
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h.bl'e 33 

MANOVAs (Group by Sex): D1alys1s/Nond1a~ys18 

~ ! 

Patients 

Mari tal Relations 

Interaotion (8,77) 1 .13 na 

Group (S,77) 1 .11 ne 

:psychologi cal Well- being 
( wi th covaria te of work status) 

/~~ 

In teractioo (17,68) 0.31 na 

Gro.up (17,68) 0.89 na 

1 

Seouse s 

1 Mari tal Relations 

In teraction (8,72) 0.39 ns 

Group (8,72) 0.81 ns 

fSlchological Well- being 
,·t 

In teraction (16,69) 0.89 ns 

Group (16,69) 1 .49 ns 

Couples 

Mari tal Relation s 

Interaction (8,72) 0.34 ns 

Group (8,72) 0.78 ns 
Il 

P slcholog! cal Well- be!ng 

Interaction (16,69) 0.81 ns 

Group u ~6,69) 2.35. .01 

{~ 
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The variables most. rasponsible fol'" tais aignificant dif't'-er­

~nce were Overall Happineaa (Self'-rated) and the SCL-90-R 

Somatization subsca.le. As ia presented in Table 34. theae 

two varia bles exhi bi t.ed the highest correla ti ons vi th the 

discriminant function. Aleo. they were the only psychological 

well-be1ng variables whoae univariate l-ratio 8 were signifi .. 

cant: !{1.84} = 10.58.9.52 .. respectively; both 2.~.01. The 

dialys1s couplee reported Iesa overall happiness and more 

somatic d1fficulties t.han the nondialysis couples. 

o 

.. 
o ' 

. ' 



Table .34 
Correlations between the Discriminant Function 

and the Psycholqgieal Well-being Variables: 
Dialysis/Nondialysis (Couples) 

Variable 

1 

~verall Happ~nes~~rSelf-rated 

SCL-90-R Somatization 

SCL e 90-R Obsessive-eompulsive 

SCL-90-R Depression 

Overall Happ~nessp Partner-rated 

SCL-90-R PSDI 

Rosenberg Sca.la 

Positive Affect Scale 
,r\~\l.,\, 

Negative Affect Scale 

SCL-90-R Interpersonal Sensitivity 

SCL-90-R Hostility 

SCL-90-R Anxiety 

SCL.90.R Paranoid Ideation 

SCL-90-R Phobie Anxiety 

Self-esteem, Partner-rated 

SCL-90-R Psychoticism 

li = 88 

* 11< .05, two-tailed 

**12.< .001, two-tai~ed 

Correlation with the 
Discriminant Function 

0 .. 468** 

-0 .. 456** 
-0.2~4* 

-0 .. 231* 
0.226* 

-0.214* 

0.169 
0.163 

-0.098 

0.091 
-0.082 

-0.064 

0.035 
0.021 

-0.014 

-0.001 
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DISCUSSION 

This study investigated the psychological vell-being of 

en~stage renal dlsease (ESRD) patients and spouaes from a 

dyadle parspective. A key element of this dyadic approach vas 

\ 
the adoption of a role theory conceptuallzatlon of marriage~ 

Operationally. thls entalled havlng each partner complete two 

marital role questionnaires which vere used ta calculate mari-
t 

tal role strain scores. While thesa questionnaires vera an-· 

8verea individually, their orientatiob vas dyadic. They ad-

dressed each partner's marital role expectations and their 

perceptions of enactments, thereby presenting a picture of 

the individuals vithin their dyadic contexte 

The area of marital relations. and more specifically mari-

tal role strain. vas investigated both as an outcome and as 

a predictor of outcome. Thé affects of ESRD and/or ita treat-

ment on marital relations as vell as the ability of marital 

role strain to account for psychological vell-being were both 

assessed. 

The format of the investigation vas a cross-sectional 

study of five groups of ESRD couples categorized on the basis 

of the pa tien tk 1 illness/trea ·e\Jiten t characteristics. The re-

sponses of the patients and their spouses, as vell as their 
, 

dyadic combinations (couples), vere compared bo~ aeross 

(ESRD) groups and between patients and spouses. The general 
r 

hypothesis was that in those ESRD groups where the illness 

and/or its treatment intruded the most heavily into the lives 

__ --A-
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o~ both the patients and their apouaes. i.e. the tvo dialysis 

groups. the marital partners vould both individually and dyad-

1cally exhibit the greatest levels of marital role strain and 

report the highest ~evela of paychological distress. 

Despite the fact that the perceived levels of illnesa/ 

treatment intrusiveness reported by the members of the rive 

EsaD groups reflected the group rankings based on tbeir objec­

tive illness/treatment characteristicB, no significant differ-

ences vere found between the ESRD groups in either marital 

relations or psychological well-being. However, the data did 

support the hypothesized negative relationship between marital 

role strain and psychological well-being. Also, the ES RD 

groups vith the highest levels of illness/treatment intrusive-

ness, i.e. the two dialysis groups, evidenced significantly 

higher correlat~ons between marital role strain and psycho-

logical distress than the other three groups. The Bame results 

vere found with aIl three units of inve8tigatio~: the patients, 

apousee and couples. 

At this point, the results and the issues they raise will 

be discu saed in detail. Seven- maj or areas will be eovered: 

1.) the (ESRD) group comparisons; 2.) sex differenees; 3.) 
e' 

statua-position comparisons; 4~) the relationahip between 

marital role strain and psychologieal well-being: 5.) raIe 

flexibility; 6.f the association betveen physical health and 

psychological vèllobeing: and 7.) illness/treatment intru-

siveness. Attention vill then tarn to a consideration of the 

present study's limitations. Finally, in conclusion, the 
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reaearch and clinical implications which may be drawn from 

this atudy will be presented. 

Major Flndings and Issues 

!!!2 Group Differences 

No signiticant differences were found between the rive 

ESRD groupa in either marital relations or psychological well-

being. This finding held for patients and spousos individually. 

and as couples. A180. no aignificant differences were found 

for the pa tien ta or spouaoe whon the par,ti cipan ta were ca te-

gorized into two broad classifications: dialysis and nondialy­

sis. This failùre to find significant differences between 

dialyais and nondialysis patients in psychologieal wall-being 

rune contrary to a large body of literature which states that 

dialyais patienta have a propensity to exhibit a number of 

psychological problems, Most notably depression '(Armstrong~ 

1978; Levy, 1979a; Procci. 1981; Reichaman &: Levy. 1972; 

Rhodes, 1981). ') 
i 

Upon examining this literature, it becomes clear that 

most of those studiee which have found gross psychological 
" 
disturbances in dialysis patients (and spouses) are the ,older 

studies. This may be due to the fact that in these earlier 

studies the dialysis procedure itself was relatively new and 
} 

subject to more complications than ia nov the case. Howeve(, 

one of the first published reports on the psychological al­
justment of dialysis patients noted fev dlfficulties (Nort~n, 

~, 

1967) • 
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An alternative explanation, one that doesn't dispute that 

technical improvements have probably ameliorated the psycho-

logical impact of dialysis, ia that thea9 earlier reports 

May have "over-pathologized" the problems dialysis patients 

vere experiencing. Many of these researchers May have impri~:-~ 
itly assumed that dialysis vas auch a negative event that it 

vould inherently produce psychopathology (Blodgett, 1981). 

With Most of these studies being clinical case reports vhich 

lacked standardized procedures, validated measures and ex-

plicit diagnostic cr~teria~(Lovry, 1979), there is the possi­

bility that these researchers vere unwittingly simply corrob-

orating the±r initial assumptions rather than accurately por-

traying the psychosocial impact of dialysis. 

A number of recent etudies, includihg the present one, 

have failed to find significant levels of psychopathology in 

dialyais patients (Devins et al., 1981; Farmer, Snowden & 

Parsons, 1979; Kaplan De-Nour, 1982; Livesley, 1979). However, 

while it nov appears tha~ dialysis patients are not grossly 

different, in terme of psychopathology, from other people, 

dialysis May still be associated with a decrease in the qual-

ity of life in other araas, including vocational satisfaction, 

financial status, social life and sexual activity6 Of rele­

vance to this issue is the fact that, in the present study, 

dialysis couples vere significantly dirf~rent trom nondialy- C 

sis couples in psychological vell-being, and the variable 

Most responsible for this multivariate ditference was Overall 

Happiness (Self-_rated). The dialysis partners rated themselves 
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as less happy than the nondialysis partners rated themselves. 

Significant 

\ 

~ifferences vere found vith both the pa-

.§ll Differences 

sex 

tients' and apousee' data: the female participants reported 

more psychopathology tban tha'~a~e participants. Hovever, 

thera vere no eignificant (ESRD) group by sex interactions. 

In other vorda, for example, dialysis vas not diffarentially 

aesociated vith peychological distress for males or females. 

Therefore, it appears that this finding ie simply another 

replication of the oft stated result that vornen report more 

psyehopatbology than men (Cleary & Mechanie, 1983; Derogatis, 

1 977; Li v es l e y , 1 981; Ver b ru g g e , Not e 3). 

As for marital role strain, the patient and spouse results 

diverged. The spouses' data yielded no significant sex differ-

encès vhile thera vera significant sex ùifferences vith the 

patients' data. Female patients exhibited more marital role 

strain in the division of responsibility and authority vithin 

the family than male patients: Hovever_ the meaning of this 

result is unclear. 

A number of authors have stated that the vife's marital 

raIes are more stressful than the hus'bandfs (Bernard, 1982; 

Cleary & Mechanic, 1983; Gove & Tùdor, 1973). Nevertheless, 

bath Crago l Tharp (1968) and Frank, Anderson & Rubinstein 

(1980), using th~ measures of marital role strain employed 

in the present study, found that in nonclinical couples vomen 

did not exhibit sign~ficantLy more marital raIe strain than 



their husbands. In both studios. hovever, the vives in a 

clinical group o~ couples vere experiencing aigni~ican~ly 

more marital raIe strain than their partners. 
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Finding 8igni~icant sex differences vith a group primarily 

composed ol chronic ESRD patients may ~dicate that the ESRD 

situation places disproportional marital raIe strains on 

lamala patienta. Hovever, i~ the illness vas contributing ta 

this sex ditlerence in marital raIe strain, one vould then 

expect a significant group by sex interaction in marital 

role atrain which vaS not tound. Therafore, it vould appear 

this tinding, that tamale patients experienced more marital 

raIe strain than male patients, simply reflects th~ fact 

that marriage places more demanda on vomen than men. Unfor-

tunately, contusing this issue further ia the fact that no 

signiticant sex dirterence in marital role strain vas !ound 

vith the spouses t data. 

Also relevant ta this issue o~ sex dif~erences ia the 

compariaon of couples wi~h male patients and those with female 

patients. Theoretically, a case can be made for either combi-

nation male patient/ramals apouae or tamale patiant/Jale 

spouaa belng particularly problematic for the couple. In-

dead there is one report which auggests that it ia more diffi-

cult tor the couple when the huaband la the dialysis patient 

(Isiadinao, Sullivan! Baxter, 1975) and another which sug-

gests that it is more difficult for the couple when the wife 

ia the dialysis patient (Atcherson, 1978). Rowever, the pre. c 

sent study round no slgnificant difterences betveen couples 
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with ill husbanda and those with i11 wives in either marital 

relations or psychologieal ve11-being. 

Status-position (Patient/Spouse) Comparisons 

Only a handrul or investigations have aetually compared 

the psychosocial reactions or dialysis patients and spouses. 

~ This 6eems. in part. due to the assumption that dialysis has 

a mueh more psychologically detrimental effact on the patient 

than the spouse. Indeed, clinically the spouse has often been 

viewed as a potential hospital starf adjunet (Czaczkes & Kaplan 

De-Nour, 1978). 

Wh en the two statua-positions have been empirically com­

pared, the findings have auggeated that spouses as well as 

patients are under considerable stress. A few studies have 

even suggested that the burden of home hemodialysis, in par­

ticular, ralls primarily on the spouse (Brown et al., 1978; 

Holeomb & MacDonald, 1973; Smith et al., 1969). While Malmquist 

& Hagberg (1974) have reported that home hemodialysis places 

an equal burden on both partners and as a result they evi­

dence the same types and degrees of psychological distress. 

The results of the present study suggest a situation where 

the marital partners vere responding to one interpersonal 

environment vith different individual psychologieal reactions. 

The partners' responses vere highly correlated in areas where 

their experiences vould seem more likely to overlap. i.e. 

marital relations and illness/treatment intrusiveness. In 

the category of psychological vell-being, the Most individual 
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or intrapsychic of theae areas. the partners' responses exhib-

ited the most discrepancy or least correlation. 

Though patients reported a higher level of illness/treat­

ment 1ntrusiveness in certain individual lite areas. in gen-

eral ESRD/dialys1s seemed to interfere vith the lives of both 

partners in an asaoeiated manner. Also, there vas no evidence 

that either statua-position (patient or apouse) vaa associated 

vith either marital or psyehologieal problems; indeed there 

vas no evidence that eith~r of the dialysis partners. compared 
(' 

to the partners in the other (ESRD) groupa. had increased 

marital or psychological di stress levels. 

In the present study, therefore, neither a person's ESRD 

group me~bership or illness status-position vas found to be 

directly associated vith significant differences in psycho-

logical vell-being. This suggests that in and of itaelf ESRD/ 

dialysis does not diminish psychologieal vell-being. Thore­

fore, ESRD/dialys1s must be one aspect ot a .larger constel­

lation of factors vhich determine psychological well-being. 

Marital li2l! Strain 
, \,' 

Marital role strain, the discrepancy betveen a perJ!.oi-fs' 

role expectations and his/her perceptions of role enactments, 
1 

vas a significant predictor of psychological well-b~ing. It 

explained psychological well-being variance above and beyond 
, "--' 1 

demographic, physlcal health, ESRD group membership and psycho- ! 
logical defensiveness considerations. 

Previous research in the area of marital role strain had 

d 
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shown that the dagree of marital role strain differentiatad 

~normaln couples (volunteer intact marital pairs) iram couples 
" 

with a member experiencing psychological difflculties (Orago 

&: Tharp. 1968; Jacob et al .. , 1978; Quick &: Jacob, 1973) and 

also differentiated between nonpatient couples, Sex therapy 

couples and marital tharapy couples (Frank. Anderson &: Kupfer, 

1976; Frank, Anderson & Rubinstein. 1979;1980) .. The present 

finding, of a strong association between marital raIe strain 

and psychological vell-being, replicates these previous find-

ings and extends their range of applicability to include 

chronic illnees couples. 

This study's results are also consistent with a number of 

other studies vhich have found a relationship betveen marital 

rel~tlons and psychological well-~eing. These investigations 

have included a number of diverse populations, including prom-

inent businessmen and eivie leaders (Bird, Martin & Schuham, 

1983); British housewives (Brown &: Harris, 1978); professional 

engineers and aceountanta (Burke & Wair, 1977); Medical stu­

dents (Coombs &: Fawzy, 1982); and women receiving psychother-

apy for dep:ession (Rounsaville, Prusoff &~eiSsman, 1980) •• 

Indeed, Bradburn (1969) has reported that across aIl SES 

levels, thera is a strong association between a person's 

marital satisfaction and overall happiness ratings. , 

! Beyond corroborating the strong relationship between mari-

tal satisfaction, marital role strain and psychological well­

being, the present study adds information about the specifie 

areab of the couplels interactions which are Most important 



to the partners' individual psychological well-being. First, 

while marital rola strain and a global rating or marital aatis~ 

faction overlapped in the psychological well-being variance 

they e:~plained. elemen ta or marital role strain made a signifi­

cant contribution to the prediction of psychological well-

being above and bayond that described by the global rating of 

marital satisfaotion. This indicatea that marital role strain 

besides being a more precise concept than marital satisfaction 

also contributed more ~\formation to the prediction of psycho-

logical vell-being. Secondly, the Marital Role Questionnaire's 

(MRQ) Solidarity subscale -- a measura of the couplels role 

reciprocations in the areas of intimacy, cohesion, companio~-

ship and affection -- vas the single role strain score that 

vas Most predictive of psychological vell-being. This vas 

particularly evi~ent in the area of psychological distress. 

Interestingly, for the spouses, Sexual Relations vas the mari-

tal role strai~ area most predictive of affect. This suggests 

the possibility that for the two statua-positions the differ-

ent dimensions of marital relations are differentially asso" 

ciated vith the various elementa of psychologica~ vell-being. 

Flnding that the MRQ's Solidarity subscale vas the best 

predictor of psychologlcal dlstress for both partners ls 

consistent wlth a previous finding by Quick & Jacob (1973). 

In a study vhich employed both the MRQ and the Relationship 

Inventory (Barrett-Lennard, 1962) -- a 92 item questionnaire 

measuring a person's emotional satisfaction vith an inter-

personal relationship -- they discovered that the latter was 

---~~----- ---- -
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a better discriminator between "normal" and disturbed couples. 

Further, they reported that Solidarity was th~ MRQ subacala 

most highly ?orrelated vith the Relationahip Inventory and 

~hat when ita variance vas partialled out the ability of the 

MRQ to diacriminate between the disturbed and ~normal" couples 

was severely redu~~d. Therefore, it appears that the marriage's 

ability to provide the partners vith feeling~ of companionship, 

,affection and intimacy ia of the utmoat importance to their 

individual psychological health. 

When the Social Network Index (SNI) (Berkman & Syme, 1979) 

was included in the last step of the hierarchical multiple 

regression, 1t failed to add any significant new information 

about psychological well-being variance. However, the SNI is 

a relatively gross quantitative measure of social networks 

which does not aasess the qu~litative aspects of social sup-~ 

port. G1ven that social support has been suggested as a stress-

buffering agent (Cobb, 1976; Dean & Lin, 1977; Thoits, 1982; 

Turner, 1981; Winnubst, Marcelissen & Kleber, 1982), it would 

be surprising if it vere not an important element in the psy­

chological ~eIl-being of ESRD/dialysia patients. Therefore, 

the relationship between social support and the psychological 

well-being of ESRD/dialysis patients awaits detailed investi-

gation. 
! 

The overall' hypothesized relationship between ESRD, marital 

role strain and psychological well-b~ing was that increased 

illness/treatment intrusiveness ~ould result in higher levels 

of marital role strain and concomitantly more psychological 
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distress. This hypothesis, hovever. vas not supported br the 
/ 

da~a. Neverthelessp ihe predicte~ association betveen marital 

~ole strain and psychological vell-being va~ round vhen pa­

tients vith and without participating apouaes vere compared. 

Patients without participating spouses e~idenced more marital 

role strain in the area of external relations and also re-

ported less positive affect. 

While there vere nq significant (ESRD) group differences 

in either marital relations or psychological .well-being, an 

8specially strlking finding vas that ,the magnitude of the 
(1 

correlation between marital,role strain and psychological 

well-being increased as illness/treatm~nt Intrusiveness 1n-

creased. In particular the tvo dlalysis groups exhibited the , 

greatest correlations between the measures of mar~tal role 

strain and psychological well-being.rGiven ~hat there vere 

no signiricant differences betveen the groups in elther mari-

tal relations or psychological well-being, it appears that 

the primary psychological effect of dialysis vas ta magnify 

the relationship between marital role strain and psychological 
; 

well-being. In other vords, it appears that the dialysis 

partners vere parttcularly dependent on each other for the 

fulfillment of their psychosocial nesds. This f~nding ls 

consistent vith Maurin & Schenkel's (1976) observation that 

the social sphere of d~a~ysis couples 1a very circumscribed 

and that their lives are primarily family centered • 
• 

~ Theory. In general, the resulta from this study are 

consistent with a raIe theory conceptu~lization of marital 
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adjustment and mental health. According to Tharp & Otis (1966), 

1f individuals can maintain surficient role integrity within 

the family system, they will not manifest psyohiatrie symp­

toms. From the present study, it appears that ESRD/dialysis 

patients and spouses who are able ta fulfill the marital 

roles they wish to fulfill. particularly in the area of cou-

pIe compa'nionship and affection, are unlikely to have paycho­

logical problems. The present study also strongiy suggeats 

that for dialysis patients and spouses, compared to nondial-

yais partners~ the marital context is~an especially impor-

tant element in individual psychological well-being. 

Dialysis, a ~edical stressor, does not seem to automat-

ical~y result in negative psychological consequences. For 

marrie~ dialysis patients and their spouses, the stress of 

dialyais appears to be strongly associated vith the partners' 

ability to maintain satisfying marital role reciprocations. 
~ . ~ 

While it vas expected that the dialysis partners would 

evidence more marital role strain than the other (ESRD) groups, , 

there are tvo possible reasons for vhy this vas not found. 

The tiret posaibility is that any illness/treatment necessi-

1 

tated role changes may have already been s~factorily accom-

plished berore the couples vere lnterviewed. A second possi­

ble explanation ia the nature of the in teraction between dial-
- --~--" 

yais and the partners' pre-ESRD/diàlysis roles. 

Kaplan De-Nour (Note 1). foeusing on the marital dimen-

sions of dominance and dependeney, has suggested that the, 
/ 

interaction between the eouple!s pre-dialysis maritàl role 
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structure and the dialysis regimen May either increasa, or 
.' 

decrease marital s,trains. For example. if" bef'ore dialysis 

the wife vas dependen t and the husband dominan t and both 

partners assumed their raIes by choiee. the wi~e becoming 

a ,dialysisopatient vould si~ply reinrorce this pre-existing 

raIe structure and Mould either result in no change in the 

couple's marital role strains or actually reduce them. Another 

example of' hov' dialysis May actually reduce marital strains 

ia the f'ollowing: If beiore the onset oi dialysis the patient 

had been d~minant and the spouse depandent. but both vere 

in undesired roles, the onset of dialysis would allow them 

to reverse roles and reorganize vith a more satisfact?ry 

role structure. 

Under other circumstances the imposition of" dialysis on 

a marital structure viII result in increased marital role 

'strain. An exampl e of this outcome ia the situation vhers 
\ 

/ 
before dialysis the husband' was the dominant pay{ner and the 

.-" 

vife the dependen t partner. wi th both roles assumed by choiee. 

and he becomea the dialysis patient. Here the raIe altera-

tians requ,ired by dialysis are in conf'lict wi th the ,couple 1 s 

usual and desired raIe structure and therefore are likely, -

ta generate an increa~e in marital role s~rain. 

This formulation lIay also help to E!.xplain why in the ca te­

gory of psychological well ... belng, no signlflcant (ESRD) group 

or statué-position dlf'f'erences vere found. Dialysls 18 stress­

tul tor 80_e but not aIl couples. ~lso. vhen It ls stresstul 

the burden -&1 tall dlsproportionately On elther ~he patient 
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or spouse~ Depending on vhethar dialysis increases or dacreases 

marital role strain. in soma cases it may prec1pitate psycho-

10g10a1 distress whi1e 1n others i may actually dimlnish the 

partners t psychological di!ficult~ s. Also. wlthin the couple, 

the partner axperiancing the great r role strain v1ll he the 

one to primarily maoifeat psychol d1stre.a's. 

~ Flexibllity c 

Under circumstances that one t S past role organ-

izat1on, the ab1lity to readily , t S roI ea would seem 

to he an important psychosocial asset. Therefore. role !lex-

1b1lity vou1d aeem to ba an aspecially important asaet for the 

members of a couple whers one of the partners has developed 

a chronic illness. Indeed. Olsen (1970) has put role flex-

1bility forward as one of the key elements in adjustment to 

chronic 1llness .. 

In the present study, an attempt vas made to assess mari-

,- J ~ tal role !lexi bili ty using the Bem Sex Role In ven tory (BSRI). 

a measure of sex role flexibi1ity. The large over1ap betveen 

marital roles and sex roles (Bernard. 1982; ,Parsons & BaIes, 

1955; Tharp,. 1963a) provided the rationale !or this dec1sion .. ), ,-
~ , . 

Prêvious research vith university undergraduates àad shown 
1 

~/ 
thaï individuals classified by the BSRI as androgynous vere 

'1'" 

I10re able to modi!y their behavior according to the deeands , 
or the situation than individuala in the BSRI's other sex 

role categories (masculine,. !eminiue and undi!farentlatad) 

(Be.,. 1975, Be. 1: Lenney,. 1976; Ba.,. Martyna 'Watson,. 1976). 

a 

j 

~ 
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~heretore. in the present study it vas hypothe~ized that 

androgynous individuals would be more likely to evidence 
, 

lover marital role strain scores than individuala in the 

other three oategories. However. this hypothesis vas not 

8upported by t~e data; there vere no signifieant diftarences 

betveen the i.dividuals in the tour sex role oa~egorieB in 

marital ~ole Btrain~ 

Bell (1974;1979b). basing her position on ditterences in 

role tlexibility, has also adv&llced androgyny as the optimal 

sax role orientation tor psychologieal heal th. Therefore. in 

the present study it vas also hypothesized that the partici-
. 

pan ta elasaitied as, androgynous would report the highest 

levels ot psychologieal vell-being. This hypothesis vas only 

partially supported: Androgynous spouses vere significantly 

ditferen t 

en ti& ted; 

ditterent 

trom spouses categorized as rèmi,fine and unditfer-
\ ~ 

however, masculin~ apouses vere also signiticantly \, 
tram spouses in the~latter two categories. ~hiB 

~, ., 

resul t theref'ore con tradiets Bem "s po si tion that androgyny 

le the one optimal,sex role orientation. In tact, this tind­

Ing ia consistent vith a number of other reports which have 

suggeated that the BSRI'a maaculinity scale is independan~ly 
Î 

the best predictor ot psychologieal adj ustmen t, particularly 

self-este}l'fIl" (,.d'alls l Sherer, 1982; An ti1l l Cunningham, 1 979; 

Erdv~na, Small & GroaB, 1980; Taylor l Hall, 1982; Silvern à 

4: Ryan, 1979). Th.se types or tindings have not on1y lad 
\ 

severa1 authors to dispute Bell'a conèeptl,lalizat1on ot the \ 

relationahip betveen .enta1 health and aex ro1e or1entation 

• 

1 
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but they have a.lso cast doubt on the validi ty of the BSRI as 

a measura of sex role flexibility (Helmreich, Spence & Holahan, 

1979; Jackson & Paunonen, 1980; Myers & Gonda, 19B2; Pedhazur 

& Tetenbaum, 1979; Spence & Helmreich, 1981). 

Retrospectiv~ly then, it appears that the BSRI was probably 

not an adeq ua te meaeure of mari t~l role flexi bili ty. Whil e 

th13 present study did not find the expected inverse rela.tion-

ship between marital role flexibility and marital role straln, 

it probably was not an adequate test of' the hypothesis. As 

auch. the role of mari tal roI a flexi bili ty in t.he ~àdj ustmen t 

of' the marital partners to a chronic illnees remain~ a con­

ceptually important, though empiri cally unvalida ted, con cep t. 

Future investigations should explore other ways of assessing 

this relationship. 

, Ph:i,si cal Heal th and PS:Lchological Well- beiB,i 

Idea.lly, when investigating the psychosocial adj ustmen t 

of" pa tien ts to dialysi s or other treatmen ta for ESRD, one 

would like to know the effects of the treatment modalities 

irrespective of the patient' a physical health. If 'one was 

able to con trol for heal th, this would allow a' #discu s sion 0 f' 

the effects of the treatment on psychological well-being in-

depandently of the psychological effects of the ill-health. 

This separâtion of treatment t'rom illness 1s an especially 

~mportant issue as technologloal .dvances allow the treat-

ment o~ more chronic i11ne8se9. Will there be instances where 

aven if the treatment restored per~ect physical health the 

1 _________________ ,-
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treatment regilDen W'ould still. be so psyehologically debili-
~ 

tating as ta lDake the treatlllent undesirable? Or are physical 

and p syehol)gieal 

an iaproveaênt ln 
1 

hea1.th'so i.rrevocably bound together that 
fJ 

physleal health will restore psyohological 

vel1-being regard1ass of the- nature ot the trea tlllen t? 

While ,dlalysls prevents ESRD trom progressing to 1ts ter-

minaI stage. i t doas not restora normal hesl th. There!'ore ~ 

physlcal health and ESRD treatment ara eontounded. For axam­

pla. a kidney transplan t ~s not only a les8 dellanding trea t­

lIont regi.en than di&.lysis bu t i t a180 restoras lIIore normal 

health. Also. in general. CAPD pati.ents are in poorer health 
.:f' 

than helllodialysis patients; therefore. in this study. as a 

group the home-dialyai a pa ti en ts vere in poorer heal th than 

thair unit-dialyais oounterparts. If a aignificant difference 
1 

vere ta have been f'ound betveen home-dia1.ysis and unit-dialys1s 

patien ts, ahould i t have bean attri buted to the nature of the 

treatment? the health of the patients? 

The present study attempted through 

/ two-tracked approach: in on e treatment and 

physical health were considared(as one 8nt1_ty; in another 

analyais phys1cal health was partia1.led out, or statistically 

con trolled, baf'ore the association betveen ESRD trea tmen t and 

" psychologiesl well-being was considered. In neither case was 

-
ESRD group mellbership signif'icantly related to either psycho-

10g1ca1. we1l.- being or marital relations. In tact, when phys­

ieal health vas partialled out, the allount ot psychologiea1 

vell-being variance predl'ifted by ESRD' group Ilembershlp vas 
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remarkably small. 

Th1s second resul t would se em to ind1 ca te tha t in and of 

itselr the ESRD treatment modality and 1ts associated regimen 

had almost no impact on the person' s psyohological well- being. 

Hovever. this may be misrepresent1ng the situation. By employ­

Ing a subjective rating ot health, 1.e. the person's self­

report, the relationship between physical and psychologieal 

vell-being vas probably exaggerated. Therefore, the ana1ys1e 

vas conservatlve in its determ~nation of the magnltude of the 

relat10nship between psychological well-being and other fac-

tors, in cluding ESRD group membership. 

Unfortuna tely, 1 t is imposei ble to be totally aecura te in 

the separation of physical vell-being from psychologieal vell-

being. Obviou~ly, they are continuously 1nfluencing aach other. 

While tbere have ~een ~arious attempts to objectively assess 

a person 1 s physioal heal th, as of yet none have proven total-

ly satisfaotory (Chambers, L.W., 1982). 

Most of the investigations into, the psychosocial adj ust-

ment of dialysis patients have considered dialysis as one 

entity enoompassln~ poor health and a demanding treatment 

regimen. As has been noted, there are limitations to this 

approacb. It vould p.robably be more productive if future 

, studies on the psychosocial aspects of ESRD/dialyais ln cluded 

bath perspeoti vas .. - vi th and vi thou t con trolling for p hyai­

cal health -- since they represent different types' of infor-

lBation. 
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I11ness/Trea tmen t In trusi veness 

The ra't1pna1e behind the choice of the five cdmparison 

"" 
groups inc1uded in the present s"tudy vas that these nephro1ogy 

~a tlents p in addition to forming a chrono1ogy ot ES RD and i ts 

treatllent p exhibited different objeçtive i11ne88 and/or treat­

lien t oharaoteristics. It vas tel."t tha t higher 1eve1s ot i11-

neaa/trea t.en t intruaivenes8 vould be associated vi th more 

mari ta1 ro1e straln and lItore psychologica1 distress. In other 

vords, the more the i1lness and/or its treatment intertered 

vl th the mari ta.1 partners t normal lite acti vl tiGs._ the more 

it wou1d re8ult in marital role strain and psychological dis-

tresse " :l , 
Forbo th pa ti enta and apouses. the ES RD group ranking a 

baaed on the participants' ratinga of il1ness/treatment intru­

si veness (pere ai ved in trust'venes s) gen erally f'ollowed the 

same ordering as the rankings baaed on the obj ectlve charac-

teristies of the illness and/or i ts treatmen t. However, the 

dlfferences between the (ESRD) groups vere not alvaya atatls-

tically signifi can t: In gen.eral, the Il ephrology ollnio group 

was significan tly differan t from <the pre-, home- and uni t ... 

dlalysls groups. and the two dial.ysis groups ware also signifi­

can tly di:f'f'eren t from the post-tran splan t group. N everthel esa ~ 

thare vere no signifioant dif'ferences between Any of the 
~ 

groups in marital relations or psyohological well-being. 

This ls the second atudy to have tound tbis type of resu1 t. 

Devins (1 981). using a dmilar in trusi venesa questionnai re, 

round tha t dlalysis and po at-tran sp1an t pa tïen ts ci ted s1.gnifi-
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cantly dif'feront levels of illnoas/treatment -intruaiveness. 

However, he also f'alled to f'ind any signif'lcan t dltferonees 

betveen these groups in psychological well-being, specifi-

cally- depre 8alon. 

In the present study. the Pflrtlc1.pants rated illness/treat-

ment intru8iveness ln 10 life areas whieh were choaen to repre-

sent both individual and !Dari tal lif'e areas" The correlation 

betveen the global intrusiveness acores (the person r S overall 

~valua tion of' lll.nou/trea tmen t in trusi vaness) and the to tal 

~core a (the sum of' the persan 1 a ra tings in the 10 lite araas) 

was 'Very high 

thls does not 

(r >.8 tor~h patients and spouses). While 

p:eclude th. P~.lb1l.itY th.t 80me cambin.Uan 

of 0 ther l:i:.f'e areas May offer a more accura ta campo si te 0 r 

overal.l lliness/ treatmen t in trusi vaneas. i t does su ggest tna t 

for thls group or particlpan ta these 10 lifa araas tapped 

importan t aspect 8 of the overaIl ln trusi venes s of the i'11n esa 

and/ or i ts trea tm ente 

'" 
Though 0 bj ooti ve ill11es8/ treatm en t in trusi veneas vas no t 

aaaociated vith signiticant diffarences in psychologlcal well-

being. the pèrceived intrusiveness ratings did provide infor-

mati on about boW' patients and apouses experiencad the 1l1ness 

and/or its treatment. Also, the areas of' congruence and non-

congruence between obj ective and perceived intrusiveness 

further hel.p ad to define the rela tioIlShip between the 111n e ss 

a.nd/or 1ts treatment and the aasoeiated psyehological wel1-

being. For exampl.e, there vere no sign1ticant d1ttereIlCGS 

betveen the (ESRD) groups in percei Ted 11.lness/trea tll.Il t 
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1ntrus1veness in the area of tamil y togetherness. In fact. 

for tha pa t:Len ta th1a was the only area. of the 10 lite areas. 

tor whieh no sign:Lticant dif'f'e;r::ences vere f'ound. Of' interast 

ia the tact that Solidarity vas the MRQ subaeale Most aS80-

ciated vith psychologieal dlstreas. This suggests the poas:L-
(:.. 

bili ty that the reason no signitican t 'd:Lf'f'erencea vere f'oun d 

betveen the ES RD groups in psychologieal vell .. being vas due 

to the partners' ability to lIaintain f'am:Lly eol?-es1on dnpite 

the affects ot the illnes8 an dl or 1 ta trea tmen t.. 1 

Lillitations 2! l!:U! Study 

In thi8 section .. the study' fi 11m1. tat10ns will be d1scussed. 

Pohn tial eontoundlng tactors will be presented and thair 
. 

possible influence on the rasulta will be examined. Alsa, the 

eharacteristi cs of the presen t population will be di s eus s'ad 

~-, 

in order to conaider the generaliza'1:)i1i ty of this study' s 

findings. 

Normaley .2i ~ Nephrologx Clinic G'"t-oup 

An !mportan t elamen t in the in terpreta tian of the pres en t 

f!nd!ngs la the compas! tian of the ,N ephrology Clinic group. 

Its composition halpa to def'ine the meaning of the group 

compariaons. For example. tinding no difterences betlo{_een dial­

ysis couples and couples vi th a member auf'tering trom another 

serious illneas would mean something very ditterent f'rom flnd. 

:Lng no dif'f'erences between dlalyBis eoupl es and couples wi th 

two heal thy mellbers. Theref'ore. the N .phro~ogy Clini c group 

\ 

\ 



{ 

175 

varren ts re-examina tion. 

ft 
The Nephrology Clinic group was recruitad trom~patiants 

being tollowed th'rough the Nephrology Clinic who were oonsid-

ered by the1r doctors to b,9 "basieally healthy." Theref'ore. 

this group was cOlllposed of patients who vere aSyllptomatic 

for ESRD aod although they 'were seeing a doctor vere ln gen-

erally good health vith on1y mlnor treatment requirements 

to 'tollow. The advantagea of suoh a group 1noludad: the' par­

ticlpan t recrul tmen t prooedures elllployed v1 th th1s group 

could be slml1ar to those used v1th the other groups; there 

was an 1dentified patient with1n the couple; the person ta 

heal th 'statua could be medieally esta blished: th1s partieular 

subj ect pool vas fal t to be similar in age and SES to ESRD/ 

d1aIysi a patienta, an asaumpti on whi ch proved correct. However, 

an inheren t limita t10n of this group vas tha t sin ce i t vas . \ . 

composed of pa tien ta, i t canno t be considered to repres en t 

Rhealthy" cpuples. This holds true avan though the Nephrology 

Cliole partners reported minimal illnesa/treatmen t intrusive-

nasse Still, one May argue that this group il;! representative 

of' a group of "norma.l" couples of similar ages. 

Based on eatimates from the Canada Health Survey (The 

Heal th ~f~nadiao s. 1981). mora 4han 60% of the population 

over 14 years of age reported a t least one haal th probl em. 

Since i t vas also r';ported that alter early adul thood heal th 

problems increas9 exponentially. it dOGe appear that in a 

sillilar age range as the Nephrology Cliuie qouples (bot.h , 

partners approximately 49 years old) .oat o~ the oouples in 
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the general population have a member with at leaat one medical 

problem. Hovever~ it may be that compared to their age cohorts 

in th~ general population. the members of the Nephrology Clin-

le group had more serious medical problems. 

OveraI1 then. 1t can be conclusive1y stated that this study 

alloved a valid cOllparison betveen dialysis partners and other 

ESRD couples, inc1uding a group where the patients vere asymp-
, ~ 

toma tic for ESRD and liere' in genera11y good heal th vith mini-

mal or no treatment requirements. A case might a1so be made 
-------

tha t this group could be consldered a "normal ft group bu't thls 

ls contes'table. Nonethe1es8~ It is importan't ta note that no , 

s1gnificant dif'ferencea in marital relations or psychologica1 

well-being were round between groups that were very dissimi1ar 

in i1lness/treatment intrusiveness. 

Participan ta 

Only married patients, and the!r spouses. 'who vere phya-

ica1ly weIl enough to complete the questionnaires were included 

in the study .. These criteria raise three questions: 1.} Vlhat 

ia the relationship between marital statua and health? 2.) Are 

the divorce rates of ESRD/dialysis patients higher than those 

found in the general population? and 3.) HoW' representative, 

in terms of physical heal th. vere the pa tien ta of their re-

spective populations? 

Marital Status. Slnce mar,ried ESRD patients vere' the pre­

sen t study' a fo eus. there vas pro bably a bias tovards Beeing 

the more aentally and phys1cally healthy aeg.enta of thl. 
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patient population. In the general population. ther~ la a f 

strong link between health -- both physieal and emotional 
~ 

and mari~~status. Married individuals tend to live longer 

than single. separated~ divorced or vidowed individuals; they 

a180 tend to be healthier and to mak~' fewer demanda on health 

services than these other groups (Berkman ! Syme, 1979: Somers, 

1979. Vaehon, 1976; Wertlieb, Budman, Demby & Randall, 1982). 

This is particularly true in the area of mental health, where 

married persons have a lover incidence of emotional illness, 

including psychiatrie hospital admissions (Adler, 1953: Gle~n, 
~ 

1975: Somers, 1979: Wertlieb et al., 1982). 

-While the relationship between marital statua and health 

has been a relatively neglected area in the study of the psy­

chosocial aspects of ESRD/diaLysis, the same pattern 8eems to 

exist. There are at least tvo reports commenting on the stresa-

buffering aspects of marriage for dialysis patients: Procci 

(198{) found that single or divorced dialysis patients had 

si~nificantly greater soe~a~ disability scores than married 
l " 

dialysis patients; and Munakata (1982) reported that, compared 

to married dialysis patients, unmarried dialysis patients were 

more likely to indicate that they found life meaningless. 

Given that this study only included marri~d ESRD/dialysis 

patients generalizations to unmarried dialysis patients should 

• be made vith caution. Still, extrapolating this study's find-

ing that a supportive, intimate marital relationship vas es-
. 

pecially important to the psychologieal well-being of dialy-

sia patients, one might hypothesize that unmarried dialysis 

~ 
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patien ts, lacking this primary social support system. may not 

only have more problems than their married counterparts but 

also that they May have more probl ems than unmarried nondial .. 

ysis pa~ients. Theref"ore. it is possible that a study which 

included a high p ercen tage o~ unmarried dialysis pa tien ts. 

lIIight find dif"f"erences between dialysis and nondialysis pa­

tien ts in psyohological well-being. However, takan /in eonj une­

tion with the present ~indings, this result would support the 

view that diaJysi s factors exert their influan ce on indi vid­

ual psyohologioal. well- being through the1.r in teraotion wi th 

the person' 13 social en vironmen t. 

Divorce. Couples who were divorced af'ter the onaet of 

ESRD and/or - dialy sis bu t befo re the ini ti.a tian of thi 13 stu dy 

were lost from the participant pooJ.. Since a number of authors 

have noted that hemodialysis increasas marital dyafun otion 

(Finkelstein. Finkelatein &: Staele. 1976; lsiadinso. Sullivan 

&: Baxter, 1975; Mlott' &: Vale. 1982; Stee1.e, Finkelstein &: 

Finkelstej,n. 1976), it la possible that ~inding no differences 

betwe en the (ESRD) groups in marital relation s was a produ ct 

of 10 srng the mo st in ten sely affected dialyai s coupl e s. Un for­

tune. tely, there i s no direct info rma tion on di voree ra tes 

" after the onaet of' dialyais .. However. ~vans. Blagg &: Bryan 

(1981) using data from a 1978 (U.S.) national survey of hemo­

dia.lysis patients raported that 7.4'/. of these patients ware 

divorced .. This fig'ure seems comparable to the percen tage of" 

divorced indlvlduals in the general U .5. popul.a tion. Accord­

ing to 1àhe 'O".S. Bureau of the Census (1982). i.n 1978. 8.6'/. of 

( 
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the population 18 year\) of age and aIder were /i.VOroed. There-

rore, rinding' no 'signifi cant (ESRD) gz;oup differenoes in mari­

tal relations does not appea, r to be an arti.faot of dif'feren'-
ft 0 

tial di vores rates. 

Phrsioal .!!ealth. While an attempt was made to incl.ude the" 
" 

entire spectrum of' married ESRD patienta, couples ~ith a( mem-

ber who was not physically weIl enough ,to complete the ques­

tionnaires were un~ble to he included in this study. This 

requirement pertained ta aIl the (ESRD) groups. however, i t 

1 
probably excluded a higher percentage of, dialysis patienta. 

Though it ia very like1y that the extremely phy,sica11y 

i11 dia1ysis patienta and their spouses are experiencing1the 
, 

most psyohologioal distre,~s, it is unclear that these p~tients, 

some n ear dea th, gi va a true indica t.ion of the psycho sa cial 

aspects of the dialysis situation. Their distress 1s pro~ably 

more indicative of the1r extrema physioàl problems<than it 
/ 

i s rela ted to dialy sis. 

Overview. While i t i s possi ble tha t dif"feren t sel e otion 

criteria would have produ ced differen t resul ts, parti cularly 

in terms of finding aignificant ~(ESRD) group dif'ferenc9s,' 

this doea not d1lninish the validity or importance of the pre-r 

sent findings. ~ 

Format 2.! i!l.!. Study 

A cross-seotional research design not on1y -11m1 ta the 

type of' information wh1ch May be oollected but i t a1so 11111 ta 

the nature of the ln.feren ces v~1ch aay be drawn t'roll the da ta.. 
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Cr08s-sectional. designs are l1,mi:ted to inf'erenoes based on 
( : / , , 

cOllparison s of' poin t-in-time "data. Therefore, inf'orma ti,on 

about the process of ehange or adaptation >.is lost. 

180 

For pra'gmatie reasons, the presént study employed a eross-

1 se~tional. design. In the choiee of' eomparison groups. however. 

1 an attempt vas made to mi.tigate Bome of' the intrtnsic limita-

tions of' this approach. The rive groups incl.uded in the stuOdy 

iJ.l.ustra te differen t poin ts in tha progras sion of ESRD and 

its treatment. ~he group comparisons then help to evaluate 

d1.fterences as socia ted wi th the dirf'erent points in thi s 
C 

ehronology. Nevertheless, inf~rmation was still lost. One' 

~ example has al.raady bean given: The possibi.l.ity that anl 111-

ness/treatment necesaitated marital role changes may have 

been in corpora ted wi thin thé couple' s mari tal pattern s baf'a re 

the Ume of the interview. This does not alter the fact that 

at the time of testing there vere no signif'icant group differ-

en ces in mari tal relation s. However, a longitudinal in vestiga - -. 

tion would give a more detailed view of' the process of adap­
/ 

tation by allowing the researcher to obtain information barore, 

du ring, and af'tar relevan t tran si tian poin t s, su ch as the 

start of' dialysia. 

A statio cross-sectional format also does not allow one 

to ascertain tha aeq u ance of aven ta. Therefore in thi s s tudy, 

on e is una bl a to Bts te wi th certain ty that marital rela. tion s 

'disturbances always preceded the disturbances in psychclogical 

well-being. While a number of authors have concluded that 

marital problems do indeed appear to precede psychological 

f' 
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distrass (Lee, 1 9741 Paykal.. Myars, Dianel t, Klerman, 'Linden thal 

l Pepper, 1969; Rounsaville. Prusoff 1: Weissman, 1980J Vanfossen, 

1981 ),. th! s need 'not be the exclu si Ve d,ireetionali ty .. A longi-

tud:1nal investigation then would help clarify whether this 

sequenc.e a180 .hol.ds .true for ehronic ill.ness coupl.es. still, 

this qualification does not minimize the 1IIIpo~tance of showing 

a strong association between liari tal relation sand psycholog-

ical. vell-belng • . . 
.~ 

l'pliea tions :tor Fu tur§ Resurch 

A number o:t illportant implications vhich may be dravn 

trom this study have a.lready been noted. Colltplemen ting these 

specifies, this section will discuss the util.! ty of General 

Systems Theory (aST) as a coneeptual framevbrk for understand-

lng the p sychC?so cial impact of ESRD/ dialysls. Further, i twill 

attem'pt to shôw the empirical con tributions to this area 

vhich can be made through operationalizing GST wi th a role 

theory approach. 

Presently, there is a growing consensus th~t il11ess, and 

especially chronic 1l1ne9s, cannot be understood in isolation 

from the person's social surroundings (Mailick, 1979). As 

Litman (1974) has pointed out, it is within the social context 

of the family that an i11ness oceurs and is managed. While 

the illness mal" have a potentially dramatic impact on the 

ta,mily system, a t the same time, the family system influ enees 

Hs members' adjustments to the i11ne8s .. Within the family 

system, the marital dyad i 8 the nu cleu 8 .. Therefore for theo.-
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retioa1 and opera'tlonal rusons it was ohosen as the f'amily 

unit ot interes't. 

The goal ot the present study vas to examine the psycho-

logioal vell-being of bath ESRD pa'tients and 'thelr spouses 

tram a dyadic perspecti.ve. Theref'ore, nei 'ther t.he dyad itselt 

nor 'the dyadic partners could be the exclusive focus, rather 

interest vas f'ocused on the interrelation between these tvo 

18v8ls. In order to understand hov the properties of the 

dyadic system inf'luenced the partners' individual adjustments, 

the patients and spouses vere consldered both as individuals 

within a system and dao as a system -- their dyad. In systems 

te~inology, sinoe the indlVi.dual partners vere embedded in 

a '!trger system, thelr indlvidual problems had to be under-

stood in the con text of' tha t hlgher level of 0 rgani za tion. 

GST 18 directed to understanding the organized whole --

or system -- under investigation, it gives lesa attention to 

the indlvidual properties of the component parts (Bertrand, 

1972). A pure GST approach to the family (or marital dyad), 

vould be to excluslvely ~ie.., the family (or marital dyad) as 
, ~ 

the uni t of in tere st. While this type of approa ch i s advo ca ted 

by some fami1.y Medicine researchers, at presen t due to theo-

reti cal and clinl cal ditficul tiea vi th thi a tramevork, family 

Medicine e:xclusively at the levaI of the tamily remains more 

rhetoric than reality (Schllenk &: Hughes. 1983). A family med-

iain e approa ch i s more likely to con sider the pa ti en t 1oI'i thin 

the con text of' hi s /her family. 

'l'hi.s study, whi1.e not a pure systems approach to the ESRD/ 

.' 

01 

/ 

o 
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dialyeie ~yad, vent one step further than Just considering 

the pa tien ts vi thin their dyadic con text: by in c1uding the 

spouse~ at an equaI leveI of interest, it actuaI1y consid­
/ 

ered both the aembers who comprised the dyadic contexte A 
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role theory framevork considers both the individua1s and the 

eystè. they generat.e~ therefore i t a110ws for a discussion 

Iinkingthese tvo Ievels. 

WhiIe a conceptual paradigm cannot be empiri.ca11y verified 

(Iuhn, 1970; Popper, 1968), the results of the present study 

are consistent vith viewing the adjustments ot ESRD/dialysis 

pa.tients and spouses as a product of the i.nteractions between 

their marital systems and the illness and/or its tr'eatment. 

Five findings Vhi/Ch are relevant to this statement are the 

f'ollovi.ng: 

1.) Illness/treatment intrusi.veness affected the members of 

the couples in an associ.ated .fashion. 

2.) ESRD group membership vas not in itself associated with 

signlficant ditferences in psycho1ogical well-being. 

3.) Marital role strain, an individual. measurement of the 

degree to vhich the mari tal system vas fulfilling the partners 1 

psycho sa cial needa, vas signifi can tl y as sa cia ted vi th p aycho-

logical vell-being tor aIl the participants. 

4.) The major psychosocial impact of dialysis seeming1y vas 

ta intensif y the importance of the dyadic system for the 

partners' individual psychological well-being • 

5.) There vere no signif'i can t pa tien t/ spou se differen ces in 

either marital relations or psychologieal well-being, sug-
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that the burden o~ a'dy8~unctional marita1 system 

could ra~l on either member. 

Glven these flndings, a number of implications tor ~uture 

~esearch May be dr~. Foremost ia the understand~ng that a 
'. 

negatlve event. or stressor. does not inexorably î.ead to 

adverse psychological consequences; 'or stress. The dlalysls 

patients and their spouses did not report significantly hlgher 
.' _'i 

levels ot psychologi cal di stress than the pa tien t a and spou ses 

in the other (ESRD) grouJ?s. It appears that the stressfulness 

(j~ dialysis vas mediated by ·tto effects on the person f S dyadic 
'<1 

contexte The dlalysis partners who vere able to maintain fam-

ily cohesion We!9 Iesa Iikely to manifest paychological diffi-

oultiea. Increased attention, therefore. should be directed 

toward an understanding of the interactions between the diai-' 

Y8i/
S regiman and family functioning. -

Whl1e the family is pro bably the Most importan t intervening 

so cial system. both par~,ners may be members of a number of 

other social systems, l~cluding their work environment, the 

hospital dialysis unit. and various social networks. An exam-
t, 

Ination of how these systems interact or compensa.te for one 

anothar would be very userul. In general, the findings of 

this investl,gation suggest that much would be gained in a 
) 

shitt in emphasis, away trom attempting to assess the direct 

psychological impact of chronic illness on isolated individ-

ua..ls toward an understanding of how the illn eas andlor i ta 

treatmen~ affects the parsonls 80cia1 support systems and 

/ 

the association between these support systems and the person' s 

• 

/ 
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/ 

! 

1 
/ 

~ 



185 

pay cho1ogi cal wel1- be_~,l:J.g. 

Whl1e GST provides the theoretica1 f'ramevori: for such an 
. 

approach. 1 t does have l,ts theoretlca1 and emplricaJ. limi ta-

tion s.' The most problematic of these for psycho1og1. cal in ves-
J 

tiga_t1ons 1s that wit,h1n a GST approach one tends to 10se 

r sight of the ind1vidual. Working at the soc1al system 1evel, 

the individuals compr1s1ng the system become l8ss important. 

The presen t study overcame this prob1em by operationalizing 

GST through a role theory format. This approach alloved the 

8111pirlcal investigation of the marital partners and thelr 
f • 

dyadic system. Hovever by focusing on the in terraIs. tionahip 

between the se two lave:.:;I, sp ecifi cally on how dyad:i c prop er-

tiea were associated '",ith indivi:::'ual psychological well-being, 

info rma t1 on vas lost ~ t both lev",:;' s. Indi vidual trai ta we re 

not apecif'ically consiiored and "::.he dyad vas considered more 

as a unit generated by ito :udividual members than as a sys-

tem vith its own specifie properties. 

This study' s findings, while app earing con sisten t wi th 

GST~ were not all readily predicted. More vork needs to be 

done in order to understand the in teractions between the 
1 

1 1 
inte rnal f'amily dyna!Di cs an d the illnes s/trea tm en t situation. . , 

Also. llIore a tten tion n eeds to be gi ven to th e mari -cal part-

ners other relevant social systems. It appears that the indi-

vidual psychological well-being of' ESRD/dialyais 'patients 

and spouses must be understood as a product of' the person' s 

indi vidual trai t s taken vi thin the con t ext of tha t p erson r S 

social networks and the interactions between these !'actors 

... 
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, 
and the demanda of thê illn ess and/or i ts trea tmen t. 

l't 18 interestlng to note ,that the ares. of the psychosocial 

iapaet ot ESRDI d1alysis ia evolving from a stage where i t 

catal.ogued the various ways that dialysis patients were vorse 

ott than the gen aral popula. tian to an understanding of how 

dialysls f1 ta in ta their overall lives. Ta some extent this 

has bean dictated by thosa studies wbich have failéd to find 

s1gnificant differenees between dialys1s and nondialyais 

individuals. Dialysis is a stressor which Many ESRD pllltients 

are able to adap t to; an understan ding of the elemen ta impor-' 

tant ta this adaptation is very 1m'portan t not j ust for' d1aIy-

sis and ather chronic illness patients but to aIl individuals 

confronted wi th astre s sor. In accordan ce wi th this n ew empha-

sis, there should he a shift from measuring adj ustmen t in 
(---- --

terms of the Iack of psychopa thology to the larger concept 

of quality of life. 

Cliniclll Impli ca. tian s 

The findings of this study strengly suggest the need 

:for the adoption tç>f a new clinical framawork for the manage­

ment of the chronic dialysis patien t. Pro cci (1981). after 

noting that one of the major problems faeed by chrQuic herno-

dialysis pa.-tients was psycVosocial impairment, suggested that 

nei ther the tradi. tional madi cal or psychologieal app roa che s 

were equipped to handle the problams faced by the se patients. 

Beth of these approaches concentrate on intrapersonal diffi-

culties, while the problems d:i.alysis pa'tients face appear 
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to he more interpersonal in nature.' 'The stressfulness ot' ESRDf' 

.',~",.:î?aly~is appears ~o he closely Ued to the degree ot disrup-
'.... , ..... 
,tion it· ereates in the patient's 9O"c1al network. One of the 

1 

'-f 

treatment suggestions made by Procci (1981) was that diallsis 
'.1, . 

patients should be counselled and trained in the skills necea-

r 
_ary ~or the maintenance of a supportiv9 soclal network .. 

Cassel (1976) notad that o~ the range of factora that !Day 
..... 

Jlediate the effects of a stres sor, social relationships appear 

to be more amenahle to change through in terven t~on than the 

more in trap ersonal t'acto ra, e. g. personali ty trki ta an d in di-

v1dual coping strategies. From a systems outlook. an individ-

ual' s behavi or can bast he un dersto od and al tered wi thin 

the ,person' s social con text. Therefore, the focus of inter-
J 

ventlon should be at the level of the persbn's MOst relevant 

social context. For married individuals, this means at the 

level of the marital dyade 

\oTithin the marital dyad, patients and spouses should be 

given equal consideration.'If the 111ne9s and/or treatment 

ia negatlvely af,fecting the dyadic system, either partner 

may be the one to exhibit the more adverse reactions. Too 

often in the past, the sp ou se 1 s sta tu s-po si tian has be en 

viewed simply as one of potential medical-caro adjunc't .. ' 

Based on this study's findings and conclusions, it would 

appear to be more u seful if the dialy si s spous e was con sid-

e red a s an in tegral part of a system confron ted wi th a per-

vasive stressor. Therefore, such measures as meeting the 

couple at the onset of ESRD to plan for dialysis and ed,ucating 
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both patj.ents an.d spouses in details ot dialysis vould seem 

hel.ptul. During these meetings, an evaluation ot the marital 

dTDamics could be !lade. Using this evaluation, the relative 

.eri ts of. invol.ving or not. invol. ving t.he spouse directl)" in 

the treat.ent could be weighed. Aleo, consideration coul.d be 

given to otterlng the coupl.e more inténsive psychosocial. 

assi'Btanee. The goal ot any such intervention would be to 

hel.p the couple establlsh an equilibrium that enabled the 

dyad to t'unction at.f'iciantly whil!3 simultaneously allowing 

both partners to sa tisfy their indl vidual p syehosoclal n eeds. 

, . 

" . , 
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Appendix l 

Introductory Latter .. 

Por 'IA'1 doctoral dissertation, l am investigating how kidne1 

diaease and 1ts treatment affects both patients and their partners. 

l am do1ng thia 'oy aurveying patients wi th ditferent leveis of 

kldney illness - ranging t'rom very mlld to more severe. 

Not a11 patients and their speuses (husband or w1!e or ~he 

patient) react in the sl!.l!le way te the illness and its treatment. 

!Ù.though some people make very geod adjustments ta their situation, 

others seem to have more difficult,-. As yet, there 1s little good 

ln!orm.ation on why these di!1'erences in ad just me nt oceur. 

Th.is lack of ln1'ormation la especially atriking. 'Rhen it comes 

ta the spouse. Very few studies have looked st how the 111ne88 

affects the spouse. Even though the illness cm potentially 

place a strain on bath 1!lembers of the couple. Indeed, the spouse 

18 in the unique position of being stressed by the illness without 

actually beiIlg physlcally 111-

Therefore, l am equally lnterested in the adJustments of boeh 

marital partners. And sinee a couple ia really a working tem, l 

am aIso interested in knowing a few things about how bath partners, 

indiv1dually. view their marital relations and what effect (if 

any) the Hlne s s has had on them. 

The goal of this stud,y 15 ta learn about the tYJ:es of individuals 

and couples who seem to find ,i t easier to make a good adJustment 

ta kidney disease and also to identi.fy some of the ehal;'acteristics 

... hieh may make this more difficult "ta aehieve. The kind of informahon 

thls study pravides hopeful1y will contribute to iml?rovl.Ilg the 

quality of eare received by patients and understanding the needs 

of their spouses. 

rarticiI-at~on in the study would involve your belng ~ntervlewed 

and asked to complete sorne questionnalres. This simply means 

answering some questions concerninp; your attitudes, feellngs, anà 

behaviors. AlI of the in!onnataon you provide will be used sOlely 

for research purposes and your answe:::-s wlll at all times be ker-t 

in the strictest confidence. 

Though patients and spouses will oe interviewed separately; 

in arder to get a clear understanding of how kidney disease , 
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PsYchologic@i and FarnilY Factors in Kidney Disaase 
\ - . 

~rpose of the Study 

..,' 

Fsychological and family factors are known ta be important in 
intluencing the well-being of people who have kidney disease. The 
purpose of the present research is to assess the importance of these 
factors on'bath ~atients' and their apouses' well-being. In this 

, fj'tudy. patiente and their spouses will be interviewed and asked to 
f11.1;: out several questionnaires. Hopefully, by providing a better 
understa~ding of why some individuala and couples have more difficulty 
in adjusting ta kidney disease than others, thia study will contribute 
to improving the quality of care that patients will receive in the 
future. 

Consent 
The purpose of thé atudy as described above has been explained 

to me and l understand that my participation will involve my being 
interviewed and answering several questionnaires. My participation 
also allows that medical information about me will be available ta 
the researchers from my medical,charts and the hospital staff. 

l understand that aIl the information l provide will be used 
solely for research purposes and that my answers'will at all times 
be kept in the stricte st confidence. l aiso understand that l am 

under no obligation to participate in this study and that my decision 
te participate or nct will have no influence on the quality of my 
medical care. l am free to withdraw from the study at any time. 

Having understood the aboya conditions, l agree to participate 
ln the study. 

Date 1 

Signature: 

Witness: 

.. 

(' 
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Spouse 

Psychologieal and Family Factors in Kidney Disease 

Purpose of the Study 
Psychologiesl and family factors are tbougbt to be important 

in In.!1uencing the well-being of people who have kidney dieease. 
The purpose of the present reaearch ia to 1nvestigate how theae 
factors are associated with the well-being of both patients and 
thelr spouses. Hopefully, by provld1ng a better unders~anding of 
ho* individuals and couples adjust to kidney disease, this s~dy 
will contrlbute to lmprovin~ the quality of eare that patients 
will reeeive in the future. 

Consent 
The purpose of the study as described above has been explained 

to me and l understand that my partlcipation will involve my belng 
interviewed and answering several questionnaires. l understand that 
a11 the information l provide will be used 501e1y for research pur­
poses and that my answers will at all times be kept in the strictest 
confidence. l also understand that l am under no obligation ta parti­
cipate in this study and that MY deciaion to participate or not will 
have no influence on the Quality of my spouse's medical eare. l am 

!r&e to withdraw !rom the atudy at any t1me. 
Having understood the above cond~tions. l agree to participate 

in the study. 

Date: 

Signature: 

Witness: 

• 
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Bem Inventory 

Below are a list of personality characteristics. Please indicate on a 
scale from 1 to 7. how true of you each of these characteristics is. 

2 3 4 5 6 7 

Never or 
almon 

never true 

Usually 
not 
true 

Sometlmes but Occaslonally 
Infrequemly true 

Often 
true 

Usually 
true 

Always or 
.dmost 

true al ways true 

For example: slv 141 would indicate that you feel it is occ~slonally 
~ that you are "sly". 

Defend my own bellds Adaptable Flatterable 
1-- 1--. 

Affectlonate Dominant Theatncal 

ConsclentlOus Tender Sel f-su fflClen t 

Independent Concelted Ldyal 

Sympathetlc 
'~ 

Wdllng to tal..e a stand Happy 

Moody Love chlldren Indlvldu:tlIstlc 

Assertlve Tactful Soft-spok.en 

-' 
Sensitive to needs of others Aggresslve Unpredlctable 

-
Rehable Gentle Masculine 

Strong personahty ConventlOnal Gulltble 

U nderstandl ng Self-reliant Solcmn 

J calous Yleldlng Competitive 

F orceful Helpful Childlike 

CompasslOnate Athle!1C Lll..able 

Truthful Chcerful Ambltlous 

fI.wc Ir,)(jer~llIr ,1hililIC~ UnSYQCm,111l Do nol lI~l il,lr\1l I.ltlgu""e 

1 

1 

1 
1 
1 

1 

1 
1 
1 

Eager to soothc hurt feeling' AnJlyttcal SlI1ccrc 1 J 1 

SCL'CllvC Sily Au J\ ,\ Ic.tdcr 
f.--

Wlileng to take rtsks Inefflclent Fem 111 Ille 

Warm Make declslOns easily Frtcndly 
1 



1 

Br~dburn Scala 

During the past week, did you ever feel: 

A. Particularly excited or interested in something? 

B. Sa restless that yeu couldn't sit long in a chair? 

C. Proud because someone complimented you on 
sométhing yeu had done? 

D. Very lonely or remote from other people? 

E. Pleased about having accomplished something? 

F. Bored? 

G. On top of the world? 

H. Depressed or very unhappy0 

1. That things were going your way? 

J. Upset because someone criticized you? 

rio Yes 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

Considering your life as a whole, would you describe it as very unhappy, 
unhappy, an aven mixture of unhappiness and happiness, happy, or 
very happy? 

Very 
Unhappy 

1 
Unhappy 

2 3 
Mlxed 

4 
Happy 

5 6 

Very 
P".a.ppy 

7 



Of the things mentioned below, you will think sorne are probably 
essential to a happy marriage, sorne not desirable, and sorne not 
important at all. Please rate each statement with respect ta how 
desirable ~ think it 13 for your marriage by circling one of the 
numbers to the laft of the statement. Remember, what we want i9 
yoyr Qwn personal. opinlon whether it agrees with the opinion of 
other people or no~. 

-) 

highly 
undeB~rable 

-2 
undesirable 

-1 

somewhat 
undesirable 

+1 

somewhat 
desirable 

+2 

desirabl", 
+J 

hlghly 
desirable 

How important for thQ ideal marriage i~ it: 

1. -J -2 -1 

2. -J -2 -1 

J. -J -2 -1 

4. -J -2 -1 

5. -J -2 -1 

6. -) -2 -1 

7. -) -2 -1 

8. -) -2 -1 

9. -) -2 -1 

la. -) -2 -1 

11. -) -2 -1 

+1 +2 +J 

+1 +2 +) 

+1 +2 +) 

+1 +2 +) 

+1 +2 +) 

+1 +2 +3 

+1 +2 +3 

+1 +2 +"l 
-' 

Tl +2 +3 

+1 +2 +J 

+1 +2 +) 

That the husband ~hould be the social 
equal of the wife? 

That the wife shou~ be the social 
equal of the husband? 

That the husband ~hQuld be at least 
equal to his wife in intelligence~ 

That th0 wife should be at least equal 
to her hustand in intelligence? 

That the husband and wife should have 
similar intellectual interests, sueh as 
scientifie , literary, musical, etc.? 

That the husband and wife should l~ke 
the same types of amusements, sueh as 
cards, theater. dancing, etc.? 

That the husband and wlfe should engage 
in the same outdoor sports. suet as golf. 
hiking, swimming, etc.? 

That the husband and wlfe should respect 
each other's religlOUG, political, or 
ethical convlctions and not strive ta 
change them? 

That the wlfe should be kept fully 
informed of the faffilly fin~nces and 
of her husband's business? 

That the father should take an actlve 
interest in the discipline a~d trainlng 
of the children? 

That the household affalrs shoulà be 
run in a neat, orèerly manner? 



• -) 

highly 
undesirable 

-2 

undesirable 

-1 

somewhat 
undeslrable 

+1 

semewhat 
desirable 

+2 

des~rable 

+) 

highly 
desirable 

How important for the_ ideal marriage 18_ i t 1 

12. -) -2 -1 +1 +2 +J 

1). -) -2 -1 +1 +2 +) 

14. -) -2 -1 +1 +2 +) 

15. -) -2 -1 +1 +2 +) 

16. -) -2 -1 +1 +2 +3 

That the wife should not have hact sexual 
intercourse with any other man bafare 
ma.rriage? 

That the husband âhould no! have had sexual 
intercourse wi th any ~ woman befere 
marriage? 

'l'hat uftar ffiarriage, the wife should be 
100% faithful ta her hu~band in regard 
te sex: 

That after marriage the husband should 
be 100~ faithful te his wife in regard 
ta sex? 

That the husband and wife should be 
equally fond of social gatherlngs? 

How important i8 it te yeur mar;iage: 

17. -) -2 -1 +1 +2 +) That you )2hould "g3t ahead" on your Job? 

18. -) -2 -1 +1 +2 +) That your home shauld be cleàn and in 
order at ail times? 

19. -) -2 -1 +1 +2 +3 That yaur wife should devote the major 
part of l'1er interest and energy to l'1er 
home and famlly~ 

20. -3 -2 -1 +1 +2 +J That your home should be a place where 
your family and the~r friends can relax 
and enJoy themselves at aIl times? 

21. -3 -2 -1 +1 +2 +) That you and your wife !i2hould take part 
in many recreational activitles together? 

22. -J -2 -1 +1 +2 +) That you should have children in your 
family? 

23. -) -2 -1 +1 +2 +) That you should have sexual intercourse 
with your wife every tlme sne deslres lt~ 

24. -) -2 -1 +1 +2 +3 That your sexual relationo should be 
closely bound up with love and affe~tlon? 

25. -J -2 -1 +1 +2 +) That you §hould find pleasu~e ln yaur 
sexual relations with your wife? 

26. -) -2 -1 +1 T2 T) That your children should be good and 
well-behaved at all tlmes? 
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-3 -2 -1 ... 1 +2 ... } 
highly undesirable somewhat somewhat desirable hl.ghly 

undes1rable undAsirAbl@ ol'ls:1rRbl.., d.es1rable 

HQw impoUant i!il it "to your ma:rria~ 

27. -) -2 -1 +1 +2 +J :l'hat your children's ideas and feellngs 
.s.bm:!.ld be considered and talked over 
when family declsions are being made? 

28. -J --2 -1 +1 +2 +3 'rha t you. your wiïfe and your chllc!reT' 
sho~lQ take part ln many reCT ea tl.ona] 
actLvltles together? 

29. -J -2 -1 Tl +2 +J That you ~bQuld have sexual intercour3e 
wlth your wife every time yOll desire it? 

JO. -J -2 -1 Tl +? +J 'I t':'.t. your wife &jhOllld finc! pl easure ;.n 
rer seXl..tal relatlons wlth you? 

Ji. -) -2 -1 +1 +2 +J . That your wife i;!hguld be considerate of 
:,'our feelings about sex? 

This sectlon asks for opinio~s. There are no rlght or wrong answers; 
the best answer to each question is you.r Qwn personal oplnion. How 
do you feel about each of the foJlowlng staternents? 

-J 
disagree 
strongly 

-2 

disagree 

-1 

disagree 
slightly 

+1 

agree 
slightly 

agree 

+) 

agree 
stronglj 

32. -) -2 -1 +1 +2 +) Women who want to rernave the word "obey" 
frorn the marriage service don't unde~'­
stand what it means ta be a w~fe. 

3J. -) -2 -1 +1 +2 ~J Sorne equality in marrlage 18,a good 
thing but by and large, the hùsband 
ought to have the main say-sa ln 
family a-ffairs. 

The Parts You and Your Wife Play: In sorne ways, life l3 llke a 
play, You each take a turn a t playlng a number of dlfferent parts. 
At various tlmes, you are a parent, housekeeper, cook, host, 
particlpan~ ln communlty affaira, frlend and companlon to your 
wife, and lover and sexual partner to your wlfe. YOIl have probably 
found that you are naturally better cast for sorne of these parts 
than for ethers. Sorne men play the parts of father and bread­
winner best. Others may be best fitted for cook, host, and 
participan t ln comrnùni ty affaira. And st~11 others may be 
best as fr~ends to the~r w~:ea. 
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-) -2 -1 +1 +2 +) 

highly undesirable 50mewhat somewhat desirable h~ghly 

undesirable undesirable desirable desirable 

How important i5 it ta you ~our V/IFE SHOULD :Qla:y: eaçh of the 
tollowing PliI.(tf;l w~ll? 

)4. -J -2 -1 +1 "*2 +) Housekee per 

35. .'J -2 -1 +1 +2 +J Cook 

)6. -) 
.., -1 +1 +2 +) HostesG -". 

37. -3 -2 -1 +1 ;-2 +) Partlcipant in community affairs 

J8. -] -2 -1 +1 +2 -tJ Friand and companion te you 

39. -) -2 -1 +1 +2 +) Lover ani 2exual partner ta you 

40. -J -2 -1 +1 +2 "t) Mother 

HQW im122rtlln~ h H tg :iQu that YOU SHOU1D I21/il.y ~2.ch or. the ;(ollow1ng 
ruu:!.e _we 11 ? 

41. -J -2 -1 ;-1 +.; +) Breadwinner 

42. -) -7 -1 +1 ---2 +) Handyman 

4). -J -, -1 +1 +2 -;-J Host - .. 
44, -) -2 -1 .~ +) Partinpant ~n commun~ty affa~rs 

45. -) 

46. -) 

47. -) 

-) 

hus-bnd 
much-'bore 

-2 

-2 

-2 

-1 +1 +2 /~J----F?i.end and companion to 

-1 +1 -;-2 +) Lover anà 

-1 "'"1 

-2 

husband 
more 

+2 +) Father 

-1 

mostly equal 
but husband 

slightly more 

sexual partner 

+1 

mostly equal 
but wife 

slightly more 

wife 

to wlfe 

+2 

wife 
i1'lo:::-e 

+-) 

wife 
mueh more 

In general, who do you th~nk SHOULD have ~ore influence ln determlnl~g 
the way the famlly does things ~n each of the f)lloWlr~ areas Q 

~8. -J -2 -1 +: +2 +) Relatlonstips wlth rela~lves 

49. -) -2 -1 -;-1 ~2 +) Choice of friends 

50. -} -2 -1 """1 +2 T) R~creatic~ ana social actlvltles 

Earning fa~lly income 

52. -) -2 -1 -;-1 -;-2 +) Spendlng :~tiily incorne 
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-) 

husband 
much more 

ID g~merall 
~h~ Y!iil::l the 

5J. -) -2 

54. -J -2 

55. -J -2 

56. -) -2 

-) 

never 

57. -J -2 

58. -) -2 

59. -) -2 

60. ;-J -2 

61- -J -2 

62. -) -2 

6). -J -2 

64. -) -2 

-2 

husband 
more 

-1 

mostly equal 
but husband 

slightly more 

+1 

mostly equal 
but wife 

slightly more 

+2 

wife 
more 

+J 
wife 

mueh more 

who !1.Q YQU thlilk SHOULD hiàve more in;(l1!~nce :l:n"Q~termining 
I~!!!il;t dQ.eSi thin~ in efil:çh o,;(...!he (olJ,Qwing areas? 

-1 rl -;-2 +) Running the household 

-1 +1 +2 +) Sexual relations 

-1 +1 "1"2 "1") Size of family 

-1 +1 +2 +J Bringing up children 

-2 -1 Tl t 2 +J 
Iess than once once twice every 

once a month a month a week a week day 

-1 +1 T2 +J How of tan would Y9u like to have 
informai get-togethers with other 
people with your wife? 

-1 Tl T2 TJ How often wQuId you hke to have 
informal get-togethers with other. 
people w;j.thQut your wife? 

-1 +1 T2 -+J How often would ::l0u like for you and 
your wiie te play games, chat or watch 
TV at home without the ehildren or 
anyone eIse? 

-1 +1 +2 +J How often would ::l0u like for you and 
your wife to go out for soc1.aI or 
reereational act~vities without the 
children or anyone eIse':> 

-1 +1 +2 +J How often WQuId ;t0u l~ke to attend 
meetings or other activlties of groups 
or organizations without your wlfe? 

-1 +1 +2 -rJ How often "Iould ;tQu Iike to attend such 
meetings or aetivltles wlth your wlfe? 

-1 +1 +2 "'J How often would 'iOll llke to get together 
with one or more of the c!:1.1dren for fun 
or recreation at hQrre':> 

-1 +1 +2 +) How often wOlild 'lou like to get together 
with one or more of the cruldren for fun 
and reereation away from nome? 
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-J -2 -1 +1 +2 +) 

never less than once once twice every 
once a month a month a week a week day 

65. -3 -2 -1 +1 +2 +) How often would you llke for aIl members 
of the family to get together for sorne 
kind of recreation at home? 

66. -3 -2 -1 +1 +2 +) How often would you like for aIl members 
of the family ta get together for sorne 
kind of recreation âway from home? 

-J -2 -1 

none a little sorne 

+1 

mueh 
+2 

most 
+J 

all 

How mueh of the housework SHOULD ~sually te dope by the following 
i"amily mempers'? 

67. -) -2 -1 +1 +2 +) Wife 

68. -) -2 -1 +1 +2 +) Rusband 

69. -) -2 -1 +1 +2 +J Children 

How much of the physical mâintenance of the house and yard SHQULD 
usually be done by the following family members? 

70. -) -2 -1 +1 +2 +3 Wife 

71. -) -2 -1 +1 +2 +J Husband 

72. -) -2 -1 +1 +2 +J Children 

-) -2 -1 +1 +2 +J 
none one two three four more 

7). -) -2 -1 +1 +2 +) When my family is completed, the number 
of children l would prefer ls: 

-J 
not at aIl 

-2 

only 
slightly 

-1 

sometimes 
+1 

more often 
than not 

..-2 

te a great 
extent 

+) 

completely 

74. -) -2 -1 +1 +2 +) How weIl do you feel your wlfe should 
understand your ideas and feellngs? 

75. -) -2 -1 +1 +2 +) How weIl do you feel that you should 
understand your wife's ideas and feelings? 
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1" 

1 

\ 
Il 

-J 
definitely 

false 

-2 

mostly 
false 

-1 

more false 
than true 

+1 

more true 
than false 

+2 

moatly 
true 

+J 
definitely 

true 

76. -J -2 -1 +1 +2 +) 

77. -J -2 -1 +1 +2 +J 

78. -J -2 -1 +1 +2 +3 

79. -J -2 -1 +1 +2 +3 

80. ~J -2 -1 +1 +2 +3 

81. -) -2 -1 +1 +2 +J 

82. -J -2 -1 +1 +2 +3 

8). -) -2 -1 +1 +2 +) 

marriage AS IT IS NQW, In yOUF 
HOW TRUE is e ch of the 

Are you the social equal of your wife? 

Is your wife your social equal? 

Are you equal ta your wife in intelligence? 

ra your wife equal to you in intelligence? 

Do you and your wife have similar 
intellectual interesta, such as scientific, 
literarYI musical, etc.? 

Do you and your wife like the same types 
of amusements, auch as cards, dancing, 
theater, etc.? 

Do you and your wife engage in the same 
outdoor sports, such as golf, hiking, 
5wimming, etc.? . 
Do you and your wife respect each otner's 
relig~ous, political, and eth~cal con­
victions and not s"rive to change them? 

84. -) -2 -1 +1 +2 +) Do you keep your wife informed of the 
family finances and of your .business? 

85. -3 -2 -1 +1 +2 +) Do you take an active interest in the 
discipline and training of the children? 

~'r 
86. -) -2 -1 +1 +2 T) Are the household affairs run ln a neat, 

orderly manner? 

87. -3 -2 -1 +1 +2 +3 Has your wife been faithful to you 
in regard ta sax? 

88. -J -2 -1 +1 +2 +) Have you been faithful to your wlfe 
in regard to sex? 

89. -) -2 -1 +1 +2 +J Are you and your wlfe equally :ond of 
social gather~ngs? 

90. -3 -2 -1 +1 +2 +) Do you "get ahead" on your job? 

91. -) -2 -1 +1 +2 +J 15 your home clean and ln order 
at all times? 

92. -) -2 -1 +1 +2 +J Does your wife devote the maJor part of 
her interest and energy to her home and 
family? 

\ 
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( 

-J" 
definitely 

t'al se 

-2 

mostly 
talse 

-1 

more taIse 
than true 

+1 

more true 
than talse 

+2 +J 
mostly definitely 
true true 

In your present relationship with your wite, HQW TRUE 15 each of the 
,tollowing statements? 

9J. -J -2 -1 +1 +2 +3 

94. ~J -2 -1 +1 +2 +3 

95. -) -2 -1 +1 +2 +3 

96. -) -2 -1 +1 +2 +) 

97. -) -2 -1 +1 +2 +) 

'. 98. -) -2 -1 +1 +2 +) 

99. -3 -2 -1 +1 +2 +3 

100. -J -2 -1 +1 +2 +) 

101. 0_) -2 -1 +1 +2 +) 

102. -) -2 -1 +1 +2 +) 

10). -) -2 -1 +1 +2 +) 

104. -J -2 -1 +1 ..rt +) 

-2 -1 

Is your home a place where your family 
and friends can relax and enjoy themselves 
at all times? 

Do you and your wife take part in 
recreational activities together? 

Do you hav& sexual intercourse with your 
wife every time ~ desires it1 

Are your sexual relations c105ely bound 
up with love and affection? 

Have you found pleasure in your sexuai 
relations with your wife in the last 
three years? 

Are your children good and well-behaved 
at aIl times? 

Are your children's ideas and feelings 
considered and talked over when family 
decisions are being made? 

Do you, your wife, and your children 
take part in many recreational activlties 
together? 

Do you have sexual lntercourse with your 
wife every time you desire it? 

Has your wife found pleasure in her sexual 
relations with you in the laat three years? 

Ts your wife considerate of your feelings 
about sex? 

Do you have the main saY-50 in family aifairs? , 

-) 

quite 
poorly 

not weIl not quite 
as weIl as 

l wouA. l~ke 

+1 

satis­
factorily 

+2 

pretty well 
+3 

very 
weIl 

How well do you think your wife currently plays each of the following narts? 

105. -) -2 -1 +1 +2 +) Housekeeper 

106. -) -2 -1 +1 +2 +) Cook 

I ___________ ~----------------



, 
-J 

quite 
poorly 

-2 

not weIl 
, -1 

not qui te 
as weIl as 

l would like 

Tl 

satis­
factorily 

". 

+2 +)-Ç! 

pretty weIl very 
weIl 

pO 

HQW weIl do you think your wife currently plaxs each of the following parts? 

107. -3 -2 ,-1 +1 +2 T) 
~. 

Participant in community affaira 

108. -) -2 -1 +1 T2 T) Hoatess 

109. -) -2 -1 +1 +2 +) Friend and companion ta you 

110. -) -2 -1 +1 T2 TJ Lover and sexual partner ta you 

111. -) -2 -1 +1 +2 +) rother 

Ho! weIl do YOU think 'you currently play each of the fallowing Parts? 

112. -) -2 -1 +1 T2 +) 

11). 

114. 

-J -2 -1 +1 

-J <:î2 -1 +1 

+2 +) 

+2 +) 

115. -J -2 -1 +1 +2 +) 

116. -J -2 -1 Tl +2 +3 

117. -J -2 -1 +1 +2 +3 

118. -J -2 -1 +1 +2 +3 

Breadwinner 

Handyman 

Host 

Participant in community affairs 

Friand and companion ta wife 

Lover and sexual partner ta wife 

Father 

-) 

husband 
. much more 

-2 

husband 
more 

-1 

mastly equal 
but husband 

slightly more 

Tl T2 

mostly equal wife 
but wife more 

slightly more 

+) 

wife 
much more 

In general. who currently has more influence in determining the way the 
t~ily does things in the following areas Q 

'119. -J -2 -1 +1 +2 +) 

120~ -J -2 -1 +1 +2 +) 

121. -) -2 -1 +1 +2 +) 

122. -J -2 -1 +1 +2 +) 

123. -) -2 -1 +1 +2 +) 

124. -) ~2 ~1 +1 +2 +) 

125. -) -2 -1 +1 +2 +J 

126. -) -2 -1 +1 T2 +) 

127. -) -2 -1 +1 +2 +3 

Relationships with relatives 

Choice of friends 

Recreation and social activit~es 

Earning family incarne 

Spending family incarne 

Running the household 

Sexual relations 

Size of family 

Bringing up children 

'. 

'" 



\ . 

j 

-J -2 -1 1"1 T2 +J 

never less·. thari once once twice every 
once a month a month a week a week day 

128. -) -2 -1 +1 +2 +) How often do you have informal get-
togethers 
wife? 

with other people ~ you~ 

129. -J -2 -1 +1. +2 +) How often do you have informal get-
togethers without your wite? 

130. -) -2 -1 +1 +2 +) How often do you and your wife play 
games, chat, or watch TV at home without 

,-' the children or anyone eIse? 

" 1)1. -) '-2 -1 +1 +2 +) How often do you and your wife go out 
for social or recreational activities 
without the children or anyone else? 

1)2. -) -2 -1 +1 +2 +) How often do. you attend meetings or 
other activities of groups or organiza-
tions &thout your wife? 

lJJ. -; -2 -1 +1 +2 +; How often do you attend auch meetings 
or acti vi ties wi th your wife? 

134. -J -2 -1 +1 +2 +) How often do you get together wi th one 

[ or more of the children for fun or 
recreation ~t home? 

1)5. -) -2 -1 Tl +2 +) How often do you get together wi th one 
or more of the children for fun or 

136. -J -2 -1 Tl +2 +J 

recreation Aï!ay from homet 

How often do al1 members 0, the fami1y 
get together for sorne kind 6,i recreation 
at home? .r 

137. -) -2 -1 +1 -1;2 +J How often do al1 members of the fami1y 
get together for sorne kind of recreation 
,,"wQ,;l from home? 

-J -2 -1 +1 +2 +) 

none a li ttle sorne much most all 
'-<---' --work ls usu - ~--

1)8. -J -2 -1 +1 +2 +) Wife 

139. -J -2 -1 +1 +2 +J Husband 

140. -J -2 -1 +1 +2 +J Children 

( 



" 

[ 
-) -2 -1 +1 +2 +J 

none a little sorne much most aIl 

of the 

'141. -) -2 -1 +1 +2 +J W1fe 

142. -) -2 -1 +1 +2 +J Husband 

14). -) -2 -1 +1 +2 +J Children 

-) -2 -1 -+1 -+2 +J 

none one two three four more 

144. -) -2 -1 +1 +2 +) My completed family will probably 
include this number of children • 

• -J -2 -1 +1 +2 +J 
not at aU only sometimes more often to a great completely 

slightly than net extent 

145. -J -2 -1 +1 +2 +) How well do yeu feel your wife understands 
( :four ideas and feelings" 

146. -J -2 -1 +1 +2 +J How well do you feel you understand 
your wife's ideas-and feelings? 

( 



( 
" 

\ 

Of the things mentioned below, you will think sorne are probably 
eeeential ta a happy marri age , sorne not desirable, and sorne not 
important at a:ll. Pleaae ra te each statement with respec·t to how 
desirable you think i t is for your: marriage by c ircling one of 
the numbers ta the left of the sta tement. Remember, wha t we want 
ia your .Q!!l perSQnaJ,. opinion whether i t agrees wi th the opinion 
of ather people or net. 

-) 

highly 
undesirable 

-2 
undesirable 

-1 

somewhat 
undesirable 

+1 +2 

somewhat desirable 
desirable 

+) 

highly 
desirable 

How important for the ideal marriage i3 i t: 

1. - J -2 -1 +1 +2 +) 

2. -) -2 -1 +1 +2 +J 

J. -) -2 -1 +1 +2 +) 

4!'- -) -2 -1 +1 +2 +J 

5. -J -2 -1 +1 +2 +J 

6. -) -2 -1 +1 +2 +) 

7. -J -2 -1 +1 ..... 2 +) 

8. -) -2 -1 +1 +2 +) 

9. -) -2 -1 +1 +2 +) 

10. -J -2 -1 +1 +2 +) 

11. -) -2 -1 +1 +2 +) 

That the husband sheuld be the suc;.l..al 
equal of his wife? 

That the wife ~bould be the social 
equal. of her husband? 

That the husband should be at least 
equal to his wife in intelligence? 

That the wife should be at least equal 
to her husband in intelligence? 

That the husband and wife should have 
similar intellectual intere sts, such as 
scientific, literary, musical, etc.? 

That husband and wife should hke the 
sarne types of amusements, such as cards, 
danfing , theater, etc. 'i 

That husband and wife should engage ln 
the same outdoor sports, such as golf, 
hiking, swimming, etc. 'i 

That the husband and wife should respect 
the other's religious, poli tical, or 
ethical convictions and not strive 
to change them? 

That the wife should be kept fully 
informed of the family finances and 
of her husband' s business? 

That the father should take an active 
interest in the discipline and 
training of the children? 

That the household affairs should be run 
in a neat, orderly manner? 



-) -2 -1 

highly \ undegirable sornewhat 

+1 

somewhat 
desirable 

+2 

desirable 

+) 

highly 
desirable undesirable undesirable 

How important for the ideal marriage i8 it: 

12. -) -2 -1 +1 +2 +3 

1). -) -2 -1 +1 +2 +3 

14. -) -2 -1 +1 +2 +3 

15. -3 -2 -1 +1 +2 +J 

16. -) -2 -1 +1 +2 +3 

That the wife should not have had sexual 
intercourse with any other man before 
marriage? 

That the husband should not have had 
sexual intercourse wi th any other 
woman be fore marr iage ? 

~hat after marriage, the wjfe should be 
100% fai thful to her husband in regard 
to sex? 

That after marriage. the husband should 
be 100% faithful to his wife in regard 
to sex? 

That the husband and wife should be 
equally fonu -àT sObial gatherings? 

How important is i t to your marriage: 

17. -) -2 -1 +1 +2 +3 

18. -) -2 -1 +1 +2 +) 

19. -) -2 -1 +1 +2 +3 

20. -3 -2 -1 +1 +2 +) 

21. -3 -2 -1 +1 +2 +) 

22. -J -2 -1 +1 +2 +) 

2). -J -2 -1 +1 +2 +) 

24. -J -2 -1 +1 +2 +J 

25. -J -2 -1 +1 +2 +) 

That your husband should "get ahead" 
on his job? 

That your home should be clean and in 
order at ail times? 

That you should devote the maJor part 
of your interest and energy to your 
home and family" 

That your home should be a place where 
your family and their friends can relax 
and enjoy themselves at aIl times? 

That you and your husband should take 
part in many recreat~onal activit~es 
together" 

That you should have children in your 
family? 

That you should have sexual in tercourse 
with l'our husband every time ~ deS1res ~t? 

That your sexual relations should be 
closely bound up with love and affection? 

That you Should find pleasure in your sexual 
relations wi th your husband? 

( 



\ 

" 

m 

-J -2 -1 +1 '+2 +) 

highly undesirable somewhat somewhat desirable highly 
undesirable undesirable desirable desirable 

HQW j,m12Q[tâllt is j.t tQ YQu:b: marr.: i iJ,g.!1L 

26. -) -2 -1 +1 +2 +) That your children §..hould be good and 
weIl behaved at aIl times? 

27. -3 -2 -1 +1 +2 +3 That your children's ideas and feelings 
should be considered and talked over 
when family decisions are made? 

28. -J -2 -1 +1 +2 +) That you. your hu s band. and your children 
should talce part in many rp.crea tional 
activities together? 

29. - -J -2 -1 +1 +2 +J That you §lhould have sexual intercourse 
with your husband every time you 
desire it? 

JO. -J -2 -1 +1 +2 orJ That your husband §lhQuld find pleasure 
in his sexual relations with you? 

J1- -J -2 -1 +1 +2 +J That your husband §!hQuld be considerate 
of your feelings about sex? 

This section asks for oplnlons. There are no right or wrong answers; 
the best answer ta each question 18 your own personal opim.on. How do 
you feel about each of the following statements. 

-J -2 -1 +1 +2 +J 

disagree 
strongly 

J2. -J 

JJ. -) 

-2 

-2 

disagree 

-1 +1 +2 

-1 +1 +2 

disagree 
slightly 

agree 1 
slightly 

+) Women who want to 
from the marriage 

agree 

remove 
service 

stand what it means to be 

-r-) Sorne equali ty in marriage 

agree 
strongly 

the word "obey" 
don' t under-
a wife. 

is a good thing. 
but by and large, the hu s band ought to 
have the main say-sa in family affairs. 

The Parts You and Your Husband Play: In Gome ways, life 1.8 ll.ke 
a play. You each take a turn at playing a number of different parts. 
At various tlmes, you are a parent, housekeeper, cook, hostess, 
participant ln commum ty affalrs. frlend and compamor. to your 
husband. and lover and sexual partner ta your husband. You have 
probably found that you are naturally better cast for sorne of these 
parts than for others. Sorne women may play the parts of mother and 
housekeeper best. Others may be best fitted for cook, hostess. and 
participant in c ommu nit y âffairs. And still others may be best as 
friends to thel.r husbands. 

s 



n • 

-) -2 -1 

highly undesirable somewhat 
undesirable undesirable 

+1 

somewhat 
deslrable 

+2 

desirable 

+-) 

highly 
desirable 

How important is it ta you that you SHOULD play eaeh of the follo~ 
Darts well? 

34-. -) -2 -1 +1 +2 +) Housekeeper 

35. -) -2 -1 +1 +2 +) Cook 

36. -) -2 -1 +1 +2 +J Hostess 

)7. -) -2 -1 +1 +2 +) Participant in eommuni ty affairs 

38. -) -2 -1 +1 +2 +3 Friand and eompanion ta husband 

39. -) -2 -1 +1 +2 +) Lovèr, and sexual partner te husband 

40. -) -2 -1 +1 +2 +) Mother 

HQW important 18 i t to you that yaur husband SHOULD pla'/" eS!ch of the 
following p~ts weil? 

41. -; -2 -1 +1 +2 +J Breadwinner 

42. -) -2 -1 +1 +2 +) Handyman 

4). -) -2 -1 +1 +2 +) Host 

1~4. -) -2 -1 +1 +2 +J Participant in community affaire 

45. -} -2 -1 +1 +2 +) Friend and companion ta you 

46. -) -2 -1 +1 +2 +) Lover and sexual partner to you 

47. -) -2 -1 +1 +2 +) Pather 

-) 

husband 
mueh more 

-2 -1 

husband mostly equal 
more bu t husband 

slightly more 

+1 

rnostly equal 
but wife 

slightly more 

+2 

wife 
more 

+) 

"wife 
much mere 

In general, who do ïOU think SHOULD have more influence in determining 
the way the famlly doeo thinr;G in cneh of U1C folloWlfl{!. are:l.'i.=: 

48. -) -2 -1 +1 +2 +J Relatlonships w~th relat~ves 

49. -) -2 -1 +1 +2 +) Choice of friands 

50. -) -2 -1 +1 +2 +) Recreation and social aetivltles 

51. -) -2 -1 +1 +2 +) Earning family incarne 

52. -J -2 -1 +1 +2 +) Spending family incorne 



-) -2 -1 +1 +2 +) 

husband husband mostly equai mostly equal wii'e wife 
much more more but husband but wife more mueh more 

slightIy more slightly more 

ln gl}n~X:ilJ. 1 whQ gQ YQl.! think SHOULD have mQr~ influence in determining 
tb~ Wa:l the family d09§ th~ng§_in ~~ch of the foilowing 2J:9 i!s? 

53. -) -2 -1 +1 +2 +) Running the household 

54. -J -2 -1 +1 +2 +) Sexual relations 

55. -) -2 -1 +1 +2 +J Slze o! trun.ily 

56. -J -2 -1 +1 .2 +3 Bringing up childr'3!l 

-) -2 -1 +1 +2 +3 

never less than once once twice every 
once a month a month a week a week day 

57. -) -2 -1 +1 +2 +) How-. often would you like to have informaI 
get-togethers with other people ~ 
your husband? 

58. -) -2 -1 +1 +2 +) How often wou Id you like to have informaI 
get-togethers wi thou t your husband? 

59. -) -2 -1 +1 +2 +3 How often wouid you like for you and 
hU\3band to play games, watch TV. or 
chat at home without the children 
or anyone else? 

6.0. -) -2 -1 +1 +2 +) How often WQuld you ~ for you and 
your hu s band ta go out for social and 
recrea. tional activi ties wi thout the 
childran or anyone eIse? 

61. -) -2 -1 +1 +2 +3 How often would VQU like to attend 
meetings or other activities of groups 
or organizations wi thout your h1..lsband? 

62. -3 -2 -1 +1 +2 +) How often wouid you like to attend such 
meetings or activi ties wi th your husband? 

63. -J -2 -1 +1 +2 +) How often would vou like to get together 
with one or more of the children for fun 
or recreation at home? 

64. -J -2 -1 +1 +2 +) How often would vou like to Get together 
with one or more of the children away 
from home? 

65. -J -2 -1 +1 .... 2 +) How of tan would you like for aIl members 
of the family ta get tagether for pome 
kind of recreation at home? 

66. -J -2 -1 +1 +2 +) How often would you like for all members 
of the family to get together for some 
kind of recreation away fro:"! hOIre? 



-3 -2 -1 

none a little some 

"-1 

mu eh 

+2 

most 

+) 

aH 

How ffiUçh of the housework SHOULD u§llê,lL y be don~ by the fo11owing 
!amily members'f. 

67. -) -2 -1 +1 +2 +) \l'Hfe 

68. -) -2 -1 +1 +2 +) Husband 

69. -) -2 -1 +11-2 +) (~h:i ldren 

How much 0 f the physical mainte !lance of the houQe and yard SHOULD usually 
lie deDe by the following famil y memb9fs'ï 

70. -3 -2 -1 +1 +2 +) 

71. -) -2 -1 -q -1-2 +) 

72. -} -2 -1 +1 +2 +) 

-) -2 -1 

none one two 

73. -} -2 -1 +1 +2 -r} 

-) -1 

Wife 

Husband 

Children 

+1 

three 

+2 

four 

+} 

more 

When my ::amily 18 completed, the number 
of chidren l would prefer is: 

+1 +2 

not at all 

-2 

only 
slightly 

someti!lles more often 
than not 

to a great 
extent 

-rJ 
completely 

74. -) -2 -1 +1 +2 +3 How well do you feel tha t yeur husband 
should understand your ideas and feellngs? 

75. -) -2 -1 -rl +2 +3 How well do you feel that yeu should 
understand your husband 1 s ideas and 
.feelings? 

The fcIIowing questions concern wha t your marrJ..age lS llke ~, 

In your present relatlonship wi th your husband, how true i5 each of 
the following statements? 

-) 

de.fini tely 
.false 

-2 -1 

mostly more false 
false than true 

more true 
than false 

+2 +) 

mostly defini tely 
tIiJ.e true 

76. -) -2 -1 +1 +2 +) :s your husband your social eqc..;al? 



( 

-J -2 -1 +1 +2 +) 

/ definl tely mostly more faise mol:'~ true mostly definitely 
false faise than true than false true 'true 

In your In::efi.l~nt relationship_wit~o~r husR~how tru8 i8 e~ch of. 
:the follQ.wing :i-S:atenen.:ts~ 

77. -3 -2 -1 +1 +2 +) Are you the s0clal equa.l of you hllsband? 

1 76. -J -2 -1 +1 +2 +J :: ,j your hU8band equal to you 111 intelljgen'ce? 

---~ 79. -3 -2 -1 +1 12 +) CI:: e '~q na l ta husband in t f'll.igSll::B'! you your . n 

80, -) -2 -1 +1 +2 +) D:J you '1nd your husband have 3lmilar 
L!"1tellec tuaI interests, such a" co scientific, 
li terary, mwücal, ete. ? 

81. -) ··2 -1 +1 +2 ... ) Go you and your husband like ~r.,e same 
", 

types of ..amusements, 5uch cards, as 
cancing, theater, etc. ? 

82. -J -2 -1 +1 +2 -t-J Do you and your husband engage in the 
SaIlle outdoor sports, such as golf, 
hiking. swimming, etc. ? 

8). -) -2 -1 +1 +2 +J Do you and your husband respect each 
other' s religious, political, and 

1 e-thicai convictions and not strive 
'to change them? 

84. -] -2 -1 +1 +2 +J Does your husband keeJ? you fu:'ly infûr:ned 
of the family finances and his business? 

85. -J -2 -1 +1 +2 +] Does your husband take and active lnterest 
in the training and discipline of th8 
children? 

86. -) -2 -1 +1 +2 +J Are the household affairs run in a 
neat, orderly manner? 

87. -J -2 -1 +1 +2 '!-) Have yau been fal thful ta your husband 
in regard to sax? 

88. -J -2 -1 +1 +2 +J Has your husband been faithful ta you 
in regard ta sex? 

89. -J -2 -1 +1 +2 +J Are yau and your husband equally fond 
of soc1.al gatherlngs? 

90. -J -2 -1 +1 ..,.2 ";'J D:Jes your husband, "get ahead" on hlS job? 

91- -) -2 -1 +1 +2 +) :5 your home clean and in orde:::- at ail tir.:e s" 

92. -J -2 -1 +1 +2 .... ) Do you davote the maJor part of yaur 
interest and enargy to your hOMe and farrnly? 

;: 
Î' 

93· -J -2 ~ -1 +1 +2 +J 15 your home a place where your family and 

1 
their friends can relax and enjoy themselves 
at aU times? 



-) 

definitely 
f'alse 

-2 -1 

mostly more faise 
false than true 

+1 

more true 
than faise 

+2 

mostly 
true 

+) 

defini tely 
true 

In your present relationship wi th ....:LQ.ur husband, how tr\le is each of 
the following ota,tement§? 

94« -) -2 -1 +1 +2 ... ) Do you and your husband taka part in 
recreational activitlE'S together~ 

95. -J -2 -1 +1 +2 +J Do yQU have sexual intercourse 10'1 th 
yo ,.lr husband every Ume h8 dAS1rE's' i t? 

96. -) -2 -1 +1 +2 + J Are your sexual relatlons closely 
bound up with love and affection~ 

97. -) -2 -1 +1 +2 +) Have you found pleasure in your sexual 
ry!la tions with your husband in the 
last three years? 

98. -) -2 -1 +1 +2 +3 Are your children good and weLl-behaved 
at aU times? 

99. -) -2 -1 +1 +2 +) Are your chüdren' s ideas and feqlings 
considered and talked Qver when famUy 
decisions are made? 

100. -) -2 -1 +1 +2 +3 Do you, your husband. and your chüdren 
take part in many recreational activltles 
together? 

101. -) -2 -1 +1 +2 +3 Do you have selCUal intercourse wi th your 
husband every time you desire i t? 

102. -) -2 -1 +1 +2 +3 Has your husband found pleasure in his 
sexual relations with y,Q.~ dunng the 
last three years? ~ l 

10J. -) -2 -1 +1 +2 +3 I8 your husband considerate of your 
feelings about sex? 

104. -) -2 -1 +1 +2 +) Does your husband have the mal.n say-so 
in family affal.rs? 

-) 

quite 
poorly 

-2 

not weil 

-1 

not qui te 
as well as 

l would like 

+1 
satis­
factorlly 

+2 

pretty well very 
weIL 

How weIl do vou think YOU çurrentlv play each of the following "Oarts? 

105. -) -2 -1 +1 +2 +J Housekeeper 

106. -J -2 -1 +1 +2 +) Cook 

107. -) -2 -1 +1 +2 "l') Hostess 



-) 

quite 
poorly 

-2 

not well 
-1 

not quite 
as well as 

l would like 

Tl T2 

satls- pretty weIl 
factorily 

TJ 
very 
weIl 

Ho! weIl do yQ~ thlr* you currently 21aY each of the follQwing parts? 

108. -J -2 -1 +1 +2 +J Participant in community affaira 

109. -J -2 -1 +1 +2 +J Friend and campanian te husband 

110. -) -2 -1 +1 +2 +3 Lover and sexual partner ta husband 

\111. -J -2 -1 +1 +2 +3 Mother 

How well go 'you think yeur husband currently Rlays eaçh of the tollowing 
parts? 

112. -J -2 -1 +1 +2 +) Breadwinner 

113. -) -2 -1 +1 +2 +J Handyman 

114. -J -2 -1 +1 +2 +3 Host 

115. -J -2 -1 +1 T2 +J Participant in community ai'.fairs 

116. -J -2 -1 +1 +2 +J Friand and companion to you 

117. -) -2 -1 +1 +2 +) Lover and sexual partner to you 

118. -3 -2 -1 +1 +2 +3 Father 

-1 +1 +J -) 

hushand 
nruch more 

-2 

husband 
more 

mostly equal 
but husband 

slightly more 

mostly equal 
but wife 

sligh tly more 

+2 

wife 
more 

wife 
much more 

In general. who currently has more influence in determining the waY, 
your family does things in each of the following areas? 

119. -) -2 -1 +1 +2 +) Relationships with relatives 

120. -] -2 -1 +1 +2 +J Choice oî friands 

121. -J -2 -1 +1 +2 +J Recrea tian and social, ac ti vi ties 

122. -J -2 -1 +1 +2 +J Earning family incarne 

12). -) -2 -1 +1 +2 +J Spending family incorne 

124. -] -2 -1 +1 +2 +J Running the household 

125. -J -2 -1 +1 +2 +) Sexual relations 

126. -J -2 -1 +1 +2 +) Size of family 

127. -J -2 -1 +1 +2 +) Bringing up children 



1 

\ 

( 

-J -2 

never 

1 
i 

-1 

once 

+1 +) 

Iess than once 
a month a month 

once 
a week 

+2 

twice 
a week 

every 
day 

128. -) -2 -1 +1 +2 +J 

129. -) -2 -1 +1 +2 +J 

1)0. -3 -2 -1 +1 +2 +3 

131. -J -2 -1 +1 +2 +) 

132. -J -2 -1 +1 +2 +3 

133. -J -2 -1 +1 +2 +3 

1)4. -) -2 -1 +1 +2 +) 

135. -) -2 -1 +1 +2 +3 

136. -) -2 -1 +1 +2 +3 

1)7. -) -2 -1 +1 +2 +) 

-) -2 -1 

none a little sorne 

How often do you have informaI get-togethers 
with other peop1e, with your husband? 

How often do you have informai get-togethers 
with other people without your husband? 

How often do you and your husband play 
games, chat or watch T.V. at home without 
the children or anyone aIse? 

How often do you and your husband go out 
for social or recreational activities 
without the children or anyone aIse? 

How often do you attend meetings or 
other activities without your husband? 

How of tan do you attend such meetlngs or 
activities with your husband? 

How often do you get together with one 
or more of the children for fun or 
recreation at home? 

How often do you get together wlth one 
or more of the children for fun or 
recreation away from home? 

How often do aIl members of the family 
get together for sorne kind of recreation 
at home? 

How often do aIl members of the family 
get together for sorne kind of recreatlon 
away from home? 

+1 

much 

+2 

most 
+) 

aIl 

At the present time, how much of the housework is usuallv done 
QY the following fam11y members? 

1 )3 . - ) - 2 -1 + 1 + 2 + ) 

1)9. -3 -2 -1 +1 +2 +J 

140. -J -2 -1 1"1 1"2 +J 

Wlfe 

Husband 

Children 

At the present time, how much of the physical maintenance of the 
house and yard 1s done by the following family members? 

141. -) -2 -1 +1 +2 +) Wife 



( 

( 

-) -2 -1 

none a li ttle some 

At the present time. how much 
house and yard i6 done by the 

142. -) -2 

14). -) -2 

-) 

none 

-1 +1 

-1 +1 

-2 

one 

+2 

+2 

-1 

two 

+) 

+) 

144. -J -2 -1 +1 +2 +) 

-J -2 -1 

+1 

IlIUch 

+2 

mast 

+) 

aU 

of the physiçal maintenance of the 
following family members? 

Husband 

Children 

+1 

three 

+2 

four 
+J 

more 

. , 

My completed family will probably 
include this number of children. 

+1 +2 +) 

not at all ' .. only sometimes more often to a great completely 
slightly tlfan nat extent 

145. -) -2 -1 +1 +2 +) How weIl do you feel your husband 
understands your ideas and feelings? 

146. -) -2 -1 +1 +2 +) How weIl do you feel you understand 
your husband '6 ideas and feelings? 

o 
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!ntrusiveness Rating§ 

How IlIUch does your iHness and/or its treatment interfere wi th 
aach of the following aspects of your life? 

P.l.ease use this rating scale in answering: 
Not very much l 2 J 4 5 6 

Your he al th 

Your diet 

Your work 

Your financial situation 

Communi ty & Civ~c. activi tiea 

Family & Marital relations 

7 Very much 

Specifically, how much does your Blness and/or its 
treatment interfere wi th each of the following aspects 
of your Family & Marital relations? 

your sexual relations 

the division of responsibility and authority 

wi thin the family 

household affairs 

family togetherness 

external relations 

Overall, how much doea your i11ne ss and/or its 
with ~ lite? 

Not "ery much 1 2 J 5 6 

tr;:tmenjinterfere 

7~muCh 

Overall, how much does your i11ness and/or its treatment interfere 
wi th your spoliae' s life? 

Not very much 1 2 3 4 5 6 7 Very much 

How much do you feel your illness and/or 1. tG treatment will 
interfere wi th ~ life a year from now'? 

Not very much 1 2 J 4 5 6 7 Very much 
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Spou se 

Intrusiveness Ratings 

How much does your spouse's illness and/or its treatment interfere 
with each of the following aspects of your liie? 

~ 

~lease use this rating scale in answeringl 
Not very much 1 2 :3 4 5 6 

Your health 
Your diet 
Yout work 

YOltr financial situation 
Community & Civic activities 
Family & Marital relations 

7 Very much 

Specifically, how much does your spouse's illness and/or its 
treatment interfere with each of the following aspects of 
your Family & Marital relations? 

your sexual relations 
the division of responsibility and authority 
within the family 
household affaira 
family togetherneas 
ext'ernal relations 

Overall. how much does your spouse's illness and/or its treatment ,~~ 
interfere wi th your life? 

Not very much 1 2 J 4 5 6 7 Very much 

Overall, how much does your spouse's illness and/or its treatment 
interfere wi th his/her life? 

Not very much 1 2 :3 4 5 6 7 Very much 

How much do you feel youro spouse's illness and/or its treatment 
will interfere with your life 'a year from now? 

Not very much 1 2 J 4 5 6 7 Very much 
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KDS-15a 

Please indicate your position on the followi~g/questions about your marriage: 

In YQur opinion who should: Husband Wife ~th Neither 

Do the shopping ••.•••.••.•• ,............ ) 
Care for the home . Il If , •••• , • • • • • • • • • • • • • ) 

Do the cooking .•.••.•..••....•..•...... ) 
Hold a job .••..••.••.•..•...••..•...... ) 
Determine how money is spent .• ......... ) 
Look after the children ••...••..••.••• , ) 
Be sexually aggressive ••• , ..•.. , •• ,c ••• , ) 

Get pleasure from sex ., ••.. , ......• , •. , ) 
Have outside interests and activities •. ( ) 
Participate in community affairs .......• ( ) 
Express their ideas ••... , .. , .•. ,....... ( ) 
Express their feelings ................• ( ) 
Give most of their interest ta the home 

and family ,., ......................... . 
Be concerned with the health of family 

members •..• iI! ........................... . 

Do the nursing when a family member 
is ill ... , ................... '" .......... . 

) 

) 

) 

) 

) 

) 

) 

) 

) 

( ) 

( ) 

( ) 

( ) 

) 

) 

)-

(. ) 

( ) 
( ) 

( ) 

) 

) 

) 

" ) 

) 

) 

) 

) 

In your marriage who: Husband Wife Bath Neither 

Does the shopping .....•..•............. 
Cares for the home .. , ..•.•.......•..... 
Does the cooking ....••................• 
Holds a job ........ O ••• :'iI ................ . 

Determin~s how money is spent •.•..•...• 
Looks after the children •.......•.•.... 
Is se'lO.l.hlly aggressive ...••........•.•• 
Gets pleasure from sex .•..••........•.• 
Has outside interests and activities ••. 
Participates in communit~'affairs ..•.•. 
Expresses their ideas ... :--: ....•.•...... 
Expresses their feelings ....•..•....•.. 
Gives most of their interest ta the home 

and fami~ ....... Il ••••••••••••• Il ••• 
Is concerned with the health of family 
. members ~ •. , ...•..•••. , ............ el' ••• 

Does the nursing when a family member 
13 ill ................................. . 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 
( ) 

( ) 
( ) 
( ), 
( ) 

) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 
( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

€ ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 
( ) 

( ) 

( ) 

( ) 

( 

c 
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Locke-Wallace Marital Survey 

1. Check the point on the scale below which best describes the degree of happiness, 
everything considered. of your present msrriage. The middle pOlnt, "happy", 
represents the degree of happtness which most people get from marriege, and the 
scale gradually ranges from one side to those few who are very unhappy in marri.ge, 
and on the other, to those few who experience extreme joy or felicity in marriage. 

Tota 11y 
unhappy 

Happy Perfectly 
Happy 

State the approximate extent of agreement or disagreement between you and your mate 
on the fo11ololing items. Pleue check the one most appropria te column for each item. 

Alw .. ys Allllost Occa- Fre- Allllost Always 
Agree Always si onally Iluently Always Disagree 

Agree DisaR;ree Disagre~ DiuRree .. 
2. Handling family fin~~ 

3. Mattera of recreation 

4. Demons tr. tions of 
affection 

5. Friends 

6. Sex relations . 
1 

7. Conventionality (tight 
good, or proper conduc t) 

8 Philosophy of life .... 
, 

9 Ways of dealing wi th 
in 1aw, 

10. When disagreements arise, they usually result in: 
Husband giving in __ Wife glvtng in ___ Agreement by mutual give and take ___ 

11. Do you and your mate engage in outaide interests together? 
AU of them Some of them Very few of them N'one of them 

12. In leisure time do you generally prefer: To be "on the go"? Tc- stay at home? 
Does your mate generally prefer: To be "on the go"? __ To7tay Ilt home? 

13. Do you ever wish you had not married? Fre~uently __ Occasionally __ Rarely __ Never 

14. If you h.d your life to live over, do you think you would: 
Marry the same person? __ Marry a different person? __ N'ot marry at: a11 7 

15. Do you confide in your mate?" Almost never _ Rarely 
In everything __ " 

In most chings _ 
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Rosenberg Scale 

A. l feel that l'm a person of 
worth, at least on an equal 
basis with others. 

B. l feel that l have a number 
of good quallties. 

C. All in all, l am inclined to 
feel that l am a fallure. 

D. l am able to do things as weIl 
as most other people. 

E. l feel l do not have much 
to be proud of. 

F. l take a positive attitude 
toward myself. 

G. On the whole, l am satisfied 
with myself. 

H. l wlsh l could have more 
respect for myself. 

1. l certainly feel useless 
at times. 

J. At times l think l am 
no good at all. 

Strongly 
Agree Agree 

1 2 

1 2 

1 2 

1 2 

l 2 

1 2 

1 2 

l 2 

1 2 

1 2 

Disagree 

J 

J 

J 

J 

J 

J 

J 

J 

J 

Strongly 
Disagree 

4. 

4. 

4. 

4. 

4. 



1 

SCL-90-R 

INSTIlUCTIONS 

Below is Il list of problems and complaint! that people sometimeq have Please re.d 
e.ch one c.refully. After you have done 50, please check one of the spaces to the' 

\ right that but describes HOW MUCH DISCOMFORT THAT PROBLEM HAS CAUSED Y~U DURING 
~ ) THE PI<ST MONTH INCLUDING TODAY. Check on1y one space for each problem a~d do not 
! '-"' skip .ny i cema . \, 

HO\\l MUCH WellE 'l'OU 
60TH"REO ay; 

l. Headachu 

2. Nervousness or 
ahakiness inside 

3. Unwanted thoughts, 
worda, or ideas 
that won't leavl! 
your mind 

4. Fa1ntnesa or 
d1zziness 

5. LOS5 of sexuel 
interest or 
pleasure 

6. Feeling critical 
of others 

7. The idee that some­
one else can control 
your thoughts 

8. Feeling others are 
to blame for most 
of your troub les 

9. Trouble remembering 
things 

10. Worried about 
sloppiness or 
careLessness 

ll. Feeling easily 
annoyed or 
irritated 

12. Pains in heart 
or chest 

13. Feeling afraid in 
open spa ces or on 
streets 

~ ~ ,,~ 
"",~ ~ ~_ ...... ~ 

.; ..,'w# ~T" ..... .;, ... 't' _ ~ ~ 

~o"':1 '1('$';- ~oo~ j':; "-~~ HOVV MUCH WERE YOU .... ~ ~ 'T ..... f;I 

BOTHERED SV. 

14. Feeling low in 
-energy or slowed 

down 

15. Thoughts of ending 
your life 

16. Hearing voices that 
other people do not 
hear 

17. TrembUng 

18. Feeling that most 
people cannot be 
trusted 

19. POOl' appetite 

20. Crying easily 

21. Fee ling sllY or un-
usy with the 
oppo.ite ,ex 

22. Feelings of being 
trapped or c.ught 

23. Suddenly scared for 
no re.son 

24. Temper outburst! 
that you could 
not control 

25. Feeling afraid to 
go out of your 
house alone 

26. Blaming yourself 
for things 

27. Pains 'in lover 
back 

,i 
i 



28. 

29. 

30. 

31 

32. 

HOI'( MUCH l'lERE: YOU 
BOTHt:.RED ev 

Feeling b10cked in 
getting things done 

Feeling 10ne1y 

Feeling blue 

Worrying coo much 
about things 

Fe~ling no interest 
in chings 

33 Feeling fesrful 

34. Your feelings being 
ea511y hurt 

35 Other people being 
aware of your 
private thoughts 

36 Feeling others do 
not understand you 
or are uneympathetic 

37. Feeling chat people 
are unfriendly 9r 
dislike you 

38 Raving to do things 
very slowly to fo­
sure correctness 

39 Hea rt pound ing 
or raclng 

40. N'auses or upset 
stomach 

41. Feeling tnferior 
ta others 

42. Sorenass of your 
muscles 

43. Feeling chat you 
are wa tched or 
calked about by 
o th e'!!' s 

., 
44. Trouble falling 

a.leep 

.." 

- - -

HOW MUCH l'lERE YOU 
BOTH(RED SV 

45. Raving to check and 
doublecheck what 
ta do 

46 Df.fficulty making 
decisLons 

47 Feeling afraid ta 
travel on busell, 
subways, or trains , 

48 Trouble getting 
your breath 

49. Hot or cold spells 

50. Raving ta avoid 
certain things, 
places, or activities 
because chey 
frigheen you 

51. Your mind gOlng 
blank 

52 Numbness or tingling 
in parts of your body 

53. A lump in your 
throat 

54. Feeling hopeless 
about the future 

55. Trouble concentrating 

5'6. Feeling weak in parts 
of your body 

57 Feeling tense or 
keyed up 

58. Heavy feelings in 
your arms or legs 

59. Though ts of death 
or dying 

60 Overeating 

61 Feeling uneasy when 
people are watching 
or talking about you 
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HOW MUCH wene: vou 
OOfHCAEO 0'1'. 

62 Raving thoughts that 
are not your own 

63. Raving urgee ta 
beat, injure, or 
harm !omeone 

64. Awakening in the 
early morning 

65. Raving to repeat 
che same Bctions 
Bueh as touehing, 
counting, washing 

66. Sleep chat Ls rest­
les! or disturbed 

67 Raving urges ta 
break or smash 
things 

68. Raving idess or 
beliefs that others 
do not share 

69. Feeling very self­
con;ciou~ vith 
others 

70. Feeling uneasy in 
crowds, such ss 
shopping or st 
a movie 

71. Feeling everything 
i5 an effort 

72 SpeLls of terror 
or panic 

73 Feeling uncomfor­
tabLe about eating 
or drinklng in 
public 

74 Getting into 
frenuent arguments 

75. Feeling nervous vhen 
you are left alone 

76 Other! not gtving 
you proper cred i t 
for yeur 
.!leni evement5 

HOW MUCH WEAE 'l'OU 
BOTHCAEO BY 

77. Feeling 10ne1y even 
when you sre \lith 
people 

78. Feeling so restles! 
you couldn't sit still 

79 Fee lings of 
\lorthle!sness 

BO Feeling that somethlng 
bad ia going to happen 
to you 

Bl. Shouting or throwing 
Chings 

82. Feeling afraid you 
will faint in public 

83 Feeling that people. 
will take advantage 
of you if you let chem __ 

84. Raving thoughts àbout 
sex that bocher you 

- a lot 

85. The idee that you 
should be punished 
for your sins 

86 Thoughc5 and images of 
Il frightening nature 

87 The idea chac somethlng 
serlous 1s wrong vith 
your body 

88 Never feeling close to 
another persan 

89. Feelings of guilt 

90. The idea chat something 
15 vrong with your 

.'n' ~ 



K Scale 

2. 

J. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

1). 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

At periods my mind seems to work more 
slowly than u sual. 

l have sometimes felt that difficulties 
were piling up so high that l could not 
overcome them. 

l have often met people who were supposed 
ta be experts who were no better than J. 
l find it hard to set aside a task that l 
have undertaken. even for a short time. 

l like to let people know where l stand 
on things. 

At times l feel Iike swearing. 

At times l am full of energy. 

At times l fsel like smashing things. 

l have never felt better in my life than 
l do now. 

It takes a lot of arguments to convince 
most people of the truth. 

l have periods in which l feel unusually 
cheerful without any special reason. 

l certainly feel uselesB at times. 

Criticism or scolding hurts me terribly. 

l think a great many people exaggerate 
their misfortunes in order to gain the 
sympathy and help of others. 

Oiten l can't understand why l have been 
sa cross and grouchy. 

l get mad easily and then get over it soon. 

What others think of me does not bother me. 

l have very few quarrels with membera of 
my family.' 

l am against giving money to beggers. 

At times my thoughts have raced ahead 
faster than l could speak them. 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

F 

T 



21. 

22. 

2). 

24. 

2.5. 

26. 

27. 

28. 

)0. 

l frequently find myself worrying about 
something. 

l worry over money and business. 

It makes me impatient to have people ask 
my advice or otherwise interrupt me when 
l am working on something important. 

People often disappoint me. 

l oiten think, "I wish l were a child 
again. " 

l find it hard to make talk when l meat 
new people. 

When in agroup of people l have trouble 
thinking of the right things to talk about. 

Most people will use samewhat unfair means 
to gain profit or an advantage rather 
than lose it. 

It makes me uncomfortable ta put on a 
stunt at a party even when athers are 
doing the sarne sort of things. 

l think nearly anyone would tell a lie 
ta keep out of trouble. 

"', 

T 

T 

T 

T 

T 

T 

T 

T 

T 

T 

F 

P 

p 

p 

p 

p 

F 

F 

F 

F 

l 
) 



Compliance with Regimen 

1. 

2. 

Are you taking your medications? 
-.,"1 

none 1 

How weIl are you 

not at 
aU 1 

a few most 
2 :3 4 5 

complying with your diet? 
moderately 

2 :3 4 

6 7 all 

/1 
J; 
! , 

6 7 extremely 
weIl 5 

J. How weIl are you complying with your fluid restrictions? 

not at 
all 

4. Overall, how 

not a"t 
all 

Spou saI Ratings 

Cons ide ring your 

Very 
Unhappy 

moderately 

1 2 J 4 5 

weIl are you following your doctor's 

1 2 

spouse's liia as 
tJnhappy 

1 2 "J 

J 4 

a whole, 
Mixed 

4 

5 

would you 
Happy 

5 

6 7 
extremely 

well 

instructions? 

6 7 extremely 
well 

deseribe it as 

6 7 
Very 

Happy 

Overall, how would you rate your spouse's self-esteem? 

Very low 1 2 :3 4 5 6 7 Very high 

-
OveralI, how mueh do you esteem/respeet your spouae? 

Not very mueh 1 2 J 4 

At present, how would you rate your s2ouse 's 

Very·peor 1 2 :3 4 5 

5 6 7 Very much 

general physical heal th? ~ 
6 7 Excellent ~4) 
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Sl20use 
Compliance with Regimen 

1- 1s your spouse taking his/her medications? 
a few most 

,'1 none 1 2 J 4 5 6 7 aIl 
<. , 

2. How well is he/shI.! complying with his/her diet? 
moderately 

not àt 
1 Z J 4 5 6 7 

extremely 
aH weIl 

3. How weIl i5 he/she complying wi th the fluid restrictions? 

not at moderately 
aU 1 2 J 4 5 6 7 extremely 

wall 

4. Overall, how well' is he/she following the doctor's instructions? 
moderately 

not at 1 2 J 4 5 6 7 extremely 
aIl weil 

-------------------------------------~--------------------------------------

Spousal Ratings 

Conside~ing your spousa's life as a whole, 

Very 
Unhappy 1 

Unhappy Mixed 

2 J 4 

would you 
Happy 

5 

describe it as 

6 7 Very _ 
Happy 

Overall, how would yo~rate your aQouse's self-esteem? 

Very low 1 2 3 4 5 6 7 Very high 

Overall, how much do y~U esteem/respect your spouse? 
Not very much 1 2 J 4 5 6 7 Very much 

At present, how would you rate your spouse's general physical health? 

Very pOOl' 1 2 3 4 5 6 7 Excellent 

I __ ---------------~-~----
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./ Physician 

Compliance ~ Regimen 

Patient 

Rater 

Date 

~. la (the patient) taking his/ber medications? 

a few most 
none l 2 :; 4 5 6 7 &1.1 

2. Ho..., well ls "hè/she complylng with -his/her diet? 

moderately 
not at l 2 :; 4 5 6 ? extremely 
al1 well 

;. How well la he/she complying wlth the fluid restrictions? 

moderately 
not at l 2 :; 4 5 6 7 extremely 

a11 well 

4. Overall, how well i8 he/she tollowing his/her medical regimen? 

moderatoly 
not at l 2 3 4 5 6 7 extremely 

a11 well 

Overall, consider1ng 
ducribe 1t aa 

(th1s patient t s) life as a who le, would you 

Very 
Unhappy 

1 
Unhappy 
2 3 

Mixed 
4 

Happy 
5 6 7 Very 

Happy 



Background Information \ 

Sex: M or 1!' Birth date ______ _ Age ___ _ 

Education ________________ __ Country of birth 

Religion ____________ __ Are you currently practicing? 

At present, are you working7 
I:t not ~ when did you- stop? 

Are you working Full time 
Number of hours per week 

Yes No 
Why7 

or Part time 

Occupation ______________________________ _ Annual aalar,y _____ _ 
, 

Date you and your spouse were 
Any previous marriages? Yes 

married 
No 

Datees) terminated ______ __ Length __ _ 

Plaase list your children 1 S 86e8 and place an ... by those children 
who are still liVing at home (for example, 10"', 16"', 24): 

Are you planning on hàving an:I'= (more) children? ras No 
Do any of your children have any medical problems7 If sa, who 
(oy age) and 'Ilhat type(s) of problem(s): 

With how many people other than your spouse and childre~ do you 
live with7 Who? 

How many close friends do you have (people you teel at ease with, 
can talk to about private matters, and can calI on for help)? 

None l or 2 3 ta 5 6 ta 9 10 or more 

How many relatives do you have that you feel close 
None l or 2 3 to 5 6 to 9 

How many or these friands or relatives do you see 
None l or 2 3 ta 5 6 to 9 

Do you belong to an; of these kinds of 'groups? 
a social or recreational ~oup Yes Nb 

ta? 
10 or more 

at least once 
10 ar more 

a month?~ 

a labor union, commercial group, protessional organization Yes No 
a group concerned w1th children les No church group Yes No 
a grOup concerned with community betterment, charity O~ service Yes No 
Any other groups? Describe 

1 
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MediQal Background 

Hospital you are treat~d at 

Date of firat viait to a nephrologist 

-- Date of tirst creatinine levelZ. 4 

List any other madical problems you have: 

Family history of renal diseaae Yes 

Family history of AnY chronic illneas(as) 
Typa{s) 1 

No 

Yas No 

-------------------------------------------------
General Health 

Here is a general heal th scale from 1 to 7, where one ia "very poor 
heal;th" and seven 18 "excellent health". At present, how would you 
rate your general physical health? (please circle) 

Very poor 1 2 J 4 5 6 7 Excellent 

• • 

/ 

" 
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d~alysis 

Medical Background 

Hospi ta.1 you are trea ted at 

" 
Date of - :first visi t to a nephrolegist 

,'''~ Onset of kidney failure: insidious 

o 

Date of :first creatinine level ~ 4-. 
Date of tirst dialysis 

Have you ever had a kidney transplant? Yes No 

List any other medical problems yeu have 1 

Family history of renal disease Yes No , 
Family history of any other chronic illne~s( es} Yes No 

type (s) : 

Dialysis 

Mode: CARO / hemodialysis: staff-hospltal self-hospltal self-home 

Hours per ~eek Days per week 

Who 15 yOUl7 primary helper speuse _ none ether __________________ _ 

General Heal th 

Rere 15 a general heal th scale fram 1 te 7, where one 15 "very poor 
health" and seven 15 "excellent heal th". At present, how would you 
rate your general physical health? (please circle) 

Very poO,r 1 2 4 5 6 7 Excellent 

.. 
~ 

rh m' sen 12 5 "P2 • S 

'( 
" J 

'" 
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Medical B~ckground 

.-/ 
Hospital you are treated at 

Date of first visit to a nephrologist 

Onset of kidney failure: sudden __ insidious ' 

Date of first creatinine level:: 4 

Date of first dialysis 

Date of transplantation 

Have you had any previous kidney transplants 

List any other medical problems yeu have: 

l 

Yes 

J , 
Family history of renal disease Yes No!_ 

/' 

Family history of any other chrenic ill~ess(es) 
Type ( s): 

General Health 

Yes 

transplant 

1 

No 

No 

Here la a general heal th scale frem 1 ta 7, where one ia "very po or 
health" and seven la "excellent health". At present, how would yeu 
rate your general physical hehl th? (please circle) 

Very poor 1 2 3 4 5 6 7 Excellent 

. 
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Medical Background 

Family history of rana! disease Ye8 No 

Family history of any other chronic illness(es) 

, Type(s) 1 

Do you have any chronic illness(es) 

Type ( s) 1 

Any other medical problema 1 

General Health 

Yes 

Spouae 

Yes No 

No 

Here ls a general he a! th scale from 1 ta 7, where one la "very poor 
heal th" and seven la "excellent health". At preseIlt, how would you 
rate your general physical heal th? (please circle) 

Very poor 1 2 3 4 5 6 7 Excellent 

) 

" \ 

,/ 

.1 



ORGAN DYSFUNCTION SCALE 

patient ________________________ ___ Date ____________ __ 

Rater __________________________ ___ 

HEART F1\ILURE 

o .. not meeting criteria l, 2, or 3,' 

l • De fini te cardiomeqaly on X-ray: cardiomegaly unsoecified 
(equivocal, possible, probable or nct specified~ or 
interatitial pulmonary edema on X-ray. 

2 .. Airspace or unspecified edema on X-ray; ;:> 2+ peripheral 
\ 

edema, with serum al.bumin ~ 2.5 gms. 

3 • Emergency admission for pulmonary adema; a) paroxysmal 
nocturnal dyspnoea at least as 6ften as once per week, or b) 
shortness of breath on minimal exertion (walking 'te 
bathroOlU on same floor, or talking): either a or b with criteria 
to meet 2, and'S .O.B. not also attritluted te respiratory problems. 

ISCHEMIe HEART OI5EASE 

o '" not meeting l, 2. or 3 

1 =r Definite or probable ischemic changes on cardiogram, or 
history or evidence of old myocardial infarction. 

• * 2 • Anqina Pectoris brough~ on by moderate or severe exertion, 

2a 

2b 

3 

3a 

3b 

or brought on by tuild: ~xertion less often than once pe+:, 
d~y (accept clinical diagnosis of angina if not disputed 
in chart) • 

.. Satisfies criteria for 2 but not for 1_ 

.. satisfies criteria fOl: 2 and for l. 

"" Angina pectoris brouC]ht on by mild exertion at least as 
often as once per day. 

- Satisfies criteria for 3 but not for 1. 

• satisfies criteria for 3 and for 1_ 
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PERIPRERAL ISCHEMIA 

o • not meeting 1. 2, or 3. 

l • At least one foot with absent pulses not disputed in chart. 

2 - Intermittent claudication (acfept clinical diagnosis if 
not disputed). 

2a • Satisties criteria for '2 but not for l (on the same side). 

2b - Satisfies criteria for 2 and for 1 (on the same side). 

3 ~ Gangrene, feet ulcers due to ischemia, ischemic pain at 
rast, or amputation due to ischemia. 

RESPIAATORY SYSTEM 

o - not meeting 1. 2, or 3 

• la • Chest X-J'ay showing chronic obstructive lWlg disease • 

lb • eistory of chronic bronchitis. 

2 .. Shortness of breath !Jn moderate* to severe* exertion not 
attributed ta other causes • 

. 2a - Satisfies criteria for 2 but not for la. 

2b - Satisfies criteria for 2 and for la. 

3 - Shortness of breath on mild. exertion, or chronically 
short of breath at rest not attributed to other causes. 

3a - Satisfies criteria for for la. 

3b - Satis fies criteria for la. 

BONE DISEME 

Ci - not meeting l, 2, or 3 

l - Radiologie evidenee of bone disease but no fractures or pain. 

2 - RadiOlogie evidenee of bone disease, with at least one 
fracture attributed to bone disease or pain due to bone disease. 

3 - RadiOlogie évidence of fractures at :::::2 different ·sl,.tes" 
(3 ribs would not count, for instance) or severe chronic pain 
due to bone disease. 
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ANEMIA 

&do 

a - not meeting 1 or 2 

l - Hematocrit ~ 25 on more than one occasion 

2 - Hematocrit ~ 20 on more tflan one occasion 

o .. nct meeting 1, 2, or 3 

l - Patient diagnosed as having chfonic liver disease or cirrhosis. 

2 - AS for l with proth:tombin time ~15 sec's (if not on coumadin), 
al.bumin < 3.0, or bilir ubin ~ 2 mg%. 

" 

3 - As for l with biliru.bin ~lO, ascites, or evidence of hepatic 
coma or precoma. 

o "" not meeting 1 or 2 

l - Chronic** diarrhea, anorexia, or vomitinq, but not severe 

2 Severe (è!.lO bowel movements per day) chronic dia-rrhea, or 
chronic anorexia or vomiting leading t01?:10 lbs. weight loss. 

o :;; nct meeting 1 

1 - PTH lever ~300 on at least one occasion and parathyroidectomy 
not subsequently performed. 

o .. nct meeting 1 or 2 

l - Itching but not said to be severe more than once or severe 
more than once without excoriation. 

2 - Itching said to be severe more than once wi th exçoriation. 
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\" PERIPHERAL NERVQUS SYSTEM 
-;;. 

o 1& No evidence of neuropa thy 

" 1.. -Restl.ess leqs", mild-mederate burninq, tingling, or pain 
in extremities llttributed to neuropathy. 

2 .. Decreased sensationf/' severe burn!nq or tingl.inq, or 
decreased strenqth in one or more U.mbs due to neurO­
pathy. 

3 = Paralysis of one or more limbs due to neuropathy. 

VISION 

o = Not meetinq l, 2, or 3 

1 • Minor decrease in visual aeu! ty 

2 = Major decrease in visual acui.ty but -the patient stil.l 
sees we 11 enough to be able to carry on ln independant 
existence if no ether factors prevented it. 

3 = Blindness suffieient to necessitate help ..,ith activities 
r of normal daily livin9·~** 
1 

FŒAR~~ 
o :: Not meetinq l or 2 

1 :: Decrease in hearinq 'but patient still. able to understand 
a conversation if speaker raises his/her voiee somewhat.. 

2 = Patient unab1e te hear at aIl. or onl.y when speaker ahouts. 

JOINTS 

0:. Not meeting l, 2, or 3 

1 :: Minor arthritis sufficient to eause discemfort but no 
real limitation in activities. 

2 = Arthri tis severe enough to limi t acti vi lies but not te the 
point of making the patient dependant on outside help in 
normal activities of daily living.*** 

3 =: Arthritis severe enough to severely l.imit activities to the 
point that the patient would need help with noriM1 activities 
of dail.y living. *** ' 
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MUSCLE STREN~TH 

o .. Not meeting l, 2, or 3 

1 Il 

2 " 

3 • 

Mild decrease in muscle strength insuffiaient ta cause 
di!ficulties with normal activities of daily living. **'" 
Oecrease in muscle strength sufficient to cause difficulties 
with normal activities of daily living but patient would 
not require outside assistance to function . 

Oecrease in muscle strength sufficiently bad to necessi tate 
outside help in order to carry out normal activities of 
daily li vinq . * .. * 

If th.ere are Any other ppysicd abnomali tiea, disea$es or 
syndromes that you feel would be likely of themselves to limit 
the patient'. activities or to cause··significant discomfort, 
please de scribe these abnomali ties and your asses sment of how 
much and in what ways the.y affect the patient. 

*EXERTION: Walking l block on flat ground ls mUd ex~rtion. Any 
hill, Any further, Any faster is moderate or severe 
exertion • 

• 
• *CHRONIC: Called chronic in chart or known to have lasted > l 

month. 

·-*The relevant activi ties of dail~ living to consider arJ: 
Batlunq, dressing, g01.ng tG the tOl.ret, transfernng, and feeding. 
Transfer.;:ing in this context refers to the pa tient' s abili ty to 
move in and out of bed and in and our of a chair. 

N.B. !f a patient fits t'Wo possible categorl.es for anyof the 
indl.vidual systems score the most severe. AIse be sure not to 
use the saJ:Ie symptom (e .g., sr..ortness of breath) te classify a 
patient for two separa.te variables. If necessary choose one 
variable on an axbitrary basis and ignore the syrnptom already 
used when scoring the second. 

\ihen assessing the affect on an organ dysfunction on activities 
of daily living, as you are asked. to do for vision, hearing, joints, 
and muscle strength, make a judgement based on what the affect of 
the organ 4ysfunction would be in an otherwise healthy wall-adjusted 
persan. Thua, the tact that a patient has arthritis and ls unable 

~ , 
\ 
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to get out of bed or tunct10n w1 thout assistance d068 t;lot mer1t 

& acore of :3 tor • Joints" unlue ,"ou teel tbat the arthr1tia 

1fOUl.d produce the sem6 d1.aab1lit7 in an o'rwi.se he al t~ person. 

/ 

!t preunt.. ha. would 10U rate thie p~t1ent 1 s ganera! p~.ica1 heal th? 

'err poor 1 2 4 5 6 ? Excellent 
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Appendlx III 

Illness/Treatment Intrusiveness Statistics: Patients 

{ 



Appendix IV 

~' ., Tva Faotor. (Group by Sax) ANOVAs, 
Illness/Treatmant Intrusivaness: Patients 

Individual Araas 

Haalth 

Diet 

Work 

Finance s 

Comm~ni ty Ac'tivities 

Mari tal Areas 

Saxual Relations 

External Relation s 

Household Affaira 

,~ 

Division of Rasponsibility 

Family Tog~therness 

* 12.<.05 

**12.<.01 

1 ***:e,<. 001 

Grou:e, Sax 

1: l-
(4.88 ) (1 ,88) 

8.04*** 1.60 

4.07** 0.33 

6.14*** 0.83 

2.51* 5.87* 

-5.34** 0.01 

4.72** 2.20 

4.59** 1.96 

5.36** 0.74 

4.12** 1.07 

2.01 0.65 

" 

Isteraction 

I 
(4,88) 

0.34 

0.59 

0.96 

·1 .. 13 

0.65 

0.23 
~ 0.61 

0.09 
0.26 

0.70 
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Appendix V 

Illness/Treatment Intrusiveness Statistics: Spouses 

Individual Areas 

Group 

Nephrology Clinie 
Pre-dialysis 
Home-dialysis 
Uni t-dialysis 
Po st-transplan t 

Group 

Nephrology Clinic 
Pre-dialysi a 
Home-dialysis 
Uni t-dialysis 
Po s t- tran splan t 

Mara, tal Areas 

Group 

Nephrology Clinic 
Pre-dialysi a 
Home-dialyais \/ 
Uni t-dialysi s 
Post-transplan t 

Group 

Nephrology Clinic 
Pre-dialysis 
Home-dialysia 
Uni t-dialysl s 
Post-tran splan t 

Health 

1.88 (1.54) 
2.06 (1.34) 
3.32 (1.83) 
2.35 (1.77) 
1 • 5 9 (1. 1 8') 

Finaneial 

1.53 (1.07) 
2.88' (2.29) 
3.37 (2.24) 
3.71 (2.17) 
1.71 (1.16) 

Sax 

2.41 (1.91) 
3.41 (2.79) 
4.53 (2.09) 
4.59 (2.50) 
3.06 (2.46) 

Div. of Resp. 

1.65 (1.22) 
2.71 (2.39) 
3.37 (2.03) 
3.12 (2.06) 
1.88 (1~45) 

Dlet 

1.71 (1.36) 
1.94 (1.34) 
2.26 (1.69) 
2.29 (1.86) 
1.47 (0.87) 

Community 

1.41 (0.71) 
2.41 (2.24) 
3.05 (2 .. 07) 
2.76 (2.05) 
2.59 (2.00) 

External 

1.41 (1.00) 
2.35 (2.15) 
3.47 (2.04) 
2.47 (1.70) 
2.00 (1.66) 

Family Tog. 

1.18 (0.39) 
1.88 (1.58) 
2.47 (2.01) 
2.00 (1.41) 
1.53 (1.01) 

Work 

1.71 (1.21) 
2.52 (1.97) 
3 .. 36 (2.03) 
2.59 (1.62) 
,1.65 (1.32) 

Houaehold 

1.65 (1.11) 
2.35 (1.87) 
3.16 (1.83) 
3.06 (1.98) 
2.12 (1.90) 

.... 
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Appendix VI 

Tvo Factor (Group by S ex) ANO VAs J 

Illness/Treatmen t In trusi veness: Spouses 1 

Individu!}l Areas 

Health 

Diet 

Work 

Finances 

Community Activitles 

Mari tal Areas 

Sexual Relations 

External Relations 

Household Affaira 

Di vision of Responsi bili ty 

Family Togetherness 

GrouE 

E-
( 4~86) 

3.30* 
1.02 

3.19* 
4.57** 
2.06 

2.66* 

3 .. 28* 

2.28 

2.94* 

2.07 

§..u 

l 
(1.86) 

/ 

0.01 

0.17 
1 

0.01 

0.95 

7.58** 

0.09 

1 .52 

0.02 

2. 00 

o. 05 

In teraction 

1.: , 
(4,86) 

1.22 

1 .1 5 

0.87 

0.72 

0.96 

0.18 

0.78 

1 .08 

2.05 

0.37 
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Appendix VII, 

1 . 

, 
' . 

Repeated Meaaures (Statua-position) Un:1.variate la,,: 
Illness/Treatment Intrusiveness , , 

Indi vidusl Ares s 

Beal. th 

D:i,et 

Work 

Finances 

Community A ct! vi tiea 

Mari tal Araaa 

Sexual Relations 

Division of" Responsibility 

Housahold Aft'ai'rs 

Family To,gethern e ss 

External Relation s 

* Il< .001 

l 
{1,76) 

":33.37* 

:34.26* 

1 7.20* 

0.68 

0.15· 

:3.12 

1.83 

0.19 

0.22 

0.02 

r 

, 

'./ 
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AP1:td1X VIII IJ (0 

Repeated Mea~ure8 (Statu a-po si tion) l1n1var1ate IS,t 
Marita1 Relations 1 

" 1 <9 

\1 ,j.$ r 
(1.7?-) l 

! \ 

Marital RelatioBS 

j. MRQ So11darity 1. sI 
,MRQ Internal Instrumentality 0.05 / / 
MRQ External 

~ 

Relations . o. 05 . j 
MRQ Division or R.sponsib1~ty 1.02 J 

~ 

MRQ-Sexual Relations 0.07 
li- KDS-15a 1 .35 . 

Locke-Wallace MAT 1.24, 
, 

<- Respect for Partner 0.58-
\ 

.~ ) 
! 

\ . 

, . 

) 
j 

(> 

.. ~ J 

,) 
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Appandix II' / 

Repeated Measures (Statua-position) Un1variate la: 
Psychological Well.1"be1ng 

P,ycbo*osieal Well-b~1nl 

Positive Attect Scale 

Negative Attect Soale 

OveraII Happinen 

Rosenberg Scal.e 

OveraII Happin~8s, Partner-rated 

Selt-esteem, Partner-rated 

SCL·"90,-R Somatization 

" Depression 

" Phob:1:c Anxiety 
ft Obse s a1 va- compul si ve, 

" Anx1ety, 
Il Paranoid Ideation 

" Interpersonal Sen si t1 vi ty 

" Host!l1 ty 
Il Psychotioi sm 
Il PSDI 

• 

l 
(1 ~ 77) 

. 0.23 

0.48 

0.01 

0.59 

5.87* 

" • 53 , 
3.85 

00.08 

0.32 

0.38 

0.20 

2.60 

0.,02 

0.39 

0.01 

0.26 

.. 
r 

! 
1 

../ 

J 1) 

J 

d 

'{ .. 

J 

J 

/ 
j 

, 

1 • 

1 
i , 

1 . 1 
1 

1 , 

. 
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Marita1 Rt1a~iona, 1: Psycholog1cal We11-being 
Stat1sti.ca: Nephrologl C~}n1c Group. .. 

Pat1ents Spouses 

M (ID2) li (~) -• / 

Marital Relations 

MRQ Solidar1 tl 0.93 (0.34) 1.20 (0.4l) .. Internal Instrumentality 0.89 (0.38) 0~84 (0.3 ) .. External Relations 1.02 (0.40) 1 .20 (0 •. 41 ) 

" Division ot Respons1b1l:l:ty 
, 

0:-:0 (0.40) 0.95 (O.42) .. Sexual Rela t10ns O. 1 (0.52) 0.86 (0.47) 
MRQ Total 0.94 (0.29) 1 .06 ( 0.28 ) 
IDS-15a 0.20 (0.15) 0.24 (0.18) 
Locke-Wallace MA T 115.5 (22.8) 110.1 (23.5;1 

\, 

Reepect tor Partner 6.06 (0.94) 6.28 (0.83) 

Pazcholoiical Well-balni ( P' t1ve Affect Scala 3.06 (1.31) 3.00 (1.24) 
Ne ti ve Atfect Scala 0.56 (0.78) 1 .17 (1 .43) 
Affact Balance Scale 7.50 (1.58) 6.83 (1. 69) , 
Rosen berg Scale 8.83 (1.38) 8.89 (1.08) 
Overali Happlness, Salf-rated 5.33 (1.28) 5.22,,(1.17) 
Overall Happlness, Partner-ra:ed 5.22 (1.17) 5.56 (1.04) 
Selt-esteem, Partner-rated 5.67 (1.50) 5.61 ( 1 .29) 
Dr.'s Rating ot Happiness 5.83 (0.86) 
SCL-90 .. R Somatization 0.52 (0.51) 0.54 (O.64) 

If Depression 0.53 (o.64) 0.63 (0.52) 

" Phobie Anxiety 0.15 (0.23) 0.28 (0.41) 

" Obsessi ve-compulsi va 0.53 (0.60) 0.58 (0.46 ) 

" Anx!ety 0.41 (0.56) 0.43 (0.51 ) 

" ,Pa,ranoid Ideation 0.52 (0.75) 0.64 ( 0.58) 
n Interpersonal Sens1 ti vi ty 0.48 (0.53) 0.62 (0.49 ) 
" Host!l! ty 0.45 (0.58) 0.54 (0.73) 
" P Bychot! ciam 0.32 (0.55) 0.36 ( 0.40) .. 
" GSI 0.45 (0.50) 0.53 (0.41) 

r , 

; . 

, _ .,...fI, 

/ 

, 
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Appendj.x XI 

Marita~ Relatj.ons 1 Psyehologieal Well~bej.ng 
Stat1atics: Pre-dj.alys1s Group 

Klrj.tal R!l!tions 

MRQ Solidari t1 
• InternaI Instrumentality 
• ~xternal Relations 

'-

ft Division of Responsibility 
ft Sexual Rélatj.ons 

MRQ Total 
tDS-15& 

,Loeke-Wallace KAT 
Respect for Part~er 

Psychological ~ell.beln& 
positive Affect Scale 
Negati've Affect Scale 
Atfect Balance Scale 
Rosenberg Scale 

"' Overall Happlness, Self'-rated 
Overall Happiness, Pa~tner.rateq~ 
Self-e steem. Partner-ra ted , 
Dr.'s Rating of Happiness 
SCL-90-R Somatlzation 

ft 

ft 

" ft 

ft 

ft 

ft 

" Il 

Depression 
Phobie Anxiety 
Obsessive-eompulsive 
Anxiety 
Paranoid Ideation 

-Interpersonal Sensitivity 
RosUli ty 
Psychoticism 

·GSI 

Patients 

M (SD) - -
0.98 (0.38). 
1.03 (0.65) 
1.00 (0.38) 
0.81 (0.44) 
'0.85 (0.54) 
0.93 (0.29) 
0.18 (0.14) 

121.7 (18.3) 
6.53 (0.72) 

3.00 (1.50) 
1.29 (1.31) 
6.71 (2.31) 
8.47 (2.07) 
5.00 (1.41) 
5.29 (1.61) 
5.35 (1.66) 
5.24 (1.30) 
0.64 (0.55) 
0.88 (0.75) 
0.34 (0.45) 
0.75 (0.61) 
0.52 (0.52) 
0.43 (0.57) 
0.73 (0.82) 
0.47 (0.28) 
0.36 (0.44) 
o • '61 ( o. 5 1 ) 

J 

Spou ses 

li (~) 

0.85 (0.53) 
0.93 (0.52) 
1.00 (0.40) 
0.90 (0.46) 
0.70 (0.57) 
0.89 (0.35) 
0.20 (0.18) 

127.7 (15.8) 
6.71 (0.59) 

2.94 (1.20) 
0.82 (1.07) 
7.12 (1.69) 
9.00 (2.12) 
5.76 (1.15) 
5.47 (1.42) 
5.41 (1.18) 

0.43 (0.34) 
0.57 (0.39) 
0.08 (0.18) 
0.38 (0.31) 
0.27 (0.25) 
0.44 (0.53) 
0.46 (0.31) 
0.35 (0.28) 
0.16 (0.18) 
0.38 (0.22) 

) 
'" 

1 
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Appendix XII 

Ma~ita~ Relations l Psychological Well-being 
Statistic8: Home-dialysis Group 

Mari tal Rel a t1 on s 

MRQ Solidarity 
• Internal Instruaentality 
• External Relations 
• Division of Responsibility 
ft Sexual Relations 

. MR~ Total 
.. ]tDS-15a 

Looke-Wallace MAT 
Respect for Partner 

-PBYChological Well-belng 

Positive Affect Scale 
Negati~e Affect Scale 
Affect Balance Scale 
Rosenberg Scale 

r:, Overall Happines s. Self- ra ted 
Overall Happiness. Partner-rated 
Self-eateem. Partner-rated 
Dr.'a Rating of Happiness 
SCL-90-R Somatization 

ft Depression 
ft Phobie Anxiety 
ft Obsessive-compulsive 
ft Anxi~ty 

ft Paranoid Ideation 
ft Interpersonal Sensl~ivity 
ft Hostility ! 
ft Psychoticism 
n GSI 

• 

Patients 
M (SD) ,- -

p.95 (0.52) 
1 .• 05 (0.59) 
1.05 (0.56) 
0.85 (0.49) 
0.91 (0.81) 
1.00 (0.49) 
0.23 (0.18) 

1 21 • 1 ( 22.3 ) 
6.58 (0.51) 

2.53 
1.16 
6.37 
8.63 
4.58 
4.74 
~. 05 
4.89 
1. 02 
0.95 
0.18 
0.83 
0.54 
0.27 
0.58 
0.57 
0.36 
0.66 

(1. 26) 
(1. 46) 
(2.19 ) 
( 1 .71 ) 
(0.90) 
(1.66) 
(1. 54) 
(1 .25) 
( 0 • 58 ) 
( 0.68 ) 
( 0.26) 
( 0.82) 
(0.44) 
(0.44) 
(0.53) 
( 0.61 ) 
( 0.36 ) 
(0.43) 

( 

--'Spouses 

!i" , (§..U) 

1.10 (0.67) 
1.06 (0.66) 
1.12 (0.54) 
0.88 (0.49) 
0.84 (0.90) 
1.04 (0.60) 
0.27 (0.19) 

113.8 (20.9) 
6.47 (0.70) 

2.42 (1.54) 
1.42 (1.31) 
6.00 (2.21) 
8.79 (1.62) 
4.47 (1.61) 
5.42 (0.84) 
5.74 (0.93) 

0.66 (O. 5'9) 
0.91 (0.84) 
0.25 (0.45) 
0.82 (0.68) 
0.65 (0.81) 
0.44 (0.60) 
0.59 (0.46) 
0.51 (0.70) 
0.36 (0.41) 
0.63 (0.55) 

) 

Ji 
1 , 

, . 

'f 



, - , .., 1 .... " . •• - 1. l 
~~,-~-v-1<", 

../ 

1 . 
0, 

C / 

... 
~ 

. 
Appendi-ac XIII 

Marital Relations" Paychologieal Well-being) 
Sta ti stic a: Un!t-dialysis Group ... 

, Patients SpOUS!S 
,-

li (~) -li (SD) -
", !!&rita~ Re'atil2~s " 

MRQ S~lidar·i ty 1.20 ( 0.76) 1.17 (0.68) 

" Internal Instrullen tal! ty 0.99 (0.48 J 1. C 4 CO. 58) 
" External Relations 1.25 ( 0.61) 0.91 (0.63) 
" Division of Responaibility 0.90 ( 0.58) 1.01 ' (0.47) .. 
" Sexual Relations 1. 40 (1.11) 1.63 (1.27) 

KRQ Total 1.16 (0.54) 1.14 (0.57) 
[DS-15a 0.21 (0.19) 0.28 (0.20) 
Locke-Wallace MAT 116.,1 (27.6) 108.1 (30. 5) , 
Respect for Partner 6.72 (0.57 ) 6.11 (0.9&) ) 

.,) 

( 
Psyehologi cal Weil- be1ng 

. Po ai ti ve Affect Scale 3.28 (1.64) 3.28 (1 • 36 ) 
Negative Affect Scale 1 .11 ( 1 .28) 1.06 (1.16) 
Arreet Balance Scale 7.17 (1.86) 7.22 (2.05) 

0, 

Ro senberg Sca1e 8.39 ( 2.36) 9.00 (1.23) 
CveraIl Happiness, Self-rated 5.22 ( 1 .26) 4.67 CL 33) 
Cverall Happiness, Partner-ra ted 4.78 ( 1 .70) 5.67 (1.19) 
Se1f'-esteem, Partn er-rl1 te d 5.50 (1.10) 6.22 (1.22 ) 
Dr. 'a 'Ra ting of Happiness 5.50 (0.92) 
SCL-90-R Somatization 0.70 (0.55) 0.57 (0.57) 

Il Depression 0.73 ( 0 • 77) 0.70 (0.6.3) 
Il Phobie Anxiety 0.16 (0.27) 0.17 (0.33) 
Il Obsessive-compulsive 0.67 ( 0.37) 0.58 (0.5,4) 
Il Anxiety 0.40 ( 0.40) 0.35 (0.41) 
Il Paranoid Ideation 0.49 (0.41) , 0.69 (0.63) 
Il Interpersonal Sensit1vity 0.53 (0.53) 0.47 (0.39) 
Il Host.ili ty . 0.49 (0.53) 0.50 (0.60) l' 

Il Psychoticism 0.31 ( 0.43) 0.25 (0.34) 
Il GSI 0.54 ( 0.39) 0.51 (0.39) 
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.~ Mari tal aela tions 1: Psychologieal Well-being, " 

Statistic8: Post-transplant Group 

Pat,ests SRouses 

'" ! (~ li (§.Q) 
1 

1 
1 

Marii. taJ. ReJ.at~ons 

MRQ Soli'dar1 ty 0.94 (0·.31 ) 1. 04 (0.47) 

" InternaI Inatrumentality 0.74 (0~34) 0.79 (0.39) 

" External Relation s ,0.86 (0.44) 0.85 (0.49) 
Il Div1si~n of Res'p~nsibility 0.92 (0.32) 1.01 (0.37) 
" Sexual Relations 1 .06 (0.75) 1.19 (0.95) 

MRQ Total 
.., 

0.92 (0.27 ) 0.98 (0.34) 
lCDS-15a 0.23 {0.19} 0.25 (0.17) 
Locke-Wallace MAT 115.5 (19.0) 114.7 (23.0,) 
Respect ~or Partner 

, 
6 .• 47 ( ° . 62) 6.47 (0.62) 

• 

(' 
Pszehblogical Well-being 

~s1. tive Affect Scale 3.35 (1.17), 3.06 (1.09) .. 
egative Affect Scale 1 .12 (1 • 05) " 1.24 (1. 79) 

Af~ect Balance Scale 7.24 (1 • 56) 6.82 (2.33) 
Rosenberg Scale 9.29 (1.11) 8.82 (1.78) 
Overall Happiness, Self-ra ted 5.47 (1 • 01) 5.35 (1. 00) 
Overall Happiness, Partner-ra ted 5.65 (0.93) 5.53 (0.72) 
Sel1' - este em, Partner-rated 5.82 (1.13) 5.59 '( 1 .33 ) 
Dr. • s Rating of Happiness 5.12 (1.05) 

/ SCL-90-R Somatization 0.45 ( 0 • 45) 0.39 (0.50) 
1 
1 ft Depression 0.59 (0.39 ) 0.78 (0.75) / 

" Phobie Anxiety 0.08 (0.15) 0.29 (0.67) 
\~ 

" Obsessive-compulsive 0.52 (0.31) 0.69 (0.69) 
" " Anxiety 0.38 (0.36) 0.72 (0.80) 

ft Paranoid Ideation 0.39 ( 0 • 39) 0.50 (0.56) 
ft In terpersonal Sen si ti vi ty 0.54 (0.32) 0.68 (0.67) 
ft Hostili ty 0.31 (0.23) 0.65 (0.80) 

" Psyohotioism 0.28 (0.40 ) 0.48 (0.62) 
ft aSI 0.44 ( 0 • 28) 0.59 (0.58) 
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Appendix XV 

Composition ot the Demographie Factor 

D,mograph1c Variables / 
Sex, Age. Religion. Practicing Religion, Work,Status, Income, 
Years Married, Marital History, Family, Lite Cycle ... Years ot 
Education, Humber of Children at H6me 

Patients 

aSI 
Work StatuaS 

pepresaion (llI!) 

Work Status,a 
a Religion 

a lamily Life Cycle 

ABS -
Practicing Religipn 

. a 
Work Sta tus 

Sex 

Age 

.. 

Couples 

12E 
Age 

ReligionS 

Income 

Age "'\ 
a Religion 

Income 

Spouses 

GSI 

Sex 

ReligionS 

Years Marri ed 

Years Educa tion 

nepressioh (QE) 

Sex 
a Religion 

Age 

Years Married 

Years Educa tion 

a Religion 
a Family Life Cycle 

Prs'cticin g Reli gion 

Yea.rs Married 

Years Edu ca tion 

'. 
!llli . 

Income 
a Family Life Cycle 

Years Married 

Years Education 

Family Lire Cyclea 

Family Life" CycleS 

a " dummy coded 
o 

, , 

! ' 

.Mi'O!I," ........... _'-.......... 




