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ABETRACT /

The psychological well-being of end stage renal disease
(ESRD) patients and ;pouses was investigated from a dyadie
perspective, The responses of patients and apouses from five
groups of couﬁles -~ 11lustrating different points in the
progression and treatment of ESRD -- were compared both across
BESRD groups and between patients and spouses. It was hypoth-
esized that those ESRD groups with the-highest levels of
illnesas/treatment intrusiveness, i{.e. the two dialysis groups,
would exhibit the highest levels of marital role strain and
concomitantly the lowes£ levels of psyciolcgical well<being.
Daapite the fact that the ESRD groups did reflect differences
in perceived illness/treatment intrusiveness, no significant
differences were found between the ESRD groups, or between
patients and spouses, in either marital relations or psycho-
logical well-being. However, multiple\regression analyses did , ‘
indicate that marital role strain was a significant predictor
of paychological well-being. It explained psychological well-
being variance above and beyond demographic, physical health,
ESRD group membership end psychological defensiveness consider-
ationa. Also, the two dialysis groups evidenced significantly
greater correlations between marital role strain and psycho-
logical distress than the nondialysis groups. These findings
vere intefgfeted as being consistent with a General Systems -

Theory approach to the conceptualization and treatment of

chronic illness.




; . //f SOMMATIRE
Le but de cette recherche fut d'étudier la santé mentale de patients
7 atteints de maladie rénale terminale (MRT) , ainsi que celle de léur con-
joint, Cing %roupes de couples furent constitués, représentant différents
stade; de progression et de traitement de§la MRT, et les réponses des pa-
tients et de leur conjoint furent comparé;s d'une part entre groupes d'ap-
partenance, d'autré entre conjoints. L'hypoth&se de départ &tait que les‘
groupes de patients dont la MRT et le traitement représentaiept une intru-
sion prononcée au sein de leur intimité, i.e. les deux groupes de patients
sous dialyse, seraient aussi ceux manifestant 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 1'intrusion
j' 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
/ montrérent que la tension conjugale prédisait significativement 1'dtat de
:sgnté mentale, indépendamment des facteurs socilaux, de>santé physique,‘de
ggbﬁge MRT d'appartenance et de défenses psychologiques. De plus, la cor-
rélation entre la tension conjugale et la santé mentale &tait significative-
ment plus élevée chez les groupes sous dialyse que cﬁez les autres. Ces
résultats confirment la validité de 1'approche bas@e sur la théorie génér-
ale des systémes pour la conceptualisation et le traitement des maladies

#

chroniques.
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INTRODUCTION

End Stage Renal Disease (ESRD) and Its Treatments

The main functions of the human body's two kidneys are to
elinminate metabolic waste products and to maintain the body's
optimal fluid and chemical balance. A progressive diminution
of functioning nephrons, the kidney's basic excretory unit,
produces a syndrome known as irreversible chronic renal failure
(First, 1982). This syndrome can develop at any age, althodéh
it is relatively rare up to 15 years of age (Posen, 1982),
While it ias often difficult to establish ‘the exact cause of
renal failure, the four most common causes appear to be:
glomerulonephritis, primary hypertensive dlsease, diabetic
nephropathy and polycystic kidney disease (Burton & Hirschman,
1979; Lewis, 1981; Samuels, Charra, Olheiser & Blagg, 1974).

_Due to the kidney's vast reserve of function, patients
with chronic renal failure usually remain relatively symptom-
free until they have lost more ihan 75% of their total renal
function (Rosenbaum, 1979). The usual method for determining
overall renal function is to measure blood serum creatinine
or creatinine clearance levels (Eisenger, 1981; Lewis, 1981).
In people with normal renal function the usual serum creati-
nine level is 1 mg/dl. Overali renal function is estimated
by the reciprocal of the serum creatinine level (Lewis, 1981);
thus, a loss of 75% of renal function would be indicated by
a serum creatinine level of 4 mg/dl. Therefore, once the

underlying disease is known, through charting the increase in

R



serun creatinine levels it is usually possible to make a rough
estimate as to when dialysis will be required (Eisenger, 1979;
Friedman, 1979; Rutherford, Blondin, Miller, Greenwalt & Vavra,
1977). However, since most of the diseases that desgtroy the
kidneys do so painleassly o;er a period of years, patients are
often unaware of their condition until quite late in its
progression.

The symptoms associated with the early stages of renal
failure are nonspecifie. They include fatigue, drowsiness and
an inability to concentrate (Marshall, 1979). When renal
fallure becomes more pronounced, it results in a wide range
of metabolic abnormalities collectively called the uremic
syndrome. The c¢linical manifestations of this syndrome are
evidenced throughout the body, including the cardiovascular
system, the gastrointestinal tract, the skeletal system, the
endocrine 3ystem‘and the central nervous system (First, 1982;
Friedman, 1978; Rosenbaum, 1979; Teschan, Ginn, Bourne, Ward,
Hamel, Nunnally, Musso & Vaughan, 1979). As the patients
enter the near terminal state, they exhibit increased drowsi-
ness, lethargy and disorientation culminating in the onset of
stupor, convulsions and coma. If left untreated, the ultimate
outcome of this process is death (First, 1982).

As chronie¢ renal fajilure progresses to its more advanced
stages, the initial treatment program consists of medications
and dietary management (First, 1982; Liddle, 1983). Since
renal failure results in the retention of metabolic by-products,

the diet is constructed to meet the person's nutritional needs

v
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while minimizing waste products (Adams, 1979; Rodriguez &

=

Hunter, 1981). However, dietary management does not improve
overall renal function and eventually it may deteriorate to
the point where the person requires more active treatment ~-
either dialysis or tradzplantation (First, 1982; Liddle, 1983).
While the decision ﬁhen to start dialysis is not an absolute,
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 renal disease (ESRD)
are controlled and improved by adequate dialysis and are
improved further with a successful kidney transplant (Teschan
et al., 1979). |

Long-term hemodialysis for ESRD became feasible in the
early 1960's with the introduction of the arteriovenous shunt
(Czaczkes & Kaplan De=Nour, 1978). However, it wasn't until
the early 1970's that chronic hemodialysis became widely
available. In ]981, 1t was estimated that approximately 55,000
Americans were being treated with hemodialysis (Gutman, Stead

& Robinson, 1981).

In hemodialysis, the patient's blood is fiii%red extra-
corporeally by circulation through an artificial kidney ma-
chine. The blood passes through a semipermeable membrane
made of cellulose and by diffusion and osmosis water and
waste products are removed (First, 1982; Ceccarelli, 1981),
In general, a typical hemodialysis prescription consists
of 2 to 3 treatments per week of 5 to 6 hours each, for =

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



Friedman, 1979). These tréatments nay be performed at a dialy-
sis unit or in the patient's home. However, for a variety of
reasons, including the availability of a dialysis partner,
patient and partner trainability, patient and spouse prefer-
ences, and physician preferences, the home is the less common
“ of these two treatment settings (First, 1982; Gibson, 1983;
Posen, 1982).

While mairntenance hemodialysis can restore relatively good
health, the dialyzed patient is stlll potentially subject to
many complications due to either the hemodialysis procedure
itself or the underlying diseases process, Potential complica-
tions associated with the hemodialysis procedurse includ; hypo-
tension, air embolism, vascular access infections and viral
hepatitis (Gibson, 1983). Also, despite marked improvement
certain physical abnormalities persist sSuch as anemia and
renal osteodystrophy (bone disease) (First, 1982; Papper,
1978).

Furthermore, the hemodialysis patient must still follow a
stfict dietary regimen. The diet primarily restricts the
amounts of sodium, potass%um and protein which may be consumed.
Fluid intake is also severely limited (Adams, 1979; Czaczkes &
Kaplan De-Nour, 1978; First, 1982; Rodriguez & Hunter, 1981).
Failure to adhere to the dietary regimen stresses the person's
physical tolerance and with gross overindulgence may even
result in sudden death (Czaczkes & Kaplan De-Nour, 1978;
Boulton-Jones, 1981),

The overall annual mortality rate in maintenance hemodialysis



patients, in the United States, has been estimated 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). Samuels, Charra, Olheiser & Blagg (1974) reported
that the primary causes of death in their sample of hemodial-
ysis patients'were cardiovascular disease and infections.
Given that almost half of hemodialysis patients are between
45 and 65 years of age (Burton & Hirschman, 1979) it seems
that in terms of overall survival, maintenance hemodialysis
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 we;e conducted in 1975, but it was
only after technicalladvances in 1978 that CAPD became a
widely used treatment (Khanna, Oreopoulos, Dombros, Vas,
Williams, Meema, Husdan, Ogilvie, Zellerman, Roncari, Clayton
& Izatt, 1981; Mion, j981; Nolph é Sorkin, 1981; Weinman,
Senekjian, Knight & Lacke, 1980). One of gts main attractions
is that -- in contrast to the intermittent schedule of hemo-
dialysis -- it is a continuous dialysis. In this way, CAPD
more closely resembles the functioning of normal kidneys
(Nolph, 1981; Nolph, Popovich & Moncrief, 1978).

In CAPD, a collapsible, plastic bag containing 1 to 2
liters of dialysate is connected to a permanent tube inserted

into the abdominal cavity and the solution flows from the
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bag into the cavity. After inflow, the bag remains attached
to the connection tube and is carried rolldd up under the
clothing. While the fluid is in the abdominal cavity, there
is a movement of water and waste products across the perito-
neum by diffusaion and osmosis. At the end of this period,

the dialysate is drained into the same bag and then discarded
(First, 1982; Rosenbaum & Wicks, 1979; Sorrels, 1981).

This fluld exchange must bé~done b=5 times a day, 7 days
a week. The exchange procedure of drainage, bag change and
instillation of fluid from a new bag usually takes approxi-
mately 30 minutes.” Theoretically, between exchanges the patients
lshould be able to carry on with their usual daily routines
(First, 1982; Nolph & Sorkin, 1981).

Since CAPD exchanges are done away from the dialysis unit,
it is considered a form of home dialysis. Its advantages,
compared with hemodialysis, include freedom from the kidney
machine, fewer gietary regtrictions and "ad liz" fluid intake
(First; 1982; Khanna et al,, 1981; Weinman, et Qi., 1980).
However, the necessity of frequent sterile exchanges still
requires a large time commitment; and with CAPDk%there are no
nondialysis days. Also, tﬂ;ée patients are required to come
to the hospital for monthly check-ups. ‘

During these monthly visits, the connecting tube is changed.
This is an important procedure for limiting the incidence of
peritonitis <~ an inflammation of the peritoneum -- the pri-
mary complication with CAPD (Nolph & Sorkin, 1981). Other

complications associated with CAPD include hernias, various



"gastroinfestinal disorders .and respiratory distress (Nolph,

1981; Oreopoulos, Khanna, Williams & Dombros, 1981; Sorrels,

1981).

At this time, CAPD is 8till in its infancy and it may still
bé‘nany years befor? ité role in the treatment of ESRD becomes
totally clear. While it appears to be as effective as hemo-
dialysis, there is little data on long-term survival on CAPD
(0reopoulos, 1980; Shaldon, 1980; Nolp;& Sorkin, 1981). Since
its introduction, CAPD has bec;me more and more popular. In
the U,S5.4., Qs Auguat‘1982, more than 6,000 patients were
receiving‘CAPD&t erapy (Nolph, Bben, Farrell & Pyle, 1983).
Still, at presenf there is a biaf towards selecting people-for
CAPD who are lessrsuitable for hemodialysis. This includes

diabetics and patients witﬂ severe dardiovascular complications

(Mion, 1981; Oreopoglos. 1980; Oreopoulos et al., 19813 Rubin,

Barnes, Burns, Ray, Teal, Hellems & Bower, 1983).

Finally, the most coﬁpiete form of treatmént for ESRD is

renal transplantation. This procedure involvé% the surgical
\A.-—-'

'implantafion of an immunologically matched human kidney. The

first successful (long term) kidney transplant was performed
in 1954 between identical t#%ins (Merrill, Murray, Harrison &

Guild<Q1956D With the advent of immunosuppressive/ﬁ;;;;/;n

the early 1960's, ¢adaveric transplants became feasible and
1
transplantation became more common (First, 1982). It has been

‘estimated that presently more than 35,000 transplants have

beemr performed in the United States and that the annual rate

of transplantation is 4,800 per year (Schreiner, 1983).
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It has also been estimated that one-half of all dialysis
. patients would like to be considered for transpiantation‘
(Burton & Hirschnman, 1979)7 However, the lack of suitable
donot kidneys places a sévere limitation on the‘application
of this treatment. In addition,)not all patients are eligible
for transplantation: contraindications incluga advanced age,

any severs concurrent ;ystemic illness, and the presence of

a major malignaney (First, 1982; Powers, 1981; Sommer, Ferguson,
Davin, Kjellstrand, Fryd, Simmons & Najarian, 1981).

If successful, there are many advantages to transplantation.
The new kidney not only frees the patient from the dialysis .
regimen but also reinstates normal metabolic and endoecrine
functioning (Rosenbaum & Wicks, -1979). Also, transplant recip-.
ients usually have no specific dietary regimen, and if there |
are no complications the recipient only returns to -the hospital
for regular check-ups.)

-However, renal transplantation i1s simply another form of
treatment for E;RD; it is not a permanent cure., The functional
two-year survival of kidney grafts h;s been- estimated at 40-

45% in recipienti with cadaveric grafts and between 65 to 70%
in recipients with grafts from a living related donor (Advisory
Committee to the Renal tranSplant Registry, 1977; Friedman,
Delano &‘Butt, 1978). Furthermore, all transplanted kidneys
ultimately fail -- the average functional survival of a graft
from a living related donor‘being seven years -- a;d the ‘
patients must again return to dialysis (Binik, 1983; Burton,

19783 Hutchinson, Thomas & MacGibbon, 1982). While immuno-



suppressive medications help to retard rejection, and there-
fore must be taken as long as the transplant continues to
function, they are also responsible for most of the complica-

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

‘increased susceptibility to infection, cataracts, peptic

ulcers and cushingoid syndrome (First, 1982; Johnson, Richie
& Niblack, 1983; Powers, 1981).

The first year mortality rate of transplant recipients
with grafts from_diving related donors is comparable to that
of hemodialysis patients; both are approximately 10% (Burton
& Hirschman, 1979). Cadaveric pransplantation, however, rep?e-
sents a much greater morf&lity risk. The first year mortality
rate for patients receiving cedaveric grafts has been placed
at approximately 25% (Advisory Committee to the Renal Trans-
plant Ragis?ry, 1977; Kjellstrand, Avranm, Blagg, Friedman,
Salvatierra, Simmons, Williams & Terasaki, 1980). Still, in
contrast to dia%ysis, where the mortality rate remains stable,
the mortality risk for transplant recipients decreases after
the first year (Samuels et al., 1974). Therefore, over a
longer time-span, transplantation is in fact associated with
higher rates of patient survival (Kjellstrand et al., 1980).
Nonetheless, cne 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 cost of the ESRD treatment program is qdite substantial.
The total cost of medical services provided to ESRD patients

in the United States has been projected at over $3 billion

21
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fn 1984 (Guttmann, 1979). Per patient, the costs for the dif-
ferent ‘forms of ESRD treatment have been esfimated to be the
fbllowing: hospital hemodialysisibetween $25,000 and $30,000
per year; home hemodialysis and CAPD $14,000 - $15,000 ﬁer
year (Nolph, 1?81); transpiantation rarely exceeding $35,000
in total. Whiie Eransplantation and the two forms of home“@i-

alysis are the least expensive treatments for ESRD, the more

PR

expensive hospital hemodialysis units must be maintained not
only for back-up support but also for the treatment of those
patients who, for whatever reason, cannot be transplanted or
treated with a4 form of home dialysis (Bulgin, 1981), Still, ¢
cost will probably.be an important 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
ente;ing ESRD and being treated with dialysis or transplanta-

!

tion was 48.2 per million population (Posen, 1982).

*ESRD from a Psychological Perspective

Beyond the issues of costs and survival rates is they
issue of quality of life. The ultimate goal of all treatments
for ESRD is not just the meintenance of life, but the main-
tenance of a life wogth living. One factor then that has to
enter into the equation of the efficacy of any ESRD treatment

is its concomitant quality of 1ife; indeed, one of the argu-

o e



ments for transplantation is that presumably it enables pa-
tients to pursueée more of their'normal life activities than
they are able to maintain on dialysis. Therefore, it is impor- «
tant to empirically investigata.poséible differences in psycho=-
logical well-being associated with the different ESRD treat-
ments. ‘ -

Also, though usually at a much less dramatic level, all
chronic illness populations share similar types of burdens as
those faced by ESRD patients. Therefore, informationmgained 4
about the psychosocial impact of ESRD and its treatments not .
only has direct relevance for ESRD patients but also has rele-
vance for other chronic illness populationé.

What makes ESRD patients a particularly interesting popu-
lation from a psychological standpoint is the nature of the
situation they are confronted with: an incurable,’life-threat-
ening illness which requires strict adherence to a very de-
nanding treatment regimen for survival. As Devins (1981) has B3
pointed out, in many ways ESRD represents a natural "stress 5
laboratory." Assuming that before thelr 'illness 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 to a person-
ally meaningful stressor. Therefore, for both clinical and

theoretical reasons, ESRD is an important area of the wider

-
-~

field of health psychology.
As will be detailed later, the present study approaches -

ESRD to better understand the interrelations between a socidl s
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system and a medical stressor. More specifically, this study

" investigates the impact of ESRD when it occurs within the

context of the marital dyad. First however, the literature on
the psychosocial adjuastments of ESRD patients and spouses is

reviewved.

~

Psychosocial Adjustment to ESRD: Patients and Spouses

Patients. Over 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
dialysisa 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-dependent
lifestyle necessitated by hemodialysis, and; 3.) most investi-
gators seem to assume that transplantation eliminates the
psychosocial difficulties generated by dialysis (Binik & S
Chowanec¢, in press). '

Considering the severity of ESRD at its near-terminal
stage and the extensive requirements of the dialysis regimen,
it is not surprising that many of these reports have suggested
that the lives of dialysis patients have been adversely af-
fected. The following types of psychesocial difficulties have
been reported: vocational disruptions (Goldberg, 1974); a

deterioration in financial status, even with Medicare benefits

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

®Since CAPD is a relatively new treatment, all the studies
cited, with a very few exceptions, have included only hemo-
dialysis patients.

«
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constricted social life (Campbell & Campbell, 1978; Proceci,
}981: Speidel, Koch, Balck & Kniess, 1979): psychiatric compli-
cations, most commonly depression (Armstrong, 1978; Levy,
1979a; Reichsman & Levy, 1972); an increased incidence of sui-
cidal behaviér (Abram, Moore & Westervelt, 1971; Haenel,
Brunnaer & Battegay, 1980); the severe reduction or elimination
of sexualiactivity (Levy, 1979b; Milne, Golden & Fibus, 1978);
and the streéaing of the family's role organization (Brown,
Craick, Davieg, Johnson, Dawborn & Heale, 1978; Kaplan De-Nour,
1980; Maurin & Schenkel, 1976). f

«
Still these.reports are generalizations based on data and

"observations with a high degree of individual varlation. Therse

are other studies which have emplmsized that dialysis patients
are able to and usually do adapt well to their situation. This
seems to be especially true in the area of psychological well-
being. Contradicting those reports that haie found numerous
ps8ychiatric complications associated witﬁ‘ﬁiﬁi}gzgz Livesley
(1979) and Farmer, Snowden & Parsons (1979) found that dialysis
patients exhibited no more psychiatric morbidity than that
found in general medical-practice patients. Two other studies

t

also specifically failed to find any elevation in dialysis

'patient's depression scores (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-
Jects and healthy subjects perceived themselves (Clark,
Hailstone & Slade, 1979).

Spouses. In comparigaﬁ”tﬁ/%he large body of literature on

S
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the psychosocial adjustment -of dialysis patieﬁfs, only a
relatively small numb:r'of studies have examined the psycho-
social adjustment of the spouses of dialysis patients. This
neglect is surprising for two reasons: First, as will be
developed, it appears that the psychological well-being of
married dialysis patients is strongly influenced by the adap-
tations of their spouses. Secondly, the spouse’s position is
worthy of study in its own right; the spouse, though notjill,
is also confronted with the dialysis situation.

There are several réports of dialysis spouses exhibiting
various stress reactions, with feelings of anxiety, frustfation,
hostility, depression, and pervasive insecurity being noted
the most frequently (Shambaugh & Kanter, 1969; Heale, Liesegang
& Niall, 1970; Holcomb & MacDonald, 1973; Short &1Wilson.
1969). Nonetheless, as with dialysis patients, there are other
reports suggesting that many dialysis spouses show few adverse
reactions (Farmer, Snowden & Parsons, 1979; Marshall, Rice,
O'Mera & Shelp, 1975) and that most are able to make an ade-
quate adjustment over time (Heale, Liesegang & Niall, 1970).
Therefore, while for both patients and spouses, 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 and Spouses. Though most investigators seem to

assume that dialysis primarily affects the patient, others
have found that the spouse i1s the more affected partner. Smith,

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

(R

g



15

home dialysis in particular falls more heavily on the spouse
than on the patient. A conclusion supported by one study which
found that home dialysis spouses considered themselves under
greater stress than their patient-partners (Brown et al.,
1978). Ma%mquist & Hagberg (1974), however, found the same
types of stresa‘reactions present in both home dialysis patients
and aéouses.

Regardless of the exact,pattern of patient/spouse adjust-
nenta, it does appear thég the partners' individual adaptations
to dialysis are intertwined. A coping, emotionally supportive

spouse seems to be crucial for the patient's successful adapta-

"tion to dialysis (Farmer, Bewick, Parsons & Snowden, 1979;

Meldrum, Wolfram & Rubini, 1968; Proceci, 1981; Steidl,
Finkelstein, Wexler, Feigenbaum, Kitsen, Kliger & Quinlan,
1980). Conversely, particularly in home dialysis, the spouse's
adaptation appears to be influenced by the patient's adapta-
tion (Atcherson, 1978; Levenberg, Jenkins & Wendorf, 1978;
Kaplan De-Nour, Note 1). Therefore, it appears that in order
to fully understand the adaptation of either partner, both

partners must be taken into consideration.

Dialysgis and the Marital Dyad

In addition to affecting patients and spouses as indi-
viduals, dialysis also affects them as a couple, i.e.”an inter-
actional unit (Blagg, 1972; Hill, 1981; Mass & Kaplan De-Nour,
1975; Mlott & Vale, 1982); and there is some evidence that

differences in individual adjustment may be largely influenced

by the nature of the couple's relationship and their dyadic

[WOrSTET T



adjustment (Marshall et al., 1975; Brackney, 1975,1979;
Czaczkes & Kaplan De-Nour, 1978; Kaplan De-Nour, Note 1). In
fact, the adjustments of both partners seem not to be so much
a result of their individual personalities but rather a product
of their marital combination. Marshall, Rice, O'Mera & Shelp
(1975), for example, found that couples where both partners
hed dependent characteristics had the most difficulty in home
dialysis training.

Kaplan De-Nour (Czaczkes & Kaplan De-Nour, 1978; Note 1)
has attenpted to synthesize findings in the area of couples'
reactions to dialysis into a theoretical framework. In review-
ing the literature and summarizing her and her co-workers'’
findings, she stressed four main points concerning rehabilita-
tion and family relationship:

1.) Chronic illness is very stressful to some, but
not all, families;

2.) Support by spouse may be beneficial to some but
harmful to others;

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

4.) Unexpected adverse reactiocns of patients and/
or spouses 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 determinaéﬁs of individual -~ the
patient's or spouse's -- adjustment to ESRD and dialysis.
Kaplan De~Nourfs formulation concentrates on the fulfill-

ment of the marital partners' dependency needs. Both partners

are considered in terms of whether their role within the .
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fanily is.dependent or dominant, whether this role has been
assumed by choice or forced upon them, and whether they are
the afflicted or non-afflicted member. According to Kaplan
De-Nour, inMividuals who have felt forced into an unacceptable
role will with the onset of dialysis use the situation to slip
into a mofe desired role.

In this conceptualization, the stressfulness of dialysis
for both partners depends primarily on their p}evious levels
of dependency needs. For coupies where the patient has by
choice been the dependent member and the non-afflicted spouse
has by cholce been the dominant member, dialysis 1is usually
not very stressful and may actually reduce stress. On the
other hand, dialysis will be very stressful for couples with
a non-afflicted dependent spouse and & dominant patient; this J
being especlally true when either by choice or circumstances
the patient discontinues assuming the dominant role (Czaczkes
& Kaplan De-Nour, 1978; Kaplan De-Nour, Note 1).

Unfortunately, there have been no direct, empirical invegti-
gations of Kaplan De-Nour's framework. However, two studies
have reported that failures in home dialysis training occurred
more frequently in couples where the spouse had a dependent
relationship with the patient (Marshall et al., 1975; Streltzer,
Finkelstein, Feigenbaum, Kitsen & Cohn, 1976). The fact that
several other authors have also noted the potential impact of
dialysis on the family'é role structure ;lso seems consistent
with this formulation (Blagg, 1972; Goldman, Cohn & Longnecker,

1980; Maurin & Schenkel, 1976; Stewart & Johansen, 1976/77).
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After interviewing 20 "dialysis familjes™, Maurin & Schenkel

(1976) reported that, especially in the areas of household
tasks and social relationships, all families were faced with
role readjustmentsy. With the onset of dialysis, both partners'
social lives contracted and became primarily family centersd.
Also, within this circumscribedipxistence. the dialysand
usually became the family focus; éhe needs of the other family
members, and especially the spouse's needs, being forced into
the background.

While three-~fourths of the families acknowledged disagree-
ments concerning these areas, they felt these disagreements
were mild. Yet their assessments may minimize the degree of
conflict because, as the investigators noted, the partners
appeared either unwilling or unable to verbalize their feelings
about areas of tension.

This corresponds with Finkelstein, Finkelstein & Steele's
(1976) observation that although couples rated their degree of
marital discord as low, the investigators, basing their conclu-
sions on the number and types of specific problems reported,
rated it as high. In both studies, it appears dialysis was
having an effect on thg way the couples appraised or reported
their marital situation. While an increased défensiveness in
these couples is one way of explaining these find%ﬁgs, it eould

also be that the shared burden of dialysis overq&adows those

‘problems that in healthy couples lead to overt disruption.

Consistent with the latter is the observation, nade by two

teams of investigators, that many dialysis partners felt the

!
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situation had brought about an increase in marital closeness
(Bergstein, Asaba & Bergstrom, 1977; Palm;r. C;;zona &t Wai,
1982).

Though dialysis' usual effects on marital harmony and ap-
pralsal remain unclear, it does seem apparent, especilally in
home dialysis, that a non-conflictual marital relationship
is of the utmost importance for both partners' adjustments
(Brackney, 1975,1979; Levenberg, Jenkins & Wendorf, 1978;
Mlott, 1976; Mlott & Vale, 1982). A good working relationship
is so important within home dialysis because.usually the non-
afflicted spouse is the dialysis-assistant and therefore
shoulders a considerable part of the responsibility for the
dialysis treatments (Brown et al., 1978; Bryan & Evans, 1980),

One study reported that the spouse!s ability to participaie

in home dialysis "is less affected by the nature of the illness

and its attendant difficulties than the potential change in
the marital relationship that is imposed by home dialysig"
(Streltzer et al., 1976,pg.57). Similarly, Brackney (1975,
1979) has concluded that the;e seems to be an interaction
between psychological, marital and dialysis related factors
and the nature of this interaction has important implications
for the emotional adaptation and physical well-being of the
honme dialys£; patient and spouse.

Table 1 lists the studies which have investigated the ad-
justments of patients and their spouses to dialysis. These
studies are classified according to their major focus of

interest: 1.) focus on the patient, secondarily on spouse;

L]
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Table 1*
< Summary of Studies Investigating Patients' and Their Spouses’ Adjustments to Dialysis’
Subjects =
Type of Methodology
Dialysis Clinical Standardized Procedures Resulte
] Home: H Case sl %2 Dyadic Statistically
Authors Couples Unit: U Reports Individual ™ Dyadic = Observations Descriptive Analyzed Findings
1) Focus on the patient,
secondarily on spouse

Malmquist & Hagberg 13 H X i x Dialysis affected patients

(1974)

Pentecost, Zwerenz &
Manuel (1976)

Bergstein, Asabs &
Bergstrom (1977)

Farmer, Bewick et al.
(1979)

2) Focus on the patient's
family or spouse

Shambaugh & Kanter
(1969)

Friedwan, Coodwin &
Chaudhry (1970)

Goldman, Cobn &
Longnecker (1980)

and spouses as co-workers
on the same team.

40 H X X X The patient's success in
home dialysis was associated
vith intrafamily behavior.

4?b nu X X Spouses experienced strain,
yet many felt their rela-
tionship had become closer.

32 ] ) ¢ X Patient survival was asgo-

. < clated vith a coping spouse.
-
N
lkb v X X Spouses exhibited extreme
~ : smotional closeness to their
° 111 partners.
20 u X 4 Good long-tarm adjustment

was schisved by a msjority
of families.

8 H X X Family members underwent
rvole changes to adjust to
slterations imposed by
dialysis.

nirEg



Subjects
Type of i Methodology
Dialysis Clinical Standardized Proceduyres Results
] Howe: H Case 0 2 Dyadic Statistically
Authors Couples Unit: .U Reports  Individual ~ Dyadic * Observatiomns Descriptive Analyzed Findings
3) Focus on patient and
wpouse, individually
Heale, Liesesgang & Zkb ungpec- X - b 4 ESRD can have a consider-
Niall (1970) 1fied able impact on the pa-
tient's family and finan-
. cial situation.
Pishman & Schneider 12 W x x For both patients and their
(1972) ‘ assistant relatives, the
expression of emotional
° problema early in home
training was predictive of
) poor first-year emotional
. adjugtment.
Holcomb & MacDonald 23 ] X X Both patients and their
{1973) spouses reported feelings
of depreasion and frustra-
tion; effects seemed to
° moderate over time.
Mlott & Allsin 27 unspec- X > b { The MMPI profiles of dialy-
(1974) . ified sis patients were, in gen-
= - eral, more elevated than
\ thoge of their spouses.
Mlott (1976) 35 vaspec- 4 - X Patients were prone toward
1fled guilt fantasies; sex differ-
ences in adjustment.
Brown, Craick et al. 40 " X X + Home dtalysis placed consid-
(1978) erable strain upon the
. - dialysis partner.
Speidel, Koch et al. 186° R x x - “Unit dialysis seems to
(1979) . , - ‘ influence patients and

partners towards social
incompetence”™ (pg.241).

le



Subjects
Type of
Dialysis

N Home: H
Couples Unit: U

Authors

Methodology ~

4) Focus on the marital

dyad
Pentecost (1970) 11 ]
Kaplan De-Nour & Csactkes a3 n
(197?)

Sailey, Mocelin et al. , 125° R
€1972) /

Marshall, Rice et al. . 22 "
(197%)

Mads & Kaplan De-Nour 13 u
(1975)

Streltzer, Finkelstein 16 "
et al. (1976)

Waurin & Schenkel zob ru

(1976)

-

Clinical Standardized Procedures Rasults
Came . *2 Dyadic a3 Statistically
Reports Individual Dyadic ° Observations Descriptive Analyzed
X X X X .
} ¢ X
X } &
x X
) ¢ ) ¢
X } 4

Yiadings

o

Family study appears to be
a useful service for howme
dialysis centers.

Five factors which influence
s patient's resistance to
home dialyais: objective
aspects of dialysis, atri-~
tuode of the medical team,
patient®s personality, atti-
tude of spouse,’ financial
situation.

Four basic patterns of reac-
tions in spouse pairs: shar-
ing, obsessive-compulsive,
parent-child, master-slave.
Failure on home dialysis
training correlated with

use of denial by both
partners.

Couples displaced their
hostility onto the outside
environment.

Succeas in home dialysis is
st risk when the spouse 1»
dependent on-the patient.

Withdrawal from social life
into a very family-centered
existence.’

(44
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Authors

Subjects

Type of
Dialysis
Home: H

Cou;le. Unit: U

o

Hethodology

Clinical
Case
Reports

Standardized Procedures

Dyadic
Observations

*1 *2
Individual ~ Dyadic

Regults

Descriptive

Statistically

Analyzed

Findings

Pinkelstein, Finkelstein
& Steele (1976)

Steele, Finkelstein &
Finkelstein (1976)

Brackney (1975,1979)

Palmer, Canzona &
Wat (1982)
(Two Studiés)

17

17

12

20

126

H,U

H,U

A

X X

X

The stresas imposed by dialy-
sis frequently resulted in
marital discord as rated by
the inveatigators, though
patients ang spouses viewed
their marriages as being
nearly problem free.

A strong relationship be-
tween severity of depression
and severity of sexual dys-
function exiated for pa-

tients but not for their,
mates.

Psychological, marital and
dialysis attributes were
interrelated for both home
dialysis patients and their
wife-agsigtants.

Howme dialysis often brought -
the partners closer to-

gether; patients seemed

particularly satisffed with

thefr marriages. v

®Revised version of a Table originally sppearing in Chowanec & Binik (1982).

Hiot all patients had spouses; in some cases a significant other was used. N

&
Focus of measurements either intra (*1) - inter (*2) - personal or observations of couple interactfons (*3).
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]' 2,) focus on the patient's family or spouse; 3.) focus an both
the patient and spouss, individually, 4e) focus on the marital
dyad. Also, for each study, the Table details the number of
participant couples, the dialysis mode, i.e. home or unit, the
methodology employed, the results format, and a brief summary

v

of the findings.

Critique
Several points are readily apparent from Table 1: the

majority of studies in this area have been concerned only with

home dialysis patients and their spouses; they have been explor-

atory in nature; many of them are gneedotal clinical case re-

ports; and they have been monadic in their approach, usually
{: having relied on a comparison of self-descriptive personality
features or adjustment measures., While not directly apparent
from Table 1, snother conceptual limjitation associated with
almost all of these atudies is thelr supsrficial survey nature:
the problems encountered by dialysis patients and their spouses
are described and charted but mediating mechanisms are seldon
discussed and never empirically investigated.

While the majority of studies in this area have been exclu-
sively monadic in approach, with a very few exceptions, the
remaining have been exclusively dyadic in approach. None of
the studies have adequataiy dealt with the interface of these
two approaches: ind;viduals within their dyadic context. Jus?d
as the monadic studies have neglected the importance of the
marital context, the diadically-oriented studies have given

. 1little consideration to how couple factors translate into

gy ot N e



e

25

individual adjustment. Most of the latter have simply described
a couple's, or family's, typical reactions to dialysis. Of the
five atudies (Table 1) focusing on the marital dyad which have
employed standardized interpersonal measurements only twob

have examined the relation between indiyidual. couple and dial.

ysis dimensions (Finkelstein, Finkelstein & Steele, 1976;

Steele, Finkelstein & Finkelstein, 1976; Brackney., 1975,1979).

To date, the most thorough investigation 1;1 this area, at
least conceptually, has been conducted by Brackney (1975,
1979). In her study, separate interviews -- focusing on three
major areas: attitudes towards hemodialysis, current marital
functioning, and individual psychological well-being -~ were
conducted with 12 male hemodialysis patients and their wife-
asaistants, Using audio-tapes, two independent raters scored
each interview on 20 variables representing various aspects
of these three major areas. Other measurements included each
partner's assessments of their marriage, ratings of various
agspects of adjustment to dialysis by the home dialf;sj’is training
nurse, and an independent ratin? of the patient's m:dical
status by a staff physician.

This data was then analyzed using correlational and discrinm-
inant function procedures. The primary objective of this anal-

ysis was to determine how the interactions between the marital

partners affected their "marital satisfaction, degree of psy-

chopathology, physical health, and effective performance of

bFinkelstein, Finkelstein & Steele (1976) and Steele, Finkelstein
¢ Finkelstein (1976) seem to be different reports of the same
investigation.
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dialysais related taska" (1 979,pg«55). Among the most signif-
icant findings of this study was that the level of adaptation
t; home hemodialysis attained by a gouple rested heavily on
1:.he physical and psychological well-being of the wife-assis- _
tant. T

However this investigation has a number of conceptual limi-
tations. By restricting the study to male home hemodialysis
patients a number of individual, couple, ahd treatment dimen-
sions were onitted. Also, while th§ study did make an attempt
to consider the couples' interactions, it still primarily
focused on indi Liduals; the partners' marital interactions
vere oil‘y\ggpef icially investigated., Accentuating this limi-
tation was the fact that overall the author failed to provide
a coherent interpersonal or family systems framework which
would have helped integrate the partners' ‘%nd.ividual responses
rwithin their dyadic context.

St1ll more problematic are the study's methodological
sixortcomings. The ratings of psychological difficulties were
primarily based on the semi-structured interview which had an
inadequately validated coding system. Unfortunately a normal
control group which would have partially rectified thishprob-
lem was not included in the study. Also, another major.limi-
tation with the study was its small sample 3ize; a sample of
12 couple}s was entirely inappropriate for the large number of
variable measurements that were collected and analyzed,

Brackney's study is not alone in methodological short-

comings, all of the studies cited in Table 1 have serious

>



methodological limitations. Probably the most basic problem

-with all these studies is the lack of comparison gfoups. Only

two of the studies make reference to How other~groups have
scored on the main measures (Farmer, Bewick, Parsons & Snowden,
1979; Steele, Finkelstein & Finkelstein, 1976); none of them
o;ployed meaningful comparison or control groups. It, thus,
ronaiﬁs unclear whether dialysis patients and their spouses
are significantly different from other groups either individ=
ually or as a couple. B |

Many of the studies are based on either unstructured inter-
views (Table 1: Clinical Case Reports) or on questionnaires
which lack adequate validation (Bergstein, Asaba & Bergstrom,
1977; Brown et al., 1978; Heale, Liesegang & Niall, 1970;
Holcomb & MacDonald, 1973; Mlott, 1976). Small sample size
adds another limitation to many of the studies; the majority
of the studies listed in Table 1 have a sample size of less
than 21 couples. In addition, & number of the studies fail
to clarify their recruitment procedures or detail 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
aa having statistically analyzed their data, almost all of then
employed in;ppropriately simplistic procedures. However, in

many cases the statistical options seem to have been constrained

by the poor quality of the measures and the superficiality of
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the inquiry. In o€£er worda; some of the studies center around
data that simply classified the participants (Farmer, Bewick,
Parsons & Snowden, 1979; Holcomb & MacDonald, 1973; Pentecost,
Zwerenz & Manuel, 1976), many of them measured only one aspect
of the 'phenomenon they were investigating, and most of the
studies collected only limited information on the participants’

demographic and 1llness-relevant characteristics.

Conclusions

Despite the conceptual limitations and methodological
problema with the above studies, several consistent themes
8till emerge from this area, First, many of these investiga-
tions have found that the partners' individual adjustments are
interrelated, with tg; more recent studies beginning to explore
dyadic factors as an important element in individual adjw%tment.
Secondly, from these studies, it is clear that dialyéis should -
no longer be conceptualized as having simple, direct effects
on individual psychological well-beiﬁg: rather it should be
viewed as a salient feature in a larger ps}chosocial matrix.
Finally, though primarily based on clinical observations, it
appears that the couple's (or family's) role structure 18 an
important element in both'partners' psychological well-being.

In general then, the conclusion one can drﬁ@ from thése
investigations is that there seenms £o be an interrelationship
between dialysis, dyadic and individual factors. While dialysis
affects dyadic relations, dyadiec relations also affect adapta-
tion to dialysis, and both dialysis and dyadic factors appear

to be associated with individual adjustment. Therefore, in
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addition to considering~both the patient's and his/her spouse's
individudl~adjustments 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 couple's marital context and role organization;
and 3.) the degree to which dialysis impinges on the partners!

normal activities, both individually and dyadically. The con-

"ceptual paradigm which seems best suited for these types of

l
investigations is General Systems Thgory.

General Systems Theory

General Systems Theory (GST) is a way of approaching a
problem arsa that stresses that the area must be viewed as an
organized whole, a aystem, which is a product of the dynamic
interactions among the component parts. Its historical impetus
was the inadeqﬁacy of mechanistic science for explaining what
one author has referred to as "phenomena of organized complex-
ity" (Laszlo, 1972). These types of phenomena are usually more
than the simple sum of the properties of their separate compo-
nent parts. Therefore, they cannot be explained through the
mechanistic concept of isolated linear causality: i.e., A
causing B. An example given by von Bertalanffy illustrates
this point: "You cannot simply say: If a person is infected
with turbercle baccilli, he will contract the disemse; it
depends on so many factors of constitution, nutrition, and so

forth™ (von Bertalanffy, 1969,pg.34). This type of problem --
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a problem with multiple interactions of many and partly un-
known variables -- eventually led to the development of the
"syatems approach." )

The primary assumption of GST is that sets of interrelated
events can be treated collectively, as systems manifesting
functions and properties on the specific level of the whole
(Laailo, 1972). However, since every system 1s part of a
larger system (up to the level of the universe), it is some-
what arbitrary as to whether something is called a system or
not (Churchman, 1979; Kramer & de Smit, 1977). Therefore, a
system should be considered as a unit of observation or re-
search (Kramer & de Smit, 1977).

In and of themselves, a set of objects or organisms do not
automatically produce & system. They may only be labelled as
such when they form "a set of interrelated entities of which
no subset is unrelated to any other subset”™ (Kramer & de Smit,
1977,pg.14). Therefore, it is the nature of the relationship
between the components which differentiates between an aggre-
gate and a system. In an aggregate, one component may change
or be removed without affecting the other componengs, however
in a system when one component changes or is removed all. the
other components are also affected (Angyal, 1969). In other
words, a system is "more than the sum of its parts.”

Although many different definitions of a system egist, the
following one by Mattessich (1978) summarizes the most ;idely

accepted features of a system in general.

A system is a set possessing the following
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necesasary conditions: ’
1.) It contains two or more glements with specific

properties.

2.) It contains relations (connecting the elements
of the system with each other) and qualities
of those which in turn lend structure, holistic
properties, as well as possible regulators to
the systew enabling also its transformation.

-3.) It is ewmbedded in an environment containing
additional inter-related elements.,

4.) The boundaries between the system and its
environment are determined by the system's .
elements and relations, and are sufficlently
sharp and permanent to consider the system
as an entity (pg.29).

These are the minimal requirements for a syotom in ths broadest
sense of the term. However, two more conditions are necessary
for discussing an open goal-oriented system.

5.) It contains at least one relation between 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-directed system) (Mattessich,

1978,pg.30).
* Using this definition, a family (or marital dyad) easily
meets the requiremeﬁts for belng referred to as an open goal-
dire;ted system. A family is composed of two or more members
(elements). The members are linked by bonds of security,
support and emotional closeness (relations). It is demarcated
by genetic heritage, legal sanction and interpersonal alliance
(boundaries). It exists within the context of the larger ,
social community (environment), which it both affects and is
affected by (open system). And lastly, it has as its purpose
the fulfillment of its members' biological, economic, social

and psychological needs (goal-directed system) (Taylor, 1979).
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Families, like other systems, exhibit a complex interplay

of’ structure and forces which elaborate and change in response

to both internal and external phenomena (Kantor & Lehr, 1975).°

Consequently, the family is a powerful determinant of behavior
and can foster healthy as well as pathological behavior, though
the family members may not be directly aware of the processes
and impact of these forces (Buckley, 1967; Sager & Kaplan,
1972). The crux of family systems theory then is not to focus
on individuals but rather to focus on the product of the rela-
tionships between the individuals, the family aystem.

The family systems theory approach has been applied to two
types of problems: psychological -- family therapy (though not
all family therapy is based on family systems theory); and
redical -~ family medicine. The difference between these two
disciplines is one of content emphasis; they both view an
individual's problems as reflective of a larger fanmily systenm
problem. In family (systems) therapy, psychological distur-
bance is seen as the single manifestation of the total family
problem and therefore treatment includes all the family menmbers
and focuses on thesfaiily's structure and processes (Bowen,
1961; Madanes & Haley, 1977). Family medicine emphasizes the
role of the entire family unit both in the production and
treatment of physical illness (Bauman & Grace, 1974; Christie-
Seely, 19813 Curry, 1974; Ge&man, 1978; Schmidt, 1978; Schwenk
& Hughes, 1983).

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 of tissues, organs,
the nervous system, the person, the dyad, the family, the
community and so forth until it culminates in the largest
biological system, the biosphere (Brody, 1973; Engel, 1980).
While most physicians work on the person level, the family
(systems) therapist or family practitioner works at the level
of the family or dyad. From a family perspective, the family
or dyad is considered the primary unit for illness and health.
Most of ?§9>research on the psychosoclial adjustment of
ESRD patiéﬁés‘has been on the person level. Even those studies
which have investigated the psychosocial adjustments of both
patients and their spouses have usually lacked a so0lid inter-
personal conceptualization. General Systems Theory (GST), in
the form of family systems theory, with its focus on the
family system would seem perfect for investigations studying
tH partners' individual psychological adjustments from a
family or dyagic perspective.
How;ver, while GST does provide an excellent conceptual
framework, 1t has two methodological shortcomings: there is
no famiiy systems measurement scheme which is both meaningful
and reliable (Kantor & Lehr, 1975); it focuses on the whole
fanily unit, thereby giving less importance to the individual -
family members who comprise the family unit. Therefore, in
and of itself, EST is unable to provide empirical information
on how the interrelationship between ESRD, family and individ-
ual factors translates into the psychological well-being_of

both patients and spouses. GST concepts are more appropriate
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for a macro level analysis, they are less satisfactory at the
micro level of analysis (Bertrand, 1972).

Complementary to the GST approach at the micro level og

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

Eoncerned with exploring the units of soclal interaction,

therefore it is directly applicable when one is interested
in systematically investigating the interrelationships be-
tween the component parts of a system. As will be developed,
role theory more readily lends itself to an investigation
interested in quantifying marital iﬁteractiona. This thesis
then will use GST as the general theoretical approach sncom-

passing the more operational role theory.

Role Theory
As Thomas & Biddle (1966) have pointed out in thei}

thorough review of the area, there i3 no one grand uniffing
"theory" in the role area, only certain hypotheses and theories

about particular aspects of the area. Yet, while each author

7

may use the concept slightly differently, there are important
uniformities of perspective. In essence, a role theory per-
spective assumes that:

individuals in society occupy positions and their
role performance in these positions is determined
by social norms, demands, and rules; by the role
performances of others in their respective posi-
tions; by those who observe and react to the per-
formance; and by the individual's particular ca-
pabi%ities and personality (Thomas & Biddle, 1966,
pg.4l.

Unfortunately, most authors when they use role terminology,
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rather than explicitly defining the important terms, have the

reader sense a meaning from the term's context. Of course this

aimply adds to the confusion about what a role theory approach

entails. To avoid this problem, the following definitions are

given:

Norm:

Rolea:

the smallest unit of social interaction; it is de-
fined as the required or acceptable behavior (singular)
for a given interactional situation; it is translat-
abls into an act, e.g. answering a question (Bertrand,
1972). 7

a mores or less integrated subset of norms; a role is
composed of several related norms dedicated to the
same function (Bertrand, 1972); a behavioral reper-
toire characteristic (or expected characteristic) of
a person or a position (Thomas & Biddle, 1966).

Role Expectation: the normative dimension of role; an antici-

pation about a behavior likely to be exhih-
ited by a person or a position (Thomas &
Biddle, 1966); what should be done and who
should do it (Nye, 1976).

Role Performance: +the behavioral dimension ofrrole= the

overt activity of a person (Nye, 1976);
a person's actual role performance; what
3 is done, who does 1t, and how it 1s done.

Statué-poaition: a set of roles; this unit represents the

_ location of & person in a social system,
though it is not synonymous with the indi-
vidual occupying the position at the moment
(Bertrand, 1972).

Role R;ciprocality: the concept that both people in an inter-

saction 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 between a role expectation and

a role performance; the difference between a
person's expectation of how and by whom a role
should be performed and that person's percep-

+ tion of how and by whom that role is actually
being performed.

Two general frameworks of role theory exist: the structur-
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alist viewpoint and the interactionalist viewpoint. The struc-
turalist tradition, initiated by Ralph Linton (1936; cited in
’ yye & Gecas, 1976), emphasizes the cultural aspects of ro;e.
The interactionalist viewpoint which gained impetus from the
work of George H. Mead (1934; cited in Nye & Gecas, 1976) em-
phasizes the emergent quality of role, a conception of roles
as behavioral regularities emerging out of social interaction.
0f the two viewpoints, the latter m&re readily lends itself

to psychological investigations. Therefore, in this thesis,
role theory will betdiacuaseé, unleas otherwise noted, in terms
of the‘interactionalist viewpoint.

A group, by definition, is composed of individuals who inter-
act in éerms of reciprocal role relations (Bertrand, 1972). In
our society, the precise definitionaof the rolas'assgziated
with any stétus-position are rarely delineated. Therefors,
there are many posasibilities for differing conceptions of what
the activities assoclated with a given status-position should
be and how they should be performed. To a large degree, the
norms and roles associated with a status-position are f;rmu- . ;
lated by the group members' past experiences and present inter-

actions. In time through an accumulation of social experiences,

[T,

behavioral regularities and expectations, or roles, emerge
(Nye & Berardo, 1973).

When a group's status-positions are well integrated the
system functions with‘a maximum of efficieﬁcy. i1.e. the role
reciprocality of the members interactions produces a minimum

of role strain. Under these conditions, the gfoup's members

-

“h



© o

are collectively expected to be experiencing high levels of
psychosocial gratification. Optimally, the roles within a
group would be integrated in a manner which best serves both
the purposeas of the gr%up ;s a whole and the goals of all
its individual members.

However, glven the composition of a group it can never
reach a stage of complete integration. By virtue of their
different backgrounds, no two individuals have exactly the
same prescriptions gor role behavior or interpret a situation
in exactly the same manner (Bertrand, 1972). There is a con=-
stant state of tension in the system because of this lack of
agreement on role behavior. Due to this dynamic tension,
every system exists in a permanent process of disorganization
and reorganization. In some cases this flux leads %o more
adaptable forms of integration, in others it can result in

dysfunctional systems or even in the dissolution of ths group

(Bertrand, 1972).

Role Theory and the Family
The family, by its very nature, exhibits both elements

of roles, the structural aspects along with the emergent inter-
actional. Since role is a cultural concept, any society may
normatively define and enforce role definitions (Nye & Gecas,
1976). Likewise, it is rvasongble to anticipate that specific
families through their interactions will also devaiop distinc-
tive norms and roles, and even within specific families, the

husband may hold ons set of normative definitions about appro-
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priate marital roles while the wife holds another set. Within
a role theory peraspective, the pertinent questions center
around the fulfillment of family'roles: each members' rolse
expectations and perceptions of role enagtments (Burgesa, 1926;
Nye & Berardo, 1973f. A well integrated family system is one
wvhere the members' expectations and the actual role perfor-
mances evidence a large degree of overlap.

The role theory conceptualization of the couple emphasizes
the consideration of individuals in their marital context. It
considers both the individual's preferences and expectations..
and the interactional vofkings of the dyad (Tharp & Otis,
1966). Therefore, it lies midway on the spectrum of ways of
conceptualizing the workings of a marriage. It contrasts with
the holistic approach of viewing the entire family group as
the unit of study through the investigation of such variables
a3 family power structure, communication patterns and problenm
solving strategies; It also contrasts with the individualistic
approach of focusing on the relationship between the partners!
personality traits and their marital compatibility (Quick &
Jacob, 1973).

Roles are always seen in relation to behavior, hypothetical
or real; they refer to sither standards for expected behavior
or to judgments about actual behavior (Bertrand, 1972). Also,
though roles represent individual behavior patterns, they are
formed and can only be understood within an interactional
setting. The advantages of role theory then, compared to the

other methods of conceptualizing the family, are its capacity
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to provide a more adequate description and analysis of the

internal workings of the family and itas ability to deal more

effectively with the problems of real behavior (Bertrand,

1972).

Roles and Marital Conflict
A role theory perspective has proven to be a fruitful

framework for viewing marital confliet. Early work in the

area co;centrated on investigating the roles normatively asso-
ciated with the status-positions of husband and wife (Parsons
& Bales, 1955). Implicit within this framework was the assump-
tion that marital partners who more closely cénformed to the
ideal marital roles would be more satisfled with themselves
and their marriages than those with more deviant role beliefs
and performances.

Working within this structural viewpoint, Jacobsen (1952)

¥

found significant attitude differences between married and -

divorced couples toward the cultural prescriptions of the
marital roles of husband and wife; the married couples exhib-
ited less of a discrepancy in their attitudes toward the roles
of husband and wife than were found in the divorced couples.
Dyer (1962), in an article on the marital adjustment of newly-
weds, hypothesized that in general their marital interactions
would go least smoothly if the partners' role expectations

and performances were in-conflict. In these cases, one or
both of the partners would apply negative sanctions against
the other. The end Tesult of this situation would be a lower

level of marital satisfaction for both members of the dyad.

e Bt R
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While this article continued to predominantly view mariigl
roles from a cultural perspective, it also addressed it;;lf
to the idiosyncratic role prescriptions that the partners
ﬁring to a couple.
This emergent interactionalist framework has been applied
mosf recently by Frank and her associates (Frank & Kupfer,

1976; Frank, Andefson & Rubinstein, 1979;1980). Their approach

Jis to see how well the couple's interactional pattermns allow .

for a concordance between the partners' husband and wife role
ideals and expectations and the partners' perceptions of actual
family role behavior. No one pattern is considered optimal,
rather the idiosyncratic match between these expectations and
enactments is considered to be the important element in mari-
tal satisfaction.

These investigators have empirically examined the relation-
ship between nmarital role strain and marital satisfaction by
comparing the marital role strain scores of three groups of
couples: nonpatient couples, séx therapy couplés and marital
therapy couples. The partners in the nonpatient group evidenced
the least marltal role strain, the partners in €£e marital .

therapy group evidenced the most and the sex therapy partners

fell between these two extremes.

Marital Role Strain, Marital Adjustment and 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 stirong

association between marital adjustment and psychosoccial func-



tioning (Adler, 1953; Bird, Martin & Schuham, 1983; Brown &
Harris, 1978; Burke & Weir, 1977; Coombs & Fawzy%b1982; Jacobs, '
1982; Lee, 1974; Madanes & Haley, 1977; Ward, 1981). The gist

of these studies is that a good marital relationship is asso-
clated with a low incidence of mental illness and better
prospects for recovery. Authors in this area, while being

unable to directly demonstrate causality, do feei that marital
disturbagce precedes psychological disturbance and therefore
treat ma;ital adjustment as the 1ndependent variable and psycho-
logiecal disturbance as the dependent variable.

Within the famlly system, the marital partners' relation-
ship appears to be crucial for the family members' psycholog-
ical well-being. Epidemiological evidence suggests that the
gquality of the marriage is of key importance not only in deter-
mining the partners! mental health but also in determining the
mental health of their children (Dominian, 1972). Also, Ward
(1981) has found that only-the inﬁeractions of the marital
dyad, not the interactions betwee; parents and children, were
associated with the partners' psychologica} well-being. These

(
studies empirically substantiate the ratipnal belief that the

marital dyad is the core of the family uﬂft’f?iﬁk:‘ﬁggpper &
Hallenbeck, 1968; Foley, 1979). \‘\
Depression 1s the specific psychological well-being dimen-
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 depression. Vanfossen (1981)
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in a study which included both husbands and wives foﬁnd that
depression was more likely to emerge in relationships where
the partners were unsupportive. She also found that more hus-
bands than wives reported having supportive spouses. Wetzel
(1978), however, found the relationship between the marital
relationship and depression to be more complex. While most of
the depressed women in her sample were dependent and in an
unsustaining marital environment, independent women in rela-
tionéhips with husbands who were not supportive of their
independence were also found to be depressed. She interpreted
this finding as congruént with a framework emphaslzing the
importance of the person-environment fit in the production of
mental health.

The marital relationship also seems to affect the way a
partner's behavior is labelled. Safilios-Rothschild (1968) in
a study with 28 Greek couples, found that satisfied and dis-
satisfied partners did not differ regarding the definition of
the disturbed spouse's behavior as deviant: both were more
likely to view their spouse's peculiarities asﬂdeviant when
they clashed with the cultural prescriptions for appropriate
marital sex role performance. However, they did differ in
regard to the labelling of such deviance as %“mental illness."
The partners who were satisfied with their marriages tended
to minimize the seriousness of the partner's disorder by
attributing it to such things as "nerves", whereas the dis-
satisfied spouses were more willing to accept a psychiatric

diagnosis. Also, patients with satisfied spouses had better



ﬂu
¥

43

rehabilitation prospects than patients with dissatisfied
spouses. In many cases, the patient's label of "mental illness"”
gave the dissatisfied spouse a socially acceptable reason for
long-tern separation and disassociation.

Tharp & Otis (1966) have doveloped a theoretical orienta-
tion for explaining this link betwean narital adjustment and
paychological well-being based on role theory constructs. The
najor tenets of this framework are that a family with a psychi-
atrically ill member contains a dysfunctional marital dyad
and that dysfunctional marital dyads are produced by the ab-
sence of satisfying role reciprocations.

Individuals, by virtue of their own familial backgrounds,
bring to their marriages certain role ideals. Through inter-
actions with their mates, these individuals develop specific
role expectations and performances for their own marital situ-
ations. These role ideals, e¥pectations and actual role perfor-
mances are all reflective of the individual's psychosocial
needs, A particular marriage at a particular stage is either
conducive orlgetrimental to the fulfillment of these needs.

The greater ége congruence between a person's perceptions of
the actual marital performances and his/her role ideals and
expectations -~ i.e. a lower degree of marital role strain --
the more the person's psychosocial needs are being met. Con-
comitantly, this fulfillment of the person's psychosocial
needs has 2 galutary effect on psychological well~being.
Therefore, according to Tharp & Otis (1966) even though a

person may have a proclgvity for a symptom, if in the family
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system he/she can maintain sufficient role integrity the
person will ‘not manifest psychiatric symptoms.

There have been three direct empirical investigations of )
the theoretical framework proposed by Tharp & Otis (1966):
Crago & Tharp (1968); Quick & Jacob (1973); Jacob, Kornblith,
Anderson & Hartz (1978). In each of these studies, it was
found that psychiatric patients and their spouses were ex-
periencing more marital rol; strain than the menmbers of non-
clinical couples. Therefore, as Tharp & Otis (1966) hypothe-
sized, it does appear tha}’ﬁsychological distres;/&s agso-
ciated with poor marital relations.

It also appears that a problem within the marital dyad
has a more pronounced effect on the wife's level of marital
role strain than on the husband's level. Crago & Tharp (1968)
reported that in the nonclinical couples neither partiner
experlenced much more role strein than the other. However,
in the clinical group, the wiv;s experienced significantly
more marital role strain than their husbands, 'Though Quick &
Jacob (1973) did not specifically investigate sex differences,
they do repcrt mean scores for the four cells =- group by
sex ‘== which seem consistent with Crago & Tharp's (1968)
finding.

Frank, Anderson & Rubinstein (1980) reported a similar
finding with couples in marital therapy. While women in a
nonpatient group were experiencing no more marital role strain
than their partners, the wives in the marital therapy group

were experiencing significantly more marital role strain than

o
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their husbands. Therefore, it seems that under circumstances
of marital stres§ the roles associated with the status-position
of wife may be more difficult to maintain than the roles asso-

clated with the status-position of husband,. .

Role Flexibility
Whenever a family member becomes ill, all of the family

‘,"‘

menbers are affected. The illness produces reactions, counter-
reactions and shifts in the family equilibrium (Fink, Skipper
& Hallenbeck, 19785 Olsen, 19703 Power, 1979).

Chroﬁic illness 1s especially disruptive of the usgual pat-
tern of family interaction, It may also hinder the family
members' abilities to overcome the effects of this disruption.
The chronic illness of one family member may create new, or
revive former, symptoms in other family members; this is
especially prevalent when the situation requires role altera-
tions (Bruhn, 1977). Klein, Dean & Bogdonoff (1967), based
on a study with 121 chronically 111 patients and 73 of their
spouses, concluded that the development of a chronic illness
in the family is attended by role disruptions which lead to
interpersonal tension and somatic symptoms in both partner;.

According to Olsen (1970) one of the primary character-
istics of families which are able to make a good adjustment
to chronic illness is that "there is a flexibility within
and between roles so that shifting can be tolerated with
relative comfort" (pg.170). It may be that in less role seg-
regated relationships, the partners are more familiar and

comfortable with exchanging roles; thereby allowing them to
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£ind the required role alterations less burdensome (Fengler &
Goodrich, 1979). The delicate task for a family faced with a
chronic illness is to adjust their roles such that the former
functions of the patient are maintained while not burdening
the spouse or isolating the patient (Mailick, 1979).

As pointed out previously, several authors have noted the
potential impact of dialysis on the family's role structure
and the possible psychological reactions associated with this
disruption (Blagg, 1972; Goldman, Cohn & Longnecker, 1980;
Maurin & Schenkel, 1976; Stewart & Johansen, 1976/77; Kaplan
De-Nour, Note 1). The following excerpt from an article by a
home dialysis patient and his wife is particulafiy descriptive
of how dialysis disrupts the usual marital role patterns:

... Anne experienced considerable role conflict.

Whereas before dialysis she had been a wife, lover

and companion, she now was sometimes thrust into

the strange role combination of nurse, mother and

sister. During dialysis she became a "nurse" and

often had to respond to crises of pain, shock or

malfunctioning of the machine. At other times she

was like a mother and gave comfort and strength o

when gself-esteem was low, and at still others,

she became a sister or friend because of changes

in our sex life and the lack of time to enjoy

each other during the week (Campbell & Campbell,

1978,pg. 387). .
Unfortunately, howvever, there has been no controlled empirical
research on either the effects of dialysis on the family's
role structure or the association between role flexibility
and psychosocial adjustment; all of the aforementioned arti-
cles have been based on clinical case reports. Since it would

seem likely that role flexibility is associated with decreased

role strain, especially under circumstances requiring role
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alterations, it would seem productive to include measures of
both when investigating the relationship between ESRD and the
marital dyad.

With marital roles to a great extent being sex roles (Bernard,
1982; Parsons & Bales, 19553 Tharp, 1963a), a measure of sex
role flexibility should give a good indication of the marital
partners! iﬁ&;&idual and dyadic marital role flexibility. Sex
role flexibility therefore would seem to be an interpersonal
asget for couples faced with marital disruption. Working with
a :amplo of couples seeking marital therapy, Felton, Brown,
Lehmann®™% Liberatos (1980) found that sex role flexibility was
in fact associated with effective coping: nontraditional sex
role attitudes were associated with lower levels of psycho-
loglical distress for both men and women, a

Outside of the marital area, Bem (1975, 1979a) has proposed
that in general androgynous individuals, high in both mascu-
line and feminine characteristics, are very behaviorally flex-
ible; that they are more able to vary their behavior according
to situational demands than -individuals who are sex role
stereotyped. Based on this flexibility, Bem advances androgyny.
as the ‘optimal sex role orientation for psychological adjust-
ment (Bem, 19743 1979b). Therefore, whether it is specifically
due to éarital role flexibility or simply a result of greater
behavioral flexibility, ithappears thaet sex role flexibility
shouid be positively associated with the psychological well-

being of both ESRD patients and their spouses.
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Goals of the Present Study
Previous studies investigating the psychosocial well-being

of dialysis patients and spousses have suggested that couple
factors play an important role in each partner's psychological
well-being. Unfortunately, these atudies possess conceptual,
methodological and statistical limitations which cast doubt on
their empirical findings. The present study overcomes many of
these shortcomings:

Conceptually, the study employs & role theory ébnceptualiza-
tion of mﬁrriage Hhi;h has an explicit interpersonal framework;
it gives equél consideration to the respective illness status-
positions of both patients and spouses; and it d?es a nultifac-
eted approach to psychological well-being which goes beyond
just the absence of psychopathology. Methodologically, the
study uses standardized measures; it has a large sample 8size
which includes relevant nondialysis comparison groups; and it
considers the association between illness severity and psycho-
logical well-Being. Statistically, the study employs nmulti-
variate procedures where demographic characteristics are sta-

tistically controlled for. .

Design

As has been noted, one of the most serious shortcomings
of previous research in this area is the lack of comparison
groups. The present study uses multiple comparison groups.
Earlier in the Introduction, the progression of chronic renal
failure was detalled. This progression can be roughly divided

into four stages, defined by illness severity and/or treatment

s o
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method: 1.) the absence of ESRD, 2.,) the presence of ESRD not
yet requiring dialysis, 3.) ESRD requiring treatment with dial-
ysis, and 4.) ESRD being treated with a kidney transplant.
These different ESRD stages define the comparison groups enm-
ployed in the present study.

Nephrology Clinic. This group consisted of patients with
minor non-ESRD medical problems who were being followed through
the nephrology clinic. The types.of difficulties they exhibited
fell into two general ca%egories: low-level chronic i1llnesses

(e.g. controlled hypertension and mild diabetes) and acute 1ill-

‘nesses which had subsided (e.g. minor urinary tract infections

and kidney problems associated with pregnancy). However, degpite
their problems, these patients were still considered to be
"basically healthy" by their physicians.

Patients in this group were expected to be little affected

by their illness, due to 1ts low severity and limited treatment

requirements. At most, the treatment regimen would include
check-ups, mild dietary restrictions and medications; at the
other end, some of the patients were no longer 1ll at the
time of the interview and therefore had no treatment regimen.
Still, since for many patients their first knowledge of having
ESRD comes during a visit to a nephrology clinic, it is rea-
sonable to consider this group as representing the fi}gt

TR
point, the lowest level, in the progression of ESRD. The
other unique advan?ageﬁ;ﬁ?g;ided by this group ineclude:

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

treatment regimen was availabla,
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2.) There was an identified patient, either male or femals,
within the couple. ‘

3.) The recruitment procedure, detailed later, was the same
for this group as for the other (ESRD) groups, thereby insur-
ing a valid comparison of the groups' participation rates.
ko) Demographically, particularly in age and SES, nephrology
clinic patients were felt to be similar to patients in the
other (ESRD) groups.

Pre-dialysis. This group was composed of patients with
chronic progressive renal failure, objecﬁizg%}_defined as
having serum creatinine levels between Z’;;d 8 mg/dl. All of
these patients were aware of their condition; they were all
also aware of at least the possibility, though some knew it
was more of a probablility tharn a possibility, of requiring
dialysis in the not too distad%j}uture.

At the time these patients were seen the physical effects
of the ESRD primarily consisted of non-specific symptoms such
as fatigue and wefkness. Their treatment regimen included
regular hospita; check-ups, sgtringent dlietary restrictions
and medications., Additionally, these patients and their spouses
were also faced with the prospects of chronic dialysis and/or
renal transplantation, and the uncertainty about exactly what
this would entail.

Dialysis (Home/Unit). Patients being treated with either

chronic hemodialysis or chronic CAPD comprised this group.
/W

These patients are dependent on regular treatmenis for their

survival. In addition to the problems precipitated by the



underlying disease process, which are not sliminated by dial-
y8is, these patients are also confronted with the complications
directly associated with the dialysis (hemodialysis and CAPD)
treatment procedures, Furthermore, both hemodialysis and CAPD
are demanding and time-consuming treatments.

In this study, dialysis patients were divided into two
groups: patients who dialyzed at a hospital dialysis unit and
those that dialyzed at home. This latter condition included
both home hemodialysis and CAPD patients, a categorization
dictated by the need to obtain a sufficient sample size for
the home-dialysis group. ’

Theoretically, the dialysis setting -- home or unit --
should reflect itself in many lifestyle ramifications for
both the patients and their spouses (individually and dyad-
ically). Home hemodialysis allows the patients more schedulse
flexibility than they are allowed at the dialysis unit, CAPD
allows even more freedoms: there is no machine, there are
fewer dietary restrictions and no fluid restrictions. Tet
the freedoms allowed by CAPD are balanced by the necessity
of always wearing the dlalysate bag and the fastidiousness
required for sterile exchanges.

While home dialysis allows greater flexibility,mit also
introduces the dislysis regimen more directly into the couple's
marital context. In this study, within the home hemodialysis
group the spouse was almost always the required dialysis-

assistant. While CAPD does not technically require an assis-

tant, again for almost all the couples, the spouse was directly

—~—
~—
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involved with th; dialysis regimen.

Ideally, the two dialysis groups =-- home and unit -- would
have been identical except for the characteristics of the
dialysis treatment regimen. However, at the five hospitals
included in this study, there are two general considerations
which Influence whether a patient will receive hemodialysis
or CAPD: The firast, and more important, is the patient's
health and th; second is the patient's place of residence.
Patients with contraindications forvlong-term hemodialysis,
usually those patients who are in poor health, are more liksely
to be placed on CAPD, and patients living long distances
from the hospitel are also more likely to start on CAPD even
if they are suitable for hemodialysis. The result is that
while not all the CAPD patients are in poor health, as a
group they are in poorer health than their hemodialysis coun-
terparts.

It may very well be that the advantages and disadvantages
of the home and unit dialysis treatment regimens tend to
balance out, with patients and their spouses probably settling
on the mode which is least problematic for them. However,
compared to the unit-dialysis patients and spouses, the home-
dia;ysis partners «~- due to theé patients in this group gen-
erally being in poorer health -- would seem more likely to
view the illness and/or its treatment as being a greater

intrusion into their lives.

Post-transgplant. This group included only kidney trans-

plant patients who had had a functioning kidney transplant
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for at least s8ix months. Since transplant rejection fears,
1mngposuppressive medications, ;raft rejection and death are
all more prominent in the first few months after transplan-
tation (Chambers,M., 1982; Samuels et al., 1974), the six
month requirement was chosen to get a truer indication of
the stable post-transplant situation.

A functioning kidney transplant most closely approximates
a return to pre-ESRD physical functioning. Therefore, it
necessitates fewer treatment roequirements than dialysis.
Transplant reciplents are no longer dependent on time-con-
suming hours on dialysis and usually there are no dietary
restrictions.

However, transplant recipients nmust take immunosuppressive
medications and must.have regular hospital check-ups. Further,
these patients a;e aware of the faet that their grafts could
be rejected at any time. Therefore, transplant recipients,

while receiving the most complete form of treatment for ESRD,

are not cured.

ESRD Continuums: Chronological and Intrusiveness

The five groups employed in this study were chosen be-
cause they mark discernable points in the chronological pro-
gression of ESRD and its treatment, beginning with visits to
a nephrology clinic and culmfnating in a kidney transplant
(though not all patients go through each stags). Therefore,
they form natural comparison groups. Simultanesously, these

groups reflect different levels of treatment demands. One

would expect that the more severe an illness and the more
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‘ demanding 1ts associated tréatment,-thé more the illness and/'
or its treatment would intrude into the lives of the patients
and their spouses. Based on the objective characteristics of ’
the underlying illnesses and the particular treatment regimens,
an ordinal intrusiveness scale was generated: the rank order-
ing of the groups from lowest to highest levels of int;rusive—
nesgs is nephrology clinic, post-transplant, pre-dialysis,
unit-dialysis and home-dialysis. The two continuums - chrono-
logical and intrusiven;ss -~ and the plsgcements of the five

groups on these continuums are illu tr/a/ted in Figure 1.

o

¥

Statement of the Problenm

The objective of this study was to explore the psycho-
(N, logical well-being of ESRD patients and spouses from an inter-
. , Ppersonal role theory framework through a cross-sectional

investigation using ESRD groups representing different levels

of illne ss/}reatment intru sivéness.
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Figure 1, The ESRD chronological and intrusiveness continuums.
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Hypotheses

The following hypo@?gﬁes were tested: ’ i

Hypothesis 1.

Bypothesis 2.

Hypothesis 3.

Hypothesis 4.

«

Hypothegis 5.

. ot
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The ESRD groups with the greater illness
severity and more demanding treatments will
report more illness/treatment intrusiveness;
the ordering from lowest to highest levels

of perceived intrusiveness will be nephrology
clinic, post-transplant, pre-dialysis, unit-
dialyais .and home:dialyais (i.e. the same

ordering as with the objective intrusiveness

5y

-

scale).

The responses given by patients and spouses
for illness/treatment intrusiveness will be
positively correlated.

The pattern of responses given by patients

and spouses in the categorlies of marital
relations and psychg%ogical well-being will

be similar, i1.e., no significant mean differ-
ences between patients'! and spouses'! responses,

There will be significant differences between
the comparison groups in the categories of
marital relations and psychological well-
being. The pattern of differences will re-
flect the ordering on the objective intru-
8iveness scale such that the two dialysis
groups will exhibit the most marital role
strain and the least psychological well-
being. This pattern of results will exist
for patients and spouses both individually
and dyadically (i.e. as a couple). '

For all (ESRD) groups, marital role strain
will predict psychological well-being above
and beyond that accounted for by demographie,

°
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health and (ESRD) group factors. (Again the
-same pattern will hold for patients and spouses
both individually and dyadically.)

Greater sex role flexibility will be associ-
ated with lower levels of marital role strain

and greater peychological well-being.

The ESRD groups with the greater levels of

illness/treatment intrusiveness will exhibit
a greater degree of correlation between mari-
tal role strain and psychological well-being.

PRI L

e
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METHOD

Participants
Besides having a dyadic member in one of the five ESRD

groups, all participants had to meet the foilowing require-~
ments:

a,) They had to have been married -- or living commonlaw =-=-
for at least six months.

b.) They had to have command of the English language suffi-
cient to be able to fill out the questionnaires.

;.) Both marital partners had to be physically well-enough
to £111’ out the questionnaires.

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

[

interview. '

Participant Recruitment

Participants were recruited from five hospitals: four
in Montreal and one in Ottawh. A list of patients meeting the
above 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 intr¥oductory letter (Appendix I)
explaining the study and ;Zen were telephoned. After informing
the potential p;rticipants that the study was for my doctoral
’diasertation, that their participation4fas totally voluntary,
and that any information they might prpvide would be used
solely for research purposes and kept|strictly confidential,

they were asked to participate. \\

P ——
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If the patient agreed, an interview appointment was set.
Then the patient was given the introductory letter (again
Appendix I) and asked to give it to his/her spouse. Later
the spouse was also contacted, and if tggnfpouse also agreed
to participate, another appointment was mad;. Whenever possible
the partners! interview sessions were scheduled to coincidse.

Recruitment proceded so as to balance each of the five
ESRD groups with equal numbers of male and female patients;
recrulitment for a cell continued until it included at least
8 couples 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 eaualize the
mean ages of the five (ESRD) groups =-- in the selection of
the last few (10) participants. All 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 Civie's
medical staff constructed their list of suitable patients
they were asked to 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 to September, 1982, Using these selection
criteria’and recruitment procedures, 117 patients were asked
to participate in the studys 102 (87%) agreed. The actual

number of participating.patients in each ESRD group is given



>

in Table 2. The patient participation rates did not differ

2
significantly between the five ESRD groups; X“(4) = 0.54, ns.

Measures
Information in the following categories was ob?ained:

demographics, physical health, illness/treatment character-
istics, illness/treatment intrusiveness, marital relations,
psychological well-being, defensiveness, sex role flexibility
and soclial networks. The actual measures comprising each
category 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 were administered is

presented in Appendix II. -

Demographic Characteristics

The following information was obtained for each partici-
pant: age, sex, education, occupation, current work status,
income, religion, current religious practices, number of years
married, marital history, number of children living at hone,

‘ 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 was used to
calculate a socjoeconomic index score based on Bl%shen &
McRoberts' (1976) standardized Canadian index of male SES.
For female participants, no socioeconomic scores were given
since a parallel index for women does not exist., However,
information on years of formal education and salary largely

offsets this loss of information; years of formal education
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Table 2
Patient Participation for the Five ESRD Groups
/ Nephrology Pre- Home- Unit- Post-
Clinic dialysis dialysis dialysis transplant
Males 10 9 11 12 9
Females 11 8 11 <11 10
Total 21 17 22 23 19
o - \
5
»
\

L9



Table 3
. ) Variables

Demographic

Age

Sex

Education

SES

Work Status

Income

Religion

Practicing Religion

Yasars Married

Marital History

Number of Children at Home
Famlly Life Cycle -

Illnesa[Treatment Characteristica
patients only

Number of Years seeing a Nephrologiat
Current Serum Creatinine Level

(dialyeis patients only) .
Number of Months on Dialyais
Primary Helper
Hours per Week
Days per Week
Kidney Transplant
Biochemical Measures

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

\

\

| |

Physical Health

Self-rated

Partner-rated

Physician Rated (patient only)

Organ Dysfunction Scale (patient only)

Illness/Treatment Intrusiveness

Objective:
ESRD Group Membership

Perceived:

Individual

Health

Diet

Work

Financial Situation
Community & Civic Activities
Marital

Sexual Relations

Division of Responsibility
Household Affairs

Family Togetherness
External Relations

Global Rating
Self-rated
Partner-rated

-

¢9
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Marital Relations

Respect for Partner ‘

Locke-Wallace Marital Adjustment Test

Marital Role Questionnaire
Total Score .
Five Subscale Scores
Solidarity
Sexual Relations
External Relations
Internal Instrumentality

: Division of Responsibility

KDS~-15a

" Defensiveness
K Scale (MMPI)

Social Networks
Social Network Index/

Sex Role Flexibility

Bem Sex :‘Role Inventory

&

Pl

Psychological Well-being
Global Ratings

Happiness

Self-rated

Partner-rated

Physician Rated (patient only)

~.Self-esteen

Partner-rated

SCL-90-R

Somatization

Depression

Phobic Anxiety
Obsessive-compulaive

Anxiety

Paranocid Ideation

Interpersonal Sensitivity
Hostility

Psychoticism .

Global Severity Index (total score)
Positive Symptom Distreas Index

Affect Balance Scale

Positive Affect Scale
Negative Affect Scale
Affect Balance Scale (total score)

Rosenberg Self-esteem Scale

£9
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and salary are two of the main components of SES (Blishen &
McRoberts, 1976; Cole, 1975). Also, in considering the par-
ticipants as couples, the husband's SES is the important'ele-
ment, since the husband is the primari determinant of the
family's SES (Spencer & Inkeles, 1982).

The participants were also classified by their positions
in the family life cycle. This categorization was used to
augment information on the participants' ages and the number
of children they had living at home. The family 1life cycle
was divided into the following six stages: no children planned;
children being planned; pre-school children; school age chil-
dren; post-school age children still living at home; all chil-
dren grown, none living at home. The participants' points in

the family life cycle were based on their youngest child.

Health Ratings
The following ratings of the patient's physical health

were obtained: self-rated, partner-rated, and physician rated;
all on a 7-point scale where a higher fating indicated better
hea%th. The patient's physician also completed an Organ Dys-
function Scale (ODS) (Hollomby & Hutchinson, Note 2). This
scale attempts to measure the patient's health 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
was also obtained through self- and partner-ratings on a

7-point scale.



Illness/Treatment Characteristics [

Relevant information was obtained on the history of
egph patient's illness and its treatment. Of this data, only
the number of years the patient had been seeing a nephrolo-
. gist and current serum creatinine 1eyel pertained to all
five ESRD groups. For the pre-dialysis patients, the major
measurement of interest was the current serum creatinine
level. For d&alysie patients, the following information was -
obtained: number of months on dialysis; hours per week 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 -- serum
creatinine, phosphorous, potassium and BUN levels. And for
the post-transplant patients the following measures were
considered the most relevant: months with a functioning kidney

transplant; any prévious transplanta; months spent on dialysis

(total); and current serum creatinine level.

Illness/Treatment Intrusiveness

In addition to objective illness/treatment intrusiveness
as defined by the characteristics of the five ESRDngroups..a
subjective measure of illness/treatment intrusiveness was <l"~\
also employed. Perceived intrusiveness regarding 10 areas of’
life was assessed by each partﬁer rating "How much does (y&qr/
your partner's) illness and/or its treatment interfere with
each of the following aspects of your 1ife?" on a 7-point
scale for each of the 10 areas. These areas were conceptu-

alized as including five individual areas -- health, diet,

’



work, finances, community & civic activities -« and five mari-
tal areas based on the subscales of thewMarital Role Question-
naire (described below) -- sexual relations, the division of
responslbility within the family, household affairs, family
togetherness and the family's external relations. These areas
were summed to provide: a total perceived intrusiveness score;
a total perceived intrusiveness score in the individual areas;
and a total perceivea intrusiveness score in the marital areas,
Also, global ratings of perceived intrusiveness _were obtained

through self-ratings and partner=-ratings.

Marital Relations ,

Three standardized measures of marital reiations were
‘employed in this study: the Locke-Wallace Marital Adjustment
Test (Locke & Wallace, 1959), the Marital Role Questionnaire
(Quick & Jacob, 1973; Tharp, 1963b), and the KDS-15 marital
role questionnaire (Frank, Anderson & Rubinstein, 1980).
Another measure, respect for partner, was also included. This
measure was simply a 7-point scale which asked the partici-’
pant to rate "Overall, how much do you esteem/respect your<

partner?®

- The Locke-Wallace Marital Adjustment Test (MAT) (Locke &
Wallace, 1959) is a measure of marital satisfaction. This -
test was chosen because it has been widely used and validated;
it has repeatedly been shown to effe;tively discriminate
between happy and disturbed marriagea’(Donohue.& Ryder, 1982; .

< Haynes, Follingstad & Sullivan, 1979; Haynes, Jensen, Wise &

Sherman, 1981; EKimmel & Van der Veen, 1974; O'Leary & Turkewitsz,
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1978). . 2
Marital Role Stra;g was assessed by two questionnaires:

the Marital Role Questionnaire (Quick & Jacob, 1973; Tharp, i

1963b) and the role segment of the KDS-15, & marital ques-

tionnaire (Frank, Anderson & Rubinstein, 1980). While theo- i

retically these two instrumehts overlap, the KDS-15's role .

segment focuses more specifically on role assignments and ‘

investigates role strain much less comprehensively. Thebform'

of the EKDS-15's marital role questionnaire used in this study,

while maintaining the format of the originaln\incorporated

two types of modifications: questions about health care were

included and items consisting of multiple components werse

reduced to their constituent parts (i.e. "who should care

for the home, cook and shop" was transformed into three sep- .

arate questions -- about caring for the home, cooking and

shopping). o

The Marital Role Questionnaire (MRQ) measures marital role
strain, thaet is, the discrepancy between role expectations
and perceived role enactments. It consists of five functional
classes of family behavior: éclidarity, sexual relations, s
external relations, internal instrumentality, and division of -
responsibility. Briefly, solidarity refers to couple compan=-
ionship and family togetherness; sexual relations is broadly
defined in terms of physical affection and sexual fidelity in
addition to aspects related to sexual intercourse; external
relations encompasses the ;amily;s‘interactions with their

- o

social environment; internal instrumentality concerns the
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running of the household; and division of responsibility
refers to the authority and responsibility for "originating,
maintaining, and terminating activities within the other

four areas" (Crago & Tharp, 1968,pg.338). These areas were
derived through factor analysis and theoretical simplifica-
tion of a Battery of questions cotering a wide range of mare
riage behaviors (Tharp, 1963b).

TLe MRQ is probably the most widely used comprehensive
questionnaire on marital role strain. It consists of matched
sets of expectation and enactment questdons which are answered
on a rating scale ranging from +3 to -3. A role strain score

. 18 derived by summing the differences between the matching
items. In addition to a total score, a score is calculated

for each of the five component dime;sions (Crago & Tharp,
‘1968: Quick & Jacob, 1973). A number of studies have demon-
strated therMRQés ability to differentiate between "normal®
ang "disturbed"” couples (the "normal" couples were nonclinical
volunteers and the "disturbea" couples were couples with a

member seeking psychotherapy) (Crago & Tharp, 1968; Jacob et

al., 1978; Quick & Jacob, 1973).

The KDS-15 is a comprehensive marital self-report ques-
tionnaire that includes a segment on marital roles, i.e.
. [ad
questions about rolé expectations and role eqactmentgﬂwhich

i
are used to generate a role strain score (Frank, Anderson &
Kupfer, 1976; Frank, Anderson -& Rubinstein, 1980). Scores
on this portion of the KDS-15 have beaen shown to differen;

tiate between nonpatient couples, sex therapy coupled® and
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marital therapy couﬁies (Fraﬁk, Anderson & Rubinstein, 1979;
1980). As mentioned earlier, the present study used a modified
form 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 idiosyncratic: no qugific
role patterns are rated as optimal. Secondly, thay are not
global assessments of either the marriage or marital role
strain, rather\a role strain score i1s calculated from the
person's responses to specific questions about his/her mar-
riage, Finally, though they are filled in individually, these
role strai; guestionnaires emphasize indiv;dual behavior;
that are defined within the marital relationship; in other
words, they consider the individnals’within their dyadic

context.

Psychological Well-~being
The category of psychelogical well-being included three

.standardized questionnaires and four global assessments. The

global assessments, answered on a 7-point scale, were in the
areas of happiness and self-esteem., Overall happiness rat-

ings -~ self-rated, partner-rated and physician rated --

were obtained for each patient:hfor the spouse ther? was no
physician rating. Also, for both the patient and spouss,

there w;s a partner-rating of self-esteem. The standardized
questionnaires were the Symptom Checklist (SCL)-90-R (Derogatis,
1977), the Affect Balance Scale (Bradburn, 1969), and the
.Rosenberg Self-esyeom Scals (Roaonbd&g, 1965). Together theae

‘measures give a compreshensive pleture of the participant's

-

- tow



70

psychological(well-being. .

the SCL=90-R (Derogatis, 1977), a slightly revised edition
of the SCL-90 (Derogatis, Lipman & Covi, 1973), is a multi-
dimensional, self-report inventory oriented tovards measuring
psychopathology in medical and‘psychiatricubutpatients. It
is a 90 item scale which encompasses nine primary symptom
dimensions: somatization, depression, phobic anxliety, obses-
sive~compulsive, édxiety, par;noid ideation, interpersonal
sensitivity, hostility, and psychoticism. In addition, there
are three global indices: the Global Severity Indel/(GSI),
th? total score; the Positive Symptom Distress Inidex (PSDI),
a measure of "intengity"; and the Positive Symptom Total
(PST), the number of symptoms. The participants rate each of
the 90 items on a 5-point scale from O (not at all) to 4
(extremely). The subscale scores and the total score (GSI)

are the sums of the scores for all the items in the category
&

divided by the number of items in that category (Derogatis,

1977; Derogatis, Lipman & Covi, 1973; Derogatis, Rickels &
Rock, 1976). !

The SCL-90-R was chosen because it (in its two forms:
the SCL-90 and the SCL-90-R) is a wellqyalidated measure of
psychological distress. It has been widely used, including
many studies investigating the psychological adjustment of
medical patients (Craig & Abeloff, 1974; Derogatis, 1977;
Derogatis, Abeloff & Melisaratos, 1979; Derogatis, Morrow,
Fetting, Penman, Piasetsky, Schmale, Henrichs & Carnicke,

1983; Freeman, Rickels, Huggins, Garcia & Polin, 1980).

Wk
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Derogatis (1977) states that the SCL-90 has been .shown to
exhibit concurrent, discriminative and construct validity.

The Affect Balance Scale (ABS) (Bradburn, 1969) was in-

cluded in the test battery to assess affect. The scale con-
sista of 10 questions about positive and negative qp%ﬁodes
the respondent either did or did not experience in tge Te=~
;ent past. Five of the l1tems concern positive experiénces.
forming the Positive Affect Scale (PAS), and five of the
items concern negative experiences, forming the Negative
Affect Scale (NAS). The Affect Balance Scale score is calcu-
Hated by subtracting the NAS from theaPAS and adding five

(to eliminate any negative scores) (Bradburn, 1969; Moriwaki,
1974).

The Affect Balance Scale score is considered a good indi-
cator of overall happingga§§ln fact, within the apprcach to
life satisfaction that has emphasized the affective aspects
of experience._Bradburn’s investigations with the ABS are
considered to-be the most prominent (Campbell, 1976). The
scale has been widely used and has been demonstrated to ex-
hibit concurrent, discriminative and construct validity
(Bradburn, 1969; Campbell, 1976; Costa & MCQ:§G. 1980; Moriwaki,
1974: Andrews & Withey, 1976).

The Rosenberg Self-esteem Scale (Rosenberg, 1965) seems

to particularly measure the self-acceptance aspect of "self-
esteem, since all 10 of its items center around liking and/or

approv&ng of one's self. Participants answer each item on a

!
]

hepoint scale from strongly agree to aérongly disagree, al-

TN
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though they are scored only as agreement or disagreement.
Higher scores indicate higher self-esteem. The scale appears
to exhibit reasonably good concqrrent, discriminative and
construct validity (Rosenberg, 1965; Silber & Tippet, 1965;
Tippet & Silber, 1965). The scale's brevity as well as its

validity were influential in its inclusion in this study.

Sex Role Flexjibilit

The Bem Sex Role Inventory (BSRI) (Bem, 1974) is a 60
item scale that includes 20 masculine, 20 feminine and 20
neutral attributes. Respondents rate each %t&m on a 7-point
s;ale; higher numbers indicate more 1dentif;cation with the
descriptor and lower numbers indicate less identification
with the descriptor. By a median split method described by
‘Bem (1977), the participants' mean masculinity and femininity
8scores are used to assign them to one of four sex role cate-
gorfes: androgynous, masculine, feminine, and undifferentiated.

Bem's conceptualization of masculinity and femininity as
two independent dimensions rather than bipo}afxends of a sin-
gle continuum has generated a largé amount'of interest and
research in the area of sex roles, However, aspects of her
conceptualization and its ramifications remain quite contro-
versial. This is especially true of the.BSRI.

In her initial report, where she described the development
of the BSRI, Benm included some paychoﬁetric analyses of the
BSRI that supported her claim that it was a satisfactory
instrument for measuring sex roles (Bem, 1974({). Furthermors,

a series of studies, conducted by Bem and her co-workers, -
Y
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has shown that androgynous individuals, as categorized ﬁy the
BSRI, ara‘more flexible in their social behavior and are more
able to vary their behavior according to situational demands
thaﬂ individuals who are sex role stereotyped (Bem, 1975;
Bem & Lenney, 1976; Bem, Martyna & Watson, 1976).

However, other investigators have criticized the BSRI on
t#e grounds that it has unproven construct validity (Jackson
& Paunonen, 1980; Kelly & Worell, 1977; Myers & Gonda, 1982;
Pedhazur & Tetenbaun, 19792; one team of investigators clgiﬁs
th;t the BSRI is actually a measure of instrumental and expres-
sive personality traits rather than sex roles (Helmreich,
Spence & Holahan, 1979; Spence & Helmreich, 198t1). Still,
while the validity of the BSRI as a measure of sex role orientz
tation has not been conclusively’'proven, it is a very widely
used measure which specifically addresses the issue of sex \

role flexibility. Therefore, ft was included in the present

study.

Defensiveness

v;“y The K Scale of the Minnesota Multiphasic Personality

Inveﬁtory (MMPI) was used to assess defensivéness. A defensive
posture in the interview situation could be a product of
either internal (personality trait) or external (situational
characteristies) causes, or a combination of the two.

While procedural methods were used to try to limit defen-
siveness, e.g. informing participants of the strict confi%en-
tiality of their answers angd enphaaizing that they would be

used only for research purposes, it was astill thought to be

T
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necessary to have a measure of defensiveness. Thia particu-
larly being the case, since there is at least one report
(Dinning & Evans, 1977) of the SCL-90 being susceptible to
response bias. The K Scals'was developed to provide a means
of statistically correcting the values of the MMPI's clinical
scales to offset the effects of score-enhancing or score-
diminishing factors on the clinical profile (Dahlstrom, Welsh
& Dahlstrom, 1972). This is exactly the same rationale for

including it in this battery of measurements.

Social Networks
The Social Network Index (SNI) (Berkman & Syme, 1979)

was included in the battery of questionnaires to assess social
contacts., The SNI produces a score through weighting four
sources of‘social relations: 1.) marriage; 2.) contacts with
friends ana relatives; 3.) church groups; and 4.) other formal
and informal group associations. In a random sample of 6,928
adults, this index was found to predict mortality during e
nine-year period (Berkman & Syme, 1979). Since in the present
study, all the participants were nmarried, their SNI scores

reflect differences in social contacts outside of marriage.

Procedure
Since most dialysis patients are reluctant tQAdevgte
more time to their illness, all hemodialysis patients were
seen while they were dialyzing on the kidney machine. There-
fore, unit-dialysis patients were seen in the hospital and

thelr spouses were usually seen a fewv days later in their

b
~
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homes., Patients in the other ESRD groups and their spouses
were usually seen together in their home;. though ih a few
instances theﬂcouples were seen at the hospital.

In three cases a participating spouse was never seen.
Every patient who participated in the study, whose apoﬂse had
initially declined to participate, was asked to give his/her
spouse a stamped, self-addressed package containing the spouse's
battery of questionnaires. In these batteries, the main points
of each questionnaire had been clearly highlighted. The Marital
Role Questionnaire was excluded from these batteries, due to

3

1ts relatively complicated format. Aliogether 16 patients vere
f%iven a form of this package, however only three were completed
and returned.

The actual standardized interview procedurse wés the fol-
lowing:

The session began with my once again explaining the nature
of the study, reiterating its voluntary and confidential
nature, Particularly, it was emphasized that at no time would
the partners ever see each other's answers, After they had
signed their co;sent forms, I explained that the question-
naires were éf two general formats: true-false and 7-point
gcales, It was pointgd out that they were to answer by simply
checking-off or circliné ﬁheir choices. At this point, they
were also informed that there were no right or wroné answers
to any of the questions amd that the best answers were the

ones that most closely reflected their opinions and percep-

tions. Finally. it wvas mentioned that ainco all the questions

¢
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were straightforward, there being no trick questions, honest
responses were essential for a good study.
The partners were then placed in separate rooms, to insure

that they would not see or influence each other's answers,

where they proceeded to complete their batteries. I was pre-~ 4
sent at all times, dividing my time between the two partners.
Duf@ng the session, I made sure that they understood the ques-
tionnaires and answered any of thgir questions. (In a few
cassa, where the participants requested it, I read the ques~-
tions to them and marked down their answers.) At the end of

the sesasion, I collected the questionnaires, answered any

questions they had about the study, and thanked them for their

9

participation.
The time needed to complete the battery ranged from 1%

to 3% hours, with a median time of approximately 1 3/4 hours.s

In most cases, the battery was comﬁleted in one sitting, though

in a few instances it was completed in two sessions. Aféer .
the session with the pabian£ was over, medlcal staff ratings

were solicited and illness information from the patient's

-
chart was gathered. ’

Overview of the Data Analysis

This investigation 18 concerned with the three marital ¢
units affldcted by ESRD: the patients, their spouses, and the

patient-spouse combinations -- the couples. The rationale for

" including couple scores -- generated from the sums of the

dyadic partners' scores -- is that they contain information
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which is unavailable when the patients and spouses are con-
sidered only in isolation. For example, by comparing couples
with male patients versus couplgs with female patients, 1t
is possible to see which, if eiﬁher. combination is more

problematic.
v

Since the members of a dyad influence each other they
should not be regarded as independent units of investigation
(O'Leary & Turkewitz, 1978). In order to respect this mutu-
ality while also thoroughly investigating their different
perspectives on the situation, the three units of investi-
gation were considered separately. The results s;ction, there-
forsq, ;:;;;E:;;gz presents three parallel sets of analyses.

The onwe exception is when the patient and spouse scores are

The™~data analysis revolves around five major categories
of variables: 1.) demographic, 2.) health, 3.) illness/treat-
ment intrusiveness, 4.) marital relations,.and 5.) psycho-
logical ;;ll-being. The general approach used was to first

1
]
examine the demographic and health variables, T%en, when it

was deemed appropriate, the effecgs of these fad@ors wer:
partialled out «- through covariation or primary inclusion
in a hierar;hical regression. The major analyses were per-
formed on the variables in the categories of illness/treat-
ment intrusiveness, marital relations and psychological well-y
being.

The analysis was divided into the following nine steps:

1T.) a comparison of patients with participating apousSa with
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those patients whose spouses did not participate;

2,) a description of the participants' demographic and health

characteriatics;
3.) validity checks on the main measures;

4.) analysis of the (ESRD) group differences in the ratings

of 1l1lness/treatment intrusiveness;

5.) a comparison of patients' and their spouses' responses
for the categories of illness/treatment intrusiveness,

marital relations and psychological well-being;

6.) analyses of the (ESRD) group differences in marital rela-
tions and psychological well-being:;

7.) examination of the’ correlates of psychological well-being,
particularly the contribution of marital role strain;

& w

8.) examination of the association between sex role flexi-
bility and both marital role strain and psychologicaf
well-being;

9.) a comparison of the correlations between marital role
strain and psychological well-being across the five (ESRD)

groups. *

Statistical Procedures
The three major statistical-procedures employed in the

<

data analysis were discriminant analysis, multivariate analysis
of variance (MANOVA), and hierarchical multiple regression
analysis. A brief description of each of these techniques
follows: , J

Discriminant ana;fé;s is a multivariate technique used to
discriminate between two or more groups on a given set of
criterion, or dependent, variables. Its statlstical objective

is to produce a linear combination of criterion variables --
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a discriminant function -- which maximizes the between group
variance of the composite relative to the within group vari-
ance. In other words,. a discriminant analysis produces the
conmbination of dependent variables which maximally distin-
guishes between the groups. The success of this discrimina-

tion can be ascertained through a significance test (Klecka,

1975).

A stepwise discriminant analysis procedure first chooses
the one varlable which best differentiates between the groups.
The second criterion variable selected is the variable which,
in combination with the first variable, contributes the most
improvement to the discrimination. This proceduf% continues
until all the c¢riterion variables are selected or the remain-
ing variables fall to contribute significant information to
the discrimination (Klecka, 1975). With the SPSS (Statistical
Package for the Social Sciences) discriminant analysis pro-
gram, one may request that the correlations between all the
criterion variables and the generated discriminant function
be detailed. This information allows one to see which eri-
terion variables. are most highly éorrelated with the discrim-

inant function. -

Multivariate analysis of variance (MANOVA) is 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 assessed.

In experiments including many dependent variables, it is inap-

T
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¥
propriate to analxze the data by testing the effects of‘the
independent variable(s) on each individual dependent variable.
As the numbar of significance tesats increasgd. go would the
probability of finding a significant difference by chance.

In other words, the experimentwise‘error rate would increase

with the number of univariate ANOVAs conducted {(Hummel & - ™

Sligp. 1971). ‘
MAROVA eliminates this pro%&g:\by doing only one signifi-
cance test with the set of dependent variables; a lin%ar combie
nation of the dependent variables is produced and gréup differ-
ences on the mean composite are tested. Also, in addition to
controlling the experimen%wise error rate, by considering the
set of dependent variables in combination, the MANOVA may be
able to ascertain differences between the groups which would

be unavailable through a set of univariate analyses. If a
significant multivariate difference is found, éne can deter-
mine which of the dependent variables is mogg/IPportant to
this difference both by running univariate analyses on each
of the dependent variables and by looking at the discriminant
analysis.

With ANOVA, the method ussd for evaluating the effects of
the independent variable is the F test. However, there is no
unique multivariate analog of the g test, rather a number of
generallizations of the F test for significance testing in
multivariate snalysis have been proposed. Using Olson's (1976)

description of the strengths and weaknesses of each of these

statistics’ as a guide, the Pillais test statistic was choosen



for use in this thesis.

Multiple regression analysis is a general variance account-

ing procedure (Cohen, 1968). It is used to analyze the rela- éﬁv\iﬂ\=

tionahip‘ﬁetween a criterion, or dependent, variable and a

set of independent or predilctor variables; the criterion
variable!s variation is partitioned into c&mppnenta attrib-
utable to each of the predictor variables or blocks/of pre- o
dictor variables (Finm, 1974). |

In the hjerarchical method of multiple regression analysis
the regearcher predetermines the order in which the predictor
variables are added to the regression equation (Kim & Kohout,
1975). As sach predictor variable is entered a certain amount
.of the criterion variable's variation is explained. Only the
remaining variation may be explained by the predictor variables
subsequently entered into the equation. Thereﬁgre. the variance
) attributed to a given predictor variable is the variance it
accounts for abé;é end beyond the variance attiributable to the
predictor variables which preceded it in the regression. This
method thereby allows the researcher to statistically control
for possible confounding factors when evaluating the contribu-
tion of a ;pecific variable or block of variables.

The increment in 32 (the amount of the criterion variable's
variation accounted for) due to the addition of ajgiven pre-
dictor variable (or block of variables) is taken as the compo-
nent of the criterion variable's variation attributable to

that predictor (Kim & Kohout, 1975). The significance of this

incresent can be tested by generating a F-ratio baso&ﬂ%g the

Nk e e
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apount of the criterion variable's variation a}tributable
to that predictor (or block of predictgrs) and the amoun‘t
of the criterion variable's variation not attributable to

any“of the predictor variables.,
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c/ - RESULTS

Comparison of Patients .

e

with and without Participating Spouses
0f the 102 patients who participated in the study, 13

have Qﬁouseé who did not participate. These 13 patients were

not disproportionately distributed across the five ESRD groupas;

. . r
¥?(4) =.4.47, na. Also, they were not significantly different

from tﬁoae patients with iarticipating spouses on either demo-

.graphic or health characteristics. Theme results are presented

in Table 4. / [
The two groups -- patiente with and without participating
spouses -- were then compared in the are;s—of defensiveness,
illness/treatment intrusiveness, marital relations and psycho-
logicaf well-being., In order to eliminate any confouﬁding with
pogsible ESRD group and/or sex effects, the analyses were peT=’

formed using within cell (ESRD group/sex) 2 scoras,

Defensiveness

As measured by the K Scale, the two groups were not sig-

nificantly different in defensiveness, £(100) = -0.85, ns.

1 e88/Treatment Intrusiveness

T

/

In perceived illness/treatment intrusiveness, the groups
were not significantly different. The discriminant analysis
showed no significant differences between the two groups, based

on the chi-square (2.60) from Wilks' Lambda with 10 df. '



. Table 4 ‘ . Y

Comparison of Pabients with and without Participating Spouses
on Demographic and Health Characteristics

Variable / af . Y-value ga, .
ﬁemographic Characteristics .
Age 100 0.05 n's
Income . 99 0.94 ns

SES 49 0.29 ns
Years Married ) 100 0.28 ns
Years Education ‘ 100 1.95 ns '
No. Children at Home 100 0.67 . ns
Religion 4 2,830 ns
Practicing Religion 1 0.27P ns
Work Status 2 1,47° ns
Marital History 1 0.00b ns
Family Life Cycle 5 0,240 ns
Sex 1 0.35b ns
Health Characteristics
Physical Health,

Self-rated 100 0.69 ns
Physical Health,

Physician Rated 99 - =051 ns
Organ Dysfunction 99 T 1.62 ns

Scale

-

atwo-tailed

bchi-square: where appropriate (i.e. 1 df) Yates Correctioﬁ

I
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Marital Relat;ons'
The two groups did evidence a significant difference in

marital relations. The discriminant analysis with the marital
relations variables was marginally ai;n;;icant. p = .05, based
on the chi-square (15.03) from Wilke’' Lambda with 8 df. The -
correlations between the discriminaﬁt function aﬁﬂ the marital
rel;tions variables are given in Table 5. The highest contrib-
utor to the discrimination was also the one variable where
the univariate F-ratio was significant: the MRQ subacale of

External Relations; F(1,99) = 4.10, p< .05. The group of pa-

tients without participating spouses evidenced more role

strain on the Marital Role Questionnaire's External Relations
subtest than the group with:particiﬁating spouses. )
As explained earlier, the MRQ's External Relations 5 bscale
concerns agreement between ‘expectations and enactmentis in the
couple’s dealings with the external, social environment. A
strong element in this subacale is &oing social dctivities
together. Here, patients without participating spouses have
evidenced a greater discrepancy, than patients with partici-
pating spouses, betwesn how much they would like to’partici-
pate in social activities together with their spouses and
their perceptions of mutual participation, This discrepancy
seeﬂ% totally congruent with the partners' respective partici-

pation in this study. In a sense, it is a behavioral demon-

stration, or validation, of the patients' reports.

Wawe s Ly
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’ Table 5 . ) /
Correlations between the Discriminant Function
' and the Marital Relations Variables:
'Patients with/without Participating Spouses

Correlation with the

Variable Discriminant Function

MRQ External Relations N IR L

EDS-15a . : -0.373% %%

MRQ Iptérnal Instrumentality 0.351%%%

MRQ Sexual Relations : 0,347 %%a /
MRQ Solidarity ' . «0.,260%%
Locke-Wallace MAT 0.221%

Respect -for Spouse " 0.207*

MRQ Division of Responsibility -0,008

N o= 101 _ '

* p<L.05, two-tailed
*#p L.01, two-tailed .
*##pL,001, two-tailed
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. - Psychological Well-being ‘ f /
‘ In psychological well-being, patients without partici-

pating spouses were aignigicantly different from patients with
participating spouses. TH; discriminant analysis with these

/ variables was sign%ficant. p<.001, baseh ontthe chi-square

- (49.17) from Wilks' iamhda with 15 df.

v As presented in Table 6, the two variables with the highes£
correlations with the discriminant }uhction were the Positive
Affect Scale (PAS) of the Bradburn Affect Balamce Scale and
the Positive Symptom Distress Index of the SCL-90;R. Also,
these were the only two (of the 15) psychological well-being
variables that were univariately significant; F(1,100) = 10.13,
p<.01 and F(1,100) = 12,82, p<.001 for the PAS and PSDI
respectively. Patients without participating spouses reported
less positive affect, though they were not significantly dif-

ferent on their self-reports of Overall Happiness, and more

"intense" symptoms than patients with participating spouses.

Overview
Oyerall. while patients with and without participating

spouses did not report significantly different lédvels of ill-
ness/treatment intrusiveness, they did exhibit significant
differences in marital relations and psychological well-being.
They reported more marital role strain in their dealings with
th; external social environment, less positive affect, and
nore "intense" symptoms.

This concluded the investigation into the differences

&

w
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Correlations between the Discriminant Function
and the Paychological Well-being Variables: »
Patients with/without Participating Spouses

Variable

Correlation with the
Discriminant Funection

SCL-90~-R PSDI
Positive Affect Scale

SCL-90-R Interpersonal Sensitivity

Dr.'s Rating of Happineas
SéL-90-R Obsesaive-~conmpulsive
SCL-90~-R Psychoticism
SCL-90-~-R Phobic Anxiety
Negative Affect Scale
Rosenberg Scale

SCL-90-R Anxiety

SCL;90»R Somatization
SCL-90~R Paranoid Ideation
Overall Happiness, Self-rated
SCL-90-R Depression

SCL-90-R Hostility

0.427%*

-0,380%*

-0.228*

-0.,159

-0.144 .
-0.116 ¢
0.114 ‘
-0,108

0.083

-0.044

0.030

0.024

0.023

-0.008

-0.003

N =102

* p<.05, two-tailed
*#pL ,.001, two-tailed
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between patients with and without participating spouses, From‘
this point on == in order to keep the discussions of patients,
spouses and coﬁpqu comparable -- patients without partici-
pating spouses were no longer included in the sample. Table Z,
<then, gives the couple participatioh breakdown for the flve

ESRD groups on which all the following analyses were based.

Demographic and Health Characteristics of the Sample

Demographics

The demographic characteristics of the sanmple are re-
pﬁrted in Tables 8 and 9. Table 8 presents the means and stan-
dard deviations for the entire sample as well as for the male
?nd female par?icipants. Table 9 presents the demographic
statistics for é@e five ESRD groups,

There were fe; significant group or sex differences on the
demographic variables. As for sex differences, the female
patients were significantly younger than the male patients;
B(1,79) = 5.05, p<.05. Also, reflecting differences in the
general population, females -- both female patients and female
spouses -- were less likely to be working (patients:7C2(2) =
11.56, p<.01; spouses:)L?&Z) = 20.54, p<.001) and had smaller
incones (patients: F(1,78) = 52.49, p< .001; spouses: F(1,78)
= 54.28, p<.001) than their male counterparts.

The only significant (ESRD) group differences were in years
of education, F(4,79) = 2.94, p<.05; and number of children
living at home, F(4,79) = 3.20, p<.05. According to the post-

hoc comparisons, Student Newman-Keuls (SNK), the pre-dialysis



Table 7
Couple Participation for-the Five ESRD Groups

- Nephrology Pre- . Home- Unit- Post-
Clinie dialysis dlalysis dialysis transplant
Patient, Male 9 9 10 3 10 8 .

Patient, Female 9 8 9 8 -9

Total 18 17 19 18‘ 17

- S~ s T
- 7/
ES L.}
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’/4 Table 8 | _
Demographic Statistics: Male/Female/Total
Males Females Total
¥ (8D M (3D) N (sD)
Patients
46 43 89 |

Age* 51.7 (12.9) 45.3 (12.8) 48.6 (13.2)
Income** 28882 (18966) 05791 (07990) 17599 (18642)
Years Education - 13.1  (3.9) 1.7 (3.5) 12,4 (3.8)
Workingh* # p # p4 # 1
No / 14 30.4 27 62.8 41 46.1

Part-tine L 8.7 5 1.6 9 10,1
Spouses
N 43 46% 89

Age 47.7 (13.7) 47.3 (13.0) 47.5 (13.3)
Income*# 26730 (12803) 08815 (10153) 17569 (14573)
Years Education "12.3  (3.9) 11.2 (3.5) 1.7 (3.7)
Working** # p # y4 # %
No 4 9.3 20 bhe b 24 27.3

Part-time 1 2.3 6 13.3 7 8,0

Full-time 38 88.4 19 42.2 57 6,.8
Couples (Patient: M) (Patient: F)

sEg® 51.9  (13.7) 45.2  (14ed) 48,7 (14.3)
Years Married 21,6 (13.2) 20,5 (12.9) 21.0 (13.0)
No, Children

at Home 1.1 (1.3) 0.9 (1. 4) 1.0 (1.1)
Family Life Cycle # 4 # 4 # 4

None Planned 4 8.7 7 16.3 11 12,4

Pl&nned 2 403 6 11600 8 9.0
Pre-gchool 4 8.7 4 9.3 8 9.0

School Age 16 34.8 9 20.9 25 28,1

Post-gchool 4 8.7 6 14,0 10 11.2

Grown, None 16 34.8 11 25.6 27 30.3

at Hone

amissing certain demographic information on one female spouse

Pglishen Scale
* p<.05
*%p <. 001
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Table 9
Demographic Statistics: Group Breakdown

-

N

Patients

Age

Income

Years Education¥*
Working

No

Part-time
Full-time

Spouges
Age

Income

Years Education
Working

No

Part-time
Full-time

Couples

SES

Years Married

No. Children*
at Home

Family Life Cycle

None Planned
Planned
Pre-school
School Age
Post-school

Grown, None
at Home

Nephrology
Clinic
18
M (sD)
50,2 (12.4)
19178 (16694)
12.1 (4.1)
§ )
6 33.3
1 5.6
11 61.1
(8.6 (11.9)
16172 (16807)
1.3 (4.1)
¥ b4
6 33.3
2 11.1
10 55.6
47.9 (13.6)
24,2 (12.4)
1.0 (1.1)
i - 4
3 16.7
1 5.6
2 11.1
5 27.8
3 16.7
4 2,2

Pre-
dialysis
17
M (sD)
49.3 (13.5)
20711 (25060)
1045 (3.4)
# 1
i0 58.8
1 5.9
6 35.3
47.8 (13.6)
14324 (09856)
11.4 (3.2)
# 4
5 29.4
2 11.8
10 58,8
45.8 (1236)
21.9 (15.5)
1.9 (2.1)
# i
0 0.0
1 5.9
1 5.9
6 35.3
4 23.5
5 29.4

Home-
- dialysis
19
M (sD)
50,9 (13.6)
16942 (15870)
11.8 (4.3)
i )
11 57.9
3 15.8
5 26,3
49.5 (13.3)
13905 (13920)
10.6 (3.6)
# y
6 31.6
3 15.8
10 52,6
48,2 (16,9)
19.9 (13.5)
0.7 (1.1)
# 4
2 10.5
2 10.5
1 5.3
5 26.3
1 5.3
8 )

>~
N
L)
-

Unit-
dialysis
182
M (sD)
50.2 (13.2)
14212 (17328)
13.6 (2.9)
! £
7 38.9
4 22,2
7 38.9
50.2 13.9)
22135 (16405)
12,5 (4.2)
#
5 29.4
0 0.0
12 70.6
50,3 {13,0)
24.4 (10,5)
1.0 (1.3)
i 4
2 11,1
1 5,6 -
1 5.6
7 38.9
1 5.6
6 33.3

Post-
transplant
17
M (8D)
41.8 (12.7)
16935 (18856)
14.2 (3.2)
i 1
7 41.2
(4] 0.0
10 58,8
40.9 (13.1)
21823 (14129)
12.9 (3.2)
# <
2 11.8
0 0.0
15 88.2
51.3 (15.9)
14.5 (11.4)
0.4 (0.6)
f 4
4 23,5
3 17.6
3 17.6
2 11.8
1 5.9
4 23.5

amissing certain demographic information

¢ % R<'05

on one female spouse

r4:)
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.' patients had significantly less oducation ‘than post-trans- :
" plant patients; and, as a couple, the post-transplant and
home-dialysis groups had significantly fewer children 11v1n4
.

at home than the pre-dialysis group.

Physjical Health
/ The health characteristics of the sample are given in-,

Tables.10 and 11, Table 10 reports the means and standard
devigtions for fhe entire sample along with the means and
standard deviations for males and females. Table 11 reports
the five group breakdown.

There were no significant differences between males and
femaies -- with either the patients' or spouses' data -- on

{ the health ratings. As for group differences, for the patients,

only the physlicians' ratings of physical health failed to
reach significance; the other three ratings were significant
at the p<.001 level. In the post-hoc comparisons (SNK), the
nephrology clinic and post-transplant groups were found to be
significantly healthler than the other three groups. For the

spouses, the groups were not significantly different in health

when rated by their partners but were significantly different
in self-rated health, F(4,78) = 2.94, p<.05. The post-hoc
comparisons (SNK) showed that the home-didlysis spouses rated
their health significantly lower than the post-transplant

spouses rated their health.




Table 10
Health Statistics: Male/Female/Total

94

ants

X

Physical Health,
Self-rated

Physical Health,
Partner-rated

Physical Health,
Physicidn Rated

Scale

Organ Dysfunction

Spouses
N

Physical Health,
Self-rated

Physical Health,
Partner-rated

Males

¥ (sD)

46

4.61 (1.29)
5.15 (1.43)
5.28 (1.19)

2,89 (2.99)

43

5.58 (1.10)

5.95 (1.15)

Females

M (8D)

43

4.91 (1.54)
4.37 (1.72)
5.16 (1.31)

.84 (2.65)

46

5.58 (1.32)

5.59 (1.22)

Total

¥ (5D)

89

4.75 (1.42)
4.55 (1.7)
5.23 (1.24)
2.87 (2,.82)

4

89

5.58 (1.21)

5.76 (1.20)
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+  Table 11 . @ - ‘
Health Statistics: Group Breakdown T 8
b : i
Nephrology Pre- Home- Unit- . Post-
Clinic dialysis dialysis dialysis transplant
N 18 17 19 18 17
M (sD) M (sD) M (sD) .| (8D) M (sD)
Patients: . o
By o oaattm. 5.17 (0.86)  4.18 (1.42) 4,00 (1.45)  4.67 (1,41)  5.82 (1,13)
Pittner-rased " 5.22 (1.70)  3.94 (1.43)  3.84 (1.61)  3.94 (1.76)  5.88 (0.99)
e an hatod 5.83 (0.92)  4.71 (1.16)  4.95 (1.47)  5.17 (0.92)  5.47 (1.42)
% %
0§i:;enysfunctionl 0,94 (1.39) 2,53 (2.45)  4.05 (3.69) 4.33 (2.,25) 2.35 (2.50)
Spouses
Péiiifiitﬁzalth'* 5.56 (1.46) 6.00 (0.71) 5.00 (1.25) 5.29 (1.31)" 6.12 (0.86)
Flysical Hoalth,, 5,44 (1.15) 5,94 (1.03)  5.63 (1.07)  5.56 (1.69)  6.29 (0.77)
* E.<.05 N
*%p <, 001 By

56




L

96

| .
. Validity .
The objectives of this section are threefold: 1.) to

show that-the participants' responses have face validity

and internal conaisiency, 2.) to anchor this sample, in ref-
erence to other relevant samples, on the more widely used
main measures, and 3.) to show that the participants! subjec-
tive ratings of the intrusiveness of the illness and/or its
treatment correspond to the hypothesized objective illness/ .

treatment intrusiveness rankings.

Face Validity and Internal Consistency

_ On the Bem Sex Role Inventory (BSRI), both patients and
spouses scored higher on the appropriate sex items: males
scored higher on the Bem M}sculinity scales than on the Ben
Femininity scalé, and femalss scoréd higher on the Bem Fen-
ininity scale than on the Bem Masculinity scale. Also, males
acored higher than females on the Bem Masculinity scale and
females scored higher than males on the Bem Femininity scale.
The actual means and standard deviations are reported in
Table 12. Also reported in this table are the means and stane
dard deviations of the normative sample of Stanfor; Univer-
8ity undergraduates. Surprisingly, given. the differences in

age and life circumstances, the scores for the two samples

are very s8imilar.

Another'example suggesting the validi%y of the patients!'
responses is the relationship found between the subjective

and more objective measures of health. Patients who had more
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Table 12

Bem Sex Role Inventory (BSRI) Scores

97

Masculinit

M (SD)

4.97 (0.93)
4.18 (0.73)

5,00 (0.76)
4.51 (0.88)

4.97 (0.67)
4.57 {0.69)

5

Femin , t

¥ (sD)

4.72 (0.50)

4.98 (0,55)

4.69 (0,54)
5.07 (0.50)

bebd (0.55)

| X
/ Patients
< Males . 45
Females 43
Spouses
ﬁ Males 43
" Females A
;o a
Undergraduates
Males Li4
Females w279
%Bem, 1974
N e ’



biophysical problems rated their health as poorer. The corre-
lation between the patidnts' self-rated health scores and

the Organ Dysfu;ction Scale (0DS) scores was r(89) = -.3;0.
p<.001. Also, as one would expect,»those patients who evalu-
ated their health more positively were more likely to be
working than those who had a more negative evaluation: 1
Factor (Work Status) ANOVA, F(2,86) = 6.66, p<.01; and this
relationship was especially strong for males: 1 Factor (Work
Status) ANOVA, F(2,43) = 10.94, p<.001.

"As an example of internal consistency, the patients' rat-
iﬁgs of illnesa/trgatment intrusiyenesg in the area of health
were highly negatively correla%ed'with their own evaluations
of their health, r(89) = -.624, p<.001; meaning those patients
who assessed their illness and/or its treatment as having
little impact on their health, rated thelr health more posi-
tively. Another exampls is 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, p<.001; and the corre-
lation between the Locke-Wallace and the KDS-15a was r(89) =
-.543, p<.001, For spouses, the correlations were similarly
high: between the Locke-Wallace and the MRQ r(83) = -.660,
p<.001, and between the Locke-Wallace and the KDS-15a r(89)
= ~,452, p<.001.

Finally, on the two i1tems where the partners were asked
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’ to rate (on a 7-point scale) both themselves and each other,
for both items these two ratings were significantly corre-
lated. For patients, the correlations between the self~rat-
ings and the partner-ratings were r(89) = .413, p<.001 and
r(89) = .541, p<.001, respectively for the global ratings
of happiness and illness/treatment intrusiveness. Fortﬁﬁouées,.-
the correlations were r(89) = .451, .p<.001 for the global
ratings of happiness and also r(89) = .451, p<.001 for the

global ratings of illness/treatment intrusiveness..

Comparisons with Other Samples
K Scale. On the K Scale of the MMPI, a measure.of psycho-

logical defensiveness, both patients and spouses scored within
t . *the mid-range, between 10-15, as described by Dahlstrom, Welsh
& Dahlstrom (1972). The patients' mean K Scale score was

14.32 (8D = 5.32) and the spouses' mean score was 13.64 (sp =

v

4.77).
SCL~-90-R. The patients' and spouses' total scores (Gs1)

on the SCL-90-R, while falling between the average scores of

e

~“the normative samples of psychiatric outpatients and non-
patients (Derogatis, 1977), seem to be more similar to those
of(?he nonpatients than those of the psychiatric outpatients.
Thelrespective means and standard deviations are presented
in Table 13.

Locke-Wallace MAT. Locke & Wallace (1959), in their arti-

cle which introduced the Marital Adjustment Test (MAT), cited

a mean score of 135.9 for a maritally "well-adjusted" group
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7
. Table 13

Comparisons with Other Samples

M (8D)
SCL=90-R
GSI scores)
Psychiatric Outpatientsa 1.26 (0.68)
Patientsb 0.54 (0.43)
Spousesb , 0.53 (0.45)
Nonpatientsa ‘ 0.31 (0.31)
Locke-Wallace .
MAT scores . )
"Well-adjusted Group"® , 135.9 ( --)
{ "Satisfactorily Married" Cduplesd
’ Husbands 114.2 (26.5)
Wives “ 117.4 (19.9)
Patientsb
Husbands 116.8 (22.7)
Wives . . C119.3  (21.4)
é
Spousesb o
Husbands 116.3 (23,6)
Wives 113.2 (24.1)
"Maladjusted Group"c 7M.7 ( --)

aDerogatis, 1977
PThis study
®Locke & Wallace, 1959

dRosenbaum & 0'Leary, 1981
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of subjects and one of only 71.7 for a maritally "maladjusted"
group of subjects., Nelither the standard deviations nor the
respective husband and wife means were reported. A study by
Rosenbaum & O'Leary (1981) on marital violence, which used

a8 one of its comparison groups "satisfactorily married"
couples, reported average scores for the husbands and wives

in this group of 114.2 (8D = 26.5) and 117.4 (8D = 19.9),
respectively. As one can see from Table 13, the averLge Locke-
Wallace MAT scores of the couples in the present study were

very.similar to those reported for this "satisfactorily nmar-

ried®™ group.

Jllness/Treatment Intrusiveness Rankings

For both patients and spouses, there was a ver& high cor-
relation between their global appraisals of illness/treatment
intrusiveness and their total illness/treatment intrusiveness
scores -- i.e. the sum'of the 10 separate areas; r(89) = .839,
p<.001 and r(87) = .857, p«.001, for patients and spouses
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'!, spouses!

and couples' data closely corresponded to the hypothesized

objective ESRD illness/treatment intrusiveness rankings. For

¢
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Table 14
Perceived Illness/Treatment Intrusiveness Ratings

- ‘1 02 0

gioug'

Nephrology Clinic

Pre-dialysis
Home-dialysis
\Unit-dialyais

Post~-transplant

Group

Nephrology Clinie
Pre-dialysis
Home-dialysis
Unit-dialysis
Post-transplant

Couples
(N=87)
M (sb)
31.75 (11.90)
56.71 (28.39)
69.26 (20.47)
59.12 (20.19)
43.00 (20,29)
8
Patients Spouses
(N=89) (N=87)

M (sD) M (sD)
14.89 (06.00) 16.53 (08.{6)
32,18 (13.23) 24,53 (16.77)
36.89 (12.54) 32.37 (14.23)
31,00 (12.09) 28.94 (12.44)
23.41 (13.31) 19.59 (10.23)
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" all three -- patients, spouses and couples -- the group dif->
ferences were significant: respectively, F(4,79) = 9.29,
p<.001; F(4,77) = 4.55, p<.01; E(4,77) = 8.49, p<.001.
There were no significant sex differences or group by sex
'Interactions.

Post-hoc comparisons (SNK), with the couples' ratings,
produced the foilowing results: the nephrology clinic group
was significantly different from the pre-dialysis, home-dial-
ysis and unit-dialysis groups; the post«transplant group was
also significantly different from the home-dialysis group.
Post-hoc comparisons with the patients' and spouses' ratings

produced similar results.

Illness/Treatment Intrusiveness

This section further explores the issue of illness/treat-
ment x:trusi;;ness for both patients and spouses, Here the
(ESRD) group differences, on the 10 life areas (health, diet,
work, finances, community activities, sexual relations, the
division of responsibility, household affairs, family togeth-
erness, and the family's external relations) which were exam-

ined, are presented.

/
Patients

The patients! means and standard deviations for the 10
life areas are given in Appendix III. Two Factor (Group by Sex)
ANOVAs were done for all 10 areas. There were no significant

group by sex interactions. The group effect was significant
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for all the areas except for family togetherness. The effect
of the pex facﬁor wvas only eignifican% in the area of finances:
F(1,79) = 5.87, p<.05. All Fs and ps are reported in Appendix
- IV,

In order to determine which of these variables Qere the
best at differentiating between the groups, a stepwise discrim-
inant analysis with these 10 areas was performed. The signifi-
cance level of the discrimination was p<.001 based on the
approximate F(16,248) = 3.13 from Wilks' Lambda. This discrim-
ination was made up of the areas of health, diet, community
activities and sexual relations. The correlations between the
illness/treatment 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 clinlic group was significantly different fronm
the pre-dialysis, home-dialysis and unit-dialysis groups; and
the home-dialysis group was also significantly different from

the pre-dialysis and post-transplant groups.

Spouses

The results for the patients' spouses were similar to
those reported for the patients. The spouses' reports were
for how intrusive their partner's iliness and/or its treat-
ment was in their lives in each of the 10 life areas, The
means and standard deviations of the spouses! responses in
the 10 areas are listed in Appendix V.

Again, 2 Factor (Group by Sex) ANOVAs were done for all
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Table 15

Correlations between the Discriminant Function
and the Illness/Treatment Intrusiveness VariableS'
ESRD Group (Patients)

i

Correlation with the

Variable Discriminant Function
Health ) 0.910%*
Community Activities 0.691%*
Sexual Relations 0.673%*

Work ’ 0.671%%
Household Affairs 0.606%%
Division of Responsibility 0,589%%
External Relations .0.548%%

Diet 0.491%%
Finances ‘ 0.354%%
Family Togetherness 0.323%

N = 89 .

* p< .01, two-tailed
**p <L .001, two-tailed

e



106

areas and”the Fs and ps are reported in Appendix VI. Again,
there were no significant group by sex interactions. However,
in comparison to theﬁpatienta' intrusiveness reﬁorté, thers
were fewer areas where the group effect was significant. In

" addition to family togetherness, diet, community activities,
and household affairs also failed to reach significance. The
effect of the sex factor was again only significant in one
area, but for spouses this area was community activities,
F(1,86) = 7.58, p< .01, rather than finances.

Once again a discriminant analysis was performed. The sig-
nificance level was p<.01 based on the approximate F(16,24{2)
= 2,29 from Wilks' Lambda. This discrimination was composed
of the areas oé finances, health, external relations and diet,
The correlations between the  illness/treatment intrusiveness
variables and the discriminant function are reported in Table
16..Based on this discrimination, the pair-wise comparisons
yielded the following results: the home-dialysis group was
significantly different from all the other groups; and the
unit-dialysis group was significantly different from the

nephrology clinic and post-transplant groups.

Status-pogition (Patient(Sgouse) Comparisons

Patient/Spouse Differances

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 MANOVAsS were performed. The persén's status-



107

Table 16

Correlations between the Discriminant Punetion
and the Illness/Treatment Intrusiveness Variables:
ESRD Group (Spouses)

Variable Correlation with the

o Discriminant Function

Finances / L 0.775% i
External Relations ) , L 0.714%
Division of Responsibility 0.702%
Health 0.678*

. Work } 0.627*
Household Affairs , 0.617*%

~Community Activities : 0.563*
Sexual Relations 0.498%
Family Togetherness 0.459%
Diet > 0.354*
N = 87
* p<.001, two-tailed.
CENEON

O
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position, as patient or spouse, was used as a repeated measure.

In all three of the repeated measures MANOVAs, the group by
status-position interaction wes not significant (F(40,280) =
1.05; F(32,272) = 0.99; and F(64,260) = 0.70; respectively for
the categories of illness/treatment intrusiveness, marital
relations and psychological well-being). The group effect with
regard to illness/treatment intrusiveness was discussed exten-
sively in the last gectlion; the equivalent of the group effect
in these repeated measures M@NOVAS for the categories of mari-
tal relations and psychological well-being will be reported
in the next section under the couples analyses.

In two of the three MANOVAs, the main effect of status-
position was not significant. Only in the category of illness/
treatment intrusiveness were there significant differences
between the responses of patients and spouses, F(10,67) =
7.67, p<.001, Still, there were significant univariate dif-
ferences in only 3 of the 10 1life areas: Patients reported
more illness/treatment intrusiveness tpan spouses in the areas
of health, diet and work, all p<.001 (Appendix VII). In the
category of marital relations, neither the multi;ariate main
effect of status-position (F(8,65) = 0.47) nor any of the
univariate F tests were significant (Appendix VIII). Similarly,
in the category of psychological well-being, the multivariate
main effect of status-position was not significant (F(16,62)
= 1.33) and only 1 of the 16 univariate Fs was significant

(Appendix IX).
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Patient/Spouse Correlations

With respect to patient/spouse correlations in the cgaa-
gories of illness/treatment intrusiveness, marital relations
and psychological well~being, the results are more complex.
The correlations for all the measures in these categories are
presented in Tables 17, 18 and 19, reapectiv;ly. For both

illness/treatment intrusiveness and marital relations, overall

the partners' responses were highly correlated. However, on

the measures of psychological well-being, there were few signif-

*icant correlations and even these were of a low absolute mag-
o?

nituds.

ki

Overview

Overall then, there were few significant differences
betwéen the patients'.and spouses' responses in the categories
of illness/treatment intrusiveness, marital relations and
psychological well-being. The significant differences which
did exist centered around the individual 1life greas in the
illness/treatment intrusiveness category.

Also, in both the illness/t;eatment intrusiveness and mari-
tal relations'categories, there was a high degree of corre-
lation between the patients' and spouses' responses. However,
while there were no significant mean differences between
patients and spouses in the category of psychological well-
_being, overall their responses were not significantly corre-

lated. s
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Table 17 .
Patient/Spouse Correlations: Illness/Treatment Intrusiveness

|

z
Individual Areas
- Health e296%% :
_ Diet ' 143 :
Work - «337%% -
Financial . Je 483NN
bonmunity Activities ‘ L243%
Marital Areas ‘ ) ‘
Sexual Relations - s651 %8R ~
Division of Responsibility e 409N o %
Household Affairs . . o 3T 2%%N ’ o
Family Togetherness © 4138 | ’ £f f
External Relations - 0 340%* ’ %
Totals “ i '
Total: All Areas . 561%xx .
Total: Individual Areas e 4TORNN \\*’/'ﬁﬁ\<§
Total: Marital Areas e 543%%% ’ : %
N = 87 . ) "
* p<.05 . ’ | ‘ ?
*%p <, 01
*% %0, 001 ‘é
rv».’/**
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. Table 18
Patient/Spouse Correlations: Marital Relations

=
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Marjital Relations
MRQ Solidarity

Internal Instrumentality
External Relations
Division of Responsibility
Sexual Relations

MRQ Total
_ KDS-15a%
2 "Locke-Wallace MAT®

Respect for Partner”

z

.509*i*
L 3TTREw
.348**
143

c5648us
.581il§
156

T332
W27 3%%

\

5
L w3



Table 19
Patient/Spouse Correlations: Psychological Well-being

112

z
Psyehological Well-being
Positive Affect Scale® +190%
Negative Affect Scale® «135
Atfect Balance Scale” «190%
Overall Happiness, Self-rated .186%
Rosenberg Scale ‘.1l2
SCL-90-R Somatization .093
" Depression o «211%
" Phobic Anxiety ' -.132
n Obsessive-compulsive . 026
" .  Anxiety ' .049
" Paranocid Ideation «231%
" Interpersonal Sensitivity .113
" Hostility .090
" Psychoticism , ) . 146
no GSI .126
SCL-90-R PSDI e 243%
N = 88
% = g9

* pL .05

»
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(ESRD) Group Differences in Marital Relations
and Psychological Well-being

MANOVAs were 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 to the group effect
in the previous repeated measures MANOVAs, for clarity of
presentation and also because these scores will be analyzed
in more depth later, they are presented here. The patients'
and spouses' means and standard deviations on the measures
in the categories of narital 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, ¥ to XIV.

Covariate Selection

Before the MANOVAs were performed, the demographic vari-
ables were examined for possible use as covariates. The selec-
tion process was two staged: Demographic variables that exhib-
ited significant group or sex differences (using a lenient
significance level of p<.15) were examined to see if they
were significantly correlated {using the usual significance
level of p<.05, two-tailed) with more than one marital rela-
tions variable or more than twe psychological well-being
variables, Any demographic variables fulfilling both of these
requirements were then to be used as covariates in the appro=-
priate MANOVAs; the rationale was to eliminate any potentially

confounding demographic differences between the ESRD groups

i




Table 20 °

+

Marital Relations & Psychological Well-being Statistica: Patients

114

M
Marital Relations
MRQ Solidarity 1.00
" Internal Instrumentality 0.94
® External Relations 1.04
# Division of Responsibility 0.87
" Sexua] Relations ‘ ) 1.02
MRQ Total 0.98
KDS-15a 0.21
Locke-Wallace MAT 118.0
Respect for Partner 6.47
Pgychological Well-being
Positive Affect Scale 3.03
Negative Affect Scalg 1.05
Affect Balance Scale 6.99
Rosenberg Scale 8,72
Overall Happiness, Self-rated 5.11
Overall Happiness, Partner-rated 5.12
Self-esteem, Partner-rated 5.47
Dr.'s Rating of Happiness 5.28
SCL-90-R Somatization 0.67
n Depression 0.74
n Phobic Anxiety 0.18
" Obsessive-compulsive 0.66
n Anxiety 0.45
" Paranoid Ideation 0.42
n Interpersonal Sensitivity 0.57
n Hostility 0.46
" Psychoticism 0.33
" PSD& ’ 1.42
b GSI 0.54

(8D)

(0.49)
(0.51)
(0.49)
(0.44)
(0.78)
(0.40)
(0.17)
(22.0)
(0.71)

'

(1.39)
(1.21)
(1.93)
(1.77)
(1.20)
(1.46)
(1.40)
(1.09)
(0.56)

(0.67)

(0.29)
(0.57)
(0.46)
(0.53)
(0.56)
(0.48)
(0.43)
(0.41)
(0.43)

Min

0.29
0.00
0.22
0.08
0.00
0.38
0.00
26,0
4.00

0.00
0.00
1.00
2.00
2.00
1.00
1.C0
2.00
0.00
0,00
0.00
0,00
0,00
0.00
0.00
0.00
0.0¢0C
1.00
0.03

Max

3.57
2.85
2.56
'2.33
be55
2,82
0.73
153.0
7.00

5.00
5.00
10.00
10.00
7.00
7.00
7.00
7.00
2.33
2.92
1.29
2.90
2.00
2.60
2.67
2,17
1.80
2.84
1.91

aTotal test scores were not included in the MANOVAS.

oy s g
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Table 21
Marital Relations & Psychological Well-being Statistics: Spouses

M (sD) Min  Max

Marital Relations

MRQ Solidarity 1.07 (0.57) 0.29 3.57
® Internal Instrumentality 0.93 (0.52) 0.13 2.70
" External Relations 1.02 (0.51) 0.22 2,54
" Division of Responsibility 0.95 (0.44) 0.00 2,20
" Sexua] Relations 1.03 (0.91) 0.00 4.7

MRQ Total 1.02 (0.45) 0.41 2.84

KDS-15a 0.25 (0.18) 0.00 0.73

Locke-Wallace MAT 114.7 (23.8) 25.0 158,0

Respect for Partner 6.40 (0.77) 4,00 7.00

Psychological #Well-being

Positive # “fact Scale 2.93 (1.30) 0.00 5.00
Negative Affect Scalg 1.15 (1.35) 0.00 5,00
Affect Balance Scale 6.79 (2.01) 2.00 10,00
Rosenberg Scale 8,90 (1.57) 3.00 10,00
Overall Happiness, Self-rated 5.08 (1.33) 1.00 7.00
Overall Happiness, Partner-rated 5.53 (1.05) 2,00 7.00
Self-esteem, Partner-rated 5.72 (1.20) 2,00 7.00
SCL-90-R Scmatization 0.52 (0.54) 0.00 2.58
" Depression 0.72 (0.64) 0.00 3,00
" Phobic Anxiety 0.22 (0.43) 0,00 2,57
" Obsessive~compulsive 0.62 (0.56) 0.00 2.50
" Anxiety 0.49 (0.671) 0.00 3,30
" Paranoid Ideation 0.54 (0.58) 0.00 2.50
" Interpersonal Sensitivity , 0.57 (0.48) 0.00 2.11
" Hostility ] 0.51 (0.64) 0.00 3.17
" Psychoticism ( 0.32 (0.,42) 0.00 2,40
" PSDI Vo1.45 (0.42) 1.00 2.98
n GSI '\ 0.53 (0.45) 0.03 2,25

aTotal test scores were not included in the MANOVAs.
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or the sexes.

The only demographic variables to meet these criteria were
Work Status and Income. While there were no significant ESRD
group differences on these ﬂwo variables, there wore signifi-
cant sex differences. For both patients and spouses, males
were more likely to ﬂ; working and had higher incomes than
females. However, siﬁce these differentes are representative
of differences which exist in the general population, it was
decided not to employ either Work Status or Income as covari-
ates, In other words, using these varlables as covariates
would have artificially negated sex differences which exist
in the real world. Therefore, none of the demographic vari-
ables were considered suitable for use as covariates.

Defensiveness, as measured by the K Scale, while not a
demographic characteristic, was also felt to have the poten-
tial to distort possible group or sex differences, Therefore,
it was also included in this process to determine whether it
should be used as a covariate. However, since there were no

significant group or sex differences on this measure --

patients: F(4,79) 0.57, ns, F(1,7

Y

) = 0.15, ns; spouses:
®(4,77) = 0.71, ns, F(1,77) = 0.04, ns; couples: F(4,77) =
1.13, ns, £{(1,77) = 0.45, ns -~ it was dropped from consid-
eration.

In order to have these MANOVAs reflect the entire illness/
treatment experience, physical health ratings were not in-
cluded in the covariate selection process. Therefore, after

the consideration of demographic, defensiveness, and physical



117

heafth factors, the following MANOVAS were performed without

the inclusion of any covariates.

MANQOVA s

@

Overview. As one might have expected given the results
of the patient/spouse comparisons, the three MANOVAg -- patient,
spouse and couple -~ conducted with the marital relations and
psychological well-being variables produced essentially par-
allel resultse.

None of the six MANOVAs yielded a significant group by sex
interaction, nor were there any significant (ESRD) group ef=-
fects. Surprisingly. ESRD group membership was not associated
with significant differences in either marital relations or
psychological well-being. There were significant sex differ-
ences in psychological well-being: both female patients and
female spouses cited more psychological distress. As for sex
differences in the category of marital relations, the pdatients!
and spouses' results diverged. There was a significant sex
difference for patients but not for spouses. The couples!
data revealed no significant differences in marital relations
or psychological well-being between couples with male patients
and those with: female patients. These findings will now be
presented separately in greater détail.

Patients, The results of the MANCVA on the patients!'
marital relations responses were the following: the group by
sex interaction was not significant, F(32,296) = 0.96, ns;

the main effect of (ESRD) group was also not significant,

Pl
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2(32,296) = 1.00, ns; the main effect of sex was significant.
F(8,71) = 2,84, p< .01. The variable most responsible for this
8ex difference was the MRQ subscale of Division. of Responsi-
bility. It was the only marital relations variable with a sig-
nificant univariate F-ratio, F(1,78) = 5.80, p< .05: female
patients evidenced more role strain on this MRQ subscale than
male patients did (females ¥ = 0.99, SD = 0.51; males M =
0.76, SD = 0.34)., Also, the MRQ subscale of Division of Re-
sponsibility was the variable with the highest correlation
with the discriminant function. The correlafions between the
marital variables and the diseriminant function are given in
Table 22.

The results of the MANOVA on the measures of psychological
well-being were the following: there was no significant group"
by sex interaction, F(68,264) = 0.75, ns; the main effect of
group was also not significant, F(68,264) = 1,00, ns; again
there was a significant sex difference, F(17,63) = 2,51,
Bb<.01. This sex difference centered around anxiety -- both
the S5CL-90-R subscales of Phobic Anxiety and Anxiety were
univariately significant; F(1,79) = 8.47, p< .01 and F(1,79)

"= 6.08, p<.05. Female patients reported more of both types

of anxiety -~ Phobic Anxiety: females M = 0.26, SD = 0.36;
males M = 0.10, 8D = 0.18; Anxiety: females M = 0.57, SD =
0.47; males ¥ = 0.34, SD = 0.42. These two variables also

exhibited the highest correlations with the discriminant
function. The correlations between the psychological well-

being variables and the discriminant function are reported
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Table 22

Correlations between the Disecriminant Function
and the Marital Relations Variables:
- Sex Differences (Patienta)

Correlation with the

Variable Discriminant Function
MRQ Division of Responsibility -0, 478%%%
' . MRQ Solidarity - . 0.311%%

MRQ External Relations ) «0.259%
Respect for Partner -0.132
Locke-Wallace MAT -0.130
MRQ Sexual Relations v . 0.072
KDS-15a -0.033

(; MRQ Internal Instrumentality 0.022
N = 88 . ’

@

* pL.05, two-tailed
**p .01, two-tailed

*%%p £.001, two-tailed
¢ . - ey

Y
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in Table 23.

Spouses. The results of the MANOVA on the s;ouses' narie-
tal relations?responses were the following: the group by sex
interaction was not significant F(32,276) = 0.76, ns; and nei-
ther of the main effects of group or sex were signifigant -
¥(32,276) = 1.21, ns and F(8,66) = 1.14, ns, respectively.

The MANOVA of the spouaeé' psychological wéll;being re-‘
sponses produced the following results: the group by sex
interaction was not significant, F(64,264) = 0.90, ns; and
ﬁhe main effect of group was also not sfgnifiéant, F(64,264)
= 1,10, ns; however, the main affect of sex was significant,
F(16,63) = 2.79, p<.01. The psychological well-being vari-
ables that were most responsible for this sex difference were
the ‘SCL-9C-R subscales of Interpersonal Sensitivity, Phobic
Anxiety, Somatization and Depression. These were the vari-
ables most highly correlated with the discriminant fﬁnction;
the correlations between the psychological well-being vari-
ables and the discriminant function are given in Table 24.
These variables were also the only péychological well-being
variables that had significant univariate F-ratios, all

2<.05. In all four cases, females reported more psycholog-

ical distress than males -- Interpersonal Sensitivity: females

u

M = 0,69 (SD = 0.55), males M = 0.43 (8D = 0.34); Phobic

Anxiety: females M = 0.32 (SD

0.57), males M = 0.11 (8D =

0.58), males

i

0.18); Somatization: females M = 0.64 (SD

M = 0,40 (SD = 0.47); Depression: females M = 0.86 (8D =

]

0.72), males M = 0.58 (SD = 0.53).
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Table 23

Correlations between the Discriminant Function
and the Psychological Well-being Variables:
Sex Differences (Patients) -

R

Variable - ) y

Correlation with the
Discrimingnt Function

SCL-90-R Phobic Anxiety
SCL-90-R Anxiety
Rosenberg Scale

Dr.'s Rating of Happiness

SCL-90-R Interpersonal Sensitivity

Positive Affect Scale
SCL-90-R Somatization

) Negative Affect Scale

Overall Happiness, Self-rated |
SCL-90-R Hostility ’
SCL-90-R PSDI

SCL-QO:R Obsessive:compulsive
,SCL-90-R Depression

Overall Happiness, Partner-rated
Self-esteem, Partner-rated
SCL-90-R Psychoticism

8CL-90-R Paranoid Ideation

0. 392%%x
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

¥ =289

* B<-O_5v two~tailed
*¥%4p < ,01, two-tailed
¥¥%p<L.001, two-tailed
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Correlations between the Discriminant Funetion
and the Pasychological Well-being Variables:

Sex Differences (Spouses)

Variable

Correlation with the
Discriminant Function

8CL-90~-R Interpersonal Sensitivity

SCL-90-R Phobic Anxiety
SCL-90-R Somatization
SCL~-90-R Depression

Positive Affect Scale
Negative Affect Scale
SCL-90-R PSDI

SCL-90-R Obsessive-compulsive
SCL-90-R Anxiety "

Rosenberg Scale -

SCL-90-R Psychoticism

SCL-90-R Hostility

Overall Happiness, Self-rated
Overall Happiness, Partner-~-rated
Self-esteem, Partner-rated
SCL-90-R Paranoid Ideation

¢

0,357 %%
0.312%*
0,274%%
0.274%*
0.,268%
0.260% °
0,223%
0,213%
0.195

-0.189
0.187
0.186

-0.177

~0.135

-0.068

-0.008

N = 88

* p<.05, two-tailed
**p<L.01, two-tailed
*¥¥pn L.001, two-tailed
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Couples. The results produced by the MANOVA on the mari.

tal relations scores of the couples were the following: the

-group by (patient's) sex interaction was not significant, F

(32,276) = 0.83, ns; also, neither of the main effects were

significant -- group F(32,276) = 1.18, ns; (patient's) sex:

£(8,66) = 1.28, na.
The MANOVA of the cg;}uples' psychological well-being re-

sponses produced the following results: the group by (patient's)

se;c interaction was not significant, F(64,264) = 0.74, na;

and again neither of the main effects were significant --

group F(64,264) = 1,27, ns; (patient's) sex F(16,63) = 0.62, -

ns.

Correlates of Psvychological Well-being
In the preceding section, it was shown that objective

illness/treatment intrusiveness, as defined in this study by

‘ESRD group membership, did not have a significant effect on

either marital relations or psychological well-being. In this

section other factors which may be correlates of psychological

vell -being are examined, with the emphasis beingaon exatm_ining
the rela‘tionship between marital role strain and psychological
well-being. !

In a series of hierarchical multiple regression analyses,
after statistically controlling for the effects of demographic
characteristics, physical health, ESRD group membership and
psychological defensiveness, the amount of psychological well-

being variance accounted for by marital role strain was

|
(

@
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assessed. Also, the Social Network Index (SNI) score was

-

entered into the regression after marital role strain to see
if a measure of social contacts outside the marriage signifi-
cantly added to the ability to predict psychological well-
being., The dependent, or criterion, variables employed were
the scores on selected measures of psychological well-being.
Referring back to Table 20, one can see that the psycho-
logical well-being category consisted of 19 (18 for Qﬁ;uses
and couples) measures. Since it would have been inappropriate
to have run multiple regression analyses on each of these
measures, a decision 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 (GSI) and the SCL-90-R's depression score (DEP).
The ABS and the GSI were chosen since these are the total
scores of the twormajor measures of psychological well-being.
The SCL-90-R's depression score was also included because
depression has been given such pfominence in the psychosocial
investigations of ESRD/dialysis (Devins, 1981; Levy, 1979&;’ ?

Procei, 1981; Reichsman & Levy, 1972; Rhodes, 1981).

Demographic Characteristics

In the hierarchical multiple regression analyses, the

first step was to partial ocut the aggregate contribution of
the demographic characteristics to the prediction of the |
p8ychological well-being variablesg! variances. Therefore,

i

a preliminary series of multiple regressions were performed

Q™



125

-

;hhﬂe all the demographic variables were entered into sepa-

rate regressions on the ABS, GSI and DEP scores. This was
done with the patient, spouse and couple data.’In instances
where the demographic variables were qualitgtive rather than
quantitative, they were dummy coded. A lgpient selection stan-
dard was decided upon so that any reason;ble degree of asso-
ciation between tpe demographic and the psychological well-
being criterion variableé would be partialled out in the fol-
lowing hierarchical multiple regression analyses. Therefore,
any demographic variables which contributed a 52 change of
gfeater than ,02 in these preliminary multiple regressions
was selected for inclusion in the demographiec factor.

; Since in each nulitiple regression diffferent variables met
the above requirement, the demographic factor in each of +the
hierarchical multiple regression analyses was composed of dif-
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 were 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 to first

partial out the effects of physical health before assessing
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the importance of other factors. Therefore, a measure of
physical health, the participant's self-rating, was included
in the hierarchical multiple regression analyses. This mea-
sure was chosen because it was available 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 assoclation 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, ESAD group membership and
psychological defensiveness, the amount of psychological well-
being variance accounted for by marital role strain 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 marital role strain accounted
for approximately 15% -- a significant percentage -- of the
p3ychological well-being variance,

A detaileé account of the hierarchical multiple regression
analyses performed with the patlent, spouse and couple data
follows. The results have been reported in terms of the F-
ratios derived from their associated increments in R™.

Patients. The results of the patients' hierarchical mul-

tiple regression analyses are summarized in Table 26. The
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Table 25

Correlations between the Different Ratings
of Physical Health: Patients

Patient's Physical Health

Self-rated
z
Patient's Physical Health, 624%
Spouse-rated *
Patient's Phﬁgical Health, 449
Physician Rated ‘
Organ Dysfunc®ion Scale -.350%

N = 89

* p<.001



Table 26
Hierarchical Multiple Regression Analyses on GSI, DEP, & ABS: Patients
GSI DEP ABS
. 2 2 2
Predictor R E <} R E R R E R
Demographics .061 (2,85)= 2.78 ns .157 (11,76)= 1.28 ns 116 (5,82)= 2,15 ns
Physical = = =
Health .133 ((1.84)- 6.91 .05 .283 (1,75)=13,19 .001 .281 (1,81)=18.54 .001
ESRD Group .137 (4,80)= 0,12 ns .296 (4,71)= 0,30 ns 0297 (4,77)= 0.44 ns
K Scale «349 (1,79)=25.75 .001 .428 (1,70)=16,10 .001 .326 (1,76)= 3.20 ns
Marital Role ~ — = )
Strain 0519 (6’73)- 4.00 001 '583 (6]64)° 3071 oo1 .466 (6.70)" 2.88 n05
SNI® .526 (1,72)= 1.01 ns .586 (1,63)= 0,41 ns’ 466 (1,69)= 0,51 ns
830cial Network Index

XA
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demographic variables, entered in the initial step, were not
significantly related to any of the three measures of psycho-
logical well-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, was significantly related to all three measures.

As was shown in the previous MANOVAs, ESRD group member-
ship was not significantly related to psychological well-being.
In fact, after partialling out demographié considerations and
physical health, the contribution of ESRD group membership
to psychological well-being, as measured by the increment in
ﬂz, was remarkably small: .004, .013, and .016 fbrﬁGSI, DEP
and ABS respectively. Psychological defensiveneas, as measured
by the K Scale, contributed significantly to the prediction
of the two SCL-90-R scores (GSI and DEP) but not to the ABS
score.,

In the next step, the six marital role strain variables --
the five MRQ subscales and the KDS-15a -- were entered as a
block into the regression. By entering these variables as a
block, it was determined that as a whole the different role ‘-
strain scores significantly contributed to the prediection of
psychological well-being. The émount of additional variance
accounted for by marital role strain was 17.0%, 15.5% and 1493,
as one can see from Table 26, respectively for the GSI, DEP
and ABS scores. In each case, this is a significant addition.
The Social Network Index, which was entered into the regres-

sion on the final step, did not add significant information
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to the prediction of any of the three measures of psycholog-
ical well-being.

If rather than entering the marital role strain variables
ags a block, they were entered in a stepwise fashion, the MRQ
subscale of Solidarity was theﬁ the first to enter the regres-
sion in all three regressions. The respective Solidarity Fs
in the GSI, DEP and ABS regressions wers F(1,78) = 17.93,
p<.001, F(1,69) = 16.31, p<.001 and F(1,75) = 9.28, p<.01.
Thereby indicating that within this sample, couple solidarity,
as measured by the MRd, was the most important marital role
strain area for predicting psychological well-being.

In order to attempt to assess whether the particular mea-
sures of marital role strain used in this satudy, besides being
more specific, add any information to the relationship between
marital relations and psychological 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
wag entered into the regression after defensiveness but before
marital role strain, this global rating was a significant pre-
dictor of psychological well-being: GSI E(1,78) = 14.84,
p<.001; DEP F(1,69) = 13.23, p<.001 and ABS F(1,75) ='5.13,
p<.01. If the six role strain variables were then entered as
a block, the block wasn't szignificant in any of the three
cases. However, if entered in a stepwlise fashion, the first
role strain variable to enter the equation was always signifi-

cant. In two of the three regressions, this variable was the
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MRQ subscele of Solidarity -- GSI F(1,77) = 6.95, p<.05 and
DEP F(1,68) = 5.87, p<.05; while for the ABS regression it
was the MRQ subscale of the Division of Responsibility, F(1,
74) = 7.08, p< .01,

This indicates that for this sample, while the Locke-
Wallace MAT's global rating of marital happiness and the
8ix measures of marital role strain overlapped in the psycho-
logical well-belng variance that they accounted for, there
were aspects of marital role strain that added significant
information about psychological well-being above and beyond
that yielded by a simple global rating of marital happiness.

Spouses. The hierarchical multiple regressions performed
with the spouses' data are summarized in Table 27. The demo-
graphic variables werge not significant in the regressions on
GSI and DEP; however, they were significant contributors in
the regression on ABS, 2(12,70) = 2.14, p<.05. Physical
health was significantly related to all three measures of
psychological well-being. Once again, ESRD group membership
wvas not a significant 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 uéll—being,
as measured by the increment in 52. was remarkably small:
.037, .026 and .058 for GSI, DEP and ABS respectively. The
K Scale was again significantly, related to psychological well-
being, and here 1t was significantly associated with all

three measures,

a3
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Table 27
Hierarchical Multiple Regression Analyses on GSI, DEP, & ABS: Spouses
SI DEP ABS

Predictor R? F p R? F B &? F P
Demographics .105 (7,75)= 1.26 ns .165 (8,74)= 1.82 ns .268 (12,70)= 2,14 .05
Physical - _ _
Health .394  (1,74)=35.22 .001  .495 (1,73)=47.86 ,001  .345 (1,69)= 8,04 ,O1
ESRD Group <431 (4,70)= 1.13 ns .521 (4,69)= 1,00 ns <403 (4,65)= 1.67 ns
K Scale .590 (1,69)=26,83 ,001 .609 (1,68)=15,25 .001 <444 (1,64)= 4.79 .05
Marital Role - - =
Qtrain .698 (6,63)= 3.60 .01 .780 (6,62)= 7.25 ,001 .533 (6,58)= 1.87 ns
sN1® .699 (1,62)= 0.22 ns .785 (1,61)= 1,55 ns .543 (1,57)= 1.29 ns
aSocial Network Index

el
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When the six marital role strain variables were entered
as a block into the regression, they wére significant con-
tributors in the regressions on GSI and DEP but not on ABS,
as shown in Table 27, the respective Fs were (6,63) = 3.60,
p<.01, (6,62) = 7.25, p<.001, and (6,58) = 1.87, ns. As
with the patients' data, the SNI contributed no significant
additional information to the regressions on the three mea-
sures of psychological well-being.

If the six marital role strain variables were entered in
a stepwise fashion, rather than as a block, in the regres-
sions on the measures of psychological distress -- GSI and
DEP -- the MRQ subscale of Solidarity was the first variable
to enter the equation. In the regressipn on affect, ag mea-
sured by the ABS, the MRQ subscale of Sexual Relations was
the first variable to enter the regression. In each case,
this first marital role strain variable was a significant
predictor. The respective Fs were: on GS3I, Solidarity F(1,68)
= 17.73, p<.001; on DEP, Solidarity F(1,67) = 34.20, p<.001;
and on ABS, Sexual Relations F(1,63) = 8.52, p<.01. Thereby
indicating that within this sample of ESRD spouses, couple
gsolidarity, as measured by the MR(, was the most important
marital role strain area for predicting psychological distress,
while the MRQ subscale of Sexual Relaticns was the best mari-
tal role strain variable for the prediction of affect,.

When the global rating of marital satisfaction was entered
intoe the regression after defensiveness but before marital

role strain, this global rating was a significant predictor
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of psychological distress (on GSI, F(1,68) = 7.06, p<.01;

on DEP, F(1,67) = 16.74, p<.001) but not of agfect (on ABS,
E(T,SB) = 2,84, ns). If the six marital role strain variables
were then entered as a block, the block was significant for
the two measures of psychological distress -- on GSI, F(6,63)
= 2,40, p<.05; on DEP, F(6,61) = 6,00, p< .01 ~-- but it was
not a significant contributor to the prediction of affect =--
on ABS, F(6,58) = 1.38, ns. If the six marital role strain
variables were entered in a stepwise fashion, the results
were e3sentially the same as those that did not include the
global rating of marital satisfaction in the regression: for
the regressions on psychological distress, Sclidarity was the
first marital role strain variable to enter the regressions --
on GSI, F(1,67) = 11.21, p<.01; on DEP, F(1,66) = 20,72,
p<.001; and for affect, the marital role strain variable
first to enter the regression was Sexual Relations -- on ABS,
F(1,62) = 5,77, p<.01.

This indicates that within this sample of spouses, a global
agssessment of marital satisfaction was a significant predictor
of psychological distress, but surprisingly not of affect,
as measured by the ABS. Also, once again, at least for psycho-
logical distress, the MRQ subscale of Solidarity added signif-
icant information to the regressions beyond that supplied
by the global marital assessment. As for the prediction of
the ABS score, within the area of marital relations, the MRQ
subscale of Sexual Relations was the best predictor.

Couples. The results of the couples' hierarchical multiple
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regression analyses, summarized in Table 28, essentially
follow the same patterns as those produced by the analyses
of the patienta! and spouses' data. Briefly, after partial-
ling oﬁt demographics, physical health, ESRD group member-
ahip 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 were entered into
the regression stepwise, rather than as a block, the MRQ
subscale of Solidarity was once again the best predictor of
psychological distress: on GSI, F(1,65) = 28.61, p<.001 and
on DEP, F(1,67) = 38,70, p<.001; while the MRQ subscale of
Sexual Relations was the best marital role strain variable
for the prediction of the ABS score, F(1,69) = 14.03, p<.001,

When marital role strain was entered into the regression
after partialling out the rating of global marital satisfac-
tion, which in all three regressions was significant (on GSI,
F(1,65) = 6.39, p<.05; on DEP, F(1,67) = 11,65, p<.01; and
on ABS, F(1,69) = 6,27, p<.05), the block of marital role
Qtrain variables was significant in each case: GSI 2(6,60)
= 5.00, p<.001; DEP F(6,61) = 5,50, p<.001; and ABS F(6,
64) = 3.54, p<.01. When they were entered in a stepwise
fashion, again Solidarity was the first variable to enter
the regression on GSI and DEP, the respective Fs were (1,64)
= 20.20, R<:(§b1 and (1,66) = 24.82, p<.001; while Sexual

Relations was the first to enter the regression on ABS,
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Table 28
Hierarchical Multiple Regression Analyses on GSI, DEP, & ABS: Couples
GS1I DEP ABS
Predictor B F B R F R B? F e
Demographics .204 (10,72)= 1.84 ns .168 (8,74)= 1.87 ns «.103 (6,76)= 1,45 ns
Physical _ - ' -
Health .328 (1,71)=13.07 .001 .395 (1,73)=27.39 .001 .210 (1,75)=10,21 .01
ESRD Group .343 (4,67)= 0.40 ns <401 (4,69)= 0,22 ns 242 (4,71)= 0,73 ns
K Scale 607 (1,66)=44.39 .001 .584 (1,68)=29,76 ,001 .338 (1,70)=10.09 .01
Marital Role _ _ -
Strain .760 (6,60)= 6,50 ,001 .778 (6,62)= 8.00 .001 .522 (6,64)= 4.43 .01
sN1® .760 (1,59)= 0.03 ns .783 (1,61)= 1,22 ns .530 (1,63)= 1,09 ns

aSocial Network Index

9€1L
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F(1,68) = 8,22, p<.01. The couples' hierarchical regression
analyses clearly indicate that marital role sirain added sig-
nificant information about psychological iell-being variance
above and beyond that accounted for by a global measure of

t

marital satisfaction.

Sex Role Flexibility

It was hypothesized that sex role flexibility would be
negatively associated with both marital role strain and psycho-
logical distress; androgynous individuals, as classified by
the Bem Sex Role Inventory (BSRI), would report less marital
role strain and less psychological distress than the other
BSRI categories. Before this hypothesis was tested however,
differences between the ESRD groups on the BSRI Masculinity °
and Femininity scales were examined. Conceivably, the illness/
treatment characteristics of the ESRD groups may be ass;ciated
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 BSRI categories
in marital role strain; while on the psychological well-being
variables, only the spouses evidenced a significant differ-

ence between the four categories. The main effects of sex
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Table 29

One Factor (ESRD Group) ANOVAs on
Bea Sex Role Inventory (BSRI) Masculinity and Femininity Scores

° at E -] :
»
Patjents \ f
BSRI Masculinity Score (4,83) 0.04 ns 4
BSRI Femininity Score (4,83) . 0.89 ns
. Spouses .
. BSRI Masculinity Score (4,82) 0,35 ns
\. BSRI Femininity Score (4,82) 0. 41 ns
Couples
BSRI Masculinity Score (4,82) 0.18 ns
BSRI, Fenininity Score (4,82) 0.66 ns
, N
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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 significant difference bhetween the four sex role
categories 1n psychological well-being were: the Positive
Affect Scale (PAS), Overall Happiness (Self-rated), and Self-
esteen (Parﬁner-rated). These variables exhibited the highest
correlations with the discriminant function; the correlations

_between the ps&chological well-being variables and the dis-
eriminant function are reported in Table 31: Also, the PAS,
Overall Happiness (Self-rated), and Self-esteem (Partner-
rated) were the only psychological well-being variables whose
‘ﬁnivariate F-ratios were significant: F(3,67) = 2.88, p< .05;
5.39, p<.01; 5.90, p<.01; respectively. According to the
post-hoc comparisons, Student Newman-Keuls (SNK), the spouses
in the undifferentiated and feminine categories evidenced
significantly less positive affect (PAS and Overall Happi-
ness) and self-esteem than the spouses categorized as mascu-

line or androgynous.

Correlations between Marital Role Strain
and Psychological Well-being, ESRD Group Comparisons

Previocusly, it has been shown that ESRD group member-
' ¢
ship did not have an appreciable effect on either marital
relations or psychological wellnbeiné. Also, for the entire

sample, marital role strain has been shown to be a signifi-



Table 30

Maln Effects of Sex Role Category

(MANOVAs: Sex Role Category by ESRD Group)
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Patients
Marital Relations

Psychological Well-being

Spouses
Marital Relations

Paychological Well-being

Couples
Marital Relations

Psychological Well-being

(24,189)
(51,162)

(24,174)
(48,162)

(24,177)
(48,165)

1=

0,96
1,22

1.29
1.65

1.27
1.16

ns
ns

ns
.05

ns

ns
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Table 31

Correlations between the Discriminant Function and the
Psychological Well-being Variables: Sex Role Category (Spouses)

Correlation with the

Variable Discriminant Function
et - -
Self-Esteen, Partner-rated O0.455%%
Overall Happiness, Self-rated 0. 433%%
Positive Affect Scale 0.291%
Overall Happiness, Partner-rated 0.174
SCL-90-R Interpersonal Sensitivity —O$x63
Negative Affect Scale A =0.158
SCL-90~-R PSDI 0.144
SCL-90-R Obsessive-compulsive ~0.143
SCL-90-R Depression -0.130 -
SCL-90-R Psychoticisnm -0.,122
Rosenberg Scale 0.114
SCL-90-R Hostility 0.051
SCL-90-R Somatization -0.036
SCL=-90-R Paranoid Ideation -0.021
SCL-90-R Anxiety 0.011
S8CL-90-R Phobic Anxiety -0.010

;
N = 87

* p<.01, two-tailed
*¥%p L,001, two-talled
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cant predictor of psychological well-being. To complete this
investigation, group differences in the magnitude of the cor-
relaflon between marital role strain and psychological well-
being were explored. This was considered valuable information
because it would give an indlcation of the relative impor-
tance of the marital relationship for individual psycholog-
ical well-being within each ESRD group.

In order to assess the significance of the differences
between the respective ESRD group correlation coefficients,

a number of paired comparisons were undertaken. (This pro-
cedure is 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 measures

of psychological well-being that have been discussed -- GSI,
DEP and ABS -~ were used in the comparisons. In this section,
only the couple scores will be discussed, since they reflect
the marital dyad's overall relationship between marital role
strain and psychological well-being. These correlations and
the paired comparisons are presented in Table 32.

F}om this table, 1t is readily apparent that the groups
with greater illness/treatment intrusiveness had larger cor-
relations between marital role strain and psychological well-
being. The two dialysis groups, and especially the home-
dialysis group, exhibited significantly higﬁer correlations
between marital role strain and psychological well-being
than the other three groups; a finding which was pérticularly

evident for the two measures of psychological distress, GSI
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Marital Role Strain/Psychological Well-being Correlations,
ESRD Group Comparisons: Couples

KDS-15a & GSI
Nephfology Clinic
Pre-dialyais
Home-dialysis
Unit-dialysis
Post-transplant

MRQ & GSTI
Nephrology Clinic

Pre-dialysis
Home-dialysis
Unit-dialysis
Post-transplant
EDS-15a & DEP
Nephrology Clinic
Pre-dialysis
Home-dialysis
Unit-dialysis

Post-transplant

MRQG & DEP
Nephrology Clinic

Pre-dialysis
Home-dialysis
Unit-dialysis
Pogst-transplant

N

(18)
(17)
(19)
(18)
(17)

(16)
(16)
(19)
(15)
(17)

(18)
(17)
(19)
(18)
(17)

(16)
(16)
(19)
(15)
(17)

in

~-.020
. 209
< 645%*
. 693
o 435%

o A21%
.608%*
L9011 %%%
T LR
. 5T72%%

. 062
287
L783kR%
L Th1eex
. 513

. 498%
LETGER
L855%%%
. 800%%%
..633**

Paired Comparisons

Home- and unit-dialysis
groups significantly differ-
ent (p<.05) from the nephro-
logy c¢linic group.

Home~dialysis group signifi-
cantly different from the
nephrology clinic group
(p<.01) and the pre-dialysis
and post-transplant groups

(p<.05).

Home-~dialysis group signifi-
cantly different from the
nephrology clinic (p<.01)
and pre-dialysis groups
(p<.05), also unit-dialysis
group significantly differ-
ent from the nephrology
elinic group (p<<.01).

Home-dialysis group signifi-
cantly different from the
nephrology c¢liniec group

(E= 005)0 '




N r

KDS-15a & ABS L
Nephrology Clinic (18) -.046

Pre-dialysis (17) -.379
Home-dialysis (19) -~,78 %%
Unit-dialysis (18) ~.496*

Post-transplant (17)  -.549%*

MRQ & ABS

Nephrology Clinic (16) =, 465%
Pre-dialysis (16) -.447%
Home-dialysis (19) <.778%%x
Unit-dialysis (15) -.511%

Post-transplant (17)  =.T742%%%
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Paired Comparisons

Home-dialysis group signifi-
cantly different (p<.01)
from the nephrology clinie
groupe.

No significant differences.

*p<.05
**%p <, 001
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and DEP.

Figures 2, 3 and 4 illustrate the relationship betwsen
the marital role strain/psychological well-being correlations
and illness/treatment intrusiveness. As one can see, the
shape of the curves, especially for the correlations betwseen
the MRQ and the two measures of psychological distress, mirror
the hypothesized (ESRD) group rankings on the illness/treat-

ment intrusiveness continuun (Figure 1).

A Post-hoc Analysis: Dialysis/Nondialysis

Since there were no significant differences between the
five ESRD groups in eithet marital relations or psychological
well-being, post-hoec it was declded to re-do these analyses
with the participants dichotomized into two broad categories:
dialyqis and nondialysis. This decision was based on a conbi-
nation of statistical and conceptual factors,.

Even though the overall sample size ;p this study was
large, with theré being fi;e groups, tg; group compariso;s
were based on relatively small samples. Therefore, in order
to increase the sample sizes of the comparison groups, the
participants were divided into two rather than five cate-
gories., Though a somewhat arbitrary division of this partic-
ular group of participants, the dialysis/nondialysis dichot-
omy was used since most of the psychosoclial research in the
ESRD area has been interested in the ramifications of dialy-
sis and because conceptually this particular divislon seemed

the most valid. -
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Using exactly the same procedur; as in the five group
‘comparisons, the marital relations and psychological well-
being datas were reanalyzed. Again, the first step was to
explore for potentially confounding differences between the
groups., When the demographic characteristics of the iwo groups
.ware conpared only Work Status exhibited a significant differ-
ence (again using a lenient significance level of p<.15).

Tﬁa dialysis patients were less likely to be working full-
time than the nondialysis patients: xz(z) = 6,82, p<.05,
‘Since, for the patients, Work Status was also correlated with
more than %two psychological well-being wvariables, it was used
as a covariate when the psychological well-being responses of
the two groups of patients were compared.

MANOYAS (Group by Sex) were conducted with the patients',
spouses' and couples!' marital relaéions and psychological well=-
being responses. The main effects of sex, as expected, exhib-
ited essentially the same results as in the five group com-
parisons. Therefore, they are not reported. The main effects
of group and the group by sex interactions are presented in
Table 33.

As in the five group comparisons, none of the group by
sex interactions were significant. Also, no\significant group
differences in marital relations or psychological well-being
were found with either the patients' or spouses' data. However,
with the couples' data a significant difference between the
dialysis and nondialysis groups in psychological well-being

was found, F(16,69) = 2.35, p<.01.
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Table 33
MANOVAs (Group by Sex): Dialysis/Nondialysis

PR

Patients

Marjtal Relations
Interaction (8,77) 1.13 ns
Group " (8,77) 1.11 ns

sychological Well-being
(with covariate of work status)
Interﬁgtion (17,68) 0.3 ns
Group (17,68) 0.89 ns
/' . ©
Spouses
i ‘ Marital Relations
Interaction (8,72) 0.39 ns
, Group (8,72) 0.81 ns

Psychological Well-being
Interaction (16,69) 0.89 ns

Group (16,69) 1.49 . ns

Gouples

Marital Relations
Interaction (8,72) 0.34 ns
Group (8,72) 0.78 ns

“

Psychological Well-being
Interaction (16,69) 0.81 ns

Group ¢ /’\(lf,69) 2.35, .01
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The variables most respo;isible for this significant differ-

" énce were Overall Happiness (Self-rated) and the SCL-90-R

Somatization subscale. As is presented in Table 34, these
two variables exhibited the highest correlations with the
discriminant funection. Also, they were the only psychological
wvell-being variables whose univariate F-ratios were signifi-
cant: F(1,84) = 10.58, 9.52, respectively; both p<.01. The
dialysis couples reported less overall happiness and nmore

somatic difficulties than the nondialysis couplss.

o

Y
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Correlations between the Discriminant Function
and the Psycholagical Well-being Variables:
Dialysis/Nondialysis (Couples)

Variable

Correlation with the
Discriminant Function

Overall Happin9332/Salf-rated
SCL-90-R Somatization

SCL-90~-R Obsessive-compulsive
3SCL-90-R Depression

Overall Happiness, Partner-rated
SCL-90-R PSDI

Rosenberg Scalse

Poiiﬁiva Affect Scalse

Negative Affect Scale ,
SCL-90-R Interpersonal Sensitivity
SCL-90-R Hostility

SCL~90-~-R Anxiety

SCL~-90~-R Paranoid Ideation
SCL-90-R Phobic Anxiety
Self-esteem, Partner-rated
SCL-90~-R Psychoticisan

0.468%*
-O. 456**
-0.264%
-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

N = 88

* pL .05, two-tailed
*%#pL .001, two-tailed




\

sy

153

DISCUSSION
¢ ]

o -
L This study investigated the psychological well-being of
eégiatage renal disease (ESRD) patients and spouses from a
dyadic perspective, A key slement of this dyadic aﬁproach w;s
the Jdoption of a role theory conceptualization of marriage.
Operationally, this entailed having each partner complete two
marital role questionnaires which were used to ca%culate mari-
tal role strain scores, While these questionnaires were an--
swered individually, their orientation was dyadic. They ad-
dressed each partner's marital role expectations and their
perceptions of enactments, thereby presenting a picture of
the individuals within their dyadic context.

The area of marital relations, and more specifically mari-
tal role strain, was Iinvestigated both as an outcome and as
a predictor of outcome, The effects of ESRD and/or its treat-
ment on marital relations as well as the ability of marital
role strain to account for psychological well-being were both
agsgessed. .

The format of the investigation was a crosa-sectional
study of five groups of ESRD couples categorized on the basis
of the patientg‘ illness/treatment characteristics. The re-
sponses of the patieqta and their spouses, as well as their
dyadic combinations (couples), were compared Ect% across
(ESRD) groups and between patients and spouses. The general

s
hypothesis was that in those ESRD groups where the illness

and/or its treatment intruded the most heavily into the lives
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of both the patients and their spouses, i.e. the two dialysis

groups, the marital partners would both 1ndi§idually and dyad-
ically exhibit the greatest levels of marital role strain and

report the highest levels of paychological distress.

Deaspite the fact that the perceived levels of illness/
treatment intrusivenessa reported by the members of the five
ESRD groups reflected the group rankinga based on thelir objec-
tive illness/treatment characteristies, no sigﬁificant differ-
ences woere 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 ESRD
groups with the highesat levels of illness/treatment intrusive-
ness, i.e. the two dialysis groups, evidenced significantly
higher correlat;on; between marital role strain and psycho-
logical distress than the other three groups. The same results
were found with‘all three units of investigation: the patients,
spouses and couples.

At this point, the results and the issues they raise will
be discussed In detail. Seven major areas will be covered:

1.) the (ESRD) group comparisons; 2.) sex differences; 3.)
status-position comparisons; 4.) the relationship between
mnarital role aﬁrain and psychological well-being; 5.) role
flexibility; 6.) the association between physical health and
psychological wellobeiné: and 7.) illness/treatment intru-
siveness. Attention will then turn to a consideration of the

present study's limitations. Finally, in conclusion, the
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research and clinical implications which may be drawn from

thlis study will be presented.

Major Findings and Issgues

ESRD Group Differences

No significant differences were found between the five
ESRD groups in either marital relations or psychological well-
being. This finding held for patients and spouses individually,
and as couples. Also, no sigﬁificant differences were found
for the patients or spouses when the participants were cate-
gorized into two broad classifications: dialysis and nondialy-
sis. This failure to find signi:‘fficant differences between
dialysis and nondialysis patients in psychological well-being
runs contrary to a large body of literature which states that
dialysis patients have a propensity to exhibit a number of
psychological problems, most notably depression (Armstrong,
1978; Levy, 1979a; Procci, 1981; Reichsman & Levy, 1972;
Rhodes, 1981). ?

Opon examini;g this literature, it becomes clear that

most of those studies which have found gross psychological
disturbances in dialysis patients (and spouses) are the ,0clder
studies. This may be due to the fact that in these earlier
studiqs the dialysis procedure itself was relatively new and
subject to more comPlications than is now the case. Howeve i
one of the first published reports on the psychological ad-
justment of dialysis patients noted few difficulties (Norﬂgg,

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, is that these earlier reports
may have "over-pathologized" the problems dialysis patients
were experlencing. Many of these researchers may have impri;:“
itly assumed that dialysis was such a negative event that it
would inherently produce psychopathology (Blodgett, 1981).
With moat of these studies being clinical case reports which
lacked standardized procedures, validated measures and ex-
plicit diagnostic er;teriaﬁ(Lowry, 1979), there is the possi-
bility that these researchers were unwittingly simply corrob-
orating their initial assunmptions rather than accurately por-
traying the psychosocial impact of dialysis.

A number\of recent studies, includihg the present one,
have failed to find significant levels of psychopathology in
dialysis patients (Devins et al., 1981; Farmer, Snowdén &
Parsons, 1979: Kaplan De-Nour, 1982; Livesley, 1979). However,
while it now appears that dialysis patients are not grossly
different, in terms of psychopathology, from other people,
dialysis may still be associated with a decrease in the qual-
ity of 1ife in other areas, including vocational satisfaction,
financial status, social l1life and sexual activity. Of rele-

. vance to this issue is the fact that in the present study,
dialysis couples were significantly different from‘nondialy-L
8is couples in psycholagical well-being, and the variable
nost responsible for this nultivariate difference was Qverall

Happiness (Self-rated). The dialysis partners rated themselves

s
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as less happy than the nondialysis partners rated themselves.

Sex Differences \

Significant sex gifferences woere found with both the pa-
tients' and spouses' data: the female participants reported
more paychopathology than the'ﬁa;e participants. However,
there were no significant (ESRD) group by sex interactions.
In other words, for example, dialysis was not differentially
assoclated with psychologilcal distreas for males or females.
Therefore, it appears that this finding 1is simply another
replication of the oft stated result that women report more
psychopathology than men (Cleary & Mechanic, 1983; Derogatis,
1977; Livesley, 1981; Verbrugge, Note 3).

As for marital role strain, the patient and spouse results
diverged. The spouses' data &ielded no significant sex differ-
ences while there were significant sex differen;es with the
patients' data. Female patients exhibited more marital role
strain in the division of responsibility and authority within
the family than male patients. However, the meaning of this
result is unclear. -

A number of authors have stated that the wife's marital
roeles are more stressful than the hus%and's (Bernard, 1982;
Cleary & Mechanic, 1983; Gove & Tudor, 1973). Nevertheless,
both Crago % Tharp (1968) and Frank, Anderson & Rubinstein
(1980), using the measures of marital role strain employed
in the present study, found that in noneclinical couples women

did not exhibit significantly more marital role strain than
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their husbands. In both studies, however, the wlves in a
clinical group of couples were experiencing significantly
more marital role strain than their partners.

Finding significant sex differences with a group primarily
composed of chronic ESRD patients mayﬁiéaicate that the ESRD
situation places disproportional marital role strains on
female patients. However, if the illness was contributing to
this sex difference in marital role strain, one would then
expect a significant group by sex interaction in marital
role strain which was not found. Therefore, it would appear
this finding, that female patients experienced more marital
role strain than male patients, simply reflects the fact
that marriage places more demands on women than men. Unfor-
tunately, confusing this issue further is the fact that no
significant sex difference in marital role strain was found
vith the spouses' data.

Also relevant to this issue of sex differences is the
compdrison of couples with male patientg and those with female
patients. Theoretically, a case can be made for either combi-
nation -- male patient/female spouse or female patient/ﬁgle
spouse -~ being particularly problematic for the couple. In-
deed there is one report which suggests that it is more diffi-
cult for the couple when the husband is the dialysis patient
(Isiadinso, Sullivan & Baxter, 1975) and another which sug=-
gests that it 1is more difficult for the couple when the wife
i3 the dialysis patient (Atcherson, 1978). However, the ﬁre»i

sent study found no significant differences between couples
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with 111 husbands and those with 111 wives in either marital

relations or psychological well-being.

Status-position (Patient/Spouse) Comparisons

Only a handful of investigations have actually compared
the psychosocial reactions of dialysis patients and spouses.
This seems, in part, due to the assumption that dialysis has
a much more psychologically detrimental effect on the patient
than the spouse. Indeed, clinically the spouse has often been
viewed as a potential hospital staff adjunct (Czaczkes & Kaplan
De-Nour, 1978).

When the two status-positions have been empirically com-
pared, the findings have suggested 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, falls primarily on the spouse (Brdwn et al., 1978;

Holcomb & 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 were responding to one interpersonal

environment with different individual psychological reactions,.
The partners' responses were highly correlated in areas where
their experiences would seem more likely to overlap, i.e.
marital relations and illness/treatment intrusiveness. In

the category of psychological well-being, the most individual
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or intrapsychic of these areas, the partnerg' responses gxpib-
ited the most discrepancy or least correlation.

Though patients reported a higher level of illﬁess/treat—
ment intrusiveness in certain individuai 1ife areas, in gen=

' v
eral ESRD/dialysis seemed to interfere with the lives of both
partners in an asgsociated manner. Also, there was no evidence
that either status-position (patient or spouse) was associated
with either marital or psyc@qlpgical problems;: indeed thers
was no evidence that eith§; of the dialysis partners, compared
to the partners in the oéher (ESRD) groups, had increased
marital or psychological distress levels.

In the present study, therefore, neither a person's ESRD
group membership or illness status-position was found to be
directly associated with significant differences in psycho-
logical well-being. This suggests that in and of itself ESRD/
dialysis does not diminish psycholégical well-being. There-
fore, ESRD/dialysis must be one aspect of a larger constel-

lation of factors which determine psychological well-being.

Marital Role Strain o~

Marital role strain, the discrepancy between a pergoﬁGE/

role expectations and his/her perceptions of role enactment?,
was a significant predictor of psychological well-being. It
expla%ned psychological Qéll-being variance Qbove and beyond
demographic, physical health, ESRD group membership and psycho-
logical defensiveness considerations. ‘

Previous research in the area of marital role strain had

.
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shown that the degree of marital role strain differentiated
"normal® couples (volunteer intact marital pairs) from cougles
with a member experiencing psychological difficulties (Crago

& Tharp, 1968; Jacob et al., 1978; Quick & Jacob, 1973) and
also differentiated between nonpatient couples, sex therapy
couples and marital therapy couples (Frank, Anderson & Kupfer,
1976; Frank, Anderson & Rubinstein, 1979;1980). The present
finding, of a strong association between marital role strain
and psychological well-being, replicates these previous find-
ings and extends their range of applicability to include
chronic illness couples.

This study's results are also consistent with a number of
other studies which have found a relationship between marital
relations and psychological well-being. These investigations
have included a number of diverse populations, including prom-
inent businessmen and civic leaders (Bird, Martin & Schuhan,
1983); British housewives (Brown & Harris, 1978); professional
engineers and accountants (Burke & Weir, 1977); medical stu-
dents (Coombs & Fawzy, 1982); and women receiving psychother-
apy for dep?ession (Rounsaville, Prusoff &\Heissman, 1980). .
Indeed, Bradburn (1969) has reported that across all SES
levels, there 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 specific

areal of the couple's interactions which are most important
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to the partners' individual psychological well-being. First,
while marital role strain and a global rating of marital satis-
faction overlapped in the psychological well-being variance
they explained, elements of marital role strain made a signifi-
cant contribution to the prediction of psychological well-
being above and beyond that described by the global rating of
parital satisfaction. This indicates that marital role sirain
besides being a more precise concept than maritai satisfaction
also contributed more §§formation to the prediction of psycho-
logical well-being. Secondly, the Marital Role Questionnaire's
(MRQ) Solidarity subscale -- a measure of the couple's role
reciprocations in the areas of intimacy, cohesion, comﬁanidﬁ-
ship and affection -- was the single role strain score that
vas most predictive of psychological well-being. This was
particularly evident in the area of psychological distress.
Interestingly, for the spouses, Sexual Relations was the mari-
tal role strain arems most pré&ictive of affect., This suggests
the possibility that for the two status-positions the differ-
ent dimensions of marital relations are differentially asso-~
ciated with the various elements of psychological well-being.
Finding that the MRQ's Solidarity subscale was the best
rpredictor of psychological distress for both partners 1is
consistent with a previous finding by Quick & Jacob (1973).
In a study which employed both the MRQ and the Relationship
Inventory (Barrett-Lennard, 1962) -- a 92 item questionnaire
measuring a person's emotional satisfaction with an inter-

personal relationship -~ they discovered that the latter was
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a better discriminator between "norgal" and disturbed couples.
Further, they reported that Solidarity was the MRQ subscale
most highly gorrelated with the Relatioﬁship Inventory and
that when its variance was partialled out the ability of the
MRQ to discriminate between the disturbed and "normal" couples
was severely reduced. Therefore, it appears that the marriage's
ability to provide the partners with feelings of companionship,
,affection and intimacy is of the utmost importance to their
individual psychological health.

When the Social Network Index (SNI) (Berkman & Syme, 1979)
was inecluded in thé iast step of the hierarchical multiple
regresasion, it failed to add any significant new information
about psychological well-being vartance. However, the SNI is
a relatively gross quantitative measure of social networks
which does not assess the quglitative‘aspects ofAsocial sup--
port, Given that social support has been suggested as a stress-
buffering agent (Cobb, 19763 Dean & Lin, 1977; Thoits, 1982;
Turner, 1981; Winnubst, Marcelissen & Kleber, 1982), it would
be surprising if it werse not an important element in the psy-
cholégical well-being of ESRD/dialysis patients. Therefore,
the relationship between social support and the psychologiecal
well-being of ESRD/dialysis patients awaits detailed investi-
gation.

The overall‘hypo%hesized relationship between ESRD, marital
role strain and psychological well-being was that increased
jllness/treatment intrusiveness would result in higher levels’

of marital role strain and concomitantly more psychological
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distress. This hypothesis, however, was not supported by the
data., Nevertheless, the predicted_assogiation between marital
role atrain and psyéhological well-being was found when pa-
q%ients with and without participating spouses were compared.
Patients without participating spouses evidenced more marital
role strain in the area of external relations and also re-
ported less positive affect.

While there were no significant (ESRD)'group differences
in either marital relations or psychological well-being, an

especially striking finding was that the magnitude of the
o

correlation between marital role strain and psychological

well-being increased as illness/trwatment intrusiveness in-

creased. In particular the two dialysis groups exhibited the '

greatest correlations betwsen the measures of mar;tal role
atrain and psychological well-being.;Given that there were
no significant differences between the groups inyeither mari-
tal relations or psychological well-being, it appears that

the primary psychological effect of dialysis was to magnify

the relationship between marital role strain and psychological

well-being. In other words, 1t appears that ghe dialysis
partners were particularly dependent on e;ch other for the
fulfillment of their psychosocial needs. This finding is
consigtent with Maurin & Schenkel'gr(121§lﬁobs§gzgtion that
the social sphere of dialysis couples is very circumscribed
and that their lives are pfimarily family centered,

Role Theory. 1In genseral, the results from this study are

consistent with a role theory conceptualization of marital

u
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adjustment and mental health. According to Tharp & Otis (1966),
if individuals can maintain sufficient role integrity wlthin
the family system, they will not manifest psychiatric symp-
toms. From the present study, it appears that ESRD/dialysis
patients and spouses who are able to fulfill the marital
roles they wish to fulfill, particularly in the area of cou-
ple companionship and affection, are umlikely to have psycho-
iogical problems. The present study also strongly suggests
that for dialysis patients and spouses, compared to nondial-
ysis partners, the marital context is.an especially impor-
tant elemeﬁt in individual psychological well-being.

Dialysis, a medical stressor, does not seem go automat-
lcally result in negative psychological consequ;nces. For
married dialysis patients and their spouses, the stress of
dialysis appears to be strongly associated with the partners!
ability to maigtain satisfying marital role reciprocations.

G While it was expected that the dialysis partners would
evidence more marital role strain than the other (ESRD) groups,
there are two possible reasgsons for why this was not found.

The first possibility is that any illness/treatment necessi-
tated role changes may have already been satisfactorily accom-
plished before the couples were iptervieﬁed. A second possi-
ble explaﬁation is the nature of the interaction between dial-
ysis and the partners'Vﬁf;:iéﬁn/dialysis roles.

Kaplan De-Nour (Note 1), focusing on the marital dimen-

sions of dominance and dependency, has suggested that thg :

interaction between the couple's pre-dialysis marital role
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atructure and the dialysis regimen may either increass or
decrease marital strains. For examﬁle, if before dial?éis
the wifelwaa depsndent and the husband dominant and both
partners assuied their roles by choice, the wife becoming
a dialysis patient would simply reinforce this pre-exilsting
role atruct;re and would either result in no change in the
couple's/marital role strains or actually reduce them. Another
exanple of how dialysis may actually redgﬁe narital strains
is the following: If before the onset of dialysis the patient
had been dbminan; and'the spouse dependent, but both were
in undesired roles, the onset of dialysis would allow then
to reverse roles and reorganize with a more satisfactory
rgle structure.
Under other circumstances the imposition of dialysis on

a marital structure will result in increased marital role
strain. An example of this outcome is the situatign where
before dialysis the husband was the dominant pa;fger and the
wife the dependent partner, with both roles a;;umed by choice,
and he becomes the dialysis patient. Here the role altera-
tions required by dialysis are in conflict with the couple's
usual and desired role structure and therefore are likely -
to generate an increase in marital role strain. |

. This formulation may also help to explain why in the cate-
gory of psychological well-being, no significant (ESRD) group

or status-position differences were found. Dialysis is stress-

ful for some but not all couples. Also, when it is stressful

iha.burden may fall disproportionately on either the patient
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or spouse. Depending on whether dialysis increasés or decreases
marital role atrain, in some cases it may precipitate psycho-

logical distress while in others i}~ may actually diminish the ;!

partners! psychological difficultips. Also, within the couple,
the partner experiencing the greatqr role strain will be the

one to primarily manifest psycholpgical distreds.

Role Flexibility-

Under circumstances that disruypt one's past role organ-
ization, the ability to readily mod 'a's roles vould seem /
to be an important psychosocial asset. Therefore, role flex- (4“\
ibility would seem to be an eapecially important asset for the
members of a couple where one of the partne}s has developed
a chronic illness. Indeed, Olsen (1970) has pﬁt role flex-
ibility forward as one of the key elements in adjustment to
chronic illness.

In the present study, an attempt was made to assess mari-
tal role flexibility using the Bem Sex Role Invento;y (BSRI),
a measure of sex role flexibility. The large overiﬁp betveen
marital roles and sex roles (Bernard, 1982}<Parsons & Bales,
1955; Tgarp. 1963a) provided the rationale for this decision.

P%éﬁgous research with university undergraduates kad shown
thaéfindividuals classified by the BSRI as androgynous were
more able tg‘modify thelir bePavior according to the deiands
of the situation than individuals in the BSRI's other sex
role categories (masculine, feminine and undifferentiated)

(Bem, 1975; Bem & Lenney, 1976; Bem, Martyna & Watson, 1976).
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Therefore, in the present study 1t was hyfotha§ized that
androgynous individuals would be more likely to evidence
lower marital role strain scores than individuals in the
other théee cat;gories. However, this hypothesis was not
supported by the data; there were no significant differences
between tﬁe igdividuals in the four sex role categories in
narital role strain.

Bem (19743;1979b), basing her position on differences in
role flexibility, has also advanced androgyny as the optimal
_8sex role orientation for psychological health. Therefore, in
the present atudy it was also hypothesized tha£ the Sartici-
pants classified as androgynous would report‘the highest
levels of psychological well~-being. This hypothesis was only
partially supported: Androgynous spouses were significantly
different from spouses categorized as fBE%Pine and undiffer-
entiated; however, masculgbg\épouses were :lao significantly
different from spouses in theﬁa\}atter two categories. This
result therefore contradicts Bem;s position that androgyny
is the one optimal‘sex role orientation. In fact, this find-
ing 18 conasistent with a number of other reports which have
suggested that the BSRI's masculinity sqgle is independently
the beat predictor of psychologicél adjustment, p&rticulari}
self-estesn (Adams & Sherer, 1982; Antill & Cunningham, 1979;
Erdwinse, Small & Gross, 1980; Taylor & Hall, 1982; Silvern
& qu$, 1979). These types of findings have not only led

several authors to dispute Ben's conéaptualization of the

relationahip between mental health and sex role orientation

-

oy
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but they have also cast doubt on the validity of the B$RI as
a measure of sex role flexibility (Helmreich, Spence & Holahan,
1979; Jackson & Paunonen, 1980; Myers & Gonda, 1982; Pedhazur
& Tetenbaum, 1979; Spence & Helmreich, 1981):

Retrospectivqu then, it appears that the BSRI was probably
not an adequate measure of marital role flexibility. While
the ﬁfeaent study did not find the expected invetse relation-
ship between marital role flexibility and marital role strain,
it probably was not an adequate test of the hypothesis. As
such, the role of marital role flexibility in the adjustment
of the marital partners to a chronic 1llness remaing a con-
ceptually important, though empirically unvalidated, concept.
Future investigations should explore other ways of assessing

this relationship.

~Physical Health and Psychological Well-being

Ideally, when investigating the psychosocial adjustment
og’patients to dialysis or other treatments for ESRD, one
would like to know the effects'of the treatment modalities
irrespective of the patient's physical health. If‘'one was
able to control for health, this would allow & discussion of
the effects of the treatment on psychological well-being in-
dependently of the psychological effects of the ill-health,
This separation of treatment from illness is an especially
“%nportant issue as technological advances allow the treat-'
ment of more chronic illnesses. Will there be instances where

even 1f the treatment restored perfect physical health the
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treatment regimen would still be so psychologically debili-
tating.as to make the treatment undesirable? Or are physical
and paycholggical health so irrevocably boundﬁtogether that
an 1nprovan@nt in physical health will restore psychological
wefl-being regardless of the nature of the treatment?

p While dialysis prevents ESRD from progresaingfto ites ter-
minal stage, it does not restore normal health. Therefore,
physical health and ESRD treatment are confounded. For exam-
ple, a"kidney transplant 1is not only a less demanding treat-
ment regimen than dialysis but it also restores more normal
health. Alao, in general, CAPE patients are in poorer health
than hemodialysis patients; therefore, in this study, as a
group the home~dialysis patients were in poorer health thanv.
their unis-dialysis counterparts. If a significant difference
were to have been found between home-dialysis and unit-dialysis
patients, should i1t have been attribu£ed to the nature of the

treatment? the health of the patients? both?

The present study attempted to resolve (this problem throughl
’ﬁﬁ'two-tracked approach: in one analysis ESRD treatment and
physigal health were considered as one ent#ﬁy; in another
analysis physical health was partialled out, or statistically
contreclled, before the association between ESRD treatment and
pasychological well-bein% was conéidere&. In neither case was
ESRD group membership significantly related to either psycho=-
logical well-being or marital relations. In fact, vhen phys-
ical health was partialled out, the amount of psychological

well-being variance predi¥ted by ESRD group membership was
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remarkably small.

This second result would seem to indicate that in and of
itself the ESRD treatment modality and its associated regimen
had almoat no impact on the person's psyshological well-being.
However, this may be nisrepresenting the situation. By employ-
ing a subjective rating of health, i.e. the person's self-
report, the relationship between physical and psychological
well-being was probably exaggerated. Therefore, the analysis
was conservative in its determination of the magnitude of the
relationship between psychological well-being and other fac~
tors, including ESRD group membership.

Uné;rtunately, it isrimpoasible to be totally accurate in
the Separation of physical well-being from psychological well-
being. Obviously, the& are continuously influencing each other.
While there have been various attempts to objectively assess
a person's physical health, as of yet none have proven total-
ly satisfactory (Chambers, L.W., 1982).

Moat of the investigations into, the psychosocial adjust-
ment of dialysis patients have considered dislysis as one
entity encompassing poor health and a demanding treatment
regimen. As has been noted, there are limitations to this
approach, It would probably be more productive if future
studies on the psychosocial aspects of ESRD/dialysis included
both perspectives -- with and without controlling for‘physi-
cal health -- since they represent different types of infor-

mation.
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Illness/Treatment Intrusiveness

The ra¥§pnale behind the choice of the five comparison

groups fncluded in the present study was that these nephrology
patients, in addition to forming a chronology of ESRD and ita
treatment, exhibited different objective illness and/or treat-
ment characteristica. It waas felt that higher levels of ill-
ness/treatment 1ntruaiveneaa‘would be associated with more
marital role strain and more paychological distress. In other
vords, the more the illness and/or its treatment interfered
with the marital'partners' normal life activities, the more
it would result in marital role strain and psychological dis-
tress, g

For both patients and spousés, the ESRD group rankings
based on the participants' ratings of illness/treatment intru-
siveness (perceived intrusiveness) generally followed the
same ordering as the rankings based on the objective charac-
teristics of the illness and/or its treatment. However, the

differences between the (ESRD) groups were not always statis-

tically significant: In general, the nephrology c¢linic¢ group

was significantly different from the pre-, home- and unit-

dialysis groups, and the two dialysis groups were also signifi-

[+>]

cantly different from the post;tranSplant group. Nevartheless,
there were no significant differences between any of the
groups in marital relations or psyohological vell-being.

This is the second study to have found this type of result.

Devins (1981), using a similar intrusiveness questionnairae,

found that dialysis and poat-transplant patients cited signifi-
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cantly different levels of illness/treatment ~int1"uaiveness.
However, he also failled to find any significant differences
between these groups in paychological well-being, specifi-
cally depresasion.

In the present study, the participants rated illness/treat-
ment intrusiveness in 10 life areas which were chosen to repre-
sent both individual and marital 1ife areas. The correlation
between the global intrusiveness scores (the person's overall
evaluation of illness/treatment intrusiveness) and the total
scores (the sum of the person's ratings in the 10 1ife areas)
vas very high (r >.8 for bdth patients and spouses). While
this does not preclude the poassibility that some combination
of other 11 fe areas may offer a more accurinte composite of
overall illness/treatment intruéiveness. it does suggest that
for this group of parti.cipanta these 10 1ife areas tapped
important aspecta of the oxr'erall intrusiveneas of the illness
and/or its treatment, '

Though objective illneas/%reatment intrusiveness was not
asgociated with significant differences in psychological well-
being, the pé;ceived intrusiveness ratings did previde infor-
mation sbout how patients and spouses experienced the illness
and/or its treatment. Also, the areas of congruence and none
congruence between objective and perceived intrusiveness
further helped to define the relationship between the illness
and/or its treatment and the associated paychological well-
being. For example, there were z;o significant differences

between the (ESRD) groups in perceived illness/treatment

"
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intrusiveness in the area of family togetherness. In fact,

for the patients this was the only area, of fb.e 10 1ife areas,
for which no significant éiffex:ences were found. 0f intereat
is the fact that Solidarity was th; MRQ subscale moat asso-
ciated with psychological distress. This sugg;}sta the possi-
bility that the reason no significant differences were found
between the ESRD groups in psychological well-being was due
to the partners' ability to maintain family cohesion despite

the effects of the illness and/or its treatment.

Linmitations of the Study
In this section, the study's limitations will be discussed.

Potentiai confounding factors will be presented and their
possible influence on t‘he reaults will be éxamined. Also, the
characteristics of the present population will be discussed
in order to consider the ganeralizzxét-bility of this study's

findings.

-

Normalcy of the Nephrology Clinic Group
J \
b
An important element in the interpretation of the present \\

findings is the composition of the Nephrology Clinic group.
Its composition helps to define the meaning of the group
comparisons. For example, finding no differences between dial-
yals couples and couples with a member suffering f;'om another
serious illness would mean something very different from find-
ing no differences between dialysis couples and couples with

two healthy menbers. Therefore, the Nephrology Clinic group
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warrents re-examination. )

The Nephrology Clinic group was recruited fromgpatienta
being followed through the Nephrology Clinic who were consid-
ered by their doctors to be "basically healthy." Therefore,
this group was composed of patients who were asymptomatic
for ESRD and although they were seeing & doctor wers in gen~-
erally good health with only minor treatment requirements
to tollow. The advantages of such a group inecluded: the par-
ticipant recruitment procedures employed with this group
could be similar to those used with the other groups; there
was an identified patient within the couple; the person's
health status could be medically established; this pa}ticular
subject pool was felt to be similar in age and SES to ESRD/
dialysis patients, an assumption which provea correct. However,
an inherent limitatiog gf this group was that since it was
composed of patients, 1t camnnot be considered to represent

3

"healthy" couples. This holés true even though the Nephrology
Clinic partners reported minimal illness/treatment intrusive-
ness, Still, one may argue that this group is representative
of a group of "normal" couples of ;imilar ages,

Bagsed on estimates from the Canada Health Survey (The
Health of -Ganadians, 1981), more .than 60% of the population
over 14, years of age reported at least one hsalth problen.
Since it was also rgported that after ;arly adulthood health
problems increase exponentially, it does appear that in a

similar age range as the Nephrology Clinic couples (both

partners approximately {9 years old) most of the couples in
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the general population have a member with at least one medical
problem. However, it may be that compared to their age cohorts
in the general population, the members of the Nephrology Clin-
ic group had more s;rious medjical problems.

Overall then, it can be conclusively stated that this study
allowed a valid comparison between dialysis partners and other
ESRD couples, including a group where the patients were asymp-
tomatic f&r ESRD and were in generally go;d health with mini-
mal or no treatment requirements. A case might alaso be made
that this group could be considered a “normal®™ group but this
is contestable. Nonetheless, it is important to note that no .
significant differences in ma£ita1 relations or psychological

well-being were found between groups that were very dissimilar

in illness/treatment intrusiveness.

Participants
Only married patients, and their spouses, who were phys-

ically well enough to complete the qﬁestionnaires were included
in the study. These criteria reise three questions: 1.) What
is the relationship b?tween marital status and health? 2.) Are
the divorce rates of ESRD/dialysis patients higher than those
found in the general populat&on? and 3.) How representative,
in terms of physical health, were the patients of their re-
spective pdpulations?

Marital Status. Since married ESRD patients were the pre-
sent study's focus, there was probably a bias towards seeing

the more mentally and physically healthy segments of this
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patient population. In the general population, there is a 5
strong link betwe;n health -~ both physical and emotional --
and marihé&»status. Married individuals tend to live longer
than single, separated, divorced or widowed individuals; they
also tend to be healthier and to make fewer demands on health
services than these other groups (Berkman & Syme, 1979; Somers,
1979; Vachon, 1976; Wertlieb, Budman, Demby & Randall, 1982).
This is particularly true in the area of mental healtP{ where
married persons have a lower incidence of emotional illness,
including psychiatric hospital sdmissions (Adlef. 1953; Glenn,
1975; Somers, 1979; Wertlieb et al., 1982).

‘While the relationship between marital status and heaith
has been a relatively neglected area in the study of the psy-
chosocial aspects of ESRD/dialysis, the same pattern seems to
axist. There are at least two reports commenting on the stress-
buffering aspects of marriage for dialysis patients: Procci
(1981) found that single or divorced dialysis patients had
significantly greater social disability scores than married
dﬁalysis patients; and Munakata (1582) reported that; compared
to married dialysis patients, unmarried dialysis patients were
more likely to indicate that they found 1life meaningless.

Given that this study only included maréigﬁ ESRD/dialysis
patients generalizations to unmarried dialysis patients should
" be made with caution. Still, extrapolating this study's find-
ing that a supportive, intimate marital relationship was es-
pecially important to the psycholeogical well-being of diaiy-
sis patients, one might hypothesize that unmarried dialysis

N

v
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patients, lacking this primary'social support system, may not
only have more problems than thelir married counterparts but
also that they may have more problems than unmarried nondial-
ysis patients. Therefore, it is possible that a study which
included a high percentage of unmarried dialysis patients
might find differences between dialysis and nondialysis pa-
tients in psychological well-being. However, taken ,in conjunc-
tion with the present findings, this result would support the
view that dialysis factors exert their influence on individ-
ual psychological well-being through their interaction with
the person’é social environment.

Divorce. Couples who were divorced after ;he onget of
. ESRD and/or dialysis but before the 1nit;atidn of this study
were lost fron the participant pool. Since a number of authors
h;vé noted that hemodialysis increases marital dysf;nction
(Finkelstein, Finkelstein & Steele, 19763 Isiadinso, Sullivan
& Baxter, 1975; Mlott & Vale, 1982; Steele, Finkelste}n &
Finkelstein, 1976), it is possible that finding no differences
between the (ESRD) groups in marital relations was a product
of los&ng ?he nost intensely affected dialysis couples. Unfor-
tunately, there is no direct information on divorce rates
after the onset of dialysis. Howsver, Evans, Blagg & Bryan
(1981) using data from a 1978 (U.S.) national survey of hemo-
dialysis patients reported that 7.4% of these patients were
divorced. This figure seems comparable to the percentage of
divorced individuals in the general U.S. population. Accorde

ing to the U.S. Bureau of the Census (1982), in 1978, 8.6% of



a
o i A

oo 179
/

the population 18 years of age an,d older were>divorced. There-
fore, finding no-significant {(ESRD) group differences in mari-
tal', relations does not appear to be ﬁn artifact of diffpren‘é
tisl divorce rates.

ths;ca]i Health. While an attempt'v;;a made to include the’
entire spectrum of married ESRD patients, couples v;ith ;t mem-
ber who was not physically well enough to complete the ques-
tionnaires were unable to be included in this study. This
requirement pertained to all the (ESRD) groups,h however, it
probably excluded a higher percentagé of dialysis patients. 0

Though it is very likely that the extremely physically
111 dialysis patients and their spouses are experiencingrthe
most bsychological distress, it is unclear that these pgtients,
some near death, give a true indication of the psychosocial :
asgspects of the dialysis situation. Their distress is pz:ot()abljr

more indlcative of their extreme physical problems:than i}

" is related to dialysis. ) |

Overview. While it is puoasible that different selgc’qioun
criteria would have produced different results, particular:ly
in terms of finding significant «(ESRD) group differences,
this dces not di:‘minish the validity or importance of the pz-slak-r

sent findings.

Format of the Study

w—a——

A cross-sectional research design not only “linits the
type of information which may be collected but it also limits
the nature of the inferences which may be drawn from the data, -

H
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fross-sectional designs are %%fited to inferences based on
comparisons of point—in-time‘déta. Therefore, informatipn
about the process of change or adaptation-is lost.

For pragmatic reasons, the presént study employed a cross- -
sectional design. In the choice of coﬁparison groups, however,
an attempt was made to mitigate some of the intrdinsic limita-
tions of this approach. The five groups included in the study

/

illustrate different points in the progression of ESRD and

its treatment. .-The group comparisons then help to evaluate
difforences associated wvith the different points in thia‘
chronology. Nevertheless, in;%rmation was still lost. O;e‘
example has already been given: The possibility that aﬂy 111-
ness/treatment necessitated marital role changes may have
been incorporated within thé ;ouple's marital péttergs before
the time of the interview. This does not alter the fact that
at the time of testing there were no sign;ficant group differ-
ences in marital relations. However, a longitudinal investiga-
tion would give a more detai%ed view of the process of adap-
tation by allowing the researcher to obtain information before,
during, and after relevant transition points, such as the
start of dialysis. ‘

A static cross-sectional format also does not allow one
to ascertain the sequence of events, Therefore in this study,

one i1s unable to state with certainty that marital relations

'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
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distress (Lee, 1974; Paykel, Myers, Dienelt, Klerman, Lindenthal
&t Pepper, 1969; Rounsaville, Prusoff & Weissman, 1980; Vanfossen,
1981), this need mot be the exclusive directionality. A longi-
tudinal investigation then wo;ld help clarify whether this
sequence also holds true for chronic illness couples. Still,
this qualification does not minimize the importance of showing
a strong association between marital relations and ps&cholog-
ical wo;l-being.

.

;éi;;cat;ogs for Future Research
A ;umbar of important implications which may be drawn
from this study have already been noted. Complementing these
Spec%fics. this section will discuss the\ﬁtility of General
N Systems Theory (GST) as a conceptual framework for understand-
Ming the psychgsocial inmpact of ESRD/dialysis. Further, it will
attempt to show the empirical contributions to this area
which can be made through operationalizing GST with a role
theory approach.

Presently, there is a growing consensus that irfgess,‘and
especially chronic illness, cannot be understood in isclation
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 illness occurs and is managed. While
the 1llness may have a potentially dramatic impact on the £
family system, at the same time, the family system influences
its members' adjustments to the illness. Witkin the family

system, the marital dyad is the nucleus. Therefore for theo- =
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retical and operational reasons it was chosen as the family
unit of interest.

The goal of the present study was éo exanine the psycho;
logical well-being of both ESRD patients and their spouses
from a dyadic perspectives. fherefore, neither the dyad itself
nor the dyadic partners could be the exclusive focus, rather
interest was focused on the interrelation between these two
levels. In order to understand how the properties of the
dyadic system influenced the partners' individual adjustments,
the patients and spouses were considered both as individuals
within a system and also as a system =« their dyad. In systens
terminology, since the individual partners were embedded in
a%rger system, their individual problems had to be under-
stood in the context of that higher level of organization.

GST i3 directed to understanding the organized whole -~
or system -~ under investigation, it gives less attentlon to
the individual properties of the component parts (Bertrand,
1972). A pure GST approach to the fémily (or marital dyad),
would be to exclusively ¥iew the family (or marital dyad) as
the unit of interest, While this type of approach is advocated
by some family medicine researchers, at present due to theo-
retical and clinical difficulties with this framework, family
medicine exclusively at the level of the family remains more
rhetoric than reality (Schwenk & Hughes, 1983). A family med-
icine approach is more 1likely to consider the patient ;ithin
the context of his/her family.

e

This study, while not a pure systems approach to the ESRD/

.‘ " ‘&ﬁﬁﬁ
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dialysis dyad, vent one step further than just considering ,
the patients within their dyadic context: by including the

spouses at an equal level of interest, it actually consid-
ered both the members who/comprised the dyadic context. A
role theory framework considers both the individuals and the
system tﬁéy generate, therefore it allowsa for a discussion
linking these two levels.

While a conceptual paradigm cannot £e empirically verified
(Kuhn, 1970; Popper, j968), the results of the present study
are consistent with viewing the adjustments of ESRD/dialysis
patients and spouses as a product of ‘the interactions between
their marital systems and the 1llness and/or its treatment.
Five findings whikh are relevant to this statement are the
following:

1.) Illness/treatment intrusivenesa affected the members of
the couples in an associated.fash;on.

2.) ESRD group membership was not in itself associated with
significant differences in psychological well-being.

3.) Marital role strain, an individual measurement of thé
degree to which the marital system was fulfilling the partners!'
psychosocial needs, was significantly associated with psycho-
logical well-being for all the participants.

4.) The major psychosocial impact of dialysis seemingiy was
to intensify the importance of the dyadic system for the
partners' individual psychological well-being.

5.) There were no significant patient/spouse differences in

either marital relations or psychological well-being, sug-
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another would be very useful. In general, the findings of -
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gesting that the burden of a 'dysfunctional marital aysten
could fall on either member.
Given these findings, a number of implications for future

research may be drapwh. Foremost is the understanding that a

negative event, or stressor, does not inexorably "lead to

adverse psychological conseguences, :or stress. The dialysis
patients and their spouaes‘ﬁid nog report significantly higher
levels of ps&chological.di;tress than the patients and spouses
in the other (ESRD) groups. It appears that the stressfulness
of dialysis was mediated by -its effects on the person'svdyadi%’
context. The dialysis partners who were able to maintain fam-
11y cohesion were less likely to manifest psychologlical diffi-
culties, Increased attention, therefore, should be directed
toward an understanding of the interactions between the dial-’
ysis regimen and family functioning, )

While the family is probably the most important interveniné
social system, both partners may be members of a number of
other social systems, inciuding their work environment, the
hospital dialysis unit,(and varibus social networks. An exam-

ination of how these systems interact or compensate for one

//

1

this inveét;gation suggest that much would be gained in a
shift in emphasis‘away from attempting to assess the direc@
p8ychological impact of chronic illness on isolated individ-
uals toward an understanding of how the illness and/or its
treatment affects the person's social support syst;ms and

the association between these support systems and the person's

-
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pgychological well-bg;hg. /

While GST provides the theoretical framework for such an
aﬁproach. it does have i}é theoretical and empirical limita-
tions. The most problematic of thae for psychological 1n;es-
tigations is that within a GST aéproach cne tends to lose

“ N
sight of the individual. Working at the social system level,
the individuals comprising the system become less important.
The present study overcame this problem by ope;ationalizing
GST through a role theory format. This approach allowed the
empirical investigation‘of the marital partners and their
dyadic system. However by focusing on the interrefationship
between these two level s, specifically on how dyadic proper-
ties were associated with individual psychological well-being,
information was lost 2t both lev=ls. Individual traits were
not specifically consi<ored and the dyad was considered more
as a unit generated by its “udividual members than a3 a sys-
tem with its own specific properties.

This study's findings, while appearing consistent with
GST, were not all readily predicted. More work needs to be
done in order to understand the interactions between the
internal family dyngmics and the illness/treatment siépation.
Also, more attention needs to be given to the marital part-
ners other relevant soclal systems. It appears that the indi-
vidual psychological well-being of ESRD/dialysis patients
and spouses nust be understood as a product of the person's

indi vidual traits taken within the context of that person's

social networks and the interactions between these factors
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’ and the demands of the illness and/or its treatment.

Tt is interesting to note ‘{;hat the area of the psychosocial
impact of ESRD/dialysis is evﬁlving from & stage where it
catalogued the various ways that dialysis patients were worse
off than the general population to an understanding of how
dialysis fits into their overall lives. To gsome extent this

‘ has been dictated by those studies which hlave failed to find
significant differences between dialysis and nondialysis
individuals. Dialysis i3 a stressor which many ESRD patients
are able to adapt to; an understanding of the elements impor-'
tant to this adaptation is very important not just for dialy- '
8is and other chronic illness patients but to all individuals

{ confronted with a st;essor. In accordance with this new empha-
] sis, there should be a shift from measuring adjustment in

U

terms; of the lack of pasychopathology to the larger concept

of quality of life.

Clinical Implications

The findings of this study strongly suggest the need
for the adoption of a new clinical framework for the manage-
‘ ment of the chronic dialysis patient. Procci (1981), after
noting that one of the major problems faced by chr;m\ic hemo =~
dialysis patients was psyclosocial impairment, suggested that
neither the traditional medical or psychoclogical approaches
were equippe}d to handle the problems faced by these patisents.

Both of these épproaches concentrate on intrapersonal diffi-

culties, while the problems dialysis patients face appear
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" to be more 1nteiperaqna1 in nature. ‘The stressfu;ness of ESRD/

ffqii;yéia appears ;o be closely tied to the degree of disrup-

M~§ion it creates in the patient's social network. One of the
‘;roatment suggestions made by Procci (1981) was that dia;gsis
patients should be counselled and trained in the skills neces-
sary for the maintenance of a suﬂportive social network. \

Cassel (1976) noted that of the range of factors that nay
mediate the effects of a stiressor, soclal relationshzbs appear
to be more amenable to change through intervention than the

- more intrapersonal factors, e.g. personality trgits and indi-
vidual coping strategies. From é systens outlook, an individ-
ual's behavior can best be understood and altered within
the person's social context. Therefore, the focus of inter-
vention should be at the level of the person's most relevant
social context. For married individuals, this means at the
level of the marital dyad.

Within the marital dyad, patients and spouses should be
given equal consideration.'If the illness and/or treatment
is negatively affecting the dyadic system, either bartner
may be the one to exhibit the more adverse reactions. Too
often in the past, the spouse's status-position has been
vieved simply as one of potential medical-care adjunct,’

Based on this study's findings and conclusions, it would
appear to be more useful if the dialysis spouse was consid-
ered as an integral part of a system confronted with a per-
vasive stressor. Therefore, such measures as meeting the

couple at the onset of ESRD to plan for dialysis and educating
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both patienta and spouses in details of dialysis would seenm
helpful. During these meetiégs, an evaluation of the marital
dynamics could be made. Using this evaluation, the relative |
merits of involving or not involving the spouse directly in
the tr;atnont could be welghed. Also, consideration could be
given to offering the couple more intensive psychoso;:ial
assistance. The goal of any such intervention would be to
help the couple ;stablish an equilibrium that enabled the
dyad to function efficlently while simultaneously allowing

both parfnera to satisfy their individual psychosocial needs.

!
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Appendix I "

Introductory Letter »

Por my doctoral dissertation, I am investigating how kidney
disesse and its treatment affects both patients and their partners.
I am doing this by surveying patients with different levels of
kidney illness - ranging from very mild to more severe.

Not all patients and their spouses (husband or wife of the
patient) react in the seme way to the illness and its trestment.
Although some people make vary good adjustments to their situation,
others seem to have more difficulty. As yet, there is little good
information on why these differences in adjustment occur.

Thia lack of information i1s especially striking when it comes
to the spouse. Very few studies have looked at how the illness
affects the spouse. Even though the illness can potentially
place a strain on both members of the couple. Indeed, the spouse
is in the unique position of being stressed by the illneas without
actually being physically ill. ‘

Therefore, I am equally interested in the adjustments of both
marital partners. and since a couple 1is really a working team, I
am algso interested in knowing a few things about how both partners,
individually, view their marital relations and what effect (if
any) the illness has had on them.

The goal of this study is to learn about the tyres of individuals
and couples who seem *to find it easier to make a good adjustment
to kidney disease and also to identify some of the characteristics
which may make this more difficult %o achieve. The kind of information
this study provides hopefully will conmtribute to improving the
quality of care received by patients and understanding the needs
of their spouses.

Farticiratacon in the study would involve your beilng interviewed
and asked to complete some questionraires. This simply means
answering some guestions comcerning your attitudes, feelings, and
behaviors. Ali of the information ycu provide will be used solely
for research rurposes and your answers will at all times be kept
in the strictest confidence.

Though patients and spouses will be interviewed separately;
in order to get a clear understanding of how kidney disease
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Paychological and Family Factorg in Kidney Digeage
w
Psychological and family factors are known to be lmportant in
influencing the well-being of people who have kidney disease. The

i

' purpose of the present research is to assess the importance of these

factors on both p&tients' and their spouses' well-being. In this

'gtudy, patients and their spouses will be interviewed and asked to

fill out several questionnaires. Hopefully, by providing a better
underéta&ding of why some individuals and couples have more difficulty
in adjusting to kidney disease than others, this study will contribute
to improving the quality of care that patients will receive in the
future. .

Congent
The purpoge of the study as described above has been explained

to me and I 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 to
the researchers from my medical'charts and the hospital staff.

I understand that all the information I provide will be used
solely for resgearch purposes and that my answers'will at all times
be kept in the strictest confidence. I also understand that I am
under no obligation to participate in this study and that my decision
to participate or not will have no influence on the quality of my
medical care. I am free to withdraw from the study at any time.

Having understood the above conditions, I agree to participate
in the study.

Date:

Signature:

Witness:




‘ Spouse

Paychological and Family Factors in Kidney Disease

’

Purpose of the Study

Psychological and family factors are thought to be important
in influencing the well-being of people who have kidney disease.
The purpose of the present research is to investigate how these
factore are associated with the well-being of both patients and
their spouses. Hopefully, by providing z better understanding of
how individuals and couples adjust to kidney disease, this study
will contribute to improving the quality of care that patients
will receive in the future.

Consent

The purpose of the study as deacribed above has been explained
to me and I understand that my perticipation will involve my being
interviewed and answering several questionnaires, I ynderstand that
all the information I provide will be used solely for regearch pur-
poses and that my answers will at all times be kept in the strictest
confidence. I also understand that I am under no obligation to parti-
cipate in this study and that my decision to participate or not will
have no influence on the quality of my spouse's medical care. I am
Iree to withdraw from the study at any time.

Having understood the above éondltions, I agree %o participate
in the study.

Date:

Signature:

Witness:




Bem Inventory

Below are a list of personality characteristics. Please ;ndzlcatg on a
scale from 1 to 7, how true of you each of these characteristics 1s.

1 2 3 4 5 6 7
| | | | ! | |
] i | | i 1 {
Never or Usually Sometimes but  Occasionally Often Usually Always or
almost not infrequently true true true almost
never true true true always true

For example: would indicate that you feel it is pccasionally
tyrue that you are "sly”.

Defend my own beliefs Adaptable Flatterable
Affectionate Dominant Theatrical
Consc:sp&t:ous Tender Self-sufficient
Indepc;\dent Concetted Layal
Sympathetic % Wilhing to take a stand Happy
Moody Love children Individualistic
Assertive Tactful Soft-spoken
Sensitive to needs of others Aggressive Unpredictable
Reliable Gentle Masculine
Strong personality Conventianal Gullible
Understanding Self-reliant Solemn ;
Jealous Yielding Competitive
Forceful Helpful Childlike
Compassionate Athletic Likable
Truthful Cheerful Ambitious

tlave leadership abilities

Unsystematic

Do not use harsh language

Eager to sootne hurt feclings Analytical Sincere
Secrclive Shy Act as a leader
Willing to take risks Inefficient Feminine
Warm Make decisions easily Friendly




|
Bradburn Scale

During the past week, did you ever feel:

Q

CcH.:l:Q"nmU

Particularly excited or interested in something?
So restless that you couldn't sit long in a chair?

Proud because someone complimented you on
gométhing you had done?

Very lonely or remote from other pecple?
Pleased about having accomplished something?
Bored?

On top of the world?

Depressed or very unhappy”

That things were going your way”?

Upset because someone criticized you”

No

<

o O o o

Yes

Congidering your life as a whole, would you describe it as very unhappy,

unhappy, an even mixture of unhappiness and happiness, happy, or

very happy?

Very

Unhappy Unhappy Mixed Happy
1 2 3 b 5



>y

Hgébagd Form

0f the things mentioned below, you will think some are probably
egsential to a happy marriage, some not degirable, and some not
important at all. Pleage rate each statement with respect to how
desirable ygu think it is for your marriage by circling one of the
rumbers to the left of the statement. Remember, what we want is
Your g¢wn personal opinion whether it agrees with the opinion of
other people or not.

=3 -2 -1 +1 +2 +3
highly undesirable somewhat somewhat desirable highly
undesirable undesirable desirable desirable

How important for the ideal marriage ig it:

1. -3 -2 =1 +1 +2 +3 That the husband ghould be the social
equal of the wife?

2. -3 -2 -1 +1 +2 +3 That the wife should be the social
aqual of the husband?

3. -3 -2 -1 +1 +2 +3 That the husband ghould be at least
equal to his wife in intelligence”

L, -3 -2 -1 +1 +2 +3 That the wife should be at least equal
to her hustand in intelligence”

5. -3 =2 -1 +1 +2 +3 That the husband and wife ghould have
similar intellectual interests, such as
scientific, literary, musical, etc.?

6. -3 -2 -1 +1 +2 +3 That the husband and wife ghould like
the same types of amusements, such as
cards, theater, dancing, etc.”

7. -3 -2 =1 *1 +2 +3 That the husband and wife should engaée
in the same outdocor sports, such as golf,
hiking, swimming, etc.?

8. -3 -2 -1 41 +2 +2 That the husband and wife should respect
each other’'s religioug, political, or
ethical convictions and not strive to
change them? N

9. -3 -2 -1 +1 +2 +3  That the wife ghpould be kept fully
informed of the family finances and
of her husband's business?

10, =3 =2 -1 +1 +2 +3 That the father should take an active
interest in the discipline and training
of the children?

11. -3 -2 =1 +1 +2 +3 That the household affairs should be
run in a neat, orderly manner?



-3 -2 -1 +1 +2 +3

highly undesirable somewhat somewhat desirable highly
undesirable undesirable desirable degirable

How important for the ideal marrisge is it:

12, -3 -2 -1 +1 +2 +3 That the wife ghould not have had sexual
intercourse with any gther man before
marriage”

13, =3 =2 =1 +1 2 +3 That the husband ghould not have had sexual
intercourse with any gther woman before
marriage”

14, -3 -2 -1 +1 +2 +3 That after marriage, the wife ghould be
100% faithful to her husband in regard
to sex?

15, =3 -2 -1 +1 +2 +3 That after marriage the husband should
be 100% faithful to his wife in regard
tc sex?

16, -3 -2 -1 +1 +2 +3 That the husband and wife ghould be
equally fond of social gatherings”

How important is it to your marviage:

17. =3 =2 -1 +1 +2 +3 That you ghould "g=2t ahead” on your Job”

18, -3 -2 -1 +1 +2 +3 That your home ghould be clean and in
+ order at all times”

19, -3 -2 -1 +1 +2 +3 That your wife ghould devote the major
part of her interest and energy to her
home and family”

20, -3 -2 -1 1 +2 +3 That your home sghould be a place where
your family and their friends can relax
and en oy themselves at all times”

21, =3 =2 =~1 +1 t2 +3 That you and your wife ghould take part
in many recreational activities together”

22, =3 -2 -1 +1 *2 +3 That you ghould have children in your
family?

23, ~3 -2 -1 +1 +2 +3  That you should have sexusl intercourse
with your wife every time sn= desires 1t”

24, -3 -2 -1 +1 2 +3 That your sexual relations should be
closely bound up with love and affecz*ion?

25, -3 -2 -1 *1 +2 +3 That you ghould find pleasure in your
sexual relations with your wife?

26, -3 -2 -1 +1 T2 <3 That your children ghould be good and
well-behaved at all times”?



-3 -2 -1 +1 +2 3
highly undesirsble somewhat somewhat desirable highly
undesirable undesirabla dagirable desirable

How important is it to your marriage:

27,

28.

29.

30.

J1.

-3 =2 «1 *1 +2 +3 That your children's ideas and feelings
should te considered and talked over
when family decisions are being made?

-3 -2 -1 +1 +2 +3 That you. your wife and your childrer
should take part in many recreational
activities together?

-3 -2 -1 +1 +2 +3 That you ghould have sexual intercourse
with your wife every time you desire it?

-3 =2 -1 +1 +2 +3 Trot your wife ghould find pleasure in
Pzr gexual relations with you?

-3 -2 -1 +1 +2 +3 |, That your wife ghould be considerate of
vour feelings about sex?

This section asks for opinions. There are no right or wrong answers;

the best answer to each questlion 1s your own personal opinion, How

do you feel about each of the following statements”®
-3 -2 -1 +1 +2 +3

disagree disagree disagree agree agree agree

strongly slightly slightly strongl/

32. -3 =2 -1 +1 42 +3 Women who want to remove the word "obey™
from the marriage service don't under-
stand what it means to be a wife,

33, -3 -2 -t +1 +2 +3 Some equality in marriage i1s.a good

thing but by and large, the husgband
ought to have the main say-so in
family affairs.

The Parts You and Your Wife Play: In some ways, life 13 like a

play. You each take a turn at playing a number of dafferent parts.

At

varicus times, you are a parent, housekeeper, cocok, host,

participant 1r community affairs, friend and companion to your
wife, and lover and sexual partner to your wife. You have probably

fou

nd that you are naturally better cast for some of these parts

than for &thers. Some men play the parts of father and bread-
winner best. Others may be best fitted for cook, host, and

par
besg

ticipant 1n community affairs. And still others may be
t as friends to their wifes.



-3 -2 -1 +1 +2 +3

highly undesgirable somewhat somewhat desirable highly
undesirable undesirable desirable desirable

How important is it to vou that vour WIFE SHOULD play each of the
owin, t3 well?

3. -3 -2 -1 +1 42 +3 Housekeeper

35. -3 -2 -1 +1 +2 +3 Cock

36, =3 -2 -1 +1 +2 43 Hostess

37. =3 -2 1 41 +2 +]3 Participant in community affairs
38, ~3 -2 -1 +1 +2 +3  Friend and companion to you

9. -3 =~2 -1 +1 +2 +3 Lover ani sexual partner to you

40, -3 -z -1 +1 +2 +3 Mother

How important is it to vou that YOU SHOULD play each of the following

parts well”

b1, -3 -2 -1 *1 +2 +3 Breadwinner

b2, -3 -2 -1 +1 =+2 +3 Handyman

43, -3 -2 -1 41 42 +] Host

by, -3 «2 -1 =+ +2  +3 Participant in community affairs
hg, 3 -2 -1 +I\ +Z figﬂwwﬁ?ﬁgnd and companion to wife

b, =3 =2 =1 +1 +2° +3 Lover and sexual partner to wife

L7, -3 -2 -1 +i +2 +3 Father

-3 -2 -1 +1 +2 +3
husﬁind husband mostly equal mostly equal wife wife
much hore more but husband but wife more much more

slightly more slightly more

In general, who do you think SHOULD have more influence 1in determining
the way the familv does things in each ¢f the fallowirg areas”

L, -3 -2 -1 +1 +2 +3  Relatlonships with rela%ives
ho, =3 -z -1 +1 2 +3 Choice of friends !
50. -3 -2 -1 ~1 +2 +3 Recreaticn ana scocial activities

5i. =3 -2 -1 +1 *+2 +3 Earning family income
€

52, -3 -2 -1 +1 +2 +3 Spending family income



-3

husband

much more

-2

husband
more

mostly equal
but husband
slightly more

-1 +1 +2 +3

mostly equal wife wife
but wife more much more
slightly more

In gepneral, who _do you think SHOULD have more influence in determining

the way the family doeg things in each of the following areas”

53.
54,
55.
56.

57.

58.

59.

60.

61,

62.

63-

64,

-3

-1 1 4z
-1+ +2
~1 +1 2
-1 t+t1 42
-2
less than

once a month

+1

+1

+1

+1

+1

+1

+1

+1

+2

+2

T2

+2

+2

+2

+2

+2

*3
\
*3
+3

+3

*3

*+3

+3

3

+3

+3

Rurning the household
Sexual relations
Size of family

Bringing up children

-l +1 \+2 +3

once once twice every
a month a week a week day

How often would vou like to have
informal get-togethers with other
people with your wife?®

How often would you like to have
informal get-~togethers with other.
people without your wife?

How often would vou like for you and
your wife to play games, chat or watch
TV at home without the children or
anyone elge”

How often would you like for you and
your wife to go out for social or
recreational activities without the
children or anyone else”

How often would you like to attend
meetings or other activities of groups
or organizations without your wife?®

How often would you like to attend such
meetings or activities with vour wife?

How often would you like to get together
with one or more of the children for fun
or recreation gt heomre?

How often would you like to get together
with one or more of the children for fun
and recreation away from nome®



-3 -2 -1 +1 +2 +3

never lesa than once once twice every
once a month a month a week a week day

65. -3 -2 -1 +1 +2 +3 How often would you like for all members
of the family to get together for some
kind of recreation at home?

66, -3 -2 -1 +1 +2 +3 How often would vou like for all members
of the family to get together for some
kind of recreation away from home?”

-3 -2 -1 +1 +2 +3
none a little some much most all
t H D e _don w
fapily members?

67. -3 -2 -1 +1 +2 +3 Wife
€8, -3 -2 -1 +1 +2 +3 Husband
69. -3 -2 -1 +1 +2 +3 Children

How_mu the physic maint nce of the hous d SHOULD
ugually be done by the followineg family members?

70. -3 -2 -1 +1 +2 +3 Wife

7. -3 -2 -1 +1 +2 +3 Husband

72, -3 -2 -1 +1 +2 +3 Children

-3 -2 -1 +1 +2 +3
none one two ‘' three four more

73. =3 ~«2 -1 +1 +2 +3 When my family is completed, the number
of children I would prefer is:

-3 -2 -1 +1 2 +3
not at all only sometimes more often to a great completely
slightly than not extent

74, -3 -2 -1 +1 +2 +3  How well do you feel your wife ghould
understand your ideas and feelings®

75. -3 =2 -1 +1 +2 +3 How well do you feel that you should
undergtand your wife's ideas and feelings?



=3 -2 -1 +1 +2 +3
definitely mostly more false more true mostly definitely
false false than true than false true true
0 wi tions concern yvour marriage AS IT IS NOW, In your

t relationship with vour wife, HOW TRUE is each of the
lowi tatements?

76, -3 -2 -1 +1 +2 +3 Are you the social equal of your wife?

: 77, =3 =2 ~1 +1 +2 +3 Is your wife your social equal?
7@. -3 -2 -1 +1 +2 +3 Are you equal to your wife in intelligence?
79, =3 -2 -1 +1 +2 +3 Is your wife equal to you in intelligence?

80, 3 -2 -1 +1 +2 +3 Do you and your wife have similar
intellectual interests, such as scientific,
literary, musical, etec.?

81, -3 -2 -1 +1 +2 +3 Do you and your wife like the same types
‘ of amusements, such as cards, dancing,
theater, etc.?

82. -3 -2 -1 +1 +2 +3 Do you and your wife engage in the same
outdoor sports, such as golf, hiking,
swimming, etc.?

83, -3 -2 -1 +1 +2 +3 Do you and your wife respect each otner's
religious, political, and ethical con-
victions and not strive to change them?

84, -3 -2 -1 +1 +2 +3 Do you keep your wife informed of the
family finances and of your .business?

85. -3 -2 -1 +1 +2 +3 Do you take an active interest in the
discipline and training of th&rchildren?

86, -3 -2 =1 +1 +2 +3 Are the household affairs run-ln a neat,
orderly manner? -

8?., -3 -2 -1 +1 +2 +3 Has your wife been faithful to you
in regard to sex?

88, -3 -2 -1 +1 +2 +3 Have you been faithful to your wife
in regard to sex?

89. -3 -2 -1 +1 +2 +3 Are you and your wife equally fond of
social gatherings?

90, =3 -2 ~1 +1 #2 +3 Do you "get ahead" on your job?

91, =3 -2 -1 +1 +2 +3 Is your home clean and in order
at all times? .

92, -3 -2 -1 +1 +2 +3 Does your wife devote the major part of
her interest and energy tc her home and
family? .




-3 -2 -1 '+1 +2 +3

definitely mostly more false more true mostly definitely
false false than true than false true - true

-

In vour present relationship with your wife, HOW TRUE is each of the
,following statements?

93. =3 -2 =1 +1 +2 +3 Is your home a place where your family
and friends can relax and enjoy themselves
at all times?

94, -3 -2 -1 +1 +2 +3 Do you and your wife take part in @
recreational activities together?

95. -3 -2 -1 +1 +2 +3 Do you have sexual intercourse with your
wife every time she desires it?

96. -3 =2 -1 +1 +2 +3 Are your sexual relations closely bound
up with love and affection?

97. =3 =2 =1 +1 +2 +3 Have you found pleasure in your sexual
relations with your wife in the last
three years? '

98, -3 -2 -1 +1 +2 +3 Are your children good and well-behaved
at all times”

99, -3 -2 -1 +1 +2 +3 Are your children's ideas and feelings
considered and talked over when family
decisions are being made?

100, -3 -2 -1 +1 +2 +3 Do you, your wife, and your children
take part in many recreational activities
together?

101, -3 -2 -1 +1 +2 +3 Do you have sexual intercourse with your
wife every time you desire it?

102, =3 -2 -1 +1 +2 +3 Has your wife found pleasure in her sexual
relations with you in the last three years?

103, =3 =2 -1 +1 +2 +3 Is your wife considerate of your feelings
about sex? "

104, -3 ~2 -1 +1 2 +3 Do you have the main say=-so in family affairs?

-3 -2 -1 +1 +2 +3
quite not well not quite satis- pretty well very
poorly as well as factorily well

I wou.d like

How well do _vou think vour wife currently plavs each of the following parts?

105, -3 -2 -1 +1 +2 +3 Housekeeper
106, -3 -2 -1 +1 +2 +3 Cook




-3
quite
poorly
10’.7 . -3
108, -3
109 » "3
110. -3
111, -3

-2
not well
-2 -1
-2 -1
-2 -1
-2 '-1
-2 -1

+1
+1
+1
+1
+1

=1

L a

+1 +2 +34

not quite satig- pretty well very
as well as ~ factorily wall
I would like
our wife current 1 h of the follaowi s?
+2 +3 Participant in community affairs '
+2 +3 Hostess
+2 +3 Friend and companion to you
+2‘ +3 Lover and sexual partner to you
2 +3 #other

How well do you think vou currently play each of the followjing partg?
. ¢

112. -3
113. -3
114, -3
115. -3
116, -3
117. -3
118, =3

=3

husband

-much more

<&

-2 =1 +1
-2 -1 +1
2 -1 +1
-2 -1 +1
-2 =1 +1
-2 -1 +1
-2 -1 +1
-2
husband
more

+2 +3
+2  +3
+2 43
+2 43
+2 +3
+2  +3
+2  +3

-1

mostly equal
but husband but wife more mich more

Breadwinner

Handyman

Host

Participant in community affairs
Friend and companion to wife
Lover and sexual partner to wife

Father

+1 . +2 +3
mostly equal wife wife

slightly more slightly more

In general, who currently has more influence in determining the way the

family does things in the following areas®

‘119.
120%
121.
122,
123.
124,
125.
126.
127,

-3
-3

-2

-2

-1
-1

+1
+1
+1
+1
+1
+1
+1
+1
+1

+2 43
+2  +3
+2  +3
+2  +3
+2  +3
+2 43
+2 43
+2  +3
+2 +3

Relationships with relatives

Choice of friends

Recreation and social activities
Earning family\income

Spending family income .
Running the household

Sexual relations

Size of family

Bringing up children



©

-3
never
128, -3 =2
129, -3 -2
130, -3 =2
131, -3 -2
132. -3 =2
133. -3 =2
134, -3 =2
135. -3 =2
136, -3 -2
137. =3 =2
-3
none

A

following fam
138. "3 -2
139: '3 "2
10, -3 =2

-2
lass'. than
once a month

-1 +1 +2
-1 +1, +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 2
-1 +1 +2
-1 +1 +2

-2
a little
t
ily members?

-1 +1 +2
-1 +1 42
-1 +1 +2

-1 +1 +2 +3

once once twice every
a month a week a week day

*3

*3

+3

*3

*3

+3

+3

+3

*3

+3

*3
*3

How often do you have informal get-
togethers with other people with your
wife?

How often do you have informal get~
togethers without your wife?

How often do you and your wife play
games, chat, or watch TV at home without
the children or anyone elss?

How often do you and your wife go out
for social or recreaticnal activities
without the children or anyone else?

How often do.yocu attend meetings or
other activities of groups or organiza-
tions without your wife?

How often do you attend such meetings
or activities with your wife”

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 with one
or more of the children for fun or
recreation h me'.L

How often do all members of the family
get together for some kind df recreation
t _home? v

How often do all members of the family
get together for some kind of recreation
W rom home®

Husband

Children



-2 -1 +1 +2 +3

and vard is usually done by the following family members?

jtulo -3 -2
142, -3 -2
143, -3 -2
=3
none
14, -3 =2
-3
not at all
145, -3 -2
146, -3 =2

-1 +1 +2 +3 Wife
-1 +1 42 +3 Husband

-1 +1 +2 +3 Children

-2 -1 +1 ~-+2 +3
one two three four more

-1 +1 +2 +3 My completed family will probably
include this number of children.

-2 -1 +1 +2 +3
only sometimes more often to a great completely
slightly than not extent

-1 +1 +2 +3 How well do you feel your wife understands
your ideas and feelings?®

-1 +1 +t2 +3 How well do you feel you understand
your wife's ideas-and feelings?



» Ay

MRQ Wife Form

0f the things mentioned below, you will think some are probably
essential to a happy marriage, some not desirable, and some not
important at zll. Please rate each statement with respesct to how
desirable you think it is for your marriage by circling one of
the numbers toc the left of the statement. Remember, what we want
is your ¢wn personal opinion whether it agrees with the opinion
of other pecple or not.

-3 -2 -1 +1 +2 +3
highly undesirable somewhat somewhat desirable highly
undesirable undesirable desirable desirable

How ortant for the ideal marriage ig it:

1. ~«3 =2 =1 41 42 +3 That the husband should be the sccial
equal of hig wife?

2. -3 -2 =~1 +1 +2 +3 That the wife ghould be the social
equal of her husband?

3. -3 -2 -1 +1 +2 +3 That the husband ghould be at least
equal to his wife in intelligence?

b -3 -2 -1 +1 +2 +3 That the wife sghould be at least equal
to her husband in intelligence?

5. -3 =2 -1 +1 +2 +3 That the hugsband and wife ghould have
similar intellectual interests, such as
gscientific, literary, musical, etc.?

6. -3 -2 -1 +1 42 +3 That husband and wife ghould like the
same types of amusements, such as cards,
danEing. theater, etc.”

7. -3 -2 =1 +1 +2 +3 That husband and wife ghould engage 1in
the same outdoor sports, such as golf,
hiking, swimming, etc.”?

8. -3 -2 -1 +1 +2 +3 That the husband and wife ghould respect
the other's religious, political, or
ethical convictions and not strive

& to change them?

9. -3 -2 ~1 +1 +2 +3 That the wife ghould be kept fully
informed of the family finances and
of her husband’s business?

10, -3 -2 -1 41 +2 +3 That the father ghould take an active
interest in the discipline and
training of the children?

11, -3 -2 -1 +1 +2 +3 That the household affairs should be run
in a neat, orderly manner?



I
s

’ -3 -2 -1 +1 +2 +3

highly . undesirable ' somewhat gomevhat desirable highly
undesirable undesirable desirable desirable

w_important for ths ideal marriage ig it:

12. -3 =2 =1 +1 +2 +3 That the wife ghould not have had sexual
intercourse with any other man before
marriage?

13. -3 -2 -1 +1 +2 +3 That the husband ghould not have had
sexual intercourse with any other
woman before marriage?

14, -3 -2 -1 +1 +2 +3 That after marriage, the wife should be
' 100% faithful to her husband in regard
to sex?

15. -3 =2 -1 +1 +2 +3 That after marriage, the husband should
be 100% faithful to his wife in regard
to sex?

16, -3 -2 -1 +1 +2 +3 That the husband and wife ghould be
: equally fond &Y sobtlal gatherings®?

How_ important is it to vour marriage:

17. =3 -2 =1 +1 +2 +3 That your husband ghould "get ahead"
on his job?

18, -3 -2 -1 +1 +2 +3 That your home should be clean and in
order at all times?

19, -3 =2 -1 +1 +2 +3 That you should devote the major part
. of your interest and energy to your
home and family?

20, -3 =2 =1 +1 +2 +) That your home should be a place where
your family and their friends can relax
and enjoy themselves at all times®

21. =3 =2 -1 +1 +2 +3 That you and your husband ghould take
part in many recreational activities
together”

22, =3 =2 -1 +1 +2 +3 That you ghould have children in your
family?

23. -3 -2 -1 +1 +2 +3 That you should have sexual intercourse
with your husband every time he desires 1t?

2L, -3 -2 -1 +1 +2 +3 That your sexual relations should be
closely bound up with iove and affection?®

25. -3 -2 -1 +1 +2 +3 That you ghould find pleasure in your sexual
relations with your husband?



-3 -2 -1 +1 42 +3

highly undesirable somewhat somewhat desirable highly
undesirable undesirable desirable desirable

How jimportsnt is it to vour marriage:

26, =3 =2 -1 +1 42 +3 That your children ghould be good and
well behaved at all 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. -3 -2 ~1 +1 +2 +3 That you, your husband, and your children
should take part in many recreational
activities together?

29.. =3 =2 -1 +1 +2 +3 That you ghould have sexual intercourse
with your husband every time you
desire it?

30. =3 -2 -1 +1 +2 3 That your husband ghould find pleasure
in his sexual relations with you?

31. -3 -2 -1 +1 +2 +3 That your husband ghould be considerate
of your feelings about sex?

This section asks for opinions. There are no right or wrong answers;
the best answer to each question 1s your own personal opinion. How do
you feel about each of the following statements.

-3 -2 -1 +1 +2 +3
disagree disagree disagree agree ! agree agree
strongly slightly slightly strongly

32. =3 -2 -1 +1 +2 +3 Women who want to remove the word "obey™"
from the marriage service don't under-
stand what it means to be a wife,.

33. -3 ~2 -1 +1 +2 ~+3 Some equality in marriage is a good thing,
but by and large, the husband ought to
have the main say-so in family affairs.

The Parts You and Your Husband Play: In some ways, life 1s lake
a play. You each take a turn at playing a number of different parts.
At various times, you are a parent, housekeeper, cook, hostess,
participant in community affalrs, friend and companion to your
husband, and lover and sexual partner to yocur husband. You have
probably found that you are naturally better cast for some of these
parts than for others. Some women may play the parts of mother and
housekeeper best. Others may be best fitted for cook, hostess. and
participant in community affairs. And still others may be best as
friends to their husbands.

1?‘ ~5,
o
X



-3 -2 -1 +1 +2 +3

highly undesirable somewhat somewhat desirable highly
undesirable undesirable desirable desirable

How imnort%nt ig 1t to you that you SHOULD plav each of the following
parts well? - .

. =3 -2 =1 41 42 +3 Housekeeper

35. =3 -2 -1 +1 +2 +3 Cook

36. -3 -2 -1 +1 +2 +3 Hostess

7. =3 =2 -1_’+1 2 +3 Participant in community affairs

8. -3 -2 -1 +1 +2 +3 Friend and companion to husgband

39. =3 -2 -1 +1 42 +3 Lover and sexual partner to husband 4

bo. -3 -2 -1 +1 +2 +3 Mother

How important is it to you that vour husband SHOULD play each of the
wi tg well?

b1. -3 -2 -1 +1 +2 +3 Breadwinner
bz, -3 -2 -1 +1 42 +3 Handyman

b3, -3 -2 -1 +1 +2 +3 Host

e, =3 -2 -1 +1 +2 +3 Participant in community affairs
k5. -3 -2 -1 +1 +2 +3 Friend and companion to you

4. -3 -2 -1 +1 +2 +3 Lover and sexual partner to you

7. -3 -2 -1 +1 +2 +3  Father

-3 -2 -1 +1 +2 +3
husband husband mostly equal mostly equal wife “wife
much more more but husband but wife more mich mere

slightly more slightly more

In general, who do you think SHOULD have more influence in determining
the way the family doegs thingy in cach of Ghe followingr area?

48, -3 -2 -1 +1 +2 +3 Relationships with relétlves

49, -3 -2 -1 +1 +2 +3  Choice of friends

50, =3 -2 -1 +1 +2 43 Recreat%on and social activities
51, =3 =2 -1 +1 +2 +3 Earning‘family income

52. =3 -2 -1 +1 +2 +3 Spending family income




|

-3

husband

much more

-2

husgband
more

-1 +1 +2 +3
mostly equal mostly equal wife wife
but husband but wife more much more

slightly more

slightly more

In general. who do vou think SHOULD have more influence in determining

the way the family does things in each of the following areas?

53.
5l"v

55.
56.

58.

59.

60,

61.

62,

63.

64,

65'

66.

L

-2

-1 +1 +2

-1 +1 +2

-1 1 2

-1 #1112
-2

less than

once a month

-1 +1
-1 +1
-1 +1
-1 1
-1 +1
-1+
-1+
-1+
-1 *1
-1 +1

+2

+2

+2

+2

+2

+2

+2

+2

2

+2

+3
+3
+3
+3

+3

+3

+3

+3

+3

+3

+3

+3

*3

+3

Running the household
Sexual rslations

Size of family
Bringing up children

-1 +1 +2 +3
once once twice every
a month a week a week day

How, often would you like to have informal
get-togethers with other people with
your husband?

How often would vou like to have informal
get-togethers without your husband?

How often would vou like for you and
husband to play games, watch TV, or
chat at home without the children

or anyone else?

How often would you like for you and
your husband to go out for social and
recreational activities without the
children or anyone else?

How often would you like to attend
meetings or other activities of groups
or organizations without your husband?

How often would you like to attend such
meetings or activities with your husband?

How often would vou like to get together
with one or more of the children for fun
or recreation at home?

How often would you like to get together
with one or more of the children away

from home?

How often would you like for all members
of the family to get together for some
kind of recreation gt _home?

How often would you like for all members
of the family to get together for some

kind of recreation gway from home?




-3 -2 -1 *ri T2 +3
none a little some muach mogt all

How much of the hougework SHOULD usually be done by the following

family memberg?
67, -3 =2 =1 +1 +2 +) Wife

&3, -3 -2 -1 +1 42 +3 Husband
69, =3 =2 -1 +1 +2 +3  Children

How much of the physical maintenaznce of the house and vard SHOULD usually

be done by the following family members?

70, =3 =2 -1 +1 +2 +3  Wife

1. -3 -2 -1 *1 +2 +j Husband
72. -3 =2 -1 *1 +2 43 Children

-3 -2 -1 +1 +2 +3
none one itwo +hree four more

73, =3 =2 =1 +1 +2 +3' When my family is completed, the number
of chidren I would prefer is:

-3 -2 -1 +1 +2 +3
not at all cnly sometimes more often to a great completely
slightly than not extent

7h., -3 -2 -1 +1 +2 +3 How well do you feel that your husband
should understand your ideas and feelings®

75. -3 -2 ~1 +1 +2 +3 How well do you feel that you ghould

understand your husbhand's ideas and
feelings”?

The fcllowing questions concern what your marriage 1s like now,

In vour present relationship with your husgband, how true is ecach of
the followi statementg?

-3 -2 -1 +1 +2 +3
definitely mostly more false more true mostly definitely
falge false than true than false true true

76, =3 =2 1 +1 +2 +3 T3 your husband your sccial egual”®



-3 -2 -1 +1 +2 +3

s  definitely mostly more false mors true mostly definitely
Falsge false than true than false true true

In vour present relationship with vour husband, how trues ig each of
thae following statenentg”

77, 73 -2 -1 +¥1 +2 +3  Are you the soncial squal of you husband?
/ 7€, =3 =2 =~1 +1 +2 43 g your husband equal to you 2n intelligence?
— 79. -3 =2 -1 +1 42 +3 fre you equal to your husband :n Intelligence?
8o, -3 -2 -1 +1 +2 +3 Du you and your husband have zimilar

1ntellectual interests, such as sclentific,
literary, musical, etec.,”

81, -3 -2 ~1 +1 +2 =3 Lo you and your husband like tne same
types of amusements, such as cards,
dancing, theater, etc,”

g2, -3 -2 -1 +1 +2 +3 Do you and your husband engage in the
same outdoor sports, such as golf,
niking. swimming, etc.?

83. -3 -2 -1 +*+1 +2 +3 Do you and your husband respect each
other's religious, political, and
l ethical convictions and not strive
%o change them”

B4, -3 -2 -1 +1 +2 +3 Does your husband keep you fully informed
of the family finances and his business”®

85. -3 -2 -1 +1 +2 +3 Dces your husband take and active interest
in the training and discipline of the
children?

8¢, -3 -2 -1 +1 +2 +3 Are the household affairs run in a
neat, orderly manner?

87. -3 -2 -1 <41 +2 +3 Have you been falthful to your husband
® in regard to sex”
g8. -3 -2 -1 +1 +2 -+3 Has your husband been faithful to you

in regard to sex”

9. -3 -2 -1 +1 +2 +3 Are you and your husband equally fond
of social gatherings”

9¢. -3 -2 -1 +1 +2 +3 Does your husband "get ahead" on his job”
91. -3 -2 -1 +1 +2 +3 Is your home clean and in order at all times”

92. =3 =2 -1 +1 +2 +3 Do you devote the major part ¢f your .
interest and energy to your home and family?

P S d

92. =3 -2 -1 +1 +2 +3 Is your home a place where your family and
their friends can relax and enjoy themselves
. at all times”




-3 -2 -1 +1 +2 +3
definitely mostly  more false more true mostly definitely
false false than true than false true true

In vour present relationship with vour husband., how true is each of
the tollowing statements?

9k, -3 -2 -1 +1 +2 +3 Do you and your husband take part in
recreational activities together”

95, =3 =2 -1 +1 +2 +3 Do you have sexual intercourse with
yoar husband every time he degireg it?

96, -3 -2 -1 +1 +2 +3 Are your sexual relaticns closely
bound up with love and affection®

97. -3 -2 =1 +1 +2 +3 Have you found pleasure in your sexual
relations with your husband in the
last three years?

98. -3 =2 =1 +1 +2 +3 Are your children good and well-behaved
at all times?

96, =3 -2 -1 +1 +2 +3 Are your children's ideas and feelings
considered and talked over when family
decisiocns are made”

1i¢0. -3 -2 -1 +1 +2 +3 Do you, your husband, and your children
take part in many recreational activities
together”

10t. -3 -2 -1 +1 +2 +3 Do you have sexual intercourse with your

husband every time you desire it?

102. -3 -2 -1 +1 +2 +3 Has your husband found pleasure in his
sexual relations with you during the
last three years? Y

103, =3 =2 -1 +1 +2 +3 Is your husband considerate of your
feelings about sex?

104, -3 -2 -1 +1 +2 +3 Does your husband have the main say-so
in family affairs?

=3 -2 -1 +1 +2 +3
quite not well not quite satis- pretty well very
poorly as well as factorily well

I would like

How well do_wvou think you currently play each of the following parts”?

105, =3 -2 -1 +1 +2 +3 Housekeeper
106, -3 -2 =1 +1 +2 +3 Cock
107, -3 =2 «1 +1 +2 +3 Hostess
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-3 -2 -1 +1 +2 +3

quite not well not quite satis~ pretty well very
poorly as well as factorily well
I would like ¢
g thi Q urrentl 1 each of the followin rts?

108, -3 -2 -1 +1 +2 +3 Participant in community affairs
109, ~3 -2 -1 +1 +2 +3 Priend and companion to husband
110, -3 -2 -1 +1 42 +3 Lovér and sexual partner to husband
v111. =3 =2 -1 +1 +2 +3 Mother

How well do you think your husband currently plays each of the following

partg?

112, -3 -2 -1 +1 +2 +3 Breadwinner

113, -3 -2 -1 +1 +2 +3 (Handyman

11%. -3 -2 -1 +1 +2 +3 Host

115. -3 -2 -1 +1 +2 +3 Participant in community affairs
116, -3 -2 =1 +1 +2 +3 PFriend and companion to you

117, -3 -2 -1 +1 +2 +3 Lover and sexual partner to you

118, .3 <2 -1 +1 +2 +3 Father

— e ——— m———— e —

-3 -2 -1 +1 +2 +3
husgband husband mostly equal mostly equal wife wife
much more more but husband but wife more mich more

slightly more slightly more

In genergl, who currently has more influence in determining the way.

your family doeg thingsg in each of the following areasg?

119. -3 -2 -1 +1 +2 +3 Relationships with relatives
126, -3 -2 -1 +1 +2 +3 Choice of friends

121, -3 =2 ~-l +1 +2 +3 Recreation and social activities
122, -3 -2 -1 +1 +2 +3 Earning family income

123, -3 -2 -1 +1 +2 +3 Spending family income

124, -3 -2 -1 +1 +2 +3 Running the household

125. =3 -2 -1 +1 42 +3 Sexual relations

126. -3 -2 -1 +1 +2 +3 Size of family

127. -3 -2 -1 +1 +2 +3 Bringing up children
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-3
never
128. -3
129 . "‘3
130, -3
131. -3
132. -3
1330 -3
134, -3
135. -3
136. -3
137. -3
-3
none

-2

-2

-2
less than once
a month
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
=1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
-1 +1 +2
~2
a little

+3
+3

+3
+3

+3
+3

+3
+3
+3

+3

-1
some

-1 +1 +2 +3
once once twice every
a month a week a week day

How often do you have informal get-togethers
with other people, with your husband?

How often do you have informal get-togethers
with other people without your husband?

How often do you and your husband play
gamesg, chat or watch T.V. at home without
the children or anyone else?

How often do you and your husband go out
for social or recreational activities
without the children or anyone else?

How often do you attend meetings or
other activities without your husband?

How often do you attend such meetings or
activities with your husband?

How often do you get together with one
or more of the children for fun or
recreation gt _home?

How often do you get together with one
or more of the children for fun or
recreation aw ‘rom_ home?

How often do all members of the family
get together for some kind of recreation

at home?
How often do all members of the family
get together for some kind of recreation

away from home?

+1 +2 +3

much most all

At the present time, how much of the housework is usuzlly done
by the following family membersg?

138. -3
136. -3
140, =3

-2
-2

-2

-1
-1
-1

+1

+1
+1

+2
+2

+2

+3
*3
*3

Wife
Husgband

Children

At the present time, how much of the physical maintenance of the

house and vard is done by the following family members”

1“1. -3

-2

-1

+1

+2

+3

Wife



-3 -2 -1 +1 +2 +3
none a little some much most all

At the present time. how much of the physical maintenance of the
houge and vard ig done by the following family members?

142, -3 -2 -1 +1 +2 +3 Husband

143, -3 -2 -1 +1 +2 +3 Children

-3 -2 -1 +1 +2 +3
none one two three four nore

14y, -3 -2 -1 +1 +2 +3 My completed family will probably
include this number of children.

-3 -2 -1 +1 +2 +3
not at all ... only sometimes more often to a great completely
slightly ’ tHan not extent

145, -3 -2 -1 +1 +2 +3 How well do you feel your husband
’ understands your ideas and feelings®

146, -3 -2 -1 +1 +2 43 How well do you feel you understand
your husband's ideas and feelings?
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Iptrusiveness Ratings

How much does your illness and/or its treatment interfere with
each of the following aspects of your 1ife?

1

Please use this rating scale in answering:
Not very mach 1 2 3 L4 5 ¢ Vi Very much

Your health

Your diet

Your work

Your financial situation
Community & Civic. activities
Family & Marital relations

Specifically, how much does your illness and/or its
treatment interfere with each of the following aspects
of your Family & Marital relationg?

your sexual relations

the division of responsibility and authority
within the family

household affairs

family togetherness

external relations

]

Overall, how much does your illness and/or its treatment~interfere
with your life?
Net very much 1 2 3 L 5 6 7 mich

Overall, how much does your illness and/or its treatment interfere
with your gpouse's life?

Not very much 1 2 3 L 5 6 7 Very much

How much do you feel your illness and/or 1ts treatment will
interfere with your life a year from now? )

Not very much 1 2 3 L s 6 7 Very much

e
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. Spouse

Intrugiveness Ratings

How much does your spouse's illness and/or its treatment interfere ’
with each of the following aspects of your life?
. 4
Flease use this rating scale in answering:
Not very much 1 2 3 4 5 & 7 Very much

Your health

Your diet

YouF work

Y6ur financial situation
Community & Civiec activities
Family & Marital relations

B
e———e
———
———

Specifically, how much does your spouse’s illness and/or its
treatment interfere with each of the following aspects of
Your Family & Marital relationsg?

your sexual relations .

the division of responsibility and authority
within the family

household affairs
family togetherness
external relations

]

Overall, how much does your spouse's illness and/or its treatment .. *
interfere with your life?

Not very much 12 3 4 5 6 7 Very much

Overall, how much does your spouse's illness and/or its treatment
interfere with hig/her life?

Not very much 1 2 3 4 5 & 9 Very much

How much do you feel yoursspouse‘'s illness and/or its treatment
will interfere with your life ‘a year from now?

Not very much 12 3 4 5 6 7 Very much
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Please indicate your position on the followifig questions about your marriage:

Husband Wife Both Neither

In vour opinion who should:

Do the shopping ...evevvovinieiiennnenns
Care for the home .oe.vvionrinoansnnnnns
Do the cooking ..oveiiiinennienrnnennns
Hold a JOb tuuieuvionnnnrennnroonnnnenns .
Determine how money is spent ...........
Look after the children .....vevvvnvnnsn
Be sexually agEresSsive veeiivnernoeit oo,
Get pleasure from S€X ..cuiviverrernsnns
Have ocutside interests and activities ..
Participate in community affairs .......
Express their ideas +ovvvviviverrerrnnne
Express their feelings ........... veieaa

Give most of their interest to the home
and family vovieerennettonrrerernnnnees

Be concerned with the health of family

L R e N T e .
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)
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)
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MEMBEIS v iutantonunennnenonnnennenses.. ¢ ) ¢ )y ) « N
Do the rmursing when a family member \
is 411 .t i i chraeciseeran () ¢ )y ) ()

Husband Wife Both Neither

In _your marriage who:

Does the shopping ........v0vv.n. Cerieann
Cares for the home .......ovvvivuinn.nn.
Does the cooking .v.vvueeevnnnnennns.. ‘e
Holds a Job tuiiiinivnnncnnnronnennnnnss
Determines how money is spent ..........
Looks after the children ...............
Is sexunlly aggressive .......... ceeae s
Gets pleasure from SeX .............. ‘e
' Has outside interests and activities ...
Participates in community-affairs ......
Expresses their ideas ........... Ceeeea.
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Expresses their feelings ...............

Gives most of their interest to the home
and famidy L.t i i e iiiee e, ¢ ) () (

Is concerned with the health of family -
TMEMDErS. .. iiii et esiinennennne. () ¢ ) 1) (

Does the nursing when a family member
D O S ( ) { ) () ()
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Locke-Wallace Marital Survey

¢

1. Checi the point on the scale below which best describes the degree of happiness,
everything counsidered, of your present marriage. The middle point, "happy'’,
represents the degree of happiness which most people get from marriage, and the
scale gradually ranges from one side to those few who are very unhappy in marriage,
and on che other, to those few who experience extreme joy or felicity in marriage.

] I | | _ l | l

Totally Happy Perfectly
unhappy Happy

State the approximate extent of agreement or disagreement between you and your mate
on the following ftems, Please check the one most appropriaste column for each item,

Always | Almost | Occa- Fre- Almost Always
Agree Always | sionally | quentcly Always Disagree
Agree Disagree Disagree Disagree -
2. Handling family fin&%ﬁ&g&
3. Matters of recreation
4. Demonstrations of
affection .
5. Friends
6. Sex relations
H
7. Conventionality (right
good, or proper conduct)
8 Philosophy of life i
9 Ways of dealing with
in laws

10. When disagreements arise, they usually result in:
Husband giving in ___ Wife giving in Agreement by mutual give and take ___

11. Do you and your mate engage in outside interests together?
All of them Some of them Very few of them None of them

12. In leisure time do you generally prefer: To be ''on the go''? To- stay at home?
Does your mate generally prefer: To be "on the go"? To stay at home?

13, Do you ever wish you had not married? Frenuently —— Occasionally __ Rarely __  Never __

14, If you had your life to live over, do you think you would:
Marry the same person” Marry a different person? Not marry at all?

15. Do you confide in your mate?. Almost never __ Rarelyi__ In most thing

In everything -~ . .
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Rosgenberg Scale

Strongly
Agree Agree Disagree
\ A. I feel that I'm a person of

worth, at least on an equal

basis with others. 1 2 3
B. I feel that I have a number

of good qualities. 1 2 3
C. All in 3all, I am inclined to

feel that I am a failure. 1 2 . 3
D. I am able to do things as well

as most other people. 1 2 3
E., I feel I do not have much

to be proud of, 1 2 3
F. I take a positive attitude

toward myself. 1 2 3

o G. On the whole, I am satisfied

with myself. 1 2 3
H. I wish I could have more '

respect for myself. 1 2 3
I. I certainly feel useless

at times. 1 2 3
J. At times I think I am

no good at all. 1 2 3

‘é
)

Strongly
Disagree
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INSTRUCTIONS

Below is a list of problems and complaints that people sometimes have Please read
each one carefully. After you have done so, please check one of the spaces to the
yright that best describes HOW MUCH DISCOMFORT THAT PROBLEM HAS CAUSED YOU DURING

N

THE PAST MONTH INCLUDING TODAY. Check only one space for each problem and do not

skip any items. '
B ~ ¢ -
* s I S
LSS S oSS s E
HOW MUCH WERE YOU SFF¢ s S C'$ HOW MUCH WERE YOU ¥ TP P9
BOTHERED BY; BOTHERED 8Y
1. Headaches . 14. Feeling low in
-energy or slowed
2. Nervousness or down — e
shakiness inside R,
15. Thoughts of ending
3. Unwanted thoughts, your life . __
words, or idess
that won't leave 16, Hearing voices that
your aind  __ __ . . other pesople do not
hear
4, Faintness or
dizziness __ __ __ . 17. Trembling _ _ . __
5. Loss of sexual 18, Feeling that most
interest or people cannot be oy
pleasure trusted . __ __
6. Feeling critical 19. Poor appetite — — o
of others e
20. Crying easily e
7. The idea that some-
one else can control 21. Feeling shy ar un-
your thoughes  _  _  __ __ __ easy with the
opposite gex 0 __ __
8. Feeling others are
to blame for most 22. Feelings of being
of your troubles _ _  __ __  ___ trapped or caughe  _  _  _  __ __
9. Trouble remembering 23. Suddenly scared for
things __ _ __ . _ no reason — e
10. Worried about 24, Temper outbursts
sloppiness or that you could
carelessness  ___ _ _ ___ __ not comtrol __ _ .
11. Feeling easily 25. Feeling afraid to
annoyed or go out of your
{rritated o house alope
&
12. Pains in heart 26. Blaming yourself
or chese . _ __ for things __ __ __ _. __
13. Feeling afraid in - 27. Pains in lower

open spaces or on
streetcs

back



28.

29,
30.

K}

32.

33

34,

35

36

37.

38

39

40.

41.

42,

43,

HOW MUCH WERE YOU
BOTHERED 8Y

Feeling blocked in
getting things done

Feeling lonely
Feeling blue

Worrying too much
about things

Fealing no interest
in things

Feeling fearful

Your feelings being
easily hure

Other people being
aware of your
private thoughts

Feeling others do
not understand you

or are unsympathetic _

Feeling that people
are unfriendly or
dislike you

Having to do things
very slowly to in-
sure correctness

Heart pounding
or racing

Nausea or upset
stomach

Feeling inferior
to others

Soreness of your
muscles

Feeling that you
are watched or
talked about by
others

. Trouble falling

asleep
o

45,

46

47

48

49.

50.

5L.

52

53.

54,

35.

56.

57

58.

59.

60

61

HOW MUCH WERE YOU
BOTHCRED 8Y

Having to check and
doublecheck what
to do

DL fficulty making
decisgions

Feeling afraid to
travel on buses,
subways, or trafins -

Trouble getting
your breath

Hot or cold spells

Having to avoid
certain things,
places, or activities
because they

frighten you

Your mind going
blank

Numbness or tingling
in parts of your body

A lump in your
throat

Feeling hopeless
about the future

Trouble concentrating

Feeling weak in parts
of your body

Feeling tense or
keyed up

Heavy feelings in
your arms or legs

Thoughts of death
or dying

Overeating
Feeling uneasy when

people are watching
or talking about you

“
A -
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62

63.

64.

65.

66.

67

68.

69.

70,

HOAW MUCH WERE YOU

BOTHCRED Y,

Heving thoughts that

ATE NOC your own

Having urges to
beat, injure, or
harm someone

Awakening in the
early morning

Having to repesat
the same actions
such as touching,
counting, wvashing

Sleep that s rest-
less or disturbed

Héving urges to
break or smash
things

Having {deas or
beliefs that others
do not share

Feeling very self-
consciods with
others

Feeling uneasy in
crowds, such as

77.

78.

79

80

81.

82.

83

84.

85.

HOW MUCH WERE YOU

BOTHLRED 8Y

Feeling lonely even
when you are with
people

Feeling so restless

you couldn't sit still

Feelings of
worthlessness

Feeling that something
bad i3 going to happen

to you

Shouting or throwing

things

Feeling afraid you

will faint in public

Feeling that people

will take advantage

of you if you let them

Having thoughts about

sex that bother you

-a lot

The idea that you
should be punished
for your sins

shopping or at ' 86 Thoughts and images of

72

73

74

75.

76

Spells of terror
or panic

Feeling uncomfor-
table about eating
or drinking in
public

Getting inte
freruent arguments

Feeling nervous when

you are lefr alone

Others not giving
you proper credit
for your
achievements

I

88

89.

90.

Never feeling close to

another person

Feelings of guilc

The idea that something

is wrong with your

p
[

s

fo——

a movie e a frightening nature — e
. Feeling everything 87 The idea that something
is an effort e serious {s wrong with
your body —_
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10

2,

11.

12.

13.
14,

15-

16'
17.
18,

19.
20,

At periods my mind seems to work more
slowly than usual.

I have sometimes felt that difficulties
were piling up so high that I could not
overcome them.

I have often met psople who were supposed
to be experts who were no better than I.

I find it hard to set aside a task that I
have undertaken, even for a short time,

I like to let people know where I stand
on things.

At times I feel like swearing.
At times I am full of energy.
At times I feel like smashing things.

I have never felt better in my life than
I do now.

1t takes a lot of arguments to convince
most people of the truth.

I have pericds in which I feel unusually
cheerful without any special reason.

I certainly feel useless at times.
Criticism or scolding hurts me terribly.
I think a great many people exaggerate
their misfortunes in order to gain the
sympathy and help of others.

Often I can't understand why I have been
80 crogs and grouchy.

I get mad easily and then get over it soon.

What others think of me does not bother me.

I have very few quarrels with members of
my family.’

I am against giving money to beggers.

At times my thoughts have raced ahead
fagter than I could speak them.

True

= 8 3 3

Falge

he e < BLC s I ¢ 5}



21,

22,

23,

24,

25.

26.

270

28,

29.

30.

I frequently find myself worrying about
something,

I worry over money and business.,

It makes me impatient to have people ask
my advice or otherwise interrupt me when
I am working on something important.
People often disappoint me.

I often think, "I wish I were a child
again."

I find it hard to make talk when I meet
new people.

When in agroup of people I have trouble

thinking of the right things to talk about.

Most people will use somewhat unfair means
to gain profit or an advantage rather
than lose 1it.

It makes me uncomfortable to put on a
stunt at a party even when others are
doing the same sort of things.

I think nearly anyone would tell a lie
to keep out of trouble.

T F
T F
T F
T F
T F
T F
T F
T F
T F
T F



Complignce with Regimen

1. Are you taking your medicationa?
W

a few mogt
none 1 2 3 4 5 6 7 all
2, How well are you complying with your diet? M;’
: moderately J
not at extremely
all t 2 3 b 5 6 4 well
3. How well are you complying with your fluid restrictions?
moderately
not at extremely
1 2 3 b 5 6 7 well

all

4, Overall, how well are you following your doctor's instructions?

not at 1 2 3 4 5 6 7 exﬁgi?ely

all

- - - o B - G s T G e T A T W s W A W W ek e S Ky e A U o e o " A e O e AR T e~ A e T T -

Spousal Ratings

Considering your gpouse's life as a whole, would you describe it as

Unhappy Mixed Happy
Very . L 6 Very
Unhappy 1 z 3 3 7 Happy
Overall, how would you rate your gpouge's self-esteem?

Very low 1 2 3 L 5 6 7 Very high

Overall, how much do you estee&krespect your spouse?
Not very much 1 2 3 L 5 6 7 Very much

At present, how would you rate your spouse's general physical health?
Very~poor 1 2 3 4 5 6 7 Excellent

.



Spouse
Compliance with Regimen

1. Is your spouse taking his/her medications?
a few most

-, none 1 2 3 4 5 6 7 all

(s / -

2. How well is he/she complying with his/her dist?

. moderately
not at extremely
all 1 2 3 L S 6 7 well
3. How well is he/she complying with the fluid restrictions?
moderately -
not at
extremely
all 1 2 3 4 5 6 ? well

L. Overall, how well-is he/she following the doctor's instructions?

moderately )
not at extremely
all 1 2 3 4 5 6 7 well
Spousal Ratingg
Considering your gpouge's life as a whole, would you describe it as
Unhappy Mixed Happy
Very Very .
2 L 6
Unhappy ! 3 5 7 Happy
Overall, how would you~rate your gpouse's self-esteem?
Very low 1 2 3 4 5 6 7 Very high
Overall, how much do ygu esteem/respect your spouse?
Not very much 1 2 3 b4 5 6 7 Very much

At present, how weould you rate your gpouse's general physical health”
Very poor 1 2 3 L 5 6 7 Excellent




Coﬁpliance with Regimen
o
Patient
Rater
Date
;. Is (the patient) taking his/her medications?
" a few most
none 1l 2 3 4 5 & ? all
2. How well is ‘he/she complying with -his/her diet?
) . moderately
R 2 3 w5 6 7 el
-~

3. How well 18 he/she ccmplying with the fluid restrictions?

moderately
not at extremely
all 1 2 5 4 5 6 7 well

4. Overall, how well is he/she following his/her medical regimen?

moderately

not at : extremely
all z 2 3 4 > 6 ? well

Overall, considering (this patient's) life as a whole, would you
describe it as

Unhappy Mixed Happy
Very 1 2 3 4 S 6 7 Very
Unhappy Hsppy



Background Information N

Sex: M or F Birth date Age

Education Country of birth )

Religion Are you currently practicing? Yes__ _No__

At present are you working? Yes __ Fo __ - oo
If not, when did you stop? Why?

Ave you working Full time or Part time
Fumber of hours per week

QOccupation Aopual salary
Date you az;d your spouse were married
Any previous marriages? Yes __ No __

Date(s) terminated . Length

Please list your children's ages and place an * by those children
who are still living at home (for example, 10%, 16*, 24):

ATe you planning on having any (more) children? Yes Ko

Do any of your children have any medical problems’i If so, who
(by age) and what type(s) of problem(s):

S

With how many people other than your spouse and children do you
live with? Who?

How many close friends do you have (people you feel at ease with,
can talk to about private matters, and can call on for help)?

None. 1l or2 3 to 5 6 to 9 10 or more

How many relatives do you have that you feel close to?
None 1l or2 3 to 5 6 to 9 10 or more

How many of these friends or relatives do you gee at least once a month?-
None 1l or2 : 3 to 5 6 to 9 . 10 or more

Do you bvelong to amOr of these kinds of %roups?

a social or recresational époup Tes No

a labor union, commercial group, professional organization Yes No

& group concerned with children TYes No church group Yes Ko

a group concerned with community betterment, charity or service TYes No
Any other groups? Describe
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" Date of first visit to a nephrologist

"Date of first creatinine levelzz 4

Medjcal Backsround

Hogpital you are treatdd at

List any other medical problems you have: ;
Family history of renal disease Yes ___  No __

Family history of any chronic illness(es) Yes __ No __

Type(s):

General Health

Here is a general health scale from i to 7, where one 1s "very poor
health" and seven 1is "excellent health". At present, how would you
rate your general physical health? (please circle)

Very poor 1 2 3 L 5 6 7 Excellent
o
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~ize
.

dialysis
Medical Backeround , .

Hospital you are treated at
Date of -first visit to a nephrologist

Onset of kidney failure: sudden __  insidious ___

Date of first creatinine 1evel; 4

Date of first dialysis

Have you ever had a kidney transplant? Yes __. No __

Ligt any other medical problems you have:

Family history of renal disease Yes __ No __

3
Family history of any other chronic illness(es) Yes __ No __
Type(s): ~

Dialysis
Mode CAFD / hemodialysis: staff~hospital self-hospital self-home

Hours per week Days per week

Who is your primary helper  spouse none __ other

General Health

Here is a general health scale from 1 to 7, where one is "wvery poor
health” and seven is "excellent health”., At present, how would you
rate your general physical health? (please circle)

Very podr 1 2 3 4 5 6 7 Excellent

Y

B oy, 0
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. transplant

Medical Background

-
Hospital you are treated at

Date of first visit to a nephrologist /

Onset of ki&ney failure: gsudden ___  insidious __-

Date of first creatinine level Z &

Date of first dialysis N /

Date of transplantation
Have you had any previous kidney transplants Yes ___ No _—

List any other medical problems you have:

X
i

Family history of renal disease Yes . Mo!

Ly

Family history of any other chronic illness(es) Yes __ No __
Type(s):

General Heglth

Here is a general health scale from 1 to 7, where one is "very poor
health"” and seven is "excellent health™. At present, how would ycu
rate your general physical heiklth? (please circle)

Very poor 1 2 3 L 5 6 7 Excellent
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Spouse
o
Medical Background
Pamily history of renal disease Yes ___  No ___
Family history of any other chronic illness(es) Yes __ No __
. Type(s):
Do you have any chronic illness(es) Yes __ No __
Type(s): ‘

Any other medical problems:

General Health

Here is a general health scale from 1 to 7, where one is "very poor
health" and seven is "excellent health". At present, how would you
rate your general physical health? (please circle)

Very poor 1 2 3 4 5 é6 7 Excellent

T
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ORGAN DYSFUNCTION SCALE

patient Date
Rater ¢
HEART FATLURE

. . o

0 = not meeting criteria 1, 2, or 3 . -

1l = pefinite cardiomegaly on X-ray; cardiomegaly unspacified
(equivocal, possible, probable or not specified; or
interstitial pulmonary edema on X-ray.

2 = pirspace or unspecified edema on X-ray; >2+: peripheral
edema, with serum albumin 2 2.5 gnas,

3 = pmergency admission for pulmonary edema; a) paroxysmal
nocturnal dyspnoea at least as &ften as once per week , or b)
shortness of breath on minimal exerticon (walking to
bathroom on same floor, or talking): either a or b with criteria
to meet 2, and'S.0.B. not also attributed to respiratory problems.

ISCHEMIC HEART DISEASE

0 = not meeting 1, 2, or 3

1l = pefinite or probable ischemic changes on cardiogram, or
history or evidence of old myocardial infarction.

e »*

2 = Angina Pectoris broughf on by moderate or severe exertion,
or brought on by mild dxertion less often than once per
day (accept clinical diagnosis of angina if not disputed
in chart).

2a = gatisfles criteria for 2 but not for l.

2b = gatisfies criteria for 2 and for 1.

3 = Angina Pectoris brought on by mild exertion at least as
often as once per day.

3a = gatisfies criteria for 3 but not for 1.

3b = gatisfies criteria for 3 and for 1.



PERIPHERAL ISCHEMIA

0 = not meeting 1, 2, or 3.
o 1l = At least one foot with absent pulses not disputed in chart.

2 = Intermittent claudication (ac{e’ept clinical diagnosis if
not disputed).

2a = Sarisgfies criteria for 2 but no;. for 1 (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
rest, or amputation due to ischemia,.
RESPIRATORY SYSTEM ‘
0 = not meating 1, 2, or 3
la = Chest X-yay showing chronic obstructive lung disease'.

lb = History of chronic bronchitis.

2 = shortness of breath on moderate* to severe* exertion not
attributed to other causes.

“2a = Satisfies criteria for 2 but not for la.
2b = gsatisfies eriteria 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 2 butnot for la.

3b = satisfies criteria for 3 and for la.
BONE DISEASE

0 = not meeting 1, 2, or 3

1 = Radiologic evidence of hone disease but no fractures or pain.

2 = Radiologic evidence of bone disease, with at least One
fracture attributed to bone disease or pain due to bone disease.

3 = Radiologic evidence of fractures at X2 different "sites”
{3 ribs would not count, for instance) or severe chronic pain
dus to hone disease.
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ANEMTA

o}

not meeting 1 or 2
Hematocrit £ 25 on more than one occasion

Hematocrit £ 20 on more tian one occasion

not meeting 1, 2, or 3
Patient dilagnosed as having chfonic liver disease or cirrhosis.

As for 1 with prothrombin time 215 sec's (if not on coumadin),
albumin €3.0, or bilirubin> 2 mg%.

As for 1 with bilirukin 210, ascites, or evidence of hepatic
coma or precoma.

-

not meeting 1 or 2

Chronic** diarrhea, anorexia, or vomiting, but not severe

Severe (210 bowel movements per day) chronic diarrhea, or
chronic anorexia or vomiting leading to210 lbs. weight loss.

¥

not meeting 1

PTH level 2300 on at least one occasion and parathyroidectomy
not subsequently performed.

I4

not meeting 1 or 2

Itching but not said to be severe more than once or severe
more than once without excoriation.

Itching said to be severe more than once with excoriation.
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\._ PERIPHERAL NERVQUS SYSTEM

I\

i

—

s
g =
ls=

2 =

3=

VISION

Q0 =
l=
2

=

3 =
L

i
HEARING

0=

w
"

No evidence of neuropathy
A

"Restless legs®, mild-moderate burning, tingling, or pain
in extremities attributed to mneuropathy.

Decreased sensationg severe burning or tingling, or
decreased strength in cne or more limbs due to neuro-
pathy.

Paralysis of one or more limbs due to neuropathy.

Not meeting 1, 2, or 3
Minor decrease in visual acuity

Major decrease in visual acuity but the patient gtill
sees well anough to be able to carry on an independant
existence i{f no other factors prevented it.

Blindness sufficient to necessitate help with activities
of normal daily living.***

3

Not meeting 1 or 2

Decrease in hearing but patient still able to understand
a conversation if speaker raises his/her voice somewhat.

Patient unable to hear at all or only when speaker shouts.

i

Not meeting 1, 2, or 3
Minor arthritis sufficient to cause discomfort but no
real limitation in activities.

Arthritis severe enough to limit activities but not to the
peoint of making the patient dependant on outside help in
normal activities of daily living.***

Arthritis severe enough to severely limit activities to the
point that the patient would need help with normal activities
of daily living.®»*

L ¥,
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MUSCLE_STRENGTH

0 = Not meeting 1, 2, or 3

1 = Mild decrease in muscle strength ingufficient to cause
difficulties with normal activities of daily living.**»

2 = Decreasa in muscle strength sufficient to cause difficulties
with normal activities of daily living but patient would
not require cutside assistance to function.

3 s Decrease in muscle strength sufficiently bad to necessitate
outside help in order to carry out normal activities of
daily living. *** ;

QTHER

If thers are any other physical abnormalities, diseases or
syndromes that you feel would be likely of themselves to limit
the patient's activities or to cause significant discomfort,
please describe these abnormalities and your assessment of how
much and in what ways they affect the patient.

Iy

*EXERTION: Walking 1 block on flat ground is mild exertion. Any
hill, any further, any faster ig moderate Or severe
exertion,

s
**CHRONIC: Called chronic in chart or known to have lasted »>1
month.

®##**The relevant activities of daily living to consider aré:
Bathing, dressing, going to the toilet, transferring, and feeding.
Transfexring in this context refers to the patient's ability to
move in and out of bed and in and our of a chair.

.

N.B. If a patient fits two possible categories for any of the
Individual systems score the most severe. Also be sure not %o
use the same symptom (e.g., shortness of breath) to classify a
patient for two separate variables, If necessary choose one
variable on an arbitrary basis and ignore the symptom already
used wvhen scoring the second.

When assessing the affect on an organ dysfunction on activities

of daily living, as you are asked to do for vision, hearing, joints,

and nmuscle strength, make a judgement based on what the effect of

the organ dysfunction would be in an ctherwise healthy wall-adjusted

person. Thus, the fact that a patient has arthritis and ig unable

F

“



to get out of bed or function without assistance does not merit
& score of 3 for " joints" unleas you feel that the arthritis
would produce the same disability in an o?rwiée heal thy person.

7 /

0

At present, how would you rate this patient's general physical health?

Very poor 1 2 3 4 5 6 ? Excellent
J )

a



Appendix TIII

Illnesa/Treatment Intrusiveness Statistics: Patients

Individual Areas

Group

Nephrology Clinic
Pre-dialysis
Home~dialysis
Unit-dialysis
Post-transplant

Group

Nephrology Clinic
Pre-dialysis
Home-dialysis
Unit-dialysis
Post-transplant

Marital Areas

®

Group

Nephrology Cliniec
Pre-dialysis ®
Home-dialysis
Unit-dialysis
Post-transplant

Group

Nephrology Clinic
Pre-diaflysis
Home-dialysis
Unit-dialysis
Post-transplant

M (8D)

Health

1.83 (1.15)
L.06 (2.11)
4L.84 (1.89)
L.28 (1.71)
2.88 (1.90)

Financial

1.28 (0,96)°
2.71 (1.76)
2,79 (2.07)
3.06 (2.41)
2.71 (1.99)

\
Sex

1.72 (1.56)
3,00 (2,26)
4.63 (1.98)
3.72 (2.32)
2.76 (2.31)

Div. of Resp.

. 1.22 (0.43)

2.71 (1.86)
3.21 (1.96)
2.33 (1.61)
1.88 (1.58)

=
Loy

1
g

Community

1,28 (0.96)
3.00 (1.94)

3.89 (2.16)"

2,33 (2.00)
2.12 (1.65)

External

=
—

1S
~—

Work

(1.28)
(2.19)
(2.10)
(2.27)
(2,23)

1.67
b.18
bo74
3.72
2.88

Household

(0.38)
(1.91)
(2.04)
(1.82)
(1.55)

1.67
2.82
3.53
2.61
1.82




Appendix IV
Two Factor. (Group by Sex) ANOVAs,

5 Illness/Treatment Intrusiveness: Patients
Group Sex Interaction
, £ E E

. (4,88) (1,88) (4,88)
Individual Areas -
Health | B.O4n%* 1.60 0.34
Diet . - LeQ7%* 0.33 0.59
Work 6.1,4n%% 0.83 0.96
Finances 2.51% 5.87% *1.13
éommqnity Activities 5. 34%* 0.01 0.65
Marital Arsas
Sexual Relations 4.72%% 2.20 0.23
External Relations be59%* 1.96 %10.61
Household Affairs 5.36%% 0.74 0.09
Division of Responsibility Lo12%% 1.07 0.26
Family Togetherness 2.01 0.65 0.70

* p<.05
**p<L.01
*#%pL 001



Appendix V

Illneas/Treatment Intrusiveness Statistics: Spouses

M (SD) M (sD) M (8D)

Individual Areas
Health Diet Work

Group
Nephrology Cliniec 1.88 (1.54) 1.71 (1.36) 1.71 (1.21)
Pre-dialysis 2.06 (1.34) 1.94 (1.34) 2.52 (1.97)
Home-dialysis 3.32 (1.83) 2,26 (1.69) 3.36 (2.03)
Unit-dialysis 2.35 (1.77) 2.29 (1.86) 2.59 (1.62)
Post-transplant 1.59 (1.18) 1.47 (0.87) 1.65 (1.32)

Financial Community

Group

Nephrology Clinic
Pre-dialysis
Home-dialysis
Unit-dialysis
Post-transplant

Marital Areas

Group

Nephrology Clinic
Pre-dialysis
Home-dialysis €,
Unit-dialysis
Post-transplant

Group

Nephrology Clinic
Pre-~dialysis
Home-dialysis
Unit-dialysis
Post-transplant

1.53 (1.07)
2.88 (2.29)
3.37 (2.24)
3.71 (2.17)
1.71 (1.16)

Sex

2.41 (1.91)
3.41 (2.79)
4.53 (2.09)
4e59 (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)

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

)
T 2,47 (2.01%

2.00 (1.41
1.53 (1.01)

Household

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

Two Factor (Group by Sex) ANOVAs,
Illness/Treatment Intrusiveness: Spouses:

Group
E

’ (4.86)
Individusl Areas
Health . 3.30%
Diet ) 1.02
Work 3.19%
Finances . beSTRR
Communlity Activities 2.06
Marital Areas
Sexual Relatioms 2.66%
External Relations 3.28%
Household Affairs 2.28
Division of Responsibility 2,94%
Family Togetherness 2.07

Sex
E

(1,86)

0.01
0.17
0.01
0.95
7.58%%

0.09
1.52
0.02
2.00
0.05

Interaction

E
" (4,86)

1,22
1.15
0.87
0.72
0.96

0.18
0.78
1.08
2.05
0.37

* p<.05 ’
*%p <,01



Appendix VII.

Repeated Measures (Status-position) Univariate Fs:

! Illness/Treatnent Intrusiveness

Fil

-

' (1,76)
Individual Areas
Health ' 33.37%
Diet J 34.26%
Work , 17.20%
Finances ‘ ) 0.68
Community Activities 0.15

, . .

Marital Areas
Sexual Relations ' , 3.12
Diviasion of Responsibility 1.83
Household Affairs G.19
Family To\getherness 0.22
External Relations 0.02

* p .00
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Appg%dix VIII / -

Repeated Measures (Status-position) Univariate zaz
Marital Relations

ST ¥ o

3

e g A\
:

” . i _F_ i
o s " h (1,72)
. \ ) |
Marital Relatjions
MRQ Solidarity 1.5¢ . ,
MRQ Internal Instrumentality 0.05 / /
) MRQ External’ Relations 0.05. ' N
l MRQ Division of Responsibijctty 1.02 /
o MRQ" Sexual Relations 0.07 )
¥ / KDS-15a ‘ 1.35 -
' Locke-Wallace MAT S 1.24
) L Respect for Partner ’ 0.58
. . LY .
; ) : ™7
AN
4
J ~
A\
. ' g
. C

e e (RPN S e b
- R L o -
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Appendix IX'
Repeated Meaaures (Status-position) Univariate Fa:

/

“

Pasychological Wellrbeing

e mermrnre g e s g 7o bR 57 et

i

/

Psye o

Positivo
Negative

ca K ;;-ba;ng

Affect Scale
Affect Scale

Overall Happiness
Rosenberg Scale

Overall Happiness, Partner~-rated

Self.esteen, Partner-rated

SCL-90~R

L]

Somatization (
Depression

Phobic Anxiety
Obsessive~compulsive
Anxiety .

Paranoid Ideation
Interpersonal Sensitivity
Hostility

Psychoticism

PSDI

!

(1,77)

0.23
0.48
0.01
0.59
. 5.87*
1.53
3.85
.0,08
0.32
0.38
0,20
2.60
0,02
0.39
0.01
0.26

-

* p<.05
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. Appendix X d
Marital Relations & Psychological Well-being
Statistics: Nephrology Clinic Group. N
Patients Spouses
- M (SD) M (sD)
Marita]l Relations
MRQ Solidarity 0.93 (0.34) 1.20 (0.45)
* TInternal Instrumentality 0.89 (0.38) 0.84 (0.36)
" External Relations 1.02 (0.40) 1.20 (0.41)
* Division of Rasponsibility ' 0.90 (0.40) 0.95 (0.42)
" Sexual Relations 0.91 (0.52) 0.86 (0.47)
MRQ Total 0.94 (0.29) 1.06 (0,28)
XD8-~15a 0.20 (0.15) 0.24 (0.18)
Locke-Wallace MAT 115.5 (22.8) 110.1 (23.5)
Respect for Partner 6.06 (0.94) 6.28 (0.83)
Paychological Well-being /
PR tive Affect Scale 3.06 (1.31) 3.00 (1.24)
Neghtive Affect Scale 0.56 (0.78) 1.17 (1.43)
Affect Balance Scale 7.50 (1.58) 6.83 (1.69).
Rosenberg Scalse 8.83 (1.38) 8.89 (1.08)
Overall Happiness, Self-rated 5033 (1.28) 5.22.(1.17)
Overall Happiness, Partner-rated 5022 (1,17) 5.56 (1.04)
Self-esteem, Partner-rated ! 5.67 (1.50) 5.61 (1.29)
Dr.'s Rating of Happiness . 5.83 (0.86) -
SCL- 90 R Somatization 0.52 (0.51) 0.54 (0.64)
Depression 0.53 (0.64) 0.63 (0.52)
" Phobic Anxiety 0.15 (0.23) 0.28 (0.41)
n Obsessive-compulsive 0.53 (0.60) 0.58 (0.46)
" Anxiety 0.41 (0.56) 0.43 (0.51)
" Parancid Ideation 0.52 (0,75) 0.64 (0.58)
- n Interpersonal Sensitivity 0.48 (0.53) 0.62 (0.49)
, " Psychoticianm 0.32 (0.55) 0.36 (0.40)
. , " GSI 0.45 (0.50) 0.53 (0.41)
L’/ } 1 7~
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Appendix XI

Do v mn e

Marital Relations ¥ Psychological Well-being
Statistics: Pre-dialysis Group

Marital R

MRQ Solid
® 1Inter
* Exter
" Divis
" Sexua
MRQ Total
XD3-15a
;Locke-Wal
Respect f

tions s

arity

nal Instrusentality
nal Relations

ion of Responsibility
1 Relations

lace MAT . 1
or Partner

Psychological Well-being

Positive
Negatf@e
Affect Ba
Rosenberg
“ Overall H
Overall H
Self-este
Dr.'s Rat
SCL-90-R

3 3 3 3 33 33

.

Affect Scale
Affect Scale
lance Scale

Scale
appiness, Self-rated
appiness, Partner-rated _
em, Partner-rated .
ing of Happiness
Somatization
Depression p
Phobic Anxiety
Obsessive-compulsive
Anxiety
Paranoid Ideation

-~

-Interpersonal Sensitivity

Hostility
Psychoticisnm

-GSI

-

Patients
¥ (8D)

0098 (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)
21.7 (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;g1 (0.51)

Spouses
M (§2)

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)
5447 (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)
Ouhd (0.53)
0.46 (0.31)
0.35 (0.28)
0.16 (0.18)
0.38 (0.22)
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Appendix XII

Harital Relations & Psychological Well- being
Statistics: Home-dialysis Group

K

O S LR ot S RV

Marjtal Relations

MRQ Solidarity
" Internal Instrumentality
* External Relations
" Division of Responsibility
" Sexual Relations

"MR{ Total , -~

. . KDS-15a

Locke-Wallace MAT
Respect for Partner ,

"Psychological Well-being

,
i

Poasitive Affect Scals
Negative Affect Scalse
Affect Balance Scale
Rosenberg Scale

» Overall Happiness, Self-rated

Overall Happiness, Partner-rated
Self-esteem, Partner-rated
Dr.'s Rating of Happiness
SCL-90-«R Somatization

n ‘Depression
Phobiec Anxiety
Obsessive-~compulsive
Anxiety
Paranoid Ideation
Interpersonal Sensitlvity
Hostility ¥
Psychoticism
GSI

A I 3 33 33 3

0.95
1.05
1,05
0.85
0.91
1.00
0.23
121.1
6.58

* e o

*

P00 ON—= N
RO, WY
&~ 00w~ 0\

.05

.89
1.02
0.95
0.18
0.83
0.54
0.27
0.58
0.57
0.36
0.66

PN NN NN PN N
ONOODOOQOCOO

* N)e s e e 9 @

e = O \NRA\NA\N
~\WPO OO N
N N i e s N N o s

(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
¥ (8D)

-/

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)
Led7 (1.61)
5.42 (0.84)
5.74 (0.93)

0.66 (0,59)
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)
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// Appendix XIII
Harital Relations & Psychological Well-being /
Statistics: Unit-dialysis Group ”
Eatients Spouses
- ¥ (sD) X (8D
. . Marital Relations - N
MRQ Solidarity 1.20 (0,76) 1.17 (0.68)
- " Internal Instrumentality 0.99 (0.48) 1.04 (0,58)
, "  External Relations 1.25 (0.61) 0.91 (0.63)
v . " Division of Responsibility 0.90 (0,58) 1.01-(0.47)
" gexual Relations 1.40 (1,11) 1.63 (1.27)
MRQ Total \ 1.16 (0.54) 1.14 (0.57)
: KDS-15a 0.21 (0.19)  0.28 (0.20)
Locke-Wallace MAT 116.1 (27.6) 108.1 (30.5)
; 5 . Respect for Partner 6.72 (0.57) 6.11 (0.96)

Psychological Well-being

(* Positive Affect Scale 3.28 (1.64) 3.28 (1.36)
Negative Affect Scale 1.11 (1.28) 1.06 (1.16)
Affect Balance Scale 7.17 (1.86) 7.22 (2.05)
Rosenberg Scale - 8,39 (2.386) 9.00 (1.23)
Overall Happiness, Self-rated 5,22 (1.26) 4.67 (1.33)
Overall Happiness, Partner-rated , 4.78 (1.70) 5.67 (1.19)
Self-esteem, Partner-rated 5,50 (1.10) 6.22 (1,22)
Dr.'s 'Rating of Happiness 5.50 (0.92) -

SCL- 90 R Somatization 0.70 (0,55) 0.57 (0.57)
Depression 0.73 (0.77) 0.70 (0.63)
. o Phobic Anxiety 0.16 (0,27) 0.17 (0.33)
" Obsessive-compulsive 0.67 (0.37) 0.58 (0.54)
n Anxiety 0.40 (0,40) 0.35 (0.41)
" Paranoid Ideation ' 0.49 (0.41), 0.69 (0.63)
n Interpersonal Sensitivity 0,53 (0.53) 0,47 (0.39)
n Hostility " 0.49 (0.53) 0.50 (0,60)
n Psychoticism 0.31 (0.43) 0.25 (0.34)
n GSI 0.54 (0.39) 0.51 (0.39)
/
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Appendix XIV

Marital Relations & Psychological Weil-being‘

Statistics: Post-transplant Group

Marital Relations

MRQ Soli’darity

" Internal Instrumentality

" External Relations \
" Division of Responsibility
" Sexual Relations

MRQ Total “

KDS-~15a

Locke-Wallace MAT

Respect for Partner ~

Psychblogical Well-being

Positive Affect Scale
Cyﬁigative Affect Scale

Affect Balance Scale
Rosenberg Scale
Overall Happiness, Self-rated
Overall Happiness, Partner-rated
Self-esteem, Partner-rated
Dr.'s Rating of Happiness
SCL-90-R Somatization

" Depression

Phobic Anxiety
Obsessive-compulsive
Anxiety
Paranoid Ideation
Interpersonal Sensitivity
Hostility
Psychotieism
GSI

3 3 3 3 3 3 32 3

.

Patients

M

0.94
0.74

.0.86

0.92
1.06
0.92
0.23

115.5

6. 47

3.35
1.12
7.24
9.29
5047
5.65
5.82
5.12
0.45
0.59
0.08
0.52
0.38
0.39
0.54
0.31
0.28
0.44

Spouses
¥ (8D)

1.04 (0.47)
0.79 (0.39)
0.85 (0.49)
1.01 (0.37)
1.19 (0.95)
0.98 (0.34)
0.25 (0.17)

114.7 (23.09)

6.47 (0.62)

3.06 (1.09)

1.24 (1.79)
6.82 (2.33)
8.82 (1.78)
5.35 (1.00)
5.53 (0.72)
5.59 (1.33)

0.39 (0.50)
0.78 (0.75)
0.29 (0.67)
0.69 (0.69)
0.72 (0.80)
0.50 (0.56)
0.68 (0.67)
0.65 (0.,80)
0.48 (0.62)
0.59 (0.58)
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Appendix XV
Composition of the Demographic Factor

Demographic Variables / o
Sex, Age, Religion, Practicing Religion, Work.Status, Income,
Years Married, Harital History, Family Life Cycle, Years of
Education, Number of Children at Home

Paﬁ;ents - ' Spouses
65T GSI 1 :
Work Status? Sex
Ay . a
Depression (DEP) Religion

Work Status? Years Married

Religion® Years Education
Family Life Cycle? Depression (DEP)
ABS Sex .
Practicing Religion Religion

Work Status® Age

Years Married

Sex
Age Years Education
ABS .
Religiona
. . .~ Family Life Cycle®
. ‘ *  Practicing Religion
b Years Married
( Years Education ,
+ Couples
GsI DEP ABS-
Age” Age N Income '
Religion® Religiona Family Life Cyclea
Income Incone
Years Married Family Life'Cyclea 4
Years Education '
Famlly Life Cyc;Lea
*

adummy coded
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