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CHAPTER 1, . g

THE PROBLEM

e oble

% a Psychiatric admissions are a major problem facing’
the 'health care system today.. The continuing high-rate
of readmissions in the psychiatric pupuiation has one
of-bedome one of the major areas of concern in the
mental health field. scudiegiof recidivism reflect the

-high readmission rate ‘in this populatlon (Bassuk &
Gerson, 1978; Franknn, Rittredge, & 'rhrasher, 1975-
Solomon, Davis & Gordon, 1984; Wessler & Iven, 1970)‘
The vphennmanan of‘risinq paychiatric reaﬂmissi‘ons is

i also well known in other parts of the world (Gillis,
Sandler, Jakoet, & Qic)cman, 1985) . .

Several studies note that of those individuals

readmitted to Canadian facilities between one-half and

* two-thirds were readmitted in the first 12 months after

- discharge (Fakhruddin, Manjooran, & \Nah:, 1972; Wood,
Meier, & Eastwood, 1977). It is estimated that within
six months, 30 to 40 percent of ps;rchiatric ciient‘s )
return; within a year 40 to 50 parcent do sc,-and

within three t:o £ivé years, 65 to 75 pexcent of ¥
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clients return (Anthdny, Cohen, & vu:uio, 1978)., d

Gillis and associgtes. (1985) note peyéhistric

readmi‘ssicns amounting to as high as 42 percent of

total psychiaéric admissions within a one year period.
’ This clearly -guggests that of phos; clients presently
adnitted to psychiatric facilities, approximately '
50 pergent of these clients are potentially u‘t a x;i_s‘k
for readmistion within ayyear.

Of the various psychiatric disorders, depression
has ranked. as one of the mn;_lar’psy&l:hlntri;: di;sorder
warranting read’miesion. A _réci‘clivism rate éf
47-84 percent has been, reported in _ths-l%teratur‘e 4
(Beck, 1967). Acute 'cax-g\gs;}chiatiic. facilities
continue to’admit and readmit individuals suffering '
from depées%ien._ A rggan}: étudy of a large® Canadiaxi
city with regard to lifai:in.xe prevalence of psychiatric
disorders in the community indicatés that one in ten
persons have had an affectiye disardex:, .mos_t of whom
received a diagnosis of major depressive episode )

(Bland, Orn, Newman, 1988). ‘Such high prevalence of

ive di p s‘hithy complex and
challenging task to n{xrees working in psychiatric ~

facilities. . \

o




. As ‘the rate of psychiatric readmissions,
speciticavllylreadmiesion with depressive
sympcma:oléqy, continues to escalate, there is an
urgent need for health care professionals to examine
some of the factors that pay .be associated with the
perpetuation of this phenomenon. This examination may
then assist the cafegivar, particularly nurses, in
1denti£y1ng individuals at high risk for possible
recurrence of depression before the onset of the

depressive episode. In addition to the early detectian

_ of potential recurrence of depressmn, identitying some
o: the contributing factors. mny also have implicakions
for nursing therapy, providing the nurse Ieh a broader

base for-‘intervening from a hollstic perspéctive. 5

. Nursinq care playls an important part in the mobilization

of, individual copxng capacity and in influencing "
recovery ‘from mood disturjances.

* s
Self-esteem plays a central role in most -

psychologicalf theories of iqn. Many

persons experience low #elf-esteém (Beck, 1967 Tennen,

. Herzberger, & Nelson, 1987). Both self-esteém deficits

(Abramson, :Seligman, & Tgasdale, 1979- Beck, 1967; =) 4

Becker, 4a79, Freud, 1950) and q\ys‘inncuonal 5

o
X

~
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self-esteem maintenance (Ailoy, 982 Becker, 1962)
have been posited as critical to the development of
-depressive episodes. . ’

Numerous research studies provida avidenca that

Vdepreﬁsed 1nd&liduals typically devalue thamse_lvqs

‘(Beck, Rush, Shaw & Em ry, 1979; Karoly & Ruehlman,
»1953) and in fact, have an orgnnizad negative view of
self (Kuiper & Olinger, 1986). Recent. reseazch
evaluating the role of self-esteem in depressive
attributional style noted a high correlation between
selt esteem anﬂ dapression (Tennen, et ul.‘, 1987)

-
Moreover, the 1nvestigator's clinicul experiance

as a mentnl health nursa has 1ed to questions about ‘the
existence of a relationship between self-esteen und

" depressive symptomatolcgy In clinical practice, the

i:westigator has often noted that depressed clienta

have 4_-" in self p
gxhibtit_ing a iow self-eet‘een;'uponludmissiun and
ﬁrequgntly during the hospital stay. An essential
aspect‘\of providing nureinq. care involves assessing .
the indiyidual's self-dsteem, how selfdesfeem affects
the person's coping capacity, ahd implementing .
strategies aimed at pre?xloi;ing improved'gelr-esteem in

; ‘ .. i
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individuals. Knpwledge of an individual's selfyesteem,

) thereforé, becomes significant when studying recurrence ¢

i

. of depression. | s N . ;
= Fecsnt research evidence also points tq a LI
e siqniﬂcane ralatio‘nship Jbetween .the famly ' '
( environment, psychiatrie symptpmatoloqy, and relaése. P T ".
" stidaies that have assessed the family system and its e e,
- - relationship gb psychiatric symptomatology in members ’ N Y
PR t that éhe S in tamily i are an ’

expression cf ﬁamily confn&:'ér dissquililjr}iuﬁ\\

. (Bernstein, 1980; Billings & Moos, 1952 I.angsley,
et al., 1968; Tyerman & Humphrey,, 19819. -Several
vof;har research’studies suggest that family conflict,
lack of cohesion within the family, a;d less emphas:is

“on expressiveness by fanﬂly members, are )iighi})(l ) T, i
related to physical symptal;)s, obesi!;y, anxiety,
»dapression, and behﬁyior problems in family members

(Fowler, 1580; Moos, Bromet, Tsu, & Moos, 1979; Moos,

Finney, & Gamble, 19827 Moos & Moos, 1984). - %
. Recent clinical and research ].igerature 1(Ccyne¢ \
‘ ’ 3 &
1976a, 1976b; Strack & Cc_:yna, 1983) rhas shown that ® - -

e
i depressive disorder 'does not occur without the

influence from other tn&drs; it is embedded in a’ . .
cia x .




mam.bers mutuully influence each other 1n a continuouu

precass, 'The hypathesis that people ‘prone. to dapzeeaiun

come from a non—supportive and con:lict-ridden tumuy

,envi 4 hga ad much- i “in !amily

research and literature. .More racently, the litarnture

sugqests that negative £amily 1nteructions may tend to

maintain ar e logy . b

(Coyne, “l(ahh, & uoe‘lih,‘ 1987) . !‘nrthermure, racent

" research findings indichte families of patients with

major depressive disorder.as uopéigtintly showing

1mpaired family !un’cv:t:ioninrq (‘Hi}le:{ Kabacoff, Keitner,
Epstein, & Bishop, 1986). " A '

. In clinical practipe, the investigacor has

1y : clients' zeluting a-

history of a non—!pbortive family environmsnt and a
high level of family conflicts.’ Therafore, an.

understanding of the ,rslationéhip between t:*e‘ tamhy

envi and ve sy tology in a

family member becomes significant and hecessary if

_nurses are aimin/g at developing more effecti: e,

thera‘peut_ic strategies to reduce the recurrence of

depressive «epis‘od,\es among their clients.

complex aocial matrix in which the clianc and family “
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¢ According to existing literaturé) mental health

consumer research has cahcenérated on outpatients; E

méntal health’ onals and r ) have pjia

l\ittle‘ attehtion to tlie'op,ini_ons of “s’hdspitag/ized e X
psyg;uam:: clients in their treatment plan’ (Case, 1983).
Very few studies havé addre ':Q:\ychiatric inpatients'
attitudes toward their hcspital treatmen;"(belaney, o
1984, Wesenberg, 1984). 'l‘o the investigator'se,
knowledge, no research study eliciting depressed
psychiatric clients' prslerences of support And therapy *
exists. Research whiuh acFls t:b the' bady of literature
1n this area is valnahle for tvlwtaasons.\,(l)
present resaarch exists in this area with regard “o the ~
depressed’ population; and, 12) Research on 811 s
opinions and prafsrences for treatmenc have implicatmns
for impravement ot existing mental health services. )
' Finally, any nttempt at underatand.tng and
rscommendinq ways to, rsduce the high x:ate of '
psycm.atric admissions and. amel‘ioration of psychiatric
symptcmatolpgy etfectivel\y, is a worthwhile endeavor,
ashit: may sefve to dacraaﬁe/the damand for resources
'that this populgtion is presently placing on the

canat‘iian health care system. . g
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"He_alth care proféssionals in aéuto'cgre
iis'ychiatric facilities are being confronted. by an>o-
. 1ncreasingly high number of individuuls manifesting
'

deptesaiva symptamatclngy‘

. Recidivism atud!‘es

indicate a continuihg hiqh rate of readmisaiuns of
i depressqd Lndividuals.' This esca;ating rate of o
’ readmiaaions anong, the depressed psychiatric pcpu).at'ian
warrants a clnser look at the tactars sutreunding this |

1 phenomenon. . ¢ i

. ' Beadmissions in the depressive population have ~ "/’

been”shown. to be influ‘engeé‘hy several factors notably
" vighin the individual and' the family systems Of
particular interest are studies on the role of

selt—asteem and the famuy environmant in recurrent

depressive symptomatalogy. Avreview af the 11terat\{x‘s,‘

~ anad’the investigator's clinical experience, suggest a

need, to understand the relationship ,laé‘twseg the

individual's self-ésteem and his/har pe;::cep;ion of the i

nature of the family environment, as it relates to the

Lndividuu's potential of being, at high risk :or

recurrence of depressive symptomatology.
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-also‘have implications for nursing therapy. Necessary ;

and prompt support and therapy including the

’ 1 ' £ . "
The examination of the reladonship of self este:}“ o .
and the famﬁy envircnment may facilitate early -
ldentxtication of an individual's putential for
experiencing a subeququt depressive epi;

Identification of some of the contributing factors may

anclvament: of families in assessment, treatment .
process, and- fcllnw-up, may be provided to Binimize \‘(
tha daqree and number of depresslve episodeg. 2
im aqditicn, this ‘examimation bacomes particularly
signiticnnt il more emphasis is to be’ placed on\ *
maintaining individuals in éhe f%mily and community
settings and assistinq in tha dalive ot community-
based health care. Moreover, if self-esteem, and 3
certain type tot family environment are actual "
predictors of certain depressive e;lwi;odes, £hen noting
these.circumstances wit{hin the cmnmunity‘a}t large, )
hzvlds grea:c/promise' for Emimary prevention efforts. . g
The lack of literature on hospicalized psychiatrics 3 N

clients' preferences, uf support and therap warrants

a nsed to conducc research in this area. Such study -~

muy have implichtions for iluprovement of existing .




méntal haalth serviaas in gsneral, and for' the , i, A
deprasqed adults the possibility ot closek matching of ’
treat.insnt based\oﬂ«client pratetances. Identi!yinq -

preterances ,ot»supper? -and @herapy is deemed relavnnt,
|

" as il: could also provide va‘luabla ’.[ntomation with -

regard to subjects' preterence of tamily as a ‘source - .
&£ support aurihg a depressive ‘episodel ~ 5

P Thi(s stud* 1nvest1gated the ralaticnship between ’
i I )

ive nny and two vari Man | : L

3
it ¥ .

aelf-esteem and nature of the tumily environment,

2 specifically‘ in relation to the dimensions of . . %

cohasion, expressiveness, anq conflict within the
family of ‘éeﬁressed'ad-‘:us. \Thid was done at three
different ‘times - admission am -discharge from a o .
psychiatric facility, and one month post-discharge. ]
e study also elicited fnformation with regard td ‘.
-sul;‘j‘ects\ preferences fnrﬂvédp#acrt or ‘therapy while ~ . =
experiencing a depressive epis‘ode. Th’e study 'wns‘ i

linited to adults disgnosed with an affective m
disorder, who' were depressed upop admisslon to the.

psychiatric !acuity. K . [ 4 " ' A4




A literature review was undertaken to explere t:}z

. <
major variables of the study, namely sglf-esteem,

fanily environment, and % Pref , ana®neir

relationship to depressive symptomatology. /
\Pﬁeciii‘cally, the review aof the literature pertains.to:

(a) Depression and recidivitm, (b).Self-esteem and. /

emptional health,’ (c) Self-esteem and depressive /
- . - . 3 "
/ 2 - symptomatology, (d) Family enwironment and psychiatric * L
— y logy, and (e) T preferences of ’ . .

‘depressive population. -

7 S
Fes: g 3 v W F.A
There is considerable variation in the literature < »
’ with reqarthhe frequency of relapses among -
individuals with an affective disorder. As early as "

1942, in. longitudinal study of 25 to 30wyears

- follow—up, Rennie reported a relapse rate nf 79 percent
(97 ok 123 patients) 1n adults’ with depression. When \
the author included t.hosa‘pa/tients who had_at least

one manic attack as part of their illness; w: the ',

original group, the proportion of relapsed individuals s
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increased to 84 ;;ercent (14‘2 of 170 patients). ' (These
fiddreg do not include 14 patients who committed
suicid® after the first' admissﬂ.o’n or who‘re\iminad "

chronj:cally i11.) According to this author, more than

- P

. =
half of tRe depressed patients had three or mora

recurrendss-of depressive symptomatology (Rannie,\ 1942) .
Lundquist (1945) reported a ralativ’s?y lower
rate of relapse than was noted by S (1942) .
A 49 pe‘rcen“t incidence of r_al.apse was ‘reported among Y
manic-depressive patients, and according to the autﬁor,
.an overwheln{inq pregqndaranc;:'o_f relapses abcgrr:ad in
the first nine years (Lundquié\-., 1925). This study ’
only studied x;xunfc-d;resgive ;atients. Closely
related is a ‘study by Stenstedt. (1952) who reported.a /’
47 pg;:fc;nt incidence of relapse with manic-depressive
patients. ' The literature sulggests that the incidence

/ of relapse:is greater 'among unipolar /de)rnéssed

1ﬁdivid.uals as to the mani e
population.

Several other r;cid‘ivism studies note a high
readmission rate‘in the psychiatric population (Bassuk
& Gex‘son,/197a:,l’ranklin, at? alr, 1975} Gillis, et ul.,‘

1985; Wessler & Iven, 1970). However, -these studies do
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not provide a bx‘Zakdcwn of diagnosti&lly related
readmisslons, thus making it impossible to identify’
the recidivism rate in the depressed population. .
The importance of c:;nsidering a high relapse rate

among the depressive population is highlighted by
studies of psychiatric readmissions in Canadian
facilities. These studies indica'te that between
one-half and two-thirds of readmissions odcur within
the first 12 months after discharge (Fakhruddin, et
al., 1972; Wood, et al., 1977). Part of the

" readmissions include dindividuals suffering from &
dspz:essicn, thus suggestin.g *early relapse among the

depressive population.
- ) ¥ 4
Self-esteem and enmotional health

The literature demonstrates a r‘elatj,onship} between
self-esteem and the emotional health of individuals. -
The relevant|literature review of self-esteem is
presehted here. ¢ e

Lynch (1968) conducted a two part descriptive
study to examine the relationship of 1ntgnse"human .
experience to ‘psychological openness “ana se1d concept.

of relevanc;hera'is the second part of this study




which involved 54 selected subjects (from an original
sample of 217 unonymously se‘ectad adults) whosu .
self-esteem was examined in relation to the effects.

of the subjects' most intense human experience. The
‘self-esteem was prrne by the Total Positive Score
(Total P Score) on the Tennessee Self Concept Scale
(Fitts, 1965). The effects of the intense human F
experience were categorized as either an Opening Eftgct
' (reducing detensi;lqnéss and 1ncraas.ir'1g the readiness’
for -additional experiencing) or a i;z.oaing Etfect’

(incréasing , wi

jal, nnd nvoidance)
The jindlngs of Part II of Lynch's (1968) study

damonst}eatsld a significant relationship between
self-esteem and psychological openness.. The majority

- of the subjects whose exper‘iences .wera Judged z;s *

opening had significantly higher P Scores than those

for whom the effect of an intense expari;ence was

ing. Twenty-two of the 27 subjects with high

f~esteem reported Opening Effects and only five

subjects reported Closing Effects. Of the 27 subjects
with lower P scores, only t}{ree reported Opening
Effects while 24 subjects noted their experiences as

Closing. Lynch's (1968) work dehonstrates a strong .

o
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‘relationship between the degree of positiveness of

self-esteem and the effects of previous,significant

experiences.

Wargas (1968) has provided further evidence of the

relationehip among self-esteem, positive experiences,
and psychological health. The study was ccﬁducted ‘on

90 male college . The self: £ of the

students was measured by the Total Positive Score
(Tota{ P Score) on th‘e‘l‘ennessee Self Concept Scale
(Fitts,£1965). The positive ’exper;enf;s were measured
by the Positive Experiencing and Behavior Scale
(Puttic}c, 1964) . i’sycholog\ical health was measured_t‘:y

ng to simul: 1y test sevet:.al different
checratilcal approaches and criteria rsardinq the
characterigtics of an emotif:nally healthy person. The
instruments utiliz%d £ measure psycho‘loglcal health
were: 1) Tennessee Self Eoncept Scale or TSCS (Fitts,
1965), 2) California Psychological Inventory or CPI
'('Gouq!i, 1957), 3) Fundamental Interpersonal Relations
orientation-Behavior Scale or FIRO-B (Schutz, 1966),
4) self-Disclosur‘e Qugstionnaire (Jourard &, Lasakow,
1958), and 5) Tape recordings of subject's

salt-@isclbsure, and doninant voice q\]élities such as -
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pitch, loudness or t_empo (Markel, 1965).

Acz;ording to Fitts (1965), the individual's self
concept is related to emotional health or :
self-actualization. Gough (1957), on the other hand,
fccuses upon a set of peraonallty and behavior truics,
and Schutz (1966) focuses upon intarpersonal bahav!fr
‘as indicators of emotional health. Jourar& and Lasakow
(1958) focus upon the individual's ability to disclose
oneself to others, and Markel (1965) upon voice
qualities, as indicators of a healthy personality or
an emotionally healthy person. .

The. findings of Vargas' (1968) sf.udy showed 'the
eamé aubjects as: acquirinq a h,{qh level, or better-
than—averaga 1evel, ot amotionul adjustment on each
‘instrument utilized. The study also noted that thosé
subjects who reported the highest frequency of positive
experiencing generally had healthiet personalities than
subjects reparting mediun or low frequency of pbsitive
ﬂxperiencing. ) !

E‘urthemore, there vere siqnificam;ditferances

- noted between subjects who experienced high incidences

“of - pnsitive experiances and those who exparienced low

incidences of positive experiences. WNot only did the




high group evidence significantly more positive
self-esteenm, but on all four- 'rscs subscales which
measured vaﬂous toms ot emotional mal:unctinninq,
these subjects were depicted-as operating on a
healthier 1eval.» These data support the position
that selfresteem and level of emotional health are
significantly related to each other. Vargas' (1968)

study demonstrated the existence of a relationship

positive ir 1 experiepces, positive
self-esteem, and positive, emotional health.
Evidence with regard to the relationship between
affect and self-esteem is available in 'several studies.
’ Watson'and Clark (1984? \ccrlltribute to this issue in a
review of what they tedm Negative Affectivity (NA).
These authors interpreted NA as a mood-dispositional

dimension that reﬂects individual differences in P

n&gative emotionality-.and self—concept. They argue

2 that individuals high on NA are particularly

B ibleto 5, to self- ; Poor *

. salt-astesm und nega\:ive mood states are highly related
bacause of a tendency to dwau on and magnify mistakes,
disapgoinments, and threats. In support-of their

thesis,sthése authors examine‘d'a wide variety of




n;easuras of anxiety, ion \and maladj as’
representatives of negative affect. Individuals high
in NA were shown to feel more dissatisfied and
inadequate than did those low in NA (Watson & 61§£k,
1984) . : i g
Follow‘inq the work of Watson and Clark (1984), an
attempt has been made t:o test several hypatheses with

regard to self-esteem and asscciatad ‘hffect. Lorr und

Wunderlich (1988), recently reportad a study .on 5 )

self-esteem and negativa affect. These uuthorg
designed a bipolar Profile of Mood States (POMS). to

measure six bipolar mood stntes. Composed-anxious, '

le-hostile, elated ’, congident
ienefge&:ic-tired,, and clearhea:liéd-ccntussd, of 102 male
high school students. ' s

The study supported that individuals low in
selt—esteem reported greater Negative Affect (NA)
than those high in self-esteem. (The means were 41.53
and 32. 16 for the Low and High. groups, raspectively )
Negative Atfect was defined as the sum of scores on R
the half scales for anxiety, hostility, depression, :
self-doubt, Eutig\-xe, and' confusion. :.[nterestinglypg.he
correlative hypothesis stating that individuals high

‘e

" “m




lit3rature review is" presented here.
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in salf—estgem ‘rap;)rt 'qreater Positive Affect (PA)
than those low in self-esteem was not supported.
There was no significant difference with respeéh to
PA among the High (N = 57) and Low (N = 45)

groups. (The means were 67.96 and 64.36 for the
High and Low group, respectively.) Positive Affect

was defined as the sum scores on the half scales for

relaxed, agreeable, elated, confident, energetic,

and clearheaded.

Self-esteen and ive loay

The 11terature‘suqz¥;ests a relationship between

self-est n’ and ve symp tology. . Pertinent
A study by Fitts (1972) provided data on 104 '
patients diagnosed with depressive reaction
(Diagnostic and Statistical Manual of Mental'Dism.cders,
American Psychiatric Association, 1952), who were .
administered the Tennessee ‘Self éoncapt Scale ( CS.) .
The 'findings of the stud‘y indicated a very
heteroganéous group as evidenced, By the ranges of
scofea_qnd large standard. daviations. However, when

examining 1ndlv;dua1 p:rof:llgs,\ the qro}xp appeared \

g




more ‘hon'jogsneou'a‘than was first Apparant‘:’. Only four
subjects (3.8%) had préfiles similar to the normal )
profile of the TSCS. These subjects, plus 18 other
subjects (17 3%), acco\mtad for the 1arqa group
varianc_es. The majotity of the group (73 9 %) showed
similaritiés on mahy of the scores, For exampls, -
98 pexcent scored above the norm_on the Number of
Deviant Signs. Score (NDS Score), indicatinq "dgp\;iant"
self conc;pt, and only 10 pexrcent scored abo‘fe'th'e- )
nom on the Total Pusitiva Score (Tota]. P Score) , R
reflactinq low self-esteem. ) ;
“Laxer (1954) investigated changes in the
\ pélf concept of na\‘xrotiq dapraesive and .other
psychia’izrimpatients. The. findinqs of this study .
_ indicated that the dsprassivea exhibited a 1ow )
self concept on afmissigh to a hospital and movéd
to a higher self concept at the time of discharge.

A recent research studb emphasized a high

correlation ‘ween self and ion!
Tennen and Herzberqer (1987) studied deprsssian,
self-esteem, and attributional style ct 109 male and
female undergraduate.students. "According to thase

authors, self-esteem not only may be an 1ndicatox' of
\ S




i psychiatrié patiants.(ls women and. 10 men) from. an
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susceptibility‘to depression, but rather vulnerable

self-esteen (instead of low self-esteem per se) may be

more often a significant precursor of depressive

episodes. ‘The , did not elabc e on

what constitutes "vulnerable" self-esteem.
v

study con by Tennen and
B

} agseciates (1987) also highlighted the significance of

self-esteem ‘depressive ‘phenomena. These authors

studied a clinical sample of twenty-three adult .gb
inpatient psychiatric facility, for association between

of dep ion, sel , and attrihucienal

‘style. ‘an important tinding of this stuqu was tha

ion'and self-e o

sé}eng ussociutinn
' There was a-high correlation between depth of
depression and levi;.l of selt-e;t em. Th'is corrélation
was as high as-the 1nd1v1dual scale reliabilities,
reflecting differences in the role of self-esteen for
/

1d compared to severe dep}assinn (rather than

statistical artifact).. (The'study employed the .

"

Beck on I ory and the self

concept Scale, fcr maasures of depression and &

sel f-esteen, respectivaly )
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Family, envi and psychiatric loay | 3 .5

o ki . [{
The literature points out the significance of the °. =

!amiiy >in intlu'encinq the health and wau;bélnq of the

tamily members and consequently its lnynlvemant in

A

psy ©’ 8y studies associate

1bgy .
relapse of ﬁsychiatric aympt:ema’tequy with individuals - s
who, perceived t’heir family envi}conmant as rconsi_stin'g of

less £ami1y cuhasioz 1léss expressiv}eness within. the .
t‘amily, and a hiqh level of conflict and control 1n the
family (Moos & Billings, 1982; Moos, Finnsy, & Clan,
1981} Moos, Finney, & Gamble, 19827 Moou & Moos, 1984). ) W

Vaughn and Latf ,(1976) 1nvestiqnted the ettacts of i

g ) :
aepzessaa patie’nts, and found that depressed patierfts “ ,
. x:{_,ere nmuch more sensitive to’ driticisn_l. Depr‘essed -
J k
: - ) 5 ’
patients who were criticized by relatives upon their r

return home, were three tlmas more likely to re}apsa
in nine months thun those patients whose relutlvas
Hooley,

were less critical of them. rley, and

,Te'i'sdale (1986) , hore recen&:ly replicated the

association, found by Vaugh and Leff (1976). In their =
study, 59 percent of the patients with -a critical

# -
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.spouse relapsed. These authnrs conclude that depressed

patients may have even less tolerance for crlticxsm

, than sahizophrenic patients.

These two studies clearly suggest a critical
family environment as conducive to the recurrence of
depressive ymptomatology. In additién, it has been ®
mnre recantly suggeated that negative family
1nteractions may tend to maintajn or exacerbate
depres‘sive symgtomata}oigy (Coyne, et al., 1987).

Miller and associates (1986) examined the family
functioning of :{ve‘psychia'tx:ic groups (Diagrostic and
Statistical Manual of Mental -Disorders, DSM-III,
Ameri‘can'Psychfatric‘;\s‘scsication, 1980): categories
of majox.—r déprsséiun, schizophr:enia, adjustment disdrder,
alcohol depéndence, and bipolar mania (I!'% 86) and a
qr.,cup of nonclinical familigs (N = 23) using the
patients' and Eami\li member;‘ self reports. The
resulég of the study indicated that families of
psychiatric c patients reported significantly impaired

family functioning when compared to nonclinical

families. A unique :inding of this study was that

‘families of depresséd patients showed more severe

and consistent impairment than families of other




E - ‘diagnostic :groups’ (Miller, et al., 1986).' \ '
oy Studies of pa;:ticulu: signiticance‘ are those
which have assessed the nature of the social climate 3
i * of fa}nilies using the Family Environment Scale (FES),
A (Moos, 1974; Moos & Moos, 1981), thus providipg '

‘uniformity in the dimensions of social climate
* examined. N
- . Fowlen (1980) cxamined the relationship between ' it
early displays of behavior problems ‘amcng
pre-kindetgarten children and the tamily environment as
* aBsessed 1B months later wlth the Family Environmant
Scale. Problems suuQ\as dsvalopmentul delay, and, * B
speech and language deficits in thesa children were
g‘ ' associated with tHe.mothers' réports of a less oohesive ¥
family environment. Horaovexf, signs e’t shyness and
“¥nxiety were ass_oy,i!ted ‘wit'}} less organrzatlpn and
control. The study also noteti behavioral displays of
aggression and i:ostilﬂty to be related to a less
cohesive family strut;tu:e.
. © °  Tyerman and Humphrey (1981) studied the family \
envlrunmentlof adolegéents referred for. uutpatienp '
psychiatric service_s (N = 24) and of‘adcleacenté

s
individually matched on demographic and family status

- ,




t2s

.
characteristics (N = 24). The findings of the study
showed the family anvironments of the adolescent

patients (those referred for psychiakric treatment) as
. 2

being lower in cohesion, iveness, i
:and intellectual-cultural and active-fecreational
orientations, and higher on conflict, than those of
mntched ccntrcls.

Similgr results were seen in another study

by these on a group of adolescents &

z'ef?rx:ed for psychiatric tre,atment and a
demographically matched ccntrel group (Tyerman &
Humphrey, 1983). Lower‘:amily cohsslon was noted in.
—-— » R . L - N
families of adol ‘for than &

A 8
- ‘ —
in those ‘of ‘ifatclied controls. In agdition, these

researchers noted that adolescents who perceived
greater family cohesion were likely to report fewer
physical and emotional symptoms. The combination of
high life stress and low" zaﬁily support was very
strongly 7x'ala1‘:ed to adolescents' symptom complaints.

Moos and Billings (1982) have examined sympto‘ms‘
of emotional dis;.urbance in children of relapsed and
' recovered, ulcbholic.patients, and that of matched

controls, in relation to the family environment. The '
’
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study identified three groups: two groups of patients./
(recovered and reltg;ed N = 51) from a larger
sample of persons whoiwere treated for a].cohelism in .
an urban sstcihg,umd ohe group of aociademngrnphically
- matched (for family size and age, ethnicity,
aducation, and religion of partners) controls m = 51).
The families with alcoholic members were, studied
six mpnths and two years after treatmént, thus notin’q’
the distinctio‘n between relapsed ‘(p = 23) and recovered

(n = 28) alcc‘:hblic patients within'thi# time period.

The fanily envi vas ass by. thie ge of

the huaband's and wife's perceptions ef the ten

dimensions of the Family Environment Scale (FES). “The

© time of administration ‘of the FES is not noted for a].l

Tﬁree qrf.xups (ret_:overed, n = 28; relapsed, p = 23;
community control, N = 51). = )

The findings of the study indicated more emociunal
problejns, especially depression and anxiety, in
children of families with a relapsed alcoholic member
than in children of the control’ families. There was
more than twice as much reported disturbance in the
relapsed (52.2%) as in the control (22.9&) or recovered.

alcoholics' families (112.3&) . The health and




functioning of child?’en from families of recovered
alcoholics was col:parablé to that of children. from’
control families. . .

'The nature of the fa;nily envirt{nments,_ as reported
by the individuals and their ;pouses, differed for all
the groups (relapsed alcoholics, recavsr:ad alcoholics,
and control fami{ies) . Relapsed algoholics and spouses
reported less cohesion and expressiveness, including

less is on i achi '

intellectual-cultural, moral-reliéiauq, and
active-recreational orientations, than t‘ihat reported by
recovered alcoholics and their spou;es, or by partners
of control families. In addition, parents in the
relapsed group showed less agreement about their family

envi: ing i incongruence among

partners.

These findir;gs thus denote that children in a
family environment which is less cohesive and '
expressive, *and hasyless emphasis on independence’,
achievement, intellectual-cultural, moral-religious,
and active-recreational orientations; and increased

pareﬁtal_ incongruence in relation to perceived family

environment; demonstrate increased emotional problems,

[




.,

alcoholics differed 'siqnificantly,

especially depression and anxiety. '.\‘he study also
estabushes that children .who-were locaQ:ad in ccheuiva,
wall-arganized families with less conflict 'and less
parental incongruence simwed better emotional

adaptation.
It is relevant that dimensions of the family
environment appear to be slqni.ficant predictors of
children's sympcoms. In additiqn, it 'is talevunt that ~
family enviroﬁment could have lalso been a factor in
ths relapse of persons treated praviously for
ulcoholism. This Ls\cle-arly demonstrated by the fact
that the family envircnments ot relnpsed and recwered
‘The literacure_suggeéts the emergence of a trend

N
in the family environment of members.with psychiatric

>problems. When compared to normal families; distressed " |

tamiues are lower on caheeion, expressiveness,
independence, and im:ellectual-cultural and
activerrecreational orienta?‘.ions, and higheér on
conflict ‘and control, as measured by the Family
Environment Scale (FES) (Moos & Moos, 1981).
N

Severai—résearehgrs have found similar-results

with families experiencing emotional disturbance in its
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members. For exampl\, Scoresby and Christensen (1976)
in studying clinic (seeking help for family problems at
a university cqunselling clinic) and "non-clinic"
families (not seeking help at the clinic) reported that
clinic families were lower on cohesion, expressiveness,
and crganization, and higher on ccnfllct than

"non-clinic" families, using the.same scalq.

in (1980) a study with kibbutz : -
families who had at least one member in .psychiatric
tr'eatmen; and those who had no family member in
treatment. In general, the findings showed that the ‘ & .
bfamil*.s with a member .in traatn;;nt were ;ﬂgher on
* conflict and ccntrol, and lower on cohesion and
organization. Similar results are noted by White
(1978) in a study of schizophrenic patients' (N = 20)
percaptions of family ralutionships. These patients
percaived their families to be low on cchesxon,
1ndependence, achievement orientation, and
moral-religious emphasis. .

. «

. In axunininq the family environment of depreéssed
clients, Billl’ngs and Hoos (1983) again reported
similar results. Families with depressed parents

experienced more conﬂict and less cohesion, less
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expressivenes’s, and less organization, and were ;eau. o

likely to ize 1 e, acti ional

and moral-religious orientations. These research
s‘tudies’certainly point to' the emergence of a 5
particular type of family, environment as ic‘reiata's
to psychiatric symptomatology in family members.
",# The literature also demonstrates significant
correlations between FES subscales and demogruéh‘ic
‘variables such as family'sizé, l‘rsbrenta' age‘and
education, type of family (muclear family or family of
origin), and stage of family davalcpmant (Moos & Hous,

1981; oliveri & Reiss, 1984). © . o

A rscent Btudy was on tamily envi
and family members' mental health and quglity of life.
Rhoads, Ainlay, “and Sensinig (1980) obtained information
about family environments on a commur{ity sample of
189 indivit?ua}s (one per SAmily)v and related it to '_
indices of gositive ‘and négative mood, self-rated mental
health, "and quality of life. ’ pn;:e again, cohesion and’
_\ expressiveness were considered most’ highly rglated to ’

psycholoqical well-beinq. In addition, cohesion 'und

satiqfaction and perceived t1ife.
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of depressive population
There have been no studies currently in the
literature that specifically address hospitalized
Qe clients' of support and \

therapy.. There have beep v_er)'y few studies of
psychiatric inpatients' attitudes toward their
hospital treatment. Two relevant studies from the
1iterature review are presented here. ) /

‘ Wasenbsrg (1984) explored psychéatric inpatients'
uccif.udes toward the major forms of :551: treatment.
Four- Semantic, Ditfemntial scales (Valuable-Not Valuable,
Effective-Ineffective, Sincere-Insincere, and
Depéndablg-undependable)‘ v!e:é used to assess attitudes
of 200 peychinteis inpatients tovard seven iypesiof
treatment providers (Psychiatrist, Psychologist,
Social®Worker, Nurses, Aldes, Activity Tl‘lerapist,

Other Patients) and six types of treatment (Medication,
Ward Environment, _Conversaticns with Psychiatrist,
Contacts with Psychalog.ist; Contacts witﬁ ‘social Worker,
Activities). An 'ops_nl—‘ended question asking. for
.suggestions ‘for impro‘}e/ment was included. ’

4 .

' ' b

88




Tn general, patients rated psycholégistl,
social workers, and ‘nctivity‘ théi-apists syiqniticuntly . . ~
nore positively then they rated psychiatrists, nurses, %
aides, and other patients. Contacts with pe{‘vchnlogiatn,‘” -
contacts with docial workers, and activiéian were rated
significantly more positively than were convnx;satlans‘
wleh*-psych'iatrists’, medication, und: ward environment. -— '
Caunseling was rated more positively than’ were other
psychuloqy cont:acts. There were no major ditfasences
on’'sex or 1ength—o£—ﬁtay. Taking’ qualitutive data %
into a::coum: Wesenberg (;984) notes that the reths .

fit the rollewing pattern: patients preferred ’ ¢

-non-; ical “ and £ .intern ns of s
relatively 1nnqer duratiun. non-compassionate_ and
restrictive treatmem: wgs not preferred. : i
In a study to ascertain why particular treatments

' achieve therapeutvic re‘levan(‘:e, Delaney (1984) axplnred_ﬂ(
psychiatric patients' perceptions of the significance

of treatment on short-term psychiatric units.
speciﬁcally, psychiatric patients were asked to

discuss their attitude_s towards their illnesses, past
ert‘orts to cope with thenm, l:ow they per’cgi‘}ed specific " =

* therapies and professional rela‘tienships, and finally,

P



how they viewed discharde and discharge readiness.
Data for the sl:udy (Delaney, 1984) were collected
on three Ehnrt—tem psychi-atrlc‘unitg. Two methods of
data qolle}:tion were utilized: participant observation
and unstructured intarviews. Throughout the data
collection, px'ovisional hypoﬁxeses were postulated and
then purpceefully explored for building a dascri_ptive
model of patients' perceptions. Conclusions were. Pase’d
‘‘on 35b hours of participant observation and 48 patient
interviews. . ' 4
3 Findings indicated that patier&s view treatment
experiencges' in xelation tao their nead to raatnre a
sense of control in’ their liv_es. Most respandents had
receptlly expez‘ignce‘d a disrupcion_in th_eir lives that
challenged them to put their life (mood, thoughts,
emotions, ‘o:‘ mind) back into dquilibriim. Consequently,
pa:i;nts formulated a definition of control ‘and a

route .to regain control.. Routes to reg'ain control

7/;;a-n§edf£1£on!_medic§t\ion to 1life style changes. In

.- discovering how patients planned to regain édntrol,

their responses to treatment were, c'ln\rified.
L:ssentially, ‘the treatment program was viewed as

eneficial if semawhere ih it's’ offerings it included




. ol
an intérvention which meshed with patients' plans for

regaining control. i .
The diverse résponse of 48 patients to peychiatric
treatment, in this s‘tudy,’ is a demonstration of 'the‘
ha&erbgenéity of patient populations on short-term '
(psychiatric units. The lac¢k as a cpl:[.activa response

"to treatment holds implications both for those

ng P and those plaﬁninq nursing
. N ‘ ' . .
care.

il J &
\

one's self-ésteen and emotional health (Lofr &

: 'underlich, 1985‘; Lynch, 1968; Vargas, 1§6€)£ . .
Research orf 'se‘lt-esy,e'em reveals considerable’ data
’suppnréing suck{ a contention., It was noted that !
persons with positive self-ssteem exhibited healthy
personalities and had a hig}‘x trequen-cy‘ of positive

‘ experienc‘ing and ‘opennéss in interpersonal ’
interactiolns.' conversely, peraonﬁ with ‘negative -

self-esteem reported having a high frequency of

negative expgriancing, more cl or

defensiveness in. interpersonal interactions, and felt

\  The literature demonstrates a relationship between’
o .
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more dissatisfied and inadequate.
The ‘literature denotes a relationship between

self-esteem andrdepressi\m. _Earlier research indlcates

depressed imuviduale as exhi‘biting low self concept .

upon hospital admission, moving to a higher self

_ at time of di (Laxat, 1964) It has 3
; also been that dy ional self
.maintenance is critical to the development of - i

depressive episodes. (Becker, 1962 Alloy, 1982). More
recently, a high correlation has been demonstrated
o oot between, the depth' of deﬁressinﬁ aﬁd level of
) _self-eséeem, reflectiz‘xg differences in the r‘cnla of 3
. . - salﬁ-eéteém for mild compared to severe depréssiﬁri'
(Tennen, ‘et al., 1987) =5, # .
There appears te be an emergent trend in the
tamily environment of persons with emofional prchlem’s‘ .
Family conflict, lack of cohesion within the family,

and less emphusis on exprasslvsness by family members,

have been highly relntad ko physicul symptoms, obesity, '
anxiety, depression, and ‘behavior problems in famﬁy
mambe?s. Purthémore, relapse ‘of psychiatric
symptonatology has heen associated ‘with a family

environment copsistiné of less farﬁily .cohesion,
o . Z . b -




'Hwever, in general, clients viewed triatmant H

less ex"pressivenesg within the tam;ly, and a high .- ] ' . .

level of conflict and control in thé family. .

Negative .gumily'interaccionshave also been implicated

in che ma or

on of dep ive L
symptomatolcgy .
The -'literature 1ndicates diversity in the

traat‘.mant pre:erences noted by psychiatric clients.

experisnces in :elation to their need to restore a

" . sense'rof control i‘n their lives and identified .

ways that they perceived would assist them in

regéih{ng this control. 'Psychiatric clients also

preferred non-medical and
“interactions of relatively longer duration
(non-compassionate and restrictive treatment was

not preferred). There were no studies in the

literature eliciting i iof on p \_4 of
support and therapy in tha depressive populution
alone.

The 14

implications’ for the present study.

review has *

‘First, since

the literature suggests a high correlation between.

low self and ive logy, it




is valuable to explore wheth;r any changes iq
A selt-esteem'aral ’relatsd to changes in depressive
synptomatology during hospital stay and folldving . .
dischurée. .
Secondly, the literature implicatfs

critical family énvironment to be tonducive to the e‘

. of ive ogy, and B
néqatj]ve family interactions as’maintaining or i
7 5

ive tology. The

1i;.erature further suggests that family vc‘unflict,
lack of cohesion and less emphasis on expressivgriess
\ ¢ within tﬁe family as being highly related to
“ depression. ' It is therefore relevant in the
Ppresent study to Aexamivne‘ the relationship between
* the dimensions of conflict, cohesion, and =

expressiveness in families, and’ depressive

y in family = i
2 '

ymp

Finally, the literature indicates psychiatric

cliiis' preference for treatment that helps to
' rest

2 a sense of control in their lives, and

preference for non-medical and
interactions of longer duration. It is important -

. ‘to elicit information with regard to support and

«“ v




therapy preferences of individuals in this study,
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in order to know what depressed adults perceive

as critical in assisting then to'alleviate thelr

symptomatoloqy and regain a sense of control in

their 1ives. ' 1In adaition, this information is

valuablp in, providing implicatians for lmprovinq

mentul health services and ptcviding treatment -

based on the client's preferances.

1.
-

D_ennimx;.u_’r.em

The following terms were used throughout the

.investigation.

Affective di 3 y logy ized

by a primary and preponderant disturbance in ‘mood,

as. reflected in the criteria established. by the"
Diagnostic and Statistigal Manual ot Mental
f}.sorders (DSM-III, American Psychiatric
Associhtion, 1980). .
nqgg: A perv}gsive; and suétainaq emotion thét,
in thg extreme, markedly colors one's perception §
of the world (Stone, v1ssb) . i

-
/




ive tology : e of

self-reported symptoms on the Beck Depression .

Inventory (BDI, long form, Beck, et al., 1961)
(see A{!pendix A), as evidenced by a score of
15 or above. '
Self-Esteem: The overall level of self-esteem as
reflected in the ToFal Positive Score (Total P ¥
s.cnre) on the Tennessee Self Concept Scale (TSCS),
Counseling Form (Form C) (Fitts, 19;5) (see L
Appendix B). e

Family: A primary group whose members may be
related by blood, marriage, adoption, or vmutual
consent, who may interact through certain familial
roles, and may create and maintain a common
subculture (Stevepson, 1977). .
Family System: A group of interrelated people

or "parts" which interact and f‘orm a family; the

family system contains 'subsystems and is also a

of the ty. (Norris, Kun 1y
Stockard, .Bhrhai't, &s‘}’lswton, 1987)
Cohegion: The deqree of commitment; help, and . .

suppo:t fanily members pxovida for one anathet as

measured by specific estions on the .Family
# (
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Environment Scale (FEé), Real fami}.y (Fom R,
Hoos, 1974)- (see Appendix M).

Expressiveness: The extent to which' family
members are encour§ged to act openly and to
explrasg their feelings directly as measii'r/éd by
specific questions on the FES, Form:-R (Moos, 1974)
(éee Appendix M) .

conflict: Thé“amount of openly expressed anger "y
'agtasuion and conflict among 'tumily members as
measured by specific questions on the FES, Pol‘m R

(Moos, 1974) (see Appendix M).
i

Theoretical Framework

This study was guided by aféheoretical framework

consisting of: (a) self theory, and (b) gener;l systems

theory. A conceptual model derived from these theories

provided the basis for this stﬁdy.

Explanation of the Study's Model

The conceptual model for this study (Figure 1)~

ifcorporates the t;} theoretical frameworks:

(a) self theory, and (b) general systems theory, and

combines them to elop a conprehensive theoretical
oo L

n .

) %
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SELF-ESTEEM ! - ! conFLIcT
. v !

!

s,

~  Figure: 1: Conceptual model depicting the relationship
between self-esteem, the individual and depressive
synptomatology, and the family environment denoting
the dimensions of cohegj.om expressiveness ﬂnd conflict.
. i !

>




perapective that ‘was used as the basis for this atudy.

* Self concept has a powerful influence on humun
behavior and lnterar.:ticns, and hence is both a central
and significant varisble in the individual's health and
well-being. Of particular Vintere’st for this study is
e Fole 6 melt-estess An depx.-essive- symptomatology.
Theretore, for the purpose of this study, the
individual's overall level of selt-eataam was ised in'
this mode]l. '4 ,

In this mudel_, all coml;onents mutually interact ’
and infige}lce each other. The individual is viewed as -
an integrated open system (depicted as kt’:hev shaller
circle made 4p of* broken’ nna;a) in a ’stgée of constant *

exchange with the environment, in this instance, within

the family system. Tﬂe c p of i

interrelatedness, and complexity of interactlﬂon patterns <
. betveen the individual and the €apily allow changes in

the re}atinnship’ dimansioss,‘ particularly the extent of

cohesion within.the tn‘mily, the nmoﬁnt of expressiveness
among men.'mers, and the level of conflict bétw;ee‘n fanily
menbers. '

The th ical tive adopted for tMs study

provides 'a more comprehensive view of the individual
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»
and the role 3: self-esteem and the family
relationships djmensions (cohesion, expressiveness, and

conflict) in.depressive symptomhtology.

Self Theory

Self theory evolved as a theoretical school from
the works of Lecky (1945), Rogers (1951), Combs and
Snygg (1959), Wylie (1961), armd others. Self theory is
;trongly phenomenological in nature'and is based on the
general principle that a person reacts to his/her
phenomenal ;I_Dl‘ld in terms of the waf he/she perceives
this world (Combs' & Snygg, 1959). According to -this )
theoratical approach, probably the most salient feature
of 'aach person's phenorienal world is h{s;her own self -
the self as seen, perceived, and experi,enced by
oneself. This is known as the “perceived self" or the
indivildual's _self ‘concept (Combs & Snygg, 1959).

The ‘term 'self concept' is more commonly used than

the term 'self', since one is not always aware Of the

) absolute, true or actual self but only of the concepts

. and percept':ibns one has about himself/herself.
Self'theozy holds that human behavior is aldays

-meaningful and can be understood if one could only _

£
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perceive the pax:san's phenomenal world ug the person
himself/herself does. Since perceiving any person's
phanom"e‘nal world as the person himselt/her;qlf does,
is impossible, a close ‘approximation capfbe to measure
the individual's "perceived self" or the person's
'self concept' (Fitts & Richard, 1971, p. :).» The

importance of self concept is illustrated by the fact

that not only is the self cb the most inen
aspe'_‘ﬁ’ of the indiw;idual's Phenomennl world, but it
also tends to H; the most ata‘bla feature (F:itts &
Richard, ,1971,' P. J).' ‘The ‘person's envirqmnent is
constantly shifting and changing but the self concept
s ralutivel;, fixed ‘and stable. . ; )

. self (:heary also holds' that thg self concept. is
the frame of reference through which the individual
inte}acts with his/her.exterfla_l world {Combs & Snygg,
1959; Rogers, 1951). Thax:e‘fare, the person's .

self concept becomes a powerful influence in human

behavior and i Stions. If self is a means
toward better undar‘atnndiqg é: human behavior and

interactiona, it further inplies that self concept is
both a central.and significant variable in the '

individual's health and well-being. Of particular




importance then is tha role of self concept in

influencing one's mental health and consequently

psychiatric” symptomatology. 7
Furthermore, as is purported by self thedry,

human behavior is always meaningful and can be ,

understood if pemesved through the person's phenomenal

world. Ona'n choice to seek treatment and the type of

pport and pr sought, is then, guided -

by the person's’phenomenal world and based on how

helpful the person ia‘e/réaivas the: therapy will be to g

‘him/her. Thus, self theory provides a useful T :
cal wi¥en ng to identify and

understand an, individual's preferences for therapy and

support with reference to mental health care. \

General ‘systems \-_he‘ozy has been applied with
increasing frequency to the study of individuals .and
families. ’l'hl_s prcl.ita-rution of systems information is
alse evident within the nursing literature. Gener%l °
systems checj;y was developed by Bertalanffy (1967, 1972,
1974) who ‘defined it as "a discipline concerned with
the general Vpr‘)aperties and"uws of 'systems'" (1967, Ca

iy
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p. 69). . " <
Gene/rai sms theory the of '

open system (Bertalanffy, 1967). An individual i
Viewed 'as an open system in a state of ccnésant
exchange with other systems as well as the environment.

The family can also be \.riewed as an open social syscem

composed of a structdral mplex of elements among

which there are patterned irlationships.
. mrthemoxa, the theory, advocates three impcrtant

characteristic properties as they' apply to stems.

These churucteristic properties includa. (a) whoidhau,
(b) nonsummativity, and .(¢) equifinality (Bertalantty,
1967) . e ®

e Hholeness: I Tpe concept of wholeness denotes that
a whole cansists of more than 1t5 individual. parts. It
also 1ncludes the interaction of these parts with each
other. Th}xs, a change in one part results in‘a changé

in nther parts. ~Individuals are systems composed of

2! parts (biopsy al and spiritual

ccmponants) that depend on each other for tunctlonlng
as a vliyinq system. Therefore, a chunda in a subsystem-
will consequently nesult in one or more changes in the

remaining subsystems of tle individual' Furthermore,
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families are systems characterized by wholeness or

unity, as reflected in the complexity of the

interdependence of its members to form a whole. It is

not possible to as:

ss the needs and strengths of one

family member without assessing how these needs and

strengths r\elate to the fotal family unit.

of n ivity

ivity:

the interrel

The

among- the 'system parts.

Interrelatedness means that one cannot assess the

various parEs (subsystems) of a system individually and

then add the obtained. scores in order to/ebtafn the .

degree of int_:er‘x.—el‘utedness lamong-th‘é subsysﬁems. This

implies that the system in its totality cannot be

subsystems.

To assess

* undersatood or appreciated by a meré summation of its

ivity, é 2 must”™

 be made of every possible interaction pattern exhibited

wlthig/ the system. The system's elements are in

constant meaningful interaction with one another.

Therefore, 'fionsummativity, or the degree of

interrelatedness among the system parts, provide

valuable i

n about the

(s) that emerge

in relation to the system (indivigual or family), and

consequently ‘determine or predict how the system will
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o . manifest itself.

¥ Eguifinality: The concept of eq;nitimlity da}uotéu '

' tha'pmgi-assiva complexity of interaction éattetns of

the system that are similar and rapetxtious over t‘.ima.h g
The component parts of a system maintain or engage in
mutual and meaningful interaction. Thus, the

we i i }:Ha (Bubsy ) are . Tt

nr‘;t pex‘cei\ied‘ as 11’naaz i:ut rathai‘ cyclical in nature.  °
+ ‘The focus then must be on the function and rslati,onship .‘
-’ of subsytams within a’ cycncnl (1ntardapandenc, rather ’
) than lineur) manner. Maintenance of the syatqm'a
functioning is ;t:areture bask\x;pdn a process of:_
Bt feedback; on a cyclical model. Interactions between
i \ family members are circulur in the sense that there ara
\ fey simple asuse-effact relationships. The phancmenon
of complex and repetitious interaction patterns of” a
system is known as equiﬂnalfty’ The churacteristic of
e equifinality with#n a system provides valuahle -
information about the 1nterpag:tion pa’tte;ns of the Tr
. system 1tz:alevant of when and at what éartlculnr point a *

the of i ions is

-Indjvid@:\?l‘s and families 'experiencé stress and
conflict as inevitable accompaniments to growth and
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. change‘. Any change in the individual family member
will affect other members within the family and the
family as a whole. Family members contribute to, and

( are an essential part of, the sequence of reciprocal

1nceracréjms within the family. The concepts-of

inter e, interrela , and complexity of
- interaction patterns are essential in the understan’dh'lg .
- of health and illness in individuals and hence
imperative‘ this study. Theg 1mplica€ion§“a! using,
general syatems theory to study individuals and +
famlliea are pta!ound. ‘From this theoretical approach, T o
changes in_ the well-heing of indivlduals are perceived & 5

¢+ in the contéxt of the family’ systen.’ : -

« . F;Imilies from time to time sxperipn_ca changes

which tax the system's resoutcés, and threaten -
stability and integrity of the family and-individual
family members. It must be recalled that any change is
not an isola'ta‘d evéng, ‘rather it occurs within the,
F:ontext of an ai’rea’dy existing family system, and is E -
manaqu accord.i'nq to the resoufces ;available.‘ Since
thev /tamily‘is an interdependent system, change in one
family member is followed hy‘ 'chan\ge in éthai-- members.

\ Change at any point- in the system (family) may well

N - S
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attect any or all of its components, (fnmuy members)
= (sager & Kaplan, 1972, p. 256). , Familial relat:lonshipu
and the social climate of the family provide the

Yy r  to its tosmaintain s
stability and’ integrity of individual members and the ¥ s
family as a whola. Thus symptomatol.cgy of any kind in.
individual family mambers is perceived in relacian“ﬂ:o i
the family .(and the tumily e‘nvirenment), and the{store
understandable ofily within the context of the curtang‘
family system. ' t . . -

< a e ‘  Research Ouestions . / L

" The following research questions were addressed in

K this study. . S0 .
1., Wil adults demo a higher lavel R
' ’ of self-esteem upon disc);ax:qe -and at one month
© L ’ follow-up than upon admission to a psychiatric / -
' facility? < . # 3 /
2. Will depressed adults perceive their familir \j b

- enviroh;nent as more cohesive, more.expressive,
and less cohtlictuél upon dischurgean’d at -
one mohth follow-up ‘tl(\an'upon adnission to a
psychiatric” facility? * .
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3. What are the support and therapy preferences of
depressed‘ édults, when experiencing dep’ressi‘fg _ W

episodes?

o sthay

The immediate purposes of the study were:
(a) to descrfbe in clinically depressed adults, the

re‘laticnship X ive symp ogy and '
two variables, self-esteem and percept:&m of the nature "
of the family en\_/iromne'r)t, specifically “in relation to
the dimensions of.cohes\ion, expressiw‘:enéss, and

conflict within the family, at three different times: -

. admission and discharge from a psychiatric facility, .

and one month postf‘?ischax‘ée; 'and,_’?b) ,to identify
depressed- adults' preferences of support and therapy
when experiencing depressive episodes.

’ The ultimate aims of the study were to: (a) aid
mental health nurses in the assessment of gnd provision
of thel‘aw‘co dapx;:essed adults by i:lcreasinq
understanding of ;:he variables that influence
depressive symptomatology, and possible ﬁéed for
including families in tl:\e assessment, treatment, and

‘fallow-up care of these individuals;’ (b) generate T i
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hypotheses and research questions that would.lead to
further research; and, (c) contribute to nursing -

theory ar\d tice an ng of self-esti

and the nature of the family environment as significant

i variables to cox‘sider in pradlctinq and minimizing the.,

* “x-isk tor psychiatric rehospitalizaticn, and planning

nursing care toward health maintenance.

This chapter provided the background of the -

problenm to be by this ‘,. 1 stuﬂy.,"rha

study will xnvestigate the relationshlp ba Gen
self-esteem and family perception in dep essed ndults.
The study will also attempt to identi!y depressed

adults' preterences of support and tHerapy when

experiencing depressive épisodes. Pertinent literature '

review with regard to self-esteem, family environment,

LE "I
, and on was

therapy preferer
Relevant terms specific to the study were then defined.
The theoretical framework including a conceptual model
tnr the studngased on self theory and general systame
theory were described. Three; rassarch questions were

introduced to be investigated in the study. Finally,
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the immediate and ultimate purposes of the study were
noted. The logy is p: "in

. .
Chapter II.
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CHAPTER II

METHODé AND PROCEDURES
Research Desian N
This exploratory study investigated: the

relationship between depressive symptoms in clinically
depressed adu}_ts and two variables, - self-esteem and
family berception, épecitically in relation. to the
dimensions ¢f cohesion; expressiveness, and conflict,
at three different tlmes,— ‘ndm‘visvsicn/and .diachA;qe

from a psychiatric facility and-one month :

post-discharge. : In additish,’ the study elicited

1n£omat;on with regard to aupport and therapy
praferences of clinically depressad adults, when

experiencing depressive episodes.
: “setting
The research settings constituted two health
care facilities located in two different provinces
of canuda. One setting was a 30 bed psychiatric
admission unit from a 452 bed general hospitul in
tha province of New-Brunswick. The other setting

was a 36 bed acute admission unit from a 466 bed
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psychiaffic hospital, in the province of Ontario.
In additi‘&n, t‘ha’subject's place of residence was
also used as a research setting. g
Data for the s‘tudy was collected on three
separate\cccasions. The first and second data ”

collection times involved administration of reii’rc)'l

instruments to the subject on the unit. The third . -
data collection time canscitu:ad administration of
;esearch instruments to the subject at his/her place
of residence. The place of residance was located
within a 50 mile radiua of the city where the subject . L
had been hospitalized. All data was collected by the
: investigator over a period of 12 months.
‘ Sample - ¥
A convenie&ﬁample of 41 male am?female adults,
who fit the selection criteria for the study, were
identified. Attrltion due to refusal to participate in
the study (n = 5), vulunt dropouts (n = 3), transfer ' N
. to another health care facility (n = 2), drastic change
in emotional health status n 1), and failure to
\ complete the research instru ents prlor to discharge
from the hospital with the subject not leaving a

,
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forwarding address or_ telephone number with the
investigator (n=5), resulted in a final aample
L~

size of 25 subjects. - - L.

Subjects were all voluntary ‘admissions to the
sychiatric unit and met the follcwing selection

critena. - Ja®

3 Subjects were between the age of 20 to 64 -
dficlusive; ’ ' -t

2. Subjects had an ad‘missior; x;nedical diagnosis

indicative of - deprassion, apecitically bipalar,

disctdar - de , or major sion, or

dyéthymic disorder (DSM-III American. Psychiutric

Association, 1980);
L ™ The subject was able to speak, read, wzite, und

comprehend Bnglish, . " .

4. The subject gave a freely intbrmed consent to
particlpate in the study;

5. The subject resided upon dischagge within a 50
mile radius of the haspital where he/she had been
admitted. & g

-Exclusionary crzteria included no psychotic @

features, no alcoholism, and no symptomatology due to
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organic causes.
The study was limited to English-speaking
subjects, since the investigator lacked fluency in any

other 1 , and the i were also in

English. In addition, 'a 50 mile radius of the hospital
was considered to be a reasonable distance for the

investigator to have easy access to the subjects after

dai ge from the spital for purposes of data

collection. e

Procedures for Obtaining Infoimed Consent
¢ E . -
5 The. research stuqy. protocol’ v;as approved by the '
Research Committee at Memorial University of
Newfoundland. l”ollouif\g this, consent to canduct the
atuéy in ‘the two hospitals was \optained through the
Di}'ector of Education (for the first hospital) and the '
l?lrectcr of Reasarc}; (for the second hospital). The )

‘Reaealrch Committees of both W¥spitals approved the
study 1 and. c to its ion on the

specific psychiatric units. T}\.a 1nvest1ga%r met with

the Chief Psychiatrists, the Patient Care Coordinator,
- N . .

and Head Nurses of the uni‘ts to ‘discuss the study and

\:x’ucaduras employed to obtain informed consent from the -
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subjects. A letter explaininq’\%he study, and leek;}\g
support and cooperation, was sen\!‘.: to the otha‘i
psyéhiu‘trists on the units (see ;Appendix’x) - .
The, investigator required the assistance of the.
senior clinical nurse, primary n; rses, and the ward
clerks on the psychiatric uniés o screen potential

subjects for the study. The ihvestigator ensured that

. they understood the subject sbl ction criteria,. and

left a copy -Qf the criteria én h‘eiuhtt to facilitate

-the ing « The 1 tigat left Ner 4

telephone number on the unii:s‘ ﬁ/;r- purposes of '_ "

notification when a potaﬁtlal ubject v{as‘identitied. ’

In. addition, the investigator required the assistance

of the primary nurses to inform the-potential ‘subject

.of the study, and to, obtain :fmissio‘n for the release

of the individual's nime to the. investigator. A

standardized introduction was used by the primary -
. N

nurses for this purpos,

(see/ Appénd!x K).

If;an individual/was wjlling to listen to an

explanation of- the udy, the primary nurse proéead’e’d
to introduce the %asuqut r to the person. ‘The

investigator the: explaine’ the nature and purpose of
the study, the ;{xtent of subject's participation,

e




"instruments.

safeguards to preserve confidentiality, and sthe
subject's right to withdraw from the study at any time
and/oi— to refuse to answer any questions. A written
copy of this explanation was given to the individual if
he/she was willing to pur‘ticipate in the study (see
Appendix E). The individual was then asked to sign a
consent form to participate J:n the‘ study (see

Appendix F). The signed consent form was kept by the

investigator for her records.’ . /
' Data Collection Instruments i v

The. data collection instruments utilized in this
study were an operationalization of the five variables
outlined in the study's model.., Table 1):\escribes-the
variables,’ the instruments, and the location of the
. -

In addition to the instruments noted in Table 1,
the 1nvestiqu§:or gathered 1nfomaunx; al;c;ut the
subject, using & Subject Proﬂle %SP) -fom (constructed
by the _ﬂ.nvsavtg.gntot) (se‘e Appa}nilx D). The SP form

provided data about personal characteristics of the
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Table 1'

r
* variables Instruments - ,Location
Deprséaiﬁs N Beck Depréssion Inventory Appand!.x A
Symptomatology (BDI)
Self -Esteem Tennessee Self Concept ) Kppendix B .
Scale (TSCB), Counseling & ]
Form (Form C)* L P

Cohesion Queations 1, 11, 21, 31, Appendix C
. : i 61,' 71, and 81 of PR
‘the Family anironment

; Scale (FES)* A .

Expressiveness = Questions 2, 12, 2%, 33, Appendix C
42, 52, 62, 72, and 82 ' _ . ) .
of the FES*#*- D .

conflict . Questions 3,‘ 13, 23, 33, Appendix C :
43, 53,63, 73, and'83 . 1
of the FES** . ‘

*The total P Score of the TSCS, Form C was used for

this study. Items 91 through 100 of this form were
elimina(:ed as, \:hese re!lected Self criticlsm Score and /
were not part of the Total P Score:. .

**The. scoring for cohesion, expressiveness, and - ~

conflict variables used in the study wis based on the

questions 1dentiti‘ed' in this table (see Appendix M) .
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subjec}: related to sex, age, medical diagnosis, and .
number of psychiatric admissions (Items 1-4). These
variables were identified due to their potential effect
on the major variables under study, and to permit
description ‘of the population. The .final question
(Item 5) of the SP form was an open-ended question
designed to elucidate the subject's identification of
means of help and support that he/she felt was needed.

The inst:uments used ._in_ ’thiu tudy wgre’ felt 'to
accurately assess the major variablds of the study.

The Beck pepression Inven‘toty “(BDVI, long form,
Beck et ;1., 1961) 'is sensitive in assessing the depth
‘of depression; &lthough it cannot pro;:ide & diagnosis
of clinical depression. Since the study was addressing
depressive symptomaﬁ&lcgy as a varjable, the BDI
provided sensitivity: by assessing the presence of 21
depresgivq symptoms (Ct;yne & Gotlib, 1983; Tove, 1987;
Turner & gamann, 1984).
The Tennessee Self Concept — (TScs, Form ¢,

Fitts, 1965) was felt to assess accurately the

Q




self-esteem of 1ndiv£dun15, aince this scale is
«comprised of aelt-descriptive statementn nllowinq the

person to describa himself/haraelt in .talntipn ‘to the

¢ multidin\enslc‘:nal structure of self concept. (Examples .

of areas assessed include identity, self-satisfaction,
b‘éhuviol-, _physical self, moral-athical self,
perscnal self, family self, and soclal self. ).

" The use of salt-descx‘ip:ive statements in the
Tscs’al‘so minimizes thewpossibility:of .errors’ created
by virtue of the' 1nta;01ewer/obs€;ver‘s clinical”
axpnrns.e and bias When ux‘:i intarvxaw'zy:hadu].a or
observation-rating sca‘is is used. In addition, the
TSCS is.a widely used and uen vauduted measure
desiqned [for use with psychintric samples (Htts, 1965;
Gross & Alder, 1970; Schalon, 1963,_w1111ams & Byar,
1;70)‘ and is considered one of the better measures of
self concept (Suinn, 1972). )

" i‘he ynssibi:li':y of skewed scores for the ’

" self-asteem measuted by tha 'rscs was considare& by
the .investigator. skawed scora! can occur as a result
'-of defensive }ii‘étortion by the ~1nd1viduu1, netably
paranoid Bchizeﬁhreni::‘s (Fitts, 1965); ‘or individtals

with: bipolar disorder who demonstrate self-evaluative




laﬁility, alternating. between periods of high
self-esteem (manic phase) and intensely low- self-esteem
- (depressed phase).(Swallow & Kuiper, 1988). i
In order to ‘determine whevthe the Total P Score
(overall levelyof seif—esteem),is artificially elevated ;
4 by ‘defensiveness on the part of the respondent,\the
TSCS, Form C includes 10 items comprising the Self
criticism (SC) Score that help identify thé presence of .o
such distortion./ The 1nvestigator !elt that the .
o : possibnlcy nt detensive distortion of self—esteem was
minimized congidera.bly, since the study sample did.not . ‘
include individu‘:l/ls'wi‘th a medical "diagnosis‘c;f, )
paranoid schizophrenia or bipolar disorder __-‘ manic; ) F
° : thus,” i:a'lr;ulation of the SC §éure was deemed
L unnecessary and not u‘tilized for this ‘study.
)

(FES, Moos, 1974) is reflected in, its multiple uses’

, The sansi;ivity of the I-‘amily Environment Scale

- ‘with clinical populations; caxeful selection of o
subscale items (usinq five psychometric uriteria) H

documented tamporal gtability; its consistently

demonstrated ahiu:y to discriminate between disturbed

and normal family populations; and, its sensiti&ity to

changes in family'environments during therapy
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8 G
' (Anderson, 1984). It was thus felt that the FES items

1y 3 the i of cohesion,

expressiveness, and conflict in the study sample. Tha
FES, Forn R (Real Family) was used for this study since
this form assesses the social climate of tl"Ae family as
it exists presently. . '

The suhjec’t»i"rotil‘a (SP) form was censiderad"’
sensitive :I.né gathering data about personal -~
characteristics of the subjects (Items 1-4), due to the
closed-ended nature of the quastions asked. Item 5 on
the SP form was an open-ended queaticn elicitinq
‘information ‘about what the reapondem: perceived he/she
needed with regard to help and support. The Y "
1nve|n:1qator felt that this question (Item 5) elicited
the in!omation saught with minimal bias, aince the
investiqator did not introduce any facilitating
comments or promptga whgn asking the question. If the
respondent requested further cluif)eation, Itsm‘ 5 was
simply repested”with no prompts.

For a more detailed e);planation'ot the nature of
tl;e data collectio‘n instruments; '1nc1udvjnq information-
with regard to rellability and validity of the

instruments, see Appendix- L.

'
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The research !:nstruments used in this study were
all meaningful. The BDI (long form), the TSCS '
(Form C), and the FES (Form R), all related to the
theoretical framework of the study and were directed
at investigating the research questions. ?his
examinatioh may.extend nursing's knowledge of the
significance of as;es\sing self-esteem and family

" environment of depressed 1n;iivid\{als and suggest
directions in nursing care. .

The SP form vas meaningful sinde: (a) it provided
important information ak.ao;lt_ other variables that‘ may
have a potential effect on the"majer study variables,
and (b) it may enhance nurses’. awareness of the
client's parcept{bn and need for specif;c'suppurt and

therapy, thus suggesting directions in nursing care.

The investigator was_résponsible for all data

collection. Data was co'llected after approval to
z:anduct; the study had iaen granted by the Human Subject
Review Committee of Memorial University of

land, and the Committees of the two

hospitals where the study was conducted. Once the
- r -
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subject 'had afreed to participate in the study by X 3 s
'providing a writtaq consent, the investigator and the
i subject agreed upon a mutually convenient time’ for the
data collection. . . =

The time limits used for the data collection were:

Time 1 .- within ten days of admission to_the ‘

psychiatric unit;

‘Timé 2 - witRin three days prior to diacharqe trmn the

. hospital; and,
Time 3 - betweer’ fourth and -fifth waek post= discharga.
- . The first and second data collection tines . e
involved administration of zesearch i;\scrumentu to the y
subject on the unit. A gquiet, private area was chosen
to maintain congidentiauty and comfort for the
subject. The third data collection time constituted -
4 administration of the research ingtruments to the 4
subject at his/her place of' residence. The place of
residence was lqcated within a 50 mile radius ‘of the .
hospital whére the subject had been admitted. In some
instances, upon request by the subject, data co}.lection
for Time 3 was conducted at t‘he ﬁcspitalr_‘in a quiet
room spacificullyi’hooksd‘by the investigator for

research purposes. The total time required to complete
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the four research i was. appre ly one and
one-half hours on each occasion. N

The investigator was available to provide
clar{fication on the instrumgnt items as was necessary,
on alf three occasions. To minimize the introduction
of invas‘\:igator bias, no prompts were used to influence
the subjects' responses.  After the subject had \
completed responding bal{varbully, and by providing
the written answers, he/she was thanked verbally by the
investigator for participating, in the study. The
subject was reminded of the next data collection
occasion if one was to follow. i

The investigator then -proceeded to acceés the
subject's clinic’al records to verify data obtained on
the ‘Subject Profile (SP) form and added information
to the SP form as‘indicated (for instance, medical
diagnosis and number of psychiatric admissions).

A code number was ;ssiqned to each subject' and was
written on the upper right hand corner of each page of
the re/search 1n§tmments, immediately following data
colléction. The code number maingained anonymity of
the data collected, thus protect‘ing subject
confidentiality. The subject's name was ncf}jcorded

g




-

68

on any of the questionnaires. The code numbers
facilitated easy retrieval of data per subjeét, and 4
eliminated possible mix up of data should pages be B

accidentally from one .

The key to_the coding system to match Times 1, 2,
and 3, was maintained securely and separdtely from the
data. All data and ccn‘sent&;:ma for the study were
stored in a locked met‘al‘box, and destroyed after
cox‘-:cluslon of data analysis. i This assured
confidentiality fc;r the participants.

It a subject Fad geen rehospitalized prior to the
4-5 week post-discharge period assigned for data: - '
scollection (Time 3), data v:lould hav'e been collected at
the hospital. This woulé_ be noted apprcpri'ately ‘in the
data analysis. No subject was rehospitalized within

the post-discharge period of the study.

for the Subject

As far as can be determined, and to the'
investigator's kn&wledqe, this study presented no ’ : o
risk to the health or safety. of the subjects. @
'.J.‘he' investigator-employed the following -safeguards to

‘minimize the risk:
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The subjpct was able to complete the research
instruments without undue discomfort. (Discomfort
wis measured by the subject verbally/indicating
so, or the subje;:t exhibiting signs of discomfort
such as restlessness and inability to concentrate
on the questions.) The administration of the
research-instruments was rescheduled if signs of

discomfort were ﬁ;ted.

The administration of i was r
if the subject verbalizgﬂ feeling un;lelv
unable to, complete the instrum‘ents.

The investigator attempted to allay anxiety by
providing a quiet, comfortable environment, and a
relaxed non-critical demeanor.

Any change in emotional health oé the subject,
either communicated verbally to the investigator,
or noted on the Beck Depression Inventory, and
requiring interventjon or referral, v‘tas discussed
with the subject zuumﬁ?comp'i'ation of the .
instruments. The investigator also suggested to
the subject that he/she contact the primary health
care giver or heali;}i care facility as so;an as

possible, or appropriate referral was made by the




investigator to.the prima‘ry nurse with the -
subject's con;eﬁt. : ,»

5. In all instances, the invest!‘.ga:gr informed- the
psychiatrist of the subject's risk of suicide as
m’ated on the Beck Depression Inventory,

. immediately following the subject's completion of
the research instruments at each of the data v

b collection times. -

tes

A pretest of the research inst‘ruments was conducted
with the first three subjec/:ts selected for the study, .
employihg the design and data coilvction procedure-~
outlined for the actual reseatch study. Three subjects
were considered an adeq\‘mtevnpmﬂber toz: the pretest as
the-sample availability was limited by virtue of
specific selection ériteria o

The pretest was conducted toﬂetemine:

1) whether the questions were clear and ;asily

. \gunderstood, 2) the length of time required for

.completion of ins , and, 3) al
difficulties that may arise.. Information derived

from ithe pretest assisted in the refinement of }
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Ehe data collection procedure.

The first respondent was.unable to use the
n‘oparatc answer shsac»g.or the Family Environment Scale
(FES, Fam‘R/),,a\nd was thus instructed to mark "T" or
"F" besdde each’item in the FES booklet. The
responses were then- t:anacrlbe\i by the invaatigater ¢

onto the FES answér sheet to'racilitata\ scori_ng. This

pracedur/ was subsequently employed for “the other two -
rasp:mdencs und in the actual ra‘aarch study. .No other
dittlculties were noted and the respondents were able
to complete all four research instriments in
approximately ens and one-hnlt hours..

Thorn were no revisions raq'uirad tc the research
instmnants, thun, all three respondents from the
pretest were h:cluded in tystudy population and data

anu}ysla.

Data Analvsis .

¥ Inu:ia).ly, a ducrlpuon of data obtuinod on the
Subject Profile (SP) tarm will be presented. In
addition, statistical anulyuy carried out on the
data obtained from the rularch inatrunénts will be

dugqrib’q. The analyses was conducted with the help
i . e
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[t a Stats Plus computer program availsble for the

Apple IIc computer. *

» . &

saparuta one-way analysis of vaAnncﬂ (One-wWay

muvn withy: was ied out to

-assess change in ., sive ogy, self-
and_family peuapﬁ over time (Polit & Hunqlsr, 10787
“Winer, 1971) .

Hultip,le vc‘omparison tes\;., Tukey's. honestly *
aiqnuicnné difference (HSD) test was utilized in the
event of significant ANOVA results (Kirk, 1968;
Winer/ 1971).

/simple t tests were used to evaluate tha
xelationahip between study sample means obtalnad on.
admission for TSCS (Total P score) and FES ﬁuhlcalas
/' (cohesion, expussfvanasu, conflict), and means
obtained from ngmntiva data for TSCS and FES

subscales, resﬁectlvaly (Fitts, 1965; Moos & Moos,

1981).
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Limitations of Study

The study design included a one month follow-up

period. A six months or one year follow-up of

subjects after discharge from the hospital, may be

«
useful in examining the relationship of

-ai; { family p ption, and of

depressive symptomatolog? in ‘a’dults.

The study dasiqn'(’iictnted data collection on three .
separate oc;:asions ‘(admission, discharge, and one
mbnth follow-up). ‘It is possible that subjects may
relocate to an area farther :than the 50 mile radius
specified in the study. This relocation during‘the
post-discharge perlod would Warrant elimination of
these subjects from the studyvsmrpla, since suc}‘n_,
relocation was not accounted for in the st'udy

dasiqg.

The study design dictated the first data collection

-to occur within ten days of hospin’admisuun, %

followed ’bﬁ a second data collection within three
days prior 'to dinc’mrqa from the hospital. It is
possible that data on a subject could be qollectéd

on Day 10 for Time 1 and on days 11 ‘or 12 for Time
N %
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2 Jf the subject was ready fdr'diu;hi;q. from the
hospital. ‘The clenanass of ti)pa durution hetw{:\

Time 1 and Time 2 could result in 'not- pravidinq an .
accurate reflection ot the variables ‘under v
investigation. A less'than fiﬁe days gap. between

Time 1 ‘agd Time 2 would warrant elimination u;’. the

subject’ from the study sample, since the; E;louin-s-

. of time duration for Times1 and 2 was not'

u'ccount:ad for 1% the study design.

The tlme required to complqte all queut:ionnairas

may have led to i and/or carel 5 in
responses. o

The study was conducted in two hospitals - one

a general hospital. and the other a paychiutr}c
hospital, each lucntad in different provindel o!
the col,xnf.z‘-y.‘ By virtue of these dutetences,

there may have been other factors not accounted
for, which may have affected the findings ot‘ e
the study.

The _smull_salhple size precludes generalizations

. of the results beyopd the sample population. ’

The study dnsiqn dictated that inclusion of

subjects require tha_conpletlon' of research
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& atudy vas preuantsd next, followed by relevant
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in-’tmantn for all three separate occasions )
(adnission, discﬁarga, and one month touow—\’xP).
A high percent of nubjectu‘ (lé uubjaql:s or.
39 percent, of the original umpls size os
41 individuals anncuied as fitting the
K sa_lectlon criteria for the-study) dild not
‘complete the study for various reasons (see

p. 55-56). These ns were.not 1y

accounted for in the study. v .
8. " Limited control of extraneous variables requires

that findings be viewed with caution.
9. In this.study, no cause-and-effect relationships

could be inferred.

Sunmary
N

’ This chapter comprised tbé methodology used for
-the study. A description of t‘.ha research design, ltudy
sectlnql, sample size,. and selectlon criteria were ,

Procedurgh for ohtalnl.ng informed conuant

lubjactu were clearly outnned. A bria!

ducrlptiun o! aa::h research l.nstrumonc ucilized in the

- . infomation on the unuhivlty ‘and meaningfulness of
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'tatienuc for .the prstestinq was given. A'brief

J %s_

*  these instruments. Data collection procedures were

S

outlined in detail. ‘snteg‘uﬁ:‘qu for the subjects in
this study were cloarlf npnéithd. Information on a
. ¢ S
pretest prior to the conduction of the study including

description of the data unalysis utilized in thiﬂ
study, im,luding relsvam: statistical met.hodn ampleyad,

were specified. Finally, limitations e: the study’

were noted. The findings of the study are pr;uantad

in chapter III.
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CHAPTER III . \
)
’ AN i
Coe THE RESULTS

The results of the study are presented in five

L

sections:

(a) Pefsonal cfaracteristics of the sample;

(b) Research instruments scorés over time (admission,
Vi discharge, one month follow-up)}: .
() ° Ragoarc’h questions; an‘d,
"(d) Additional .unalylnn undertaken by the

investigator.

1. istics of Sample

- ' . The potential size of the sample for this study
- was forty-one. A;l noted earlier (u‘a )-8 4‘6), due to
attrition, the study sample was reduced to twWenty five.
“~"rhe sample (N = 25) éon-istad of 8 men (32%) and 17
women _(SG\) . -
Tvc;ﬂ-.y iqun subjects completed all the research
" instruments used!in thh.s_t.:udy (Beck Depression
Inv.ntery‘y Tannassaﬁ.l!'concap‘t Scale, Form C; Family,
*Environment Scale, Form R; and the Subject Profille) c:xi

——— -8l three occasions = 'ldmllaicn‘,"' dlscharge, and one
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s ~.
- o
month follow-up. One subject cumpquo research

- | .t
% instruments on all three occasions, however, iatua\ad to

fonplete the Family En;'ironmant scala: shav provided ~
‘'the following x'atj.innale:‘ "I don't feel like I have
ever belonged -to ’5‘ family, therefore cannot r‘élate to
ﬁhase gxastions.;' Noné of the subjects w;re
rehaspitalizéd within Vthe one month post-discharge R
parléa of the study. - ’
. ’ E Table 2 presents the frequency distribution of
age, sex, and number of psy;:hiatric admissions for the
study sample. All subjects were Caytasian. 'The ages
+ Ain the sample ranged from 21 'to 54 years with .the mean
age being 41.08 years. Although adults of both sexes
were admitted I\:o the 'p’sychiutric units trcm‘ which the
\ . .. -. sample was drawn, ‘the number of t:mulee admitted were
5 i:ypically greater. Considering that both major «
depression and dysthymic disérders are identified -
., more commonly éggul}\;' females ‘(DSM-I!IV, Ame_rican
) ésychiatrie‘Assoc‘lation, 1980; Stuart & Sundeen, 1987), B
this observation is not sugprisingt N
g p The sample presented an interesting picture when

the number of psychiatric admissions were examined.
X ) ¥ i ' v
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Table 2
0
¢
.
Varfable” Category Frequency
: Age 20 = 29 2
& 30 - 397 12
40 - 49 5
50 - 59 6
Sex % f Male - 8
) S Female 17
Number of R
Psychiatric Admissions 1 - 4 20
. 5-8 1
9 - 12 2
- 13 - 16 ——2




~ o 1
Twenty (agt) subjects had less than “four psychiatric
N 5

admissionsy~indicating 'a relatively ‘lower number- of - ¥
readmissions. One (4%). subject had eight' psychiatric

B 5 ;

admissions; two (8%) subjects had nine psychiqtric

adnissions each; and, two (8%) subjects had over’ |
thi‘:;,tean psychlaﬁric admissions. '
The frequency distribution of admisgion medical
diagnosis of the sample is presented in Table 3.
Table 3 . . . : ) . =
Erequency Distribution of Admission Medical Diagnosis
: : \
Al 3 ’ Sax
Admission, Medical Diagnosis . Male Fenale-
- Major depression <8 10 " -
Bipolar disorder, depressed 5
Bipolar disorder, mixea®. . . 1 . s
Agitated depression t s 1
3
K LS ; 104
Note. N =f25 : .
AThis s‘bject was deprassed‘upon admission. . i
‘ «
7l \ .
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Eighteen (72I)~suhjects were diagnosed as experiencing
major depression on admission (M =8, F = 1:0).. Five
(20%) subjects had an‘admission medical diagnésis of
bipolar disorder, depzassed. one (n) nuhject had the
medical diaqnosis of bipolar disorder, mixed; and, one
(4%) subject.was admitted with agita(ted depression.

I Scorxes

The data from the Beck Depressioh Inventory (BDI,
long form), the Tennessee Self Concept, scale (TSCS,
Form C, Total P Score), and the Family Environment
Scale (FES :Fom R) subscales (cohesion,
expressiveness, conflict), are presented in-this

section. The scores for each research instrument are

‘noted over time - admission (Time'l), discharge

(Time 2), and one month follow-up (Time 3).

The BDI scores showed considerable range in thié
clinical sample, with scores frcm 5 to 50 (admission),
0 to 34 (discharge), and 3 to 32 (follow-up). The BDI
and_ stand::n‘rd deviations for the sample are presented in
Taﬁa 4. ’

One-Way analys.is of variance (One-Way ANOVA)

yielded a significant difference between. stibjects' mean

=
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scores over time (F = 22.,92 g: =2, 72, B < .001)‘
A Tukayls honestly significant difference (HSD) test
- revealed that subjeut:sK BDI scores were lower upon
'dist‘:harge and at one month follow-up than upon
" adnission to a psychiatric facility, It yas
A antici;;ated that subjects womr:re the psychiatric-

facility teeling less depressed as compared to

admission. . L w
‘Table 4
Beck ion I y (BDI) Means and $tandard
Deviationg
% E
T’ima
BDI 1 2 3
.
M 26.16 14.44 14.52
sp 13.62 10.36 8.32
Note. N = 25

In addition, Oné-Way ANOVA yielded no significant

differences among the mean scores of subjects on the
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TSCS Total P Score (overall level of self-esteem) over
time (E = ,849, df = 2, 72). The mean scores for Total

P did not vary significaitly from admission (Time 1),

. . A
to discharge (Time 2) and one month follow-up (Time 3)

(seé Table 5). ’ 3
)

N ’ o
8 i
Table 5 £
self Concept Scalé (TSCS) Means and
Deviations ’ :

\

TSCS (Total P)2

Time

1 2 ~ 3

s

SR

297.0 312.92 ‘303.4 £ ,
46.22 41.27 68.08

Note. N = 25

37otal P = Overall level of self-esteem.

. The mean scores of each of the Family Environment

Scale (FES) subscaleﬁ (cohesion, exprass;vensss,

conflict) did not change significantly over time

ez

¥ N




- (see Table 6).

Three’ research questinns were” 1nvestigated 1\

this study. Vrirst, would adults

a -higher level of self-esteem’.upon discharge and'at’ - L
one month follow-up than upon admisslun to a £ .

*
psychiatric facility? The results indicuted no . *

significant di een the self-esteem of ’

the sample from admission (M = 297.0, SD = 46.22), ' .
discharge (M = 312.92, $D = 41.27), and one month. :
follow-up (M = 303.4,.SD = 68.08). Tharefora, . -
depressed adults demonstrated no significant ‘

change in self-esteem from adnission to dlschnrge, v ) P
and at one month: follow-up. .

1 ‘ Secondly, wguld depressed adulgs fércaive

their’ family environment as more cohesive, more

expr:'essive, and less conflictual upon discharge and

at one month follow-up than upon admission to a ’ -
psychiatric facility? The results indicated no g
significant t;ifteren;:e between the mean ucora\s of the e
sample on any of the family relationship dimensions " "

(cohesion, expressiveness, Cﬂlllflict) from' admission

' g -
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\ ¥85" Gubagalen . o 2 "
~ \r s . .
i N Co;ea‘ionh' g 87 _ )
[ Cmo . T L s.e 5.54 5.71
L .. s - ® “2.37 O 2.96 2.82
3 Ca. Exp;esuiv;n;séb 5 -
o " 3.3 4.00 “a.17
N - Usp Ji.ss 1.8% " 226
e 3. conflict®™ : : h
‘ M. ) 3.46 3429 3,25
sb 2.45 | 2,20 2.36
Note. np = 24 .
B, on_e-wa}:r 'yx‘egg\afii men\sure-_ ANOV;\:\
'F = 785, df =2, -69. NS " .
Pp = .209, af = 2, 69. NS ;
~CF = .157, df =2, 69. N§ o
p s\ ;




éischa‘rge,\ and one month follow-up (see Table 6).

e, adults' per ions of their
tamily snvitcnmenc remained relatively conetant from
admission to discharqe, and at one moptfff‘[lbw-up.

Thirdly, what are the support and therapy
piatsrencas of deprassed adults, when sxperiencing
depressive episodes? '.l‘ha Subject Profile (SP) form
el_i_cited interesting- 1ntomation with regard to thé .
~type o; sup‘pott or tperaby that the sam[S‘.lg preferred
or fal& they needed. A variety of preferences were
identified (see Table 7). - y

A»l‘ﬂr.gh‘- n e’ (40%) reque: th/a./né;;ij:o_i

talk to a health care professional: Among EHE

" professionals.identified were nurses, psychiatrists,

psychologists, psy homet n+>7\§gcia; , and
-‘the' pa‘stor.’ One sl:bject verbalized the need. for -
reassurance from his ps_YchiaErist. -'In addition, it is’
important to note that many subjects’ el;lphaéi;;d thg'
naéd tq talk to empathetic and caring staff. A ‘comment
by une.subjacc highlights the need to feel worthy and
carsd for: "Whan you are depressed,. you' need assurance

that: staff cares" J




: ! Ca‘tegory . ‘Male ° Female
. HCp?A S s N
~ o -
N , Friend T 3
N i Fami}y'Memher i 3, - 4
. " support gruup‘ , 1 i Tia \ L
i Help Center/Crisis Line— L c 2 O "
?‘ . Training® Y . 2 o 2 5
: Fafiily Counselling ) 2 2
o structured therapy® 0 = sk
A - Group therapy 0 . 1
~ Day therapy/Follow-up (- Fa . 3 Y y 3 o
. Not Sure L ’ 3 -~ -
S b
. Note. =25 son mEy By
3HCP = Health care professional. X . " !
- i b!‘rai/nir_ui = Stress' management training; ' o

) Assertivenesa".trainingi L%fe skills training. i N

Sscheduled activities and therapies gveryqay'.




"a group. Right now 1\ feel that I don't belong

, previously atténded a group noted that the sup]:;orr.

"paoﬁla wau'ld'know What depression ig. ; This'uoul_d v W

. Help carn:er or’ crisis Line. which they would have

TS

'six (24%) suhjects 1ndicated the ‘need to talk to a .
friand, and seven (28%) subjectp verbalized the need :
“for supporc trom a family member. i Five (20%) subjects
identitied the need for a supporr. group. One subject

commqnted. ot o need to have a teeling that o belong to

anywhere".. Two of these five subjects, who had, . .

groups had been very useful and helpful to them.

Another subject who felt the need :for a support,

group noted the following: ~¥It would help if.mére lay . . '+ v,

prcvide opportunicias to ventilate feslinqs" © One . . C e
sgbject who. did not idantity the need for a suppctt '
group, Jbut who ’had previously attended a support group
and varbal group effered -at ‘the Hospxtab statad that

' i

these groups ware nvt hﬂpful. § ’ -
Tntee (12t) Gubjectd indichted the need for a | !

adcess' to, whqn ‘severaly deprassed. ‘One subject

poignantly descrihed her desparatian ‘with this

comment: "wnen you “dre that desperate and ‘want-to . |

kill. yourself, you nsed a phone line. where.someone
] C— . N
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» have PY

% hospital i statinq |

- community, that!s where you'need must-halp"'.

* and loss of spuntansoua motlvatian typity deprassed

" Four: (16&) suﬁjec s 1dantil’ied the\ nahd tor"
_spe ific trn!.ning: tu o!\thass four. subjec\:a requasted

stesa mana ement t ain ng, . pne subject requastad

f
assertiveness training, and oge subject requentad n!a 3

_skills traininq. o one ‘bject verballzba: i need to

ng tc having scheduled

activities and t:hsx:apies during the‘duy.
also 1ndicated tha need tot qzoup tharnpy in the ,,

A'"rhis is when you ure “the sickeat

And ‘neea it tha ost"

o ’: Pour (15&) subjects vazhalizad the need tor’day
‘therapy or tollew-‘up frnm the hospital nttar disc‘mrqa.

-One aupjact mentioned: "Its when you are !.n ‘the ..

éi— '(245) su.hjacté were u;;IT
1qem:a.ry ‘the type of aupport or tharupy they needed or
praferrad. This finding 15 not surprising, aince a,

" high levél of' u carcainty, indecisivenaas, pessimiam,

@ .
¥ individ\;als (Beek,_ 1967;- stuart;‘ & Sundeen, 1987) o

This suhjqct N

/ i
. %



Additlfana’ analy‘san‘uera undertaken to ns‘esa .
L the, axtent tn which the clinicq.l surpls compared to
3 the nemuva uample, on self-esteem (from. tha
'l'annassea Self cencapt Scale Manual, Pitts, 1965) and
’ tmily percept:ion (trmn the Pam\ily anironment Scale:
Hanual "Moos ' & Hooa, 1981). ’ slmple ; tests wete '

LS f smpl,nyed tcr t:hua unulyaeu. v s ~'

‘A signiticunc di&farance was noted bptwaen the
clinicnl sample.mcan ‘score’ qt salt-asceam (H -,297.0, .
o - ﬂn = 46.22) and the mean score tor the normal aanpla

. 4 ’m=34551 sn-:mn. 'rhestudysmph,

- = s

dmonatratad lower scores_ t.hnn those of. the numtiv&

nnp].a (&= - 5.255, p <" 001), imlicating lover

*—‘—e‘ ravalﬁr_-ﬂl ?(:T'Ttha clinical sample. F This
5 confirms recent findi (Tenneh & Her A
A 1987 Tennen? et At 1537), éhowing lover levels ot -
salt"antaen among daprsssed adults. c N /

No s!.g‘ificant ﬂfraranca was-, !ound batwean the

ltudy nnmplo mean: scores and that o! tho normntive

nmpla on family p-roaption ol cohe-ion and conflict

i % = amang igmneyvmamhar-. subjaqts in the clinical sample
1 A 5 s 8 R

1
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% (H"5951ﬂ-237)

indicat@é ‘the exteiit of‘pe"rcei‘ved"!amily gohesion

le, to ‘that: ',. by .

ltne nom_a_y\la sample (i = s 61, SD = 1.36). °
add;ti?n, the cnnicul sample x:apot\'.ed tha amoum: of

petcaiv.ed tamily conflict (u = 3, 46, ED - 2. 45)

comparahle td that o: the norma\:iva hample (M= 3. 31,

ip =1, 85). 'J.‘hetetora, depressed udulta ara ot .

show1n9 any dlttex‘encés in tumily cehasion an

-

conflict than the notmal sampla. » va\' S d

revealed becween ‘the mean scores. ct the study sample

Intgrestiqgly, a siqniﬂcant ‘ditfaranca was

(M. -1 96, ED =:1,85) und tha\t—ot t:ha nomative

. sample (H = 5 45, SD = 1.55) for: !amily expressivéness.

The study samp].‘e had Tower scores than the nomul

,____,___‘samplo-—(-}s—é—.s‘ﬂ——g—ﬁooﬁ, 1ndieut1nq that - the

clinicnl subjeé\:s perceived their families® us lower

“in axprassivensas among its mamhers as compa:ad to .

t:he namative sample (Mous & Moos, 1981).

.

iumnz_

B ™ . * - . = gl &
This chapter reported the results of the study.

Infomation wu-.h regard to the persanal charﬁm\ln:\

+ of the sample was prebented Resulta of tﬁe scoras




obtained zrom the researgh instrumenhs tollowed. The
i reseerch que!!io.ne were th d essed.' The results
were presented in both nurtative and tabular fnm ’l‘he

discussion of the £ ndinqs of ,the study is presented

in Qhapter w, . B - 5
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: support and thex‘apy qn; also be disc}lssed» . - 7
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) } .- CHAPTER 1V .
\ | e prscussion B - %
s Yl ' 7 8 Gy . “ .
'rha xasult& of this study will bs dinculud in’
s . i b P

and td rn of

relation to the

‘the study. .The ECudy variabYes, nsmely self-esteen and 3
|
-£am11y parcaption‘ot depradsad adu].ta wi 1 ba oxumined

in relation to deprausive symptomatoléqy In additidn ‘ . RS

intomnt{,on eliqktex{ with regard to pre gnneeu ni

Brie

. . . s 8
The findings of this study indicated that

de;;resséd' adults, as e showed improve nt in. - .

3 \ . o ey b -3

their . 'Inm! upon di from the * ~

.psychi,atric facﬁlity. In addition, the improvement of

Bepressive gymptomatology was sustainad over a period *:

of one month pos.‘t-discharge « : ' X . i
“' 'J.‘he rasultJ also su'gqested that the level of ‘

self—esteem and- the family parceptiun of derassed

aqulta were ma:\ptained over time, remaining relatively

cqnsta’nt from_time ef admiasion f.a one m‘onth

pust-ﬂis,chargA. Purther analyses showed that depressed A
. TR .



d\;m ﬁave‘lower 1evel.s of self-esteem than the
: Tennessee Self Concept scale’ (TSCS) normative sample
. . '(Fites, 1965). ) PR R i
“The additit;nal data analyses alsb indicated that. .
i depressed adulr.s parceivsd their tamuies as_comparable
to t:he Famuy Environment saale (rzst Form R) normativa
sample. (Moos & Moos, 1961) on the dimansions of family -

cchesicn and !umily conflict. Interestingly, depressed

adults Aiffered in the perception of family .
| ; : ’
- exprasaivaness trom that of ‘the nomative sample,

whereby ‘they percaived hheir tumilies as lower in

expreasivenesa among memhers than the FES nomatxve : ., i
\nmple (Hoos & Moos, 1981) \' . & » [
Finally, this study *provided 1mportant information =
with regard to the t:ypa of support or therapy deprassad '
. adults préferred whilg exp'eria_ncin; a deprgssive
L episode. A high- -percentage (40%) of depressed ac;:its

praferred to talk t:o a héalth care prof)aianal, - ) /

tollowad by support from a family member (u%) and need

| to talk toa friend (24&) An important observation - %




wera ‘not sure of what they 4 ‘needed when axperhnci_y a W

depressive episode. six auhjects (24%) we:e net sure

g S tha type of support or therapy they neaded: a

not c among L who - ; -
presant much ambivalenca and uncartainty whqn X S
attempting to make decisions (stuurt & Sundegn, 1987).

. . The small sampld aiza precluded analyses with reqara to

Bemographic variablas (age, sex, number of psychiatric 2
1 b '

R ! 'admissions) and their relationship to depressive

Y symptumatnlngy 7éd the study vnriahlas (salt-eabc?m, )

< _ fanily pax‘capt/ion) T < N R L
S . A} ' Reldtionship of self- to - 3
3 o e & i ) 4 T -
= 5 ) J N 1 ¢

% . < The Eindings of. this Btudy. Lndicated It':hat
depresaed adults did not demonstrute uny significant
3 ‘chang in f.helr self-esteem upon discharge from a
psy‘ éutriytacinté and at one month follow-up. Thus",'.
-] Zlavel of salt'-esteem did not chanqa among these _‘ ) s B

{ndividualg during thelx ‘admiesion to the psychiutx:h: ¥

facility even when the symptoma -of depression ware

greatly, alleviated. s = N
.o~ ® Oy
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* + Evidence of low self-esteem in depressed

individuals has been pz"evh:usly_ doculcntaa,; whereby a

high correlation was noted n depth of depression
\C and level of selfJesteem (Tennén & , 1987;
Tennen, et al., 1987). The 1li further

that depressed individuals_ often display higl; critlc_al
eva'lua'cipns of their abilities and’lag,citudas., seeing

v themselves as worthless and ;.nadequate, even in the :
face of cqnéra;y.qvi:ience (s'_wallw 'E’Kuiper, lw) .

THe literature thus the findings.of

v this study with :ﬁn:;i t’o low salt-gstue; among e
' subjects "o,q\ admission. !’lowever,' the literature does
not explain the persistente of low self-esteem at’
discharge and one month follow-up, when the‘depras\sive
weére alleviated, in tize study. It is

5 - possible that low self-esteem may constitute part of

" _ w-the personality of depressed individuals. Such a

. .
contention has, however, not been supported in earlier

findings., Laxer (1964) indicated that depredsed

pntienr_s.ahowed a low self concept oh admission to a .

mhoa‘pitul and moved, to a higher sa'lt',concspt: at the time

of discharge. .
B .. 5 @ X v
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*  The differences between Laxer's’ (1964) -study and

> the 'prqsgnt investigation may help account for ‘the’

varied results. La'xer‘ (1964) used the shmantic ‘-

.
d:.fferem:ial teat to investigate changea in t:ha

self-ccmcept of neumtic deprassive patienbs, whersas

- the presenr_ study utllized a tool comprisad ut o 'ﬂ"
sele- ptive ents ( o sele Concept,
Scale) to measure self-esteem ot .aubjac\:u. 3

Fur tha dai.

arising trom the clinicnl
diagnosis of ‘Laxer’s (1964) sample of naurot:ic
ives-and the p: ~sample o!—rindividuals wit.h

Amarican Psychiatric Associaﬂnn, 1980), are
significant ng\'may help axplain the dif!erencea in
findings between-the two studies. '

.The subjects' J.ength of hospit::lization was not

noted’ il\ the present: study and for uxex:'s ( 1954)

sample.  Analysis of findings would have been more * -

usafui if the 1angth of hospitalization wa’ included

for the subjects and compare th other studies.-
Daspite tha 1cv score on the Bec] ession Inven\:cry"
. (Beck et al., 1361), there may not have baa{x’sutticient‘
s .

time to dérqonst‘ra'te significant changes’ in the subjects'

» . B

attectiva disoz:det who were depressed (DSH-III, . -
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: \

\gglt-esteam. ‘The' data collectiori time frame in the

present study did not provide &pportunity to observe
possible changes in self-ssteem of individual subjects
relative to days ot hospital stay. s
' An additional factor ‘that is relevant and may
possibly explain the ‘higher self concept upon discharge
for the subjects in Laxar's (1964) study could be the
treatment reueived during their hospital stay. Staff
interventions aimed to enhance the self esteem of
despressed indlviduals Rére not measured by Laxer
(1964), dnd were not measursd in the present sr.ndy‘

. It is difficult to maka nny co“’clusive statement
w‘hether low aelf—-esteem was a contributory' factor
praclgi\:atin a)depressive reaction 1n udults in this
sgudy. In addi’ ion, from ;his study, it is impossible
to make any stutement as to whether specific nursing
intervent:iens were aimed at enhancing the self-esteem
of depzéssed 4ndividuals. It was' not the intention of
this study to-axame the relaj:ionship batween nurning
1ntarventions and level of, self—esteam 9{ daprassed

-adults.




The findings of this study 1nd£catad_thut o =
depressed adults did not demnstrace a chnnga in - - B
their !\ily parception upon discharqe from a . "

. psychiatric facility and at one month follmi-up. . 3 4

5 Sy v Sh
These findings: suggest the family. perception of
b 2 g

depressed adults was maintained relatively constant

. " even though marked improvement was noted-in their -

N

depressive symptomatology. . % . 3 )

The 11tarature describes the thought pattatna of °

i qlep_ox_-esse_’d individuals ccncernin_q themael\(es, the N t

* environment, and thg' future as‘_i\ein‘q negative in nature (

(Beck, 1967; Beck, et-al., 1979). With this evidence, |

it was antfcipatéd tqaé ﬁpan'admisa;lon to"a psychiatric 1

facility, depressed adults would-perceéive the. family

environment as negative, specifically less cohesive,
less expressive, and pore éontliot\ual in nature than . ‘
at clis&:harq‘e7 or(one mgnth follow-up. This contention * ' . ' .

was based ‘on the’ notion.that significant. alleviatier:

ot depressive symptomatolcg)(\muy influance pos;ttively L
the inaividuul's perception of the tamily envitonmant, s
|
'

N
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a positive perception would mean viewinq' the family
environment as more-cohesive, more expressiv;, ;:nd
less conflictual in nature. The present gtuﬂy however
demonstrated no significant associa‘\l‘.lcn between family
percaption and alleviation of depressxve aymptoms of
the sample. T

This study revealed importan:&nfé;'tﬁlation with o
regard tq-th; ‘tam{i.y relationship dimensions as . \
perceivaa by dapressed adults when compared to the - J

Fumily EnviYonment ‘Scale (FES, Form R) normative™sample

& (Heos & Hoos, .1981). The fa!nily percgptlon of both the -

'd;a'prassagl adults and the normal sanple ﬁxatchad;losely)
.on family cohesion and conflict, suggesting little . /

nssuciation e sy '1nuv'an'd the

extent of cohesian or conflict wn:.hin tha family.
Pamily donflict lack of cohesion within the

family, and less expxensivaness by family members have

been prevﬁnusly ralatad to sssion g
- - »
(Billings & Moos, 1983; Moos & Billings, 1982).

gy Furthermore, recent evidence ’(Coyne, et al., 1987) =
suggests that negatlve family intaractions may tend to "

e "

maintain ot logy. 2

Negative fnmily\ interactions Eculé be' measured by the

x . b
. W




o céntuct subscale of tﬁa l?ss, Form R “(see Appandix;H). w . ‘
The present .study aia nof, suégeat a high level of ' L . ek
) confIict within families of depressed adults, thus met . B
\ Previding support for the findings by cayne and . 3 e ;
associ;tifs (1937) . It must be ngted that the contliqt
. subscale addressfa/ only the amount of openly axpussed
anger, aggression, and conflict among* tnmily members
and thus may prwide a limited definition of negative .
family Anteractions. .- N - ; )
Recent. research ’(Wetzel "S{\’Redmund 1980) suggeste

family support ds a most 1mport:ant variahle : :

discriminat:ing e and

inﬂividuals. lack .of tamuy support was- noted to be a

Lty signi!icant variable antacadent to the onset of

dap'ra'ﬁsion; It must 4be noted that family suppoxt’is ' R ¥
heasured by the cohesion:subscale of the FES, Form R

oy (see Appéixdix M). The pesent study failed Vté: )
di;cripipaﬁe the degree of family éohesipn as a
significant factor in depressivs‘aymbtcmaéolngyl

X In this study, dep\,re‘saed aduits rapor’te‘d'les.s
s ~axpressiygness among family members.than did t;e ' (:)
FES (Fc;m R) nomatiye »sample (Moos & Moos, 1981).

This finding certainly 'suggests"a significant
e ~ e o .}




relationship between depressmn and the extent of o

expressiveness withxn the family. The finding of

- this study iszcoiroborated by reca@ researth
¥ (Finney, -Moos, Cronkite, & Gamble, 1981; Hocs, N

Finney, & Gamble, 1952) where less exptessiveness

among family mem.bexs was evidenced in families ot

- v qlcnholic patients and matched normal controls whose T ¥

were 'J.‘he "Literatus also reports.

distressed fanij.lies as dsmonscra%‘ng lower levels : .
- - a0

. of expréssiveness than normal famiiieﬁ)—(fdcos & Moos,

1981), - - i L e : N
» s :

' as.noted, the findings, of this stu’cly inaicated

that dépressed adults come trom a family Eystem where

. do not ¢ high levels. of

i assi one . Important )
intomation 15 revenled when e)aamining the specific
items of the expressivanaus subscale’ of the Family
Environment Sca]e (FES) ’ Fom R (see Appendix M). It
appeurs} that the ,tfm system does m?t a}low open ., ’ * B \
expression of feelings among iixembez\d (Questdons 2, 12, . N
22, 52, 72) , nor does the family toscar discusslon of &+ )
personal and tnmily problems amungst th\e members ~ ]

s ) (Questions 32, 62).} 7A common characteristic of




i .z .dapfassed‘ acfultq is difficulty in o_poaﬁly’ d):preuéiqg ' . o

[aelings and discussing their’problems, whiép may sten '
T . 3 e 5 s
from the modeling effect of the family system.’ .

L —‘
Furthermore, familles of depressed: adults seem to

g d'emonsti—ate a latk of spontaneity (Questions 42, 82), - 43
which may also explain a almihr ‘attribute in t‘hase
N

|

|

4

\
Y individuals again dua to the tami].y modeling e!fecf..
¢ Although tﬁis a\:udy provided 1mportant 1n£emuticn S

with regard to the consietency of family percaption of,

) daprassed adults over tima, and’the lack ot o ¥ o -
| axpressiveness among families of t‘.hese individuals,

\ ) savera -questions remained unanswered. Speoitianny,

4 ’ due ‘to tha umall uamyla size, no atqtmpt wuamads to

[ correlate the Family Environmant Scale (FES;’ Form R). .
| :

|

| b 2 = subscales of ;nhasion, axprassivenass, and contllct, L -
‘1‘ with variab’ss that have bean shown to be aiqniﬂ\cnntly

related to these subscalgs in the literature.

18formation with-regard to correlations between FES < 5, A&
N - . bl
subscales and the demographic variables noted may be: g ~ <

1 useful in detetmining /their potential 1nt1uanca 1 2 : o

" .. depressive symptcmatology B " .
Y P y

L i
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dimensions” to depressive symptomatol

104

* . : “\ .
such as personal-growth and system maintenance (Moos &

Moos, 1981) are related to depressive symptomatology.

Such an ngsesgmané was, beyond th& scoﬁp of this study, ~
thus was not undertaken by the, im{est!{gator. Fu’tyure
investiggtiens assesging the family er‘viranmant’ moré
cgﬁbrehensively' usin‘g the FES may proyide valuable
information as to the relevance of 'Specific*family

J:y among. itvs™

mambers .

was 1ndeed M}g tamily environment i actual-ity. 'l'hiq

- study was. limited to* examining the amil perception

of deprassed adults only, r_hus no i formation was
sought ‘to examine the tamuy perce 1nn of ocher

as made to’

. Fur no

independéntly assess the family en ix’onmrenb and

p;mv‘ide congruency with what was r partad by the )

depressed adults. A perplexing qu
2 i

Did the' family environment remain

onstant, aswas

sed by the _adults [in this study? Of,'

stion remains:. N




depressed 1ndiv1duuls cuntrihuta tu their, parcoiving’

o tire’ family environment Ln a cer\:;in\mannar, e ~

particularly percaiving 1ew 1evels of. axpreuiv-n

=5 " _gmong £amily members, over the study period? \ LR %

and ti 3 ces of de i aqults

) A vatlaty of pra!srencel for support and thetapy N 5

A : . were identitied by depraased adultn in this atudy. -

t«  Several individuals exprassed(the heed tu talk to a
heglth jcare professional (Hcp). Amcng the | . gt

professienals identi.tied were nuxges, psychiatrists, .

. psy ists, snclal z and the pustnr. “The .

>, need to talk to u Hcp could be speculated as related to B %

o many- factors, tcr instunce, the subjects' nsed to

- receive help ﬁruma trained pgraon, the subjects' pasc

4 N e experiences with HCPs; the su.’t;j\ech‘s' need for L
b reassuraﬁge; or since the suhja‘i:tg wer.e udﬂttgd to a
t psyi:hi'a‘tric fécility they would have eas){ access to P P
_HGPs, .the"rejpre requested to speak to° one or more HCP.. . "
‘ ‘It is’ worthy to ‘note t.hat depressed- adults in’ this . :

‘study persistently ‘verbalized the need ‘to talk to . =

I empathetic and caring staff. ‘It appears that ul.thouqh' ' i
S these individuals expressed the need to talk to a HCP,"
. f > o . L0 P
oty § N % o / L .
s o : .
. N - ~ &
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<+
their preference was spec{fic to empathetic and‘gurifxq ,/

HCPs. This is. an important -tinding.- It appgars that

‘ ‘ empathy from HCPs is an ingreﬂient that depressed {

., " udults perceive as necessary and helpful in s&sting

) them towards rs'covary. , & o #3 o

. According to Rogers (isen i empathy is "tb sense .
the cliént‘s prlvate world as if it were your own, bu{: ' .
without lasing t);a tas it' quality" (p. 284). ](:lsch

. = (197:) defines empathy as "the ability to enter 1nto

&, . . the life ot nnothez’ person, to accurately percaive his 4 . .
currgnt fealinqs and their meanings" (p. 1548) . The
. = author turthat{)p,urpnrt's that empathy is an essential .
velemént in the ‘ihterpersonaleprdtess, and’ when
v communicatéd, it (empathy) forms ‘the ba_s‘i\w for a

helping relationship between nurse and patient

(Kalisch, 1973). ‘Empatlgy then is one of the most:. . .
delicate and powerful elenents that HCPs can utilize . '
+ .. ' vhen chriné for*depreéséd individuals. It is not
surprising then that depressed adults in this study’
5, vished to know that the HCP understood thieis” internal g
: ’ frame of raference)and was sensitiva té\jheir curyrent ¥ o
’ - . feaunqs and me/afninga they attachad to these Yeelgnqs.




" 'rha subjocf.. ;.n f.his utudy also 1dcntl.tlod the { :

need to talk to:a !rig\ and have'support from a talily - Iy -”

member, It appearl ‘that qupteu-ad adults need lunaonc

(H(:P, triend, tumi].y nsmher) that they can ulk to and
« who .they parcaive a- carinq. It cur_:Ab- safely N

= concluded thut e ng or re: yity

damonattatad by tha'trilend or family menbar toward the

depraased ‘Sersnn Ls‘\parcaidlad as helpful by the .
~ R daprepsed adult. i
Some deprelaad udpltu in thlu study Ldtntuiad the

N I
need for a’ nupport gtaup, npeci!ically conveying the

N, need for belonging that they. !olt night be achimd

through being 2 nn.bnr of a aupport group.  Two R =
- ~
subjects whd had prcvieu-ly attended a -uppqtt grotip x

cmerlted posltively nbout the group. H‘waver, one

Vs subject having praviously at:tanded a ho\pltal-bﬂaed N s
\ i support group and verbal group, did not pcrgeive
.groups as helpful. It is ditttcult to make any
statamnt w‘lth regard t:o the’ eﬂicm:y of support groups K/

in the care of dapreuad adults, tron this study.
% Support groups may prqva to be helpful for some
N dapress‘ad adults but may not: always be the choica of . . . =

therapy for-all dapressaq- adults. '
e




y .
Help Center or Crisis Line. (telephane) independent of

, the psychiatric ta‘cilil. ﬁccardinq to: *se

{ depressed people in dealing with a su:lc:aljd‘sis._ is

Three subjects _in this study requested a

individuals, a Hel{: cg.‘ er or Crisis Line would serve / -

well those people ng-an acu‘lte 1 /,
suicidal cx‘isis. The subjects emphasized the need fo ) i B
the contact person at’ the centar or the person reached R

by telephone to be an individual trained inedealing s

with suicidal crisis. .
'*'It is a well’ knawn fact that dapresséd individuals

are a hiqh-risk group tor suicide, and ‘that severely L
&

dapressed pexsons are nlvuys sui'cidal risks (Stnart ’

sundeqn, 1987). 'l'he desperatian to take one's life wag

.clearly communicated by depressed adults in this study ’ & B ‘
-

whu had more than’ once experienced severe depressive

ebisodes. The striking comment about the need fot

trained as, to assist i

not surprising. The anxjety that is assbciated with a

ion is uv;; 1niing

deliberate at self:
(Stuart & Sundeéh, 1987), tnera!are a akiued person is - . \»

required* to assist depressed individuals to deal with

- this anxiety and feel a sense of control over their




life and future.

N

Four subjects identified the need for speciric
training, namely stress management cr‘aining, %
%{tivangss “training, and life skills training. It
1& céniiendable that these individuals were able to
identify areas in their life :ha\tj.:xé.y perceived as
Qeeq;lng chahga to help.them ‘cope with thg depressive
erisis. ! . :

Stress management tra’lning hay involve more thah
one of the following: selr-;wagené-u' wj.t.;: regard ‘to
the 1ndivldpail's~te.elin'ga, ta‘span-aq, and behavior;
identification of the 'lndi\'liduél'u prwinui coping

° mechanisms and laaming new ways of dealing vith
~stressors; realistic goal--attinqx orqu-izing and

pticrizinq imudiate and tuture goals; laarninq

xelaxat:mn methods; leurninq effgftive problel—solving:v

and so fgrth. Any of the areas noted can be useful for
the depreasa'd individual .ini varying degrees depending
on_‘tha, person's unique needs and receptivity to change.
':Asse'rﬂvena“ training .lnvolvon. ttgc 1dcntit;utian
of one's previous and present responses and behaviors |
and learning new, assertive ways of céﬂnunicating w!.t:h.

others. The description of the steps involved in |
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assertiveness training {s bgyond the scope of this

and will @’ not be di . The

literature is abound on irformation related to

° assertiveness theory s;\d training (see Alberti & T _

Emmons, 1974; Bowman & Spadoni, 1981; Chenevert, 1978;

Galassl & Galassi, 1977). .
A recent research study ( Pietro‘mlcnaco,“ 1985) 'nutad #

affective sensitivity to be an important characteristic

of depressed ;x.dividualsi depressed individuals were

‘more responsive than d cnntrols to both .

negative and pcsi,tive feedback. It would appear, then, -

that ‘one aspect of ion is the to focus -

primarily on the‘atf'e_ctiv‘ev implications df i:ncuming‘
evaluative information (Swallow & Kuiper, 1988).

' Assertivéngss training may ;be partié:ularly useful .
for depressed adul¥s since aséert;on involves
acceptance of positive input from others. If depressed
adults have an increased affective sensitivxty, it is %
possible that they may benefit from receiving positive
feedback from others. The positive feedback in others ".
may in turn serve to.enhance the depressed individual's

selfAbsteen. . . -




" and intensity. Some of the more common inpatient group'

* Life skills trainin}; ‘may include truining'in ©one

or more of the following areas’ houaaken'pinq, cooking; .

shopping,* money management, human relations,
conversational skills, problem-solving skills,
goal setting, utilization of comuhity resources, and

so forth. Depressed adults -could benefit :Ixom

"life skills training in any one of these areas, again .

depending on' the individual's unique needs and

receptivity to learning and change. e §0

doa

In this study, one subject identifled the need for

structured therapy, referring to having scheduled

- activities and therapies during the day. The same

subject indicated the need "For' group thaz'upy‘ im the
hospital. For severely déprasséd hospitalized cliénts
a structured daily program of aci;ivitieé can ke
beneficial (Stuart & Sundeen, 1987). Structured
activities may be useful to set the-ton‘a of the day,

help motivate the client, and provide distraction from

negative ruminating. A routine may also help p;:avtde

a sense of control and-predictability for the

individual. s

Inpatient group therapy may vary :I:n aim," purpose,

‘ ~ : ~& ) H .
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.cou;munity tollowinq' a psychi’at

S
o

es are lity ¢ ion groups,
ineight without reconstruction groups, problen-gd1vlng

groups,. rel‘notivatien and re-education groups, and

: supportjve grougs (Marram, 1978). It was not the

intention of this study to examine whether any one

particular type of group therapy would be beneficial

P

for adults. v ¥, providing qrt‘:up therapy
to these individuals remains a viable alternative!

.
Future investigations assessing the usefulness of

- group in the of. ¥ adults may |

prnvide vuluuB'la 1n£omation with regard to the
ralavanca and typa of group therapy that may be useful
1n the _care of thea@ individuals. ' - §
Four lubjact:s idsntitied the need for day therapy
or follow-up atter dischax.-qe frcm the hcspital. The
importanca of tollow-—up care after discharge from the
hospital cannct ‘be overemphasized for individuals with

emotional problems. The various ‘issues related to

" psychiatric dlscharge and touuw-up care are beyond the

“scope of this chapter. However, it must be emphusized
that raintegration of an ind_iv?al in the home and
ic hospitalization

requires readjustments of roles both within the ‘family




period constituted several weeks or months.

and the community‘, particula:l—ly if the hcspitnlizution
-A depre_sslc_i .ix_\di‘@_dual‘ may be hospitnii:ad for an
average of 3-4 weéks, and may therefore encounteér

rgorgnnizutibn of fumily roles upon rat(xrn home. The

return of the-hospitalized member thus réquires

taadj‘ustm-nt on the part (;f all tu‘mily nembers. In
addition, the depressed indi'vidual may ngad increased
supbort dealing with the um"esolved problems and
in;titutinq new ways of &oping. ) .
- Familie; have felt guilt and shama“toll’cwlnq )
hospitalization of a member (xnaazsop,' 1977, and have
deﬁ%ﬁd the.burdenof coping with tha patignt over a
long iod of: time (Gud & Salnsbury, 1968; . Hatfield,
1981; ,Robin, Copas, & Freeman—Browne, ,1979). Leavitt
(1975) upon interviewing families of 16 psychiatric
patients who were being diséharged from the hqspital,
found that in general the families wara not prepared

for the discharge of the hospitalized member. -

There.fora', follow-up care of pdychiatric c¢lients may - .

also, facilitate family p ‘tion and adj ment of

all members upon the client's return home.,
<
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Furthermore, the stigma attached to mental illness
may ati‘!act‘ depressed individuals when leaving the
hc‘:spital. The p;ublems enc:\mtered by those with
mental illness because of its stigma are well .
documented (Amstto—ng, 1980; Rabkin., 1974) . Ad;quate "
follow-up may provide the individual with the necessaiy
support during the early phases of reintegration into -
the family and community. '

Caplan (1964) discussed the impartance of
assessi—ng-the fam.ly's prejudices with regard to

mental illness so that family"m’e’)gbersv can.be given

assistance in x ing-.and ov Tig these
prejudices.” othewis;, ‘tha Fliant may return to a
setting where he/she is seen as weak, ;s,\not trusted,
is overprotected, or is rejected. Follow-up care ma;y
allow the family to discuss their fears and pro}ide

a -
the.nurse with the opportunity to educate the family

" and in turn expel myths in relation to mental illness..

l-‘inany, as noted earlier, it was npot surprising
that some depressed adults in this study were unable
ta identify the type of support or thenpy tHey neeaed. )
mhe }}igh level og uncertainty, indecisiveness,
}Kssimiém and loss of spontaneous. motivation associated




with d ive symp logy may ‘for the
inability of these individuals to express any
prekerence with regard to the therapy or support -
needed. ) . E

Although this study's findings provide a picture
of what ‘éspressed adults in-this. study perceived as the
type of support or therapy they neaded (with tha -
exception of six auhjecf.s), i leaves ena with several
unanswered questions. Specifically, tha study. ¢id not
attempt to weight or rank the various types of }upport_
or therapy, for instance, one pre of therapy may '
indeed be more necessary and critical-than another.
of particulaz; importance .are nur;inq interventions in
the care of the depressed adult during hospital »ﬁtay.
The study did not attempt to identify subjects' .
preferences of‘ one set of nursing Lnterventions from -
another, or whether certain nursing, interventions
were critical than others when caring for these

.individuals. ) ’ 5
. This study also made no attempts to elicit

i_nformatihn with respect t‘o‘dapressed adults' -

previous experienges with any numbér of therapies.

‘It is possihle that current therapy may “influence




s

‘ of this nature would be useful to clinicians when

. study’ populgtion. In addition, a longer fcllow-up . o\

Bl s S0
one's outlook and coghitive accessibility to the . . g
expression of similar therapy ’preferences. * (4
Furthermore, past positive or negative experiences . s,

may intluence current therapy choices. Zntomacion

determining ‘priorities regarding the care of &

depressed adults, and would be valuable to obtain in

future studies. ' ¢

~

Limitations to generalizability

The investigator recognizes some. important
limitations of this study.‘ The small sample size
precludes generalizaticma of ‘the. results beyond, ﬁlu\

<

periad, for -instance six months or one year would help Cy
to demonstrate whether indeed the sel‘f—esteem and the . |
famny perception ot depressed adults temained constant
ot changed with racovery . |
Limited control of other variables may have ’ J
influenced the Vresult’s_ of this study. _These variables ' ‘
include, the lack of distinction between the nuclear - ¥ ‘
family and the tm;ily of oriqin:‘l‘ack of

dif!erenti“ation of the stage of fumuy 'devalopm_ent,- EEEN




y L ' ..
" and, the age of the subj‘act- in influencing ‘the ‘!amily

circumstances. In addition, a sampling biaé may have
resulted by virtue nt the investigator being attiliatad
with hoth the hospitals used as study settings, thus
possibly, atrect:lng the subjects' responsea. s

In view of these limitations and 1nnuonc1ng AR
variahles, the investiqutor emphas:l:es that’ the

findings of this study be 1nterpreted with cautian., :

Summaxy

This chapter diacussad axtansively the results of .
, B h
this study. The major tindinga of the atudy were .

brie\Ily highlighted, follnwed by discuss‘ion of l:ha

' study variables (self-estéem and family perceptian) in

relation to depressive -symptomatology. A discussion

] . .\ S
-with regard to preferences of support and therapy of

depressed,adults followed. Limitations to
generalizability of, the study results were also noted.

The summary of the study including nursing implications

'andA recommendations for nursing practice, theory and

are in er Vi - . .

o
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. CHAPTER 5

SUMMARY, IMPLICATIONS AND RECOMMENDATIONS

A convenience sample of 2§ adults with an ¥
i

admission medical diagnosis ipdicative of depression
from twe pegghiatric facilities participated in an

exploratory study. ‘This study, investigated :the

* relationship * ve sym 1¢by and two-

variables - self: and’ family ion in '

z‘elation to cohesian, expraasiveness and ccn!lict
within the famjly." In addition, the study elicited
‘the sul jects' preferences of support and therapy when
expariencing depressive episodes.- Data was collected

\Qn three separate occasions' admlssxon and discharge
from a psychiatric fucility, and at one month
postwdirs::harqa. &

The subjec‘té com{leted folfr research instruments.

The Beck Depression Inventory (BDI, long form) provided

a q of ive sy logy: the

Self Concept Scale (Tscs) provided a measure of
salt-esteem, the Family Environment Scale (FES)
provided a measure of the relatinnship dimensions of
s -~




the family; ‘and, the Subject Profile (sP) form provided
intomation with regaxd to personal characterisucu of Lo

tne suhjacts and t:hsir preferences- for types-of support

and thernpy‘ : T . b R ‘
The sanple, -as t showed imp: = in B
their? " /' ve at logy upon discha; from the 3
. psychiatric :miuty. Fur this improvément -

_pcst—discharga_. Depressed adults in this atudy

was maintained over a period” et one. month

demoﬁétiatad low levels of selt-eateam as compared to a

normative samp].a (Fitts, 1965), with the level of . S

salf-esteem ramuining relatively cunstant !rnm time of i
admission to cme month post-discharqe. _: B .

. The study showed that the perceptidns of depressed ®

adults and the p sptions of the ve sample «
(Moos & Moos, 1981) were comparable on the dimensions
of cohesion and conflict among family Ynamberé.» A
unique finding of thisA study-was that dep;'gased adults
perceived the‘ir famniea as lacking 1n exptésslvanass : ? =
among mémfaers. The family perception of subjects in - :
this study remained relatively constant over time.

In addition) subjects indicated several
preferences for suppo_rt or t‘herapvahen experiénciﬂq a
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dapre‘ssive episode. A noteworthy observation was the

subjects' insistence of empathy from staff and otHers.,

Implications

The findinge of this study have implications for S
nnrsing practice, theory and research. Several study
Tfinitatidns, however, prohiblt. generalization of the ot

results. The small sampla size precludes

generalization of the findings beyond the s}:ugy s
populuts:on. " A one month follow-ug after the subjects'

dtscharga from hospitul, may nct have been a good

inaicator of po ial in self-estéem and
family perception that could ;:ccur wi‘th recovery from : -
depression. ' ' . ' " ) '
‘Furthermore, the study did not control for* -

variables such as dist%nction betweex; the nuclear \
family and -the family of origin, differentiation with "
fegard to stuge of family development, and the age of
the subject in iﬂ!luencinti family circumstances. A
aampling bias may have resulted by virtue of the
investigator being affiliated with both the hospitais
utilized as research vs@t/tings. In spite of thése '

drawbacks, however, the findings have implications fox: -




o

health care. . ~—
-

Nursing Practice

The etiol.ogy of many psychiatric disorders remains,
unclaar and thl, precludes the extensive use of primry

3 \ prevention techniques. A solid undurutumﬂng of L

factors ussaclntau wi.th psychiatric ralap-a is of
evident value for 1m:arvantion. However, nlnr;ly what:
s needed is a botter undarstunding of what upu:iﬂc
strategies- help Fediice the b o paychiatric -
relaﬁ‘ses,‘ thus ‘xt.endi‘ng the periods of wellness in
Aindividliala axpnrhnclnq‘ psychiatric disorders. «

* The nur-ing Anecwowtion- related to gevere mood

isturbanc: st be based on a neu-ue perspeéctive

=

model that diso

determinates ing many dhansions that at!act all
aspects nt a parson s life! Thus a single approach
to nux:sinq care vould be inadequate. Nursing
interventions must instead ra;lact the complex anatuu

. ©of the model and address all the factors that may
potentially influence one's vulnerability ‘to.and
recovery from mood diuturb'ariéas.. h

2 <
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Two factera that have been hithighted as being
associated wlth depressive symptomatoloqy in this
. study are:- (a) low selt-esteem in depre_s_sed adults, ,
- and (b) lack of family expréssiveness perceived by the
) de;»ressed adults. ’ . 5 g
- échulpz and Dark (1986) maintai‘n‘ that a person ‘
with adequate or‘ high self-esteen may be better able to
" deal with embtional alficulties.’ Hental health nukses
theretore need to recogniza the effect ot disturbance o .
in selt—estaem on the c!.ient's coping capacity. ' ’
_ Therefore, an essential’ pun: of c:rinq for depressed

individuals would be to enhance thejrsen's -

~ self-esteem. Clearly, a better underatanding of B 2
: nursing strategies that lead to implroved self-esteen - L
in theaa individuals is of critical value. Nursing
strategies aimed at anhancing the client's selt-esteem '
must be individualized so that thay focus on the
client's unique strengths and needs.
= \ Indlvldnals with low self-esteem may have -
. ditffculty incorporating. fwaitive and | .
1y 25 their N g he and "

’ . <
% needs. Nurses must asgist clients in identifying

, 'their needs and imdividual strengt:hs' in order that




5 Ry ~
cliants may use this knowledge to effect change in_.. -
their lives. B .

AdditPeflal strategies tjat nurses can utilize
to enhance the depressed 1nd1vidun1's self-esteem
includ§ assisting the person to clarify any
misconcaptions he/she ‘has about himselfsherself and - ./ .
that of the care’ he/sha is receivingt It 19 essential

that the nurse encourage the client td ask question
about his/her health problem, the ~.reatment, . progra‘ss,

'prcgnnsis, and facilitate decision-making about

his/her, care. ‘Providing opportunlties far 1ndependent
decision-making and ‘successes are paceasary, if clients
are-to incorpcréﬁe positive expex"ianc'as and feedback
to help -’gham ﬁlc{dlfy their self-egteem in a more
positive directi‘cn.. a '

Affective sensitivity appears to be an impott'ah ' L .

istic of individuals (Pist:amonauo,'
1985). This knowledge becomes very relevant to- nurses
, when providing care to these individuals. It is° N _;
possible that with the heightened a!!agtivevsensihikvity, \
the positive feedback and praise for accomplishments
that the nurse provides, may be 1ncor‘puru(:ad-into ;he

client's view about himself/herself, thus a‘nhancinq
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the -self-esteem even further. -
Relating to the theoretical framework of this
study, the nuzse"eahancing the hospitalized family
member's salt-esceem will in turn be affecting the
tamily system, bringing the system into balance with a
different form of equilibriw > It is a.rn:icipated that

. feedback processes would result in higher levels of

sel that the family —

system, resulting’ in a'wide range of positive outcomes

for the family. For instance, positive qutcomes could -

. constitute higher levels of. functioning among members,

goal-directed behaviors, enhanced interpersonal
rslationsh{ps, and a realistic worid view.

An important implication‘ when caring for depressed
clients is the involvement of the family in the
assessment and treatme;mt of ‘these clients. It is
essantlal that nurses begin to examine the possible
reciprocul relationships betwaan depressive mood and
family environment. It would be extremely valuah}e for
mental health nurses to.elicit the client'"s as well as
the individual family member's perception of the 'fnmil‘y

envi’ so that ropriate egies to include

the family in the treatment process can be ingtituted.
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A éistressed-gumily en‘}ironment warrants nursing
intervention both at thé individual and family levels.

Depressed individuals in t‘nis study perceived a’
lack ‘of expressiveness‘ within thsir tnmilies. lmrsa; ‘
‘play an important role in assessing exprsssivaness
within the tamily and in eliciting in!amation with
regard t:e family, expressiveness trom family mc\nbers.
Family snessment intarviarws when a member 1s sr.;mittnd 3
tc the hospital, may prove to be' invaluable in

ing an i of t:he family snd

in gatnaring dats about individual £am11y menbers’
perceptions of the level of expreseivene‘ss within the
famiiy and the overall family environment. .

It must be noted that the nurse's assessment of

the family should incorporate thé growing body of

“knowlledge abolt family responses to mental illness &

and about family needs when a member is hospitalized.
Knowledge of systems theory, cybernetics, includinq’
family dynamics and processes is essential to
conducting a holistic asssssment of the indlv}:duel and
his/her family.

A better understanding of nursinq strategies that

effect creation of a positive family environment, and,
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specifically those that focus on enhancing
expressiveness within the family, 1s also necessary.
Family interviews while the client is ho.spitalized and

* duz:ing follow-up can provide the nurse with the

opportunity’ to build relationships with the ‘other 5
family memberxs. Thgse interviews can then be utiuz_ad
to provide feedback on the léevels of expressiveness 'of ) %
eac;n member fné assist the member in expressing his/her
- vievs, thoughts, and feelings. | oo . g
Tha nurse can also assist the family members in
gaining insight inf.o t:he cummunicution patterns of
- each memper, an%cilitute ways ar maditying these
. putterns in a positive direccion. The ‘nurse must be -
aware ot his/her own communi.caticn patterns with the

. tumily, and role model effective communication

- pattarns as well as demonstrate appropriate levels
‘. of axprassiveness during interactions with the chent
. and his/her family menbers. >

':rhe emptional climate to which the client returns,
upon diécharge from the hospital can have a significant
ettecé on the c].ient's adjusment. As noted earlier, .
rsintegratian 1nte the family, ufter weeks' of

hbspitauzutien, may.require raadjustment of roles.




This is in keeping with the theoretical framewbtk of

the -study, wher;by a change in.one part of the systert
(hospitalization of family member) would result in

change in other parts (reorganization of the family ,

and role bilities)
. 3 Mental health nurses must be cognizant of the
N ) family reérganizatian that takes place while a client’ ;
is hospitalized, particularly if it is.a relatively . §

lengthy hospital. stay. If the memher 13 awly for a

prolonged time, the f.amily reorganization may nssume un 3
aapact of: pamunencs, mambers bacoma amot:lonnlly ’
attdched to the new structure and may be reluctant to
rg;um to the eatliﬁx“ organization (stuart & Sundeen,

1987). Adequate discharge plarning with the family

. including follow-up family visits by the nurse may be ) f
extremely valuable. The nurseé will thus have uﬁ
opportunity to assess the client's adjustment upon

discharge, and also 1duen‘tiéy any potential problems

that wex;e not earlier. iate follow-up
care or xsferral\ may then be providag as necessary.

of particular importance are community mental R
health nurses. in the follow=up i:ax':avof da‘x’:tesm‘sd ! | 7
adults. These nurses play an important role in




providing the vital link from the hospi’tal to the
. ccmmunity, with continued assessment and follow-up '
care af depressed adults upon discharge. In addition .
to facilitating the client‘§ readjustment into the \
family, community mental health nurses can assist in
the creation of a healthy family envirenmem: and

, provide avauability to the family as nseds arise. &

Strong follow-up care may help :educe the need for
'
rehaspitalization thus in turn min;mizinq the ~ )

. . familial disryption that ensues hospitalizjtion of a

v . family memher.
: ’ * It s fiecessary to p‘nint out that not_ all

qcmx_nux_iities‘\iﬁ Canada have comm\unity mental heath

"nu‘rses’; in many’ 1nstances~t;>110w-up psychiatric care -

15_ provided by hospital-,tgasad nurses during discharge ¥ .
- visits to the client's home, or by the outpatient

psychiitric‘nurses who function within i;he h'osp_ital.

setting. .

The foilowing obsérvations were made for subj\écts

’ in the éresenc sFudy, du‘ring’the subject's discharge - =

from the hospital. Subjects from the psychiatric
2" 7 adiissfon unit of tha gereral Tospital received efgger: ' .

¥ (1) Féllow-up visits with the attending psyéhiétrist
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and/or famﬂy physician, or (2) Referral to the

day hospital program offered by the plsychiutrié services:

of the hosp'itai.-‘ No nursing referral was made;l'huwavar,‘ T

éubjecté were welcomé to cail the nurses on the

psychiatric unit if they needed/or wished to ;o so. '
Subjects from the acu}:e admission unit of the -, E

‘psychia’tx‘ic hos;‘»itzal. r«;ceived one of the. following:

(1) Follow;up visits with the atte.n‘d.inq psyc:hiatrlst

and contact with-family physician; “or (2)-Retartu,1 to

the cutp‘atient department of the hospital where /}

follow-up visi;:s .were scheduled with the attendin’g

psyéhiutrist and c:;ntinuaa follow-up provided by an

outpntlent psychiatric nurse; or (3) ? ral to the

nutpatient department of the hospital where follow-upf

vis?ts were scheduled with' a health care professional

(outpatient ps):(chlatr.{c nurse, psychologist, or

socia’l worker) who the client had been seeing for

psychotherapy/counselling while hospitalized. The

health care professional would contact the c;ient'n

attending psychii;t,rist as needed. In addition, all

subjects. were. encouraged to call nurses .on the N

ixipatiant unit, if they needed to do s\o after hours

" when ‘the outpatient department was closed.
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It is necessa¥y ta note that the follow-up of
depressed adults in this study toncentrated on the, _
i - i P)
care of the individual, w[th 1ilt1e emphasis on the

care of the-family as a unit. A shift from the

. individual to cﬁring for the whole.family is critical,

if nurses are to provid‘e more effective and holistic
nirsing care to this population. L -
This study elicited relevant information. with

regard to support and therapy preferences of depressed

_individuals. The preferences were noted (see Table 7,

(

p. 87), and, discussed fa_lriy gxtensively in Chapter IV.
v'may. appears nacé5§ary is nursihg interventions )
designed to assist depressed clients to access the
sl’:pport or therapy of their,;hoice,. and assist thep to
use the currently a‘vailable‘supporc syst’:ems‘.

p 2 . .
An important observaticdn in this study was the

need by d¢ adults, for émpatt‘xy from
staff and others. It is impossible to accurately '
perceive the client's nedds 'or understand his/her
pug:ht: when experiencing a depressiva"a‘p‘isgde‘, without_

understanding the client's internal frame of’reference.
. : .

ng one's 1

1 frame .of reference

involves the person sharing his/her private perceptual

B
> RS




world and views about himsalt/hersalt. Such sharing,
occurs when the nurse communicates empathic
undexstandinq to the pnrson. Nurses, must. therefore -

be cognizant of develeping high Pavals of empathy when

- caring for their clisnts, 80 that they may be privy to

the client's private wox‘ld. xntpmtion ‘'of “the
,client's internal world will assist the nurs@®
accurately identifying the client.'s needs and,in making
decisions with regard t:; n;u:si.hg care of these clients.
“The information'provided by the 's\;bjectu with
. regnrd to therapy. preferences have other implications
£or the ‘mental health nurse. Firsf., it highliqhta the
naeagsity of 1m:luding the client in the choice ct g v
N therapies. Secendly, it amphasj.zes the concept of N

recepmvity. A cliegt's receptiveness to therapy T

inevitably influences the i of ‘the pY -
To maximize the efficacy of nursing interventions, the
nurse should involve-the client in the planning stage

of the nursing process. Mutuality of decisions will

self: - ibility in clients, and will
provide them with a sense of control thus Eounteraqtgng'
the feelings of helplessness and powerlessness commonly

experienced by depressed individuals.




The theoretical framework which guided this study
provided an appropriate and useful model for the study.
The tramawork Ebuld be beneficial ‘in nursing pz‘act).ce

as wal]. as in research, knouledge and application of

self theory and general systems theory in nursing 4

continues to hold much promise. It is also critical

“"* that nursing theoriesr be utilized in’ fu‘t:ure research

when studying self-esteem and family environmex;c af

depressed adults. . 5 7 S ‘
“This study limited itself to measuring only the

overnll le\val of seli-esteem of deprsssed adults and

did not attempt to \'xnderstuﬁd the individuals' L

phenomenul world as wholly-as, purported by self theory.

It is important: to note however, that the stlidy made

attempts at understandiqg the subjects' perceptions

- with regard to the family environment. A

phenomem_zlcgical approach £o individuals not only s
focuses on understanding thé private wc;‘rldq of people,

but is also with the per ons and the

perceptual field of the human being.




5y The pracise role of self-esteem in depress.’eve K i

experiences remains elusive, even'though this utudy

' confirmed the evi‘dencé in the literature that depressed
adults axhibi.t low ealt-esteam‘ Ii: 'ls, however,
dittieul" taq make any definitive statements regatding )
implications for theory on the role of 'self-esteem in & | «
deptess‘ivé s‘ymptomatology,"from this study. :Nurses *
must, hawaver, uant;nua to la\arn more ab&ut‘:
significanca of depressﬁd individuals' self-esteem nnd
tha theoretical and practical 1|np1'icatiuns ‘thereof. % 3o !
B \Tha.iuee of».a. theoretical tramawgr); _,basaq on a " . .‘

nursing theory utilizing a ogical ive

such as Parsi's (1981) Hun-Living-Henlth theory of
‘nursinq, may be axtremely useful as nurses attampt to
understand the, person's phenomenal world and
perceptions, ‘incl\udfn'q the person's sense ofyself ana
it's relatic;nship to dapressiva symptom‘utolcgy.- In
addition, 1ncorporat1on of a nursing theory is usatul
in conceptuanzinq nursing practice and identifying
nursing strategies for c‘uring for depressed
individuals-and their lun}i‘)_.iss.

A The utilization of the concepts purported by ¥ oa

general systems theory are abound’in nursing
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literaturé. General systems theory continues to remain
an important theory in psychiatric - mental health
nursinq.pracﬁice. Knowledge of the Lnterdepéndence

(wholeness), interrelatedness (nongumativity). and

complexity of i ions the :
individual and other syétems, particularly the fanily,
has impo:ta;w implications for the mental health nurse. )
This 4nowledge'will provide a more. cnmprehensive

assessment of the client: and in turn assist the nurse

_ in prescribing more definitive and accurate nursing __

intierventions for the ;lient. o
Percaivinq changes in the client's well-bel.ng in

tha context of the family system ullows the nurse to

cregte a more expansl.ve understanding of the

h‘xdivit.iual, thus avoiding a reductionistic view of the

client. Understa;xding the gestalt _of the, family /of the

depressed individual may assist nurses with effective

interventions for the individual and the family.

) This\study examined the family perception of
depressed adults. A useful extension of the study
would be to consider all Eumlly members' 'percepticn of
the relationships among ms'»ers, thus providing a more

complete view of the nature of the family environment
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as ref‘iected by all members. In nddit:inn, an important .

consideration would be for the nursa ‘to assess the

R family envi i ot tha
pezcap’tian‘s. 'l‘hia can be accemplhhad by obnervlnq
f.'am}ly interactions durinq family im:ez'vi‘ews upon

¢ admis‘sian of tha ;iepressad 'msmber,. n}: discharge, and

. . on follow-up visi.ts. 3 ! N <

Future studies based - on tha l{euman Systems Model
(1982), which stems from general systems thanry, may ) -

4 be useful for nurses, when examining the

1ntarre1ationship n family environ ar.ld . .
B . depressive sy-mptnmat:olagy in a tamily n;emhar.
. Ths research instrumgnts uged in thia'study
‘ appeared sgnsitive and provided important inférmation
,\whicl-e adds to the existing nursing knoulsd:;e. A clear
picture of the depressed 1ndividu{15' perception of the , %
fanily environment with regard to éha relationship _
dimensions was evidenced -from the results of the
© Family ﬁnviremnsnt Scale (FES) suhscales. L\
o . In this study the Fxs appeared both sensitive and
comprehensiva. ‘Further use of this caul in nursing N .

J "€ should ‘be This use would expand

kno\wlle\dge in relation to the instrument's sensitivity. I




For example, a unique findifg in this study, as
previously méntioned, was the perceived lack of
expressiveness among family members of the depressed
4adult. - Was this finding unique to this sample or was
it a réflection of the instryment's sensitivity?
Furthermore, is the instrument sensitive in detecting
differences in the family environment_s of individuals
suffering tr;:nn other emotional disorders? . Questions
.such as these can only be answered by further
application of the FES to clinical samples of depressed
groups and other 3§ychiatzr1c groups. In;addition, the
FES, if-used in its entirety would provide valuable
1nt;ma¥.ion with réqard to the personal-growth and
system m’ainf:ananca dimensions of -families of depressed’
persnns.' °

Finally, the results of this study suggest the
need for expansion and modiﬂcaéions to the pfesent

study and furtHer research.’ -

¢
Modifications to the present study
<
N A larger sample size of depressed adults, to

elicit whether the present findings would remain

consistent. \




WG g

Include the individual's age of first

{talization with a ive episode, as an

_udditional study variable for correlational

purposes. . ,
Include the individual's length of hospital stay
as a variabls, in ohaerving pusaibla chnnges in
selt-asteem relativento varlous time trumes,a prlur W
to dincharqe. ) ~

A longer :‘ollew-up period, for instance at six

months ‘and one year intervals assessing depressive

ymp ogy, self-est and tion of.
family environment:.‘ This would assist in '
observing signdficant changes in these variables
over a ior;gar time peri:od. .

Include tha‘tamily 'bercéption of all members of
the depressed adult's family éo;ncomitnntly while
asgessinq the dep’rassed adult's perceptions, to
deternine simil;ritias and/or differences ambng
tan;ily,memhers' perceptions.

Differam‘:iatiqn of sample in relation to family
type (nuclear ve:rsus family \ut origin), stage of
family development 4nd age of subject as

influencing tamily circumstancas .

7 4 } '
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Use a pépéan i t of the lsettings
to collect data thus‘minimizing sampling:‘bias
possibly present-by virtue of the investigatar
being affiliated to ::he hospitals used as research

settings.

Future Research

\

Areas identified for future research as a result
P 5 |

. < %
A longitudinal study to measure the relatisinship

of self-esteém, family perception, and recurrence

of depressive symptomatology over time.
An experimental approach in which all family
memBers report the perceptions of the family

environment, and independent observers rate family

i ions gh a ont y mirror. Family
members could be invited for interviews oh
admission, discharge, and home visits made
following the hospitalized men\!:{er's discarge.
A study focusing on the qualit)} of family
e‘nvifonmant an,g,its -taxatians‘hip to depréssive

‘symptomatology among Tmembers. !




5.

" 8.

in its entirety, thue assessing ‘not only the
relations)xii: dimensioys, but also the
parsonal-g;.‘cwth and system r\nainta:r;ancva_ dimensioné
_of the family of d;pressed individuals.

FN etudy'ta investigate specific nursing etxntu‘qién
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. A study using: the Family Environment Scale (FES)

that lead to imp: sel

adults and nutaing stmteqias that effect crention

of a positive family environment.

indlviduul\s' and their°families preferences for
suppnrt and tl{grap'y, and the nurses' perceptii:ns
of vhat the client and family menmbers need wi\:h.

regard to support and therapy.

in

~A descriptive study focusing:on depressed

A study focusing on dapressed individuals’.

‘previous experlencas with various treatzment

modallties/therapies and i{:s relutionship to

curtent treatment choices .

A study to invastiqate the level nf empathy
communicated by ‘hurses ‘as psrceivad hv depressed .
adults and its éffect on the nurse-client o

rslationship and subquuent venti}dtiqu of

feelings by the client.

0




Ai‘ Conclusion

[
This exploratory study' investigated %he

logy,

relationship ive
self-esteem, and perception of family environment of
d‘gprassed adults on three sepa;ate occasions. ; The
three instances were, within ten days of admission to
a psychiatric facility, appx:aximate{y three days prior
to disch_urée.t‘r.om the.- facility, and at one month .
éost-dl?haxzqa. In addition, tk{e.study identified tha\
od adults’ of ‘support and ‘therapy

when experiencing depressive episodes. )

Findings revealed a persistently low salf—"as‘taem
am‘ong subjects and a fairly constant per¢ept19n of the
_family environment over time, even though the symptoms
;:: depression were greatly’ alleviated at discharqé and '
one ‘month follow-up. Depressed adults in the study

perceived their family‘'environment as iacking

expr o among m . Subjects also indicated
several preferences for support and therapy. &
Until _further studies are done, no conclusions cam
N be drawn about the extent of _involvement of self-esteem

and perception of £an;11y environment in depressiVe
. :
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P logy. must co;\tinuul‘.ly attempt *
to explore the various reciprocal reintionshlps that
exist within the phenomenon of dapress.ion g0 that
multimodal approaéhes to caiinq for deprpssed
individuals are instituted. j

clinically, however, the results of this study

that t! ic -aimed énly at the
individual client.are unlil‘(el‘y .t:_c succeed in x'ad'ucir!g o
the rate of recidivism among pr’eviously déprassad

adults, unless the client's ‘family or support 'peruon.
tuliilung the role of the family, a]:so be‘cnmeu an

integral pat‘t of therapy{‘ The results also highlight
the neces$ity of including 1’:‘he client in the choice of

therapies to maximize the therapeutic ettactlyenang of °

the i ons and to self: ibility -
in clients. Mutuality ot‘ decisions in therapy will -
provide these clignts with a sense of control, thus
counteracting the feelings of helplessness ana
powerlessness >common1y, expari_enced by depressed
individuals.
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APPENDIX A

.

BECK DEPRESSTON INVENTORY : .

NAME

on this questionaire are groups of statements. Please
read each group of statements carefully. Then pick out
the one statement in each. group which best describes
the way you have been feeling the PAST WEEK, INCLUDING
TODAY! Circle the number beside the statement you
picked. If several statements in the group seem to
apply equally well, circle each one.

DATE

Be sure to read all the statements in each group before/
making your choice. .

Permission to use this scale was obtained from:
CENTER FOR COGNITIVE THERAPY, Philadelphia, PA.
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I do not feel sad. =

I feel sad.

I am sad all the time and I:can't snap out of it.
I am so sad or unhappy that I can't stand it.

I am not parcicularly discour«gad ahout the
t ture.

feel discouraged about the futurae.
I feel I have nothing to look forward to.
I feel that the future is hopeless and that
things cannot improve. . N

I do not feel like a failure.

I feel I have failed more than the average

‘person.

As I look back.on my life, alI I can see is. a
lot of failures.

I feel I am a complete failure as a person.

I.get as much satisfaction out of things as I
used to.

I don't enjoy things the way' I used

I don't get real satisfaction out of anythlng
anymore

I am dissatisifed or bored with everything.

don't feel particularly guilty.

feel guilty a good part of the time.
feel quite guilty most of the time.
feel guilty all of the time.

HHHH

don't feel I am being punished.
feel I may be punished.

expect to be punished.

feel I am being punished.

I
I
I
I
I don't feel diaappaintec,l ln myself.
I am disappointed in myself

I.am disgusted with myse.lf.

I hate myself.

Idon't feel I am worse than anybody else.

I am critical of myself for my weaknesses or
nistakes.

I blame myself all the time for my faults.

‘I blame myself for everything bad that happens.

§ % ? "
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I don't have any thoughts of. killing myself.

I have thoughts of killing myself, but I would
not carry them out.

would like to kill myself.

would kill myself if'I had the chance.

HH

don't cry any more than usual.

cry more how than I used to.

cry all the time now.

used to be able to cry, but now I can't cry
even .though I want to.

I
I
I
I

I am no.more irritated now than I ever am.

I get annoyed or irritated more easily than I
used to.

I feel irritated all the time now.

I don't get irritated at all by the thinqs that
used to irritate me.

I have not lost interest in other people.

I am less interested in other people than I used
to be.

I have lost most of my interest in other people.
I have lost all of my interest in-other people.

I make decisions about as well as I ever could.
I put off making dekisions more than I used to.
I have greater diffidulty in making decisions
thgn before.

'an't make decisions at all anymore. .'
I don't feel I look any worse than I used to.
I am worried that I am looking old or
unnatractive.
I feel' that there ‘are permanent changes in my
appearance that make me look unattractive.
I believe that I look ugly. i

I can work about as well as before.

It takes an extra effort to get started at doing
something.

I have to push myself very hard to do anything.
I can't do any work at all.
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less.

I can sleep ag well as usual. .

I don't sleep as well as I used to

I wake up 1-2 hours earlier than’unuul and ﬂ.nd
it hard to get back to sleep.

I wake up several hours earlier t.han I used to
and.‘canhot get back to sleep

I don't get more tired than ‘usual.

I get tired more easily than I used to.

I get tired from doing almost anything. .
I am -too tired to do anything. .

My -appetite is no worse than usual.
My appetite is not &s good as it used to b..

.- Hy appetite is much worse now. -

hava no appetite at all anymore. O

I havan't lost much weight, if any, 1ataly.
I have lost more than 5 pounds.

I have lost more than 10 pounds.
I have lost mere than 15 pounds.

I am purponaly trying to lose weight by aatinq \
es

I am more wotried about my health thun usual.

I am worried about physical problems such as

aches and-pains; or upset stomach; or
constipation. X =2 N
I am very worried about physical px:oblems and

it's hard to think of much else.

I am so worried about my physical problems that

I cannot think about anything else.

interest in sex.

‘I am less interested in sex than'I wi
I -am much less interested in sex now.
I have lost interest in sex completely.

I have not noticed any recent change lian my

d to be.
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' APPENDIX B
TENNESSEE SELF CONCEPT SCALE
INSTRUCTIONS

The statements in-this booklet are (to help you

describe yourself as you see yourself. Please respond
to them as,

if you were describing yourself to yourself.
Do not omi‘nny item. Read each statement carefully,
then select one of the five responses listed below. On
your answer sheet, put a circle around the response you
chose. f you want to change an answer after you have,
circled it, do not erase it but put an X mark through
the response and then circle the response you want.

}m you start, be sure that your answer sheet and
this booklet are lined up evenly so that the item
numbers match each other.

Remember, put a circle around the response number
you have chosen for each statement. <

i

N Partly False 3
Completely Mostly and Mostly Completely
‘ False False Partly True . True ‘' True
N 4 - i
1\ 2. 3 B 5

» ; !
You will find these response numbers repeated at
the top of each page to help you remember them. '

[ “ :

k4

\
Permission to use this scale was obtained from
WESTERN PSYCHOLOGICAL SERVICES, Los Angeles, CA
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Partly False .
Completely Mostly and Mostly complecely N K
'alse , False Partly True . True . =

[
. 1 2 - 3 4 5

have a healthy hcdy..
am an attractive person....
‘consider myself a sloppy person
am’' a ‘decent .sbrt of person.

am’'a NOBOAY o4 s:0 00 g 0/einia 378 siscaimin/ne
have a family that wculd always

HHHHHHRAHH

PeOPlé dOiveceanaaacianadnn
B 91. I do not always tell tha truth
] 93. I get angry sometimes.........




Partly False

3 ‘completely Mostly . an Mostly Completely
False False Partly True True
T F) 3 2 5
Iten
No.
. 2. I like to look nice and neat all the time.. 2____
4.'I am full of aches and pains -
B 6. I am a sick person...... o
ki 20. I am a religious person. > Ra—
22. I am a moral failure..., 2 e
24. I am a morally weak person.....
38. I have a lot of self-control...
40. I am a hateful person. 40
42. I am losing my mind... 42
56. I am an hnporta;n: person to my
friends and family.......... +e.56
58. I am not loved by my family 58___
60. I feel that my family deesn't trust me.. «++60
74. I am popular with women..... v ..N14
76. I am mad at the whole world. e 16
78. I am hard to be friendly with. ceees18,
92. Once in a while I think of things
. t00 bad to talk aboUt.....eeeeeeenessensasad2
94. Sometimes, 'when I-am not feeling
well, I am CIOSS.civeecssrnnnncas -94
L 4




Partly False

Completely Mostly and Mostly Comp].etely
“False False -Partly True True o
T - - 2 3 T 5
3 Item
No.
__7..1 am neither too fat nor—too-thinieeeis
9. I lfke my looks the way they are..
11. I would like to chanqe some parts

25.
27.

29.
43.
45.
47.
61.

63.
65.
79.
81.
83.

95.
97.

of my bodY..visssessevaviseiansdinivsivs
I am satisfied with my moral -behavior. .
I an satisfied with my relationship
with God..
I ought to go to cl

I am satisfied to bs juat what I am.

I am just as nice as I should be.

I despise myself.. 3 T 7

I am satisfied wlth my tamily i
relationships..iccececeecscatcenasecansnsndbl

I understand my family as well

as I"should.......
I should trust my fam:
I am as sociable as.I want to be..
I try to please others, but

don't overdo it...s...ciiiiiiiiiiiiiienen 8l

I am no good at all from a

I do not like every I know. 95 L
once infa while, I laugh ®

social standpoint.
at a dirty Jokeis.eeseecsnsasceraeraaninneadZ




Completely Mostly
False

Partly False
and

Mostly Cmnplqtsly

False Partly True True
\ 1 : 2 3 4 5
H
] Item
/ No.
— 8. I am neither too tall nor too short.
* 10. I don't feel as well as I should....
12. I
26. I am as religious as I want to be... .
28. I wish I could be more tmstwcrthy., .
30. I shouldn't tell so many lies.... .
44. I am as smart as I want to be. .
46. I am not' the person I would lixa to ‘be. .
48. I wish I didn't give'up as
08811y a8 T @0ccccccicccssccsnssoscsssscansdB
62. I treat my parents as well as I should
(Use past tense if parants are not
living)ieecessenes
64. I am too sensitive to t.hinqs ny
family says. cevevas ceee
66. I should love my tuny nore.. eee
80. I am satisfied with the way I treat
other people.......eeieasne
82. I should be more polite to others.. .
84. I ought to get along better with
other people. . . .
96. I gossip a 1i im .
98. At times I feel like swearing.




Fartly False

Completely Mostly and Mostly Completely
False False Partly True True True
1 2 3 ) 5 .
. ' ' Item
) e No.

13.
15.
17.
3.

33.

51.
53.
67.

69.
71.

85.
87.

89.
99.

I take dood care of myself physically..
I try to be careful about my appearance
I often act like I am "all thumbs".....
I am true to my religion in my
everyday’ 1ite......‘.......................;;

I try to change when I know

.I can always take care of myself

‘in any situation..eeseesecisncnirisiinnnanesad9
I take the blame for things without

gatting mad. ,,......51
I do things without thinkinq ahout

them first.

I try to play

and family.eoeossoeoescconnioncnsasss

I take a real interest in my family..
I giveiin to my parents (uieip“t
tense if parents are not living)...........73

I try to understand the other
fellow's point of view......
I get along well with other pe Pp:

I do not forgive others easily.......
I would rather win than lose in a game..
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: L
- . Partly False ..
cemple:e;y Mostly and Mostly Campletely
Falsé False Partly True True
1 2 ~ 3 4 5 N
Iten
No.
o 14. I feel good most of the time......
. 16. I do poorly in sports and games.
> 18. I am a poor Sleeper....sssassse sgeeeslB
32, I do what is right most of the time. P
34. I sometimes use unfair means to get ahead
36. I have trouble doing the things that
are right.c..coeeens
50..I solve my problems quite easily.
52. I change my mind @ 10t..eeaeesso
54. I try to run away from my problems
68. I do my share of work at homs.. cenas
70. /I quarrel with my family...... ..
5 72. I do not act like my family thinks
v I
ot 86. I
I
88. I
90. I £ind it hard to talk with strangers...
100. Once in a while I put off until tomorrow

what I ought to do today......cceteveee...100
S



APPENDIX C i

FAMILY ENVIRONMENT SCALE
FORM'R

'L‘had Family Ex_wimn;gant Scale is a questionnaire
, that provides statements about families. You are to
dec‘ide which stutéments are true of your family and
w);icii are falsa.‘ If you think thé statement ‘is True or
mostly 'r:"us‘ of your family, mark I beside the
statement. If you think the statement is False or
mostly False of your family, mark F beside the
statement. F ) ™

You may feel that some of the statements are true

\ for some family members and !alse‘ for others. }?ark T
if the statement is True for most members. Mark E if
the statement is False for most members. If the
members are evenly divldéd, d:cids'what is the strongu‘r
overall impression and answer agcordingly.

Remember, I would like to ;know what your tami}y .
seems like to you. $o do not try to figure out hov;
other -members see your family, but do give your general
impression of your family for each statement. Pleiase
make sure you answer every item. ’

~




® 1. Family members really

help and support one
another.

2. Family members often
keep their feelings
to themselves.

3. We fight a lot in our
twly.

4. We don"t do things on
. our own very. otten An
onr family. i
5. We feel it is
important to be the
,best at whatever you
do.
6. We often talk about ¥
political and social
- problems.

7. We spend most weekends
and avanings at! hans.

8. E‘nmny members attend
‘church, synagogue, ,or
. Sunday School fairly
‘ often.

9. Activities in our family

are pretty carefully
planned.

10. Family members are
., rarely ordered around.

11. We often seem to be
k_nung time at home.

12. Wé ‘say anything we - 3.
' want to around hgome.

13. Family nembers rarely
become openly angry.

168

14. In our family, we are
strongly. encouraged
to' be independent.

15. Getting ahead in life
is very 1mportant in
.our family.

16. We rarely go t:o
léctures, plays or
concerts.

17. Friends often come
over for dinmer or to
visit.

18. We don't say prayers
in our family, -

4
19. We are generally very
neat and orderly.

20. There are very few
rules to follow in
our family.

21. We put a lot of:
energy into what we
do at home.

22. It's hard to "blow

off steam" at fiome

. without upsetting
somebody.

23. Family'menmbers -
sometimes get so
angry they throw
things.

24, We/ think things out
for oursalves in our
family.

25. How much money a
person makes is not
very impor:ant to ¥
us. *




26. Learning about new and
different things is very
important in our family,

27. Nobody in our family is

3s.

39.

active in sports, Little »

League, bowling, etc.

28.'We often talk about the
religious meaning of
Christmas, Passover, or
nthar holidays.,

29..1ts often hard to find
things when you need
them in our household.

30. There is one family
member who makes most of
the daclsiena.

31. There is a feeling of
togetherness in our
¢ family.

32. We tell each other
about our personal
prcblems

33. Famny mambera hardly

ever lose their tempers. |

34. We come andygo as we
want in our family.

35. We believe in compatition
and "may the best man
win."

36. We are not that’
interested in cultural
activities.

37, We ol’can go to movies,
‘sports events, camping,
etc. .

40,

a1.

42.

43.

44.

45

46.

47.

48.

169

We don't believe in
heaven or hell.

Being on time is
very important in -
our family.

There are set u‘uy-
of doing thinq- at
home.. .

We rarely vo].untur
when somathing has to
be done at honme.

If we feel like doing
something on the spur
of the moment we °
often just 'pick up

. and go.

Family members often
criticize each other.

There is very little
privacy in our
family.

We always strive to
do things just a
little better the

next time.

We rarely have
intellectual
discussions.

Everyone in our
family has a hobby
or two.

Family members have
strict -ideas about
what is right and
wrong.



49.

50.

51.

52

53.

5.

-

55,

56.

57.

58.

.59,

60.

Pecple change their
minds often in our
family.

There-is a strong
emphasis on following
rules in our family.

Family members reéally
hack each other. up.

Someone usually.gets
upset if you complain
in our family.

Family members: sometimes
hit'each other. . v

v
Family members almost
always rely on

themselves when a problem
6!

comes up. .

Family members rarely

$2.

170

61. There is very little
- group spirit in our
family. >
A
Money and paying
bills is openly
talked about in our
family.
63. If there's a,
disagreement in our
: family, we try hard
to smooth things
over and keep the
peace.

4. Family members .
strongly enccurage

+ each other to stand
‘up for their rights.

5. In our family, we
don't try that hard
to succeed.

worry about job promotions,

- school grades, etc.

Someone in our family
plays a musical
instrument.

Family members are not
very involved in

recreational activities
outside work or school.

We balh_vd there are

some things you just have

to take on faith.

Family members *make sure
their rooms are neat.

say in family dec.

Ev-ri[onn has an nTugl
sions. 70.

69.

66. Family members often
go to the library.

67. \Family, members
sometimes attend
coukses or take
lessons for some
hobby or interest
[(outside of school).

68. In‘ur family each

person has different

ideas about what is
right and wrong.

Each person's duties
are clearly definad
in our family. »

We can do whatever
- we want to in our
family., .



71.

72.

73.

75.

76.

We really get along
* well with each other.

We are usually
caraful about what we
say to-each . other.

Family members often o

try to one-up or
out-do each other.

It's hard to be by
yourself without hurting
somecne's feelings in
our household.

"Work ha:or%play" is
the rule in“bur family.

Watching T.V. is more

~important than reading

77.

78.

73.

80.

181,

82,

in our family.

Fimily members ‘go out
a lot.

The Bibleé ‘is a very .
important book 1n our
home. s
Money is not handled
very carefully in our
family.

Rules are pretty
inflexible in our
household.

There is plenty of time
and attention for
everyone irr our family.

There are a lot of
spontaneous discussionu
in our family.

83. Tn our family, we
believe you don't
, 'ever g-t anywhere

by ralsing your
voice.
84. We are not really
. encouraged to speak
for ourselves in
our family.

«

Family members.are
often compared with
others as to how
well they. are doing
at work or school. °

o

Family members
really like music,
art and literature.

§7.\0ur main form of
entertainment is
watching T.V. or’
listening to the ™
radio.

88. Family membar¥s’ .
believe that.if you
sin you will ba
punished. e

89. Dishes are usually
done imme ately
after eati K}

90. You can't get away
with much in our
family.

Permission to use this scale was obtained from:
CONSULTING PSYCHOLOGISTS PRESS, Inc., Palo Alto, CA.

1
\




2.

3.

* right how?
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APPENDIX D
~  SUBJECT PROFILE 3

CODE # ° -]

\

Sex Male ¥
Female

Age - ___ Date of Birth

Medical Diagnosis: Primary

Y

Number of Ps’ychiatric Admissions: i

.What dpo you feel could be helpful to you or that

you would prefer in terms of support and therapy




APPENDIX E

. EXPLANATION. TO SUBJECT

Av

My name is Gulrose Jiwani and I am a nurse
completing a master's degree in nursing at Memorial
University of Newfoundland. As part of my program, I
am carrying out a research study. The purpose of this
study is to gather information about how adults with
emotional concerns such as yours, view themselves,
their family, and their emotional health. P
information will assist nurses and other hcalth care
givers in identifying times when these people require
support and therapy so that necessary assistance may be
provided sooner, to avoid possible rahospitalizutlon.

Your participation’in this study will consist of
providing written angwers on three separate
questionnaires. In addition, you are expected to
respond verbally to some questions that I may ask you
after you have completed the written questionnaires.
Together, the written and verbal responses will take
approximately one and one-half hours. You will be
required to complete all three written questionnaires
and respond verbally to some questions on three

' separate occasions; this includes twd separate 2

occasions while you are in the hospital, and one time

after you are di from the ital. The third :
occasion will be in your home or if you are

rehcspitalized, it yill take place in the hospital.

If you decide to purticipate in this study, you
are free refuse to answer any questions and are free to

withdraw from the study at any time. Whether or not &

you. participate in this study will in no way affect the
care you receive. The decision to participate in this
study is entirely your own. If you do participate, you
are assured that information that you provide, will be’
strittly confidential. Names will be substituted,with
numbers, and your name will not appear on any of the
questionnaires. Nor will your name appear in any et
the findings that may be published. You will receive -
information about your answers at the end of the third
interview. In addition, your pqychiitrist will receive
information in relation to your health that may require
attention immediately.
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You personally may not benefit from this study.
Howgver, you will add to the understanding of when -
;persons with emotional concerns such as yours require
support’ and therapy, and thus reduce the number of
readmissions into the hospital.

A report on the findings of this sf.udy will ha
sent to (name of hospital)

If you are Interested gin knowing about the findings o
this study, you may contact the Director of Reseaich or
Diractor of Education at the hospital.

Do you have any questions? Are you wil. ing to
participate in this study?' If you agree to,
participate, I would like you to read the Suhject
Conaent Form and provide your written consent to
participate in this study.

If you Reed to contact me for further information
about this study, please do not hasitata to' do so. My
telephone number is . Thank you.




APPENDIX F ¥ .
SUBJECT CONSENT FOR.H\

have been
uked tc partfcfpnts In a study to qathEr :lntomution
regarding my views about myself, my family, and my
emotional health,

I understand that participation in this study
involves completing three separate written
questionnaires and responding verbally to some
questions asked by Gulrose Jiwani, on three separate

- occasions. I understand that the three occasions will

include two separate occasions in the hospital, and
once after I have been discharged from theihospital.. I
understand that the third occasion will be in my home
or if I am rehospitalized, it will take place in the
hospital. I understand that together, the written and
verbal will take ly one and
one-half hours on -each. occasion.

I,understand that my answers will remai scrictly
confidential. I understand that my name will not
appear on any of the questionnaires nor will Lt appear
in any findings that may be published. I undqrstund
that I will receive information about my answgrn at the
.end of the third interview. I understand that my
psychiutrist will receive information about my\ health
which may require attention immediately.

I understand that I may refuse to answer a y »
questions and that I am free to withdraw from the study
,at any time without any effects on the care I am
currem:ly receiving. .

I understand that I may not directly bonetit trem
participation in the study. However,. the 1nform§ticn

may be useful in adding to the understanding of and in
providing therapy to _persons in similar circumstances
in the future.

I hereby give my consent to participate in this
study, the nature of which has been explained to me.

Date




APPBNDIX G
‘ LETTER SEEKING HOSPI'I‘AL APPROVAL

. .

Dear ___ 2 3 "

- \

This letter is to request permission to conduct a
nursing research study in your hospital. I am a .
graduate student currently registered in the graduate
program in the School of Nursing, Memorial University
of Newfoundland. - This study is a partial requirement
for the master's degree in Nursing and is under the -
supszvisian of Dr. Mary Jo Bulbrook. °

The purpose of my investiqation 15 to describe the
relationship of the sel on of
the family environment of individunls wif_h affective
disorders, on admission and discharge from psychiatric
facility and at one month pust-discharqa. In addition,
this study will elicit information with regard to
support and of adults,
when experiancinq depressive episodes.

Enclosed are the following:
1. The research proposal.

2. A copy of thé research instruments:
(a) Tennessee Self Concept Scale (TSCS), (b) Family
Environment Scale (FES), (c) Beck Depression
. Inventory (BDI), and -(d) Subject Profile (SP).

3. A copy of the consent form and explanation to the
individual to participate ‘n the research study.

4. A copy of app 1 o 1 by the
Thesis Committee, Hemutiul Univarsity of
Newfoundland (MUN). "

5. A copy o 1 of p 1 by the

Research Comittee, MUN.

I will require the assistance of your hosp.ital for
the identification and initial contact with clients.

ee/2
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This would necessitate that I have your permission to
+ meet .with the Patient ‘Care Coordinator/Head Nurse of
the psychiatric admission unit at your hospital, for
explanation of my research study. In addition, I will
require the assistance of the senior clinical nurse
and primary nurses on the psychiatric unit to:
‘(1) help me identify potential subjects, and
(2) approach the individual to inform him/her of the
study and to obtain verbal consent from the individual
to release his/her name to me, for purposes of
explaining the research study and obtaining writt:an
consent for participation in the study.
If the individual is will!.ng to release his/her
name to me, I will contact the person to explain the. .
research study and obtain a written. informed consent
to participate in the study. I will be responsible
for the administration of the research instruments and
data collection on three separate octcasions as
outlined in the research proposal, of which two
occasions will,be on the paychiatric unit at your
hospital. I will also require permission from your
hospital to have access to records of clients who have
consented to participate in the study, during the
study period to verify information that is required on
. one -of the research instruments, the Subject Profile ~
.(SP) form. I anticipate my data collection on the
psychiatric unit will take approximately six months.

I hope you will look upon this request favorably.
I shall ba pleased to provide any further information
you maZ require and meet with you-to discuss the study.
can be reached at, N . *
Thank you for your interest and consideration of

my request. I look forward to a reply at your earliest
convenignce. ¢ x -

Sincerely, B

13

Gulrosebegum N. Jiwani, B.Sc.N., R.N.




APPENDIX H
- LETTER TO PSYCHIATRIST

Dear Dr., Y E

I have received permission from your hospital to
conduct the tonowing nursing rgqeatch study,
"Sel on
of depressed ind!-viduals' An explontory study,” on
your unit.

Please note the followinghdetails:

1., All subjects will provide a written coﬁéent
prior to participation in the study. ¢

2. You will be notified of patiarb who are
included in the study.

3. 'x'he interviews for «data collectioh will be
conducted at a time that does not interfere
with patient programs, groups, physician

or other

4. You and the primary nuru will be notified
immediately if your patient expresses snicidal
ideations during the interview.

Thank you for your support and co-operation.

Sincerely,

Gulrosebegum N. Jiwani, B.Sc.N., R.N.
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ABPENDIX I .
LETTER TO THE PATIENT CARE COORDINATOR/HEAD NURSE
OF PSYCHIATRIC UNIT

Dear,

I have rsceived pem{bsion from your hosz‘itnl to
a nursing study on the psychiatric

unit. TI.am currantly tagintarad in e graduate
program in the School of Nursing, Memorial Univer‘l.ty
of Newfoundland. This-study is a partial raquiremanf.

Xfor the master's ddgree in Nursing.

- The purpose of my investigation is to describe the
relationship of the self-esteem and the perceptions of
the nature of the family environment of individuals
with affective disorders, on admission and discharge
from psychiatric facility and at one month
post-discharge. In addition, inromation with regard
Py adults,

to PP and
will be sought.
This letter is to request the assistance of tk;-

senior clinical nurse and primary nurses on your unit,
to:

)
(1) help me identify potential subjects, and
(2) approach the patient to inform him/her of the
study and to obtain verbal consent from fhe
patient to release his/her name to me, for
purposes of explaining the research study and
.obtaining written consent for pgrtiaipution in
the study. \ 3
If the patiant is willing to. ralaasa his/her name
to me, I will contact the person to explain the
research study and obtain a written informed consent
to partigipate in the study.. I will be responsible
for the administration of the research instruments and
data‘ collection on two, separate occasions on the unit.
I will also be accessing records of individuals who
have consented to participate in the study, during the'

see/2
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s
study period to verify information that is required on
the Subject Profile (SP) form developed by me. The
SP form is enclosed herewith for your perusal.
anticipate my data collection on the unit will take i
apnx’oximately six months.:

I shall be pleased to provide any further information

+ I bope you will look upon this requast favorably. " e

you may require and meet with you to discuss the study.

I can be reached at __

Thank you tor your lntarest und consideration of

my request. I look forwrad to a reply at your earliest
convenience.

Sincerely,

o~

Gulroseb‘m N. Jiwani, B.Sc.N., R.N.
TN
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APPENDIX & , -

LETTER TO THE SENIGR CLINICAL WRSE AND PRIHARX NU'RBES
OF THE PSXCHIATRIC UNIT

'
,Dear 3 . oy \

.
«

study to
exp].ore the relationship of the self-esteer and
perceptions of' the nature of the family environment of
individuals with affective disorders, on admission and ¢
discharge from psychiatric facility and at one month
postrdischarge. In addition, information ‘with regard

to support and therapy preferences of depressed adultd,
will be sought. .It ‘is anticipated that the'findings

will be useful in identifying individuals with attectiva *
disorders who, may be a high risk .for rehospitalization
and planning care for such individuals so as to reduce é
the number of potential readmissions.

- I have received approval for the study from the .
Ethics Committee at the School of Nursing, Memorial '
University of Néwfoundland and the Ethics/Résearch
Comnittee at the: hospital. The-Patient C: coordinator/
Head Nurse has also been informed.

This letter is to :equast your assistance with
this study. I would like you to help me to identify -
potential subjects which meet the following criteria:

1. The subject is between “thé age of 20 and 64 ~

years. v
2. .The subjéct has a medical diagnosis indicative *
- of depression upon admlssion to the
psychiatric unit.

3. The subject is able to speak, read, write and ~~"
comprehend English.

4. The subject will reside. upon discharge within
a 50 mile radius of the hospital.

5. The subjuct: is compﬁtené and able to give a
freely \informed, written' consent to,
participate in the study.
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~. ° R I wuuld like to approuch tha pot-nchl lubjtct

< - using the to nfnm
the individual of the study and to obtain his/h er -
verbal consent that he/she would be willing to release ¢

. - his/her name to me and listen to an” explanation: of /the
} study. If an individual 15 willinq ta{aleusa his/her .
F “+ name to me, I will then visit him/her at 'the hospital

= to- explain the study and obtain’an intomsd, written
o consent to participate in the study. -,
& *, '+ ILwill be responsible for theadmin. tration of
‘ ‘the research instruments and data collectlon for the °
study.\‘ “The subject  will be asked to complete three
written questionnaires and provide verbal responses
asked by'me from.the Subject Profile form that I have

developed for' the study.” Data collection will occur on -

three separate ‘occasions for each subject;. this

includes two separate 'occasions while the subject is.in

the. hospital, and once-at the subject's home after
. he/she"is discharged from the hospital. The written
and verbal responses would take approximately one and
-orie-half hours of the subject's'time on each- occasion.
I will also be accessing records of individuals who
have consented to participate in the study, during the
. study- period to verify in!anation that is required.on

the Subject Profile form.

* ' Thank you for your interest and Qera!:ion with

N this study. ‘I look forward to'meeting with as many
_nurses as possible in the near futute to discuss !:xxis
study. I can be reached at Dars

* * . Sincerely yours,
. - \
' ’

Gulrosebegum N. \Jiwani, B.Sc.N., R.N.
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- APPENDIX K
STANDARDIZED INTRODUCTION BY THE SENIOR CLINICAL NURSE ¥
OR PRIMARY NURSE TO THE INDIVIDUAL

Hello 4 Mr./Mrs./Ms. o
e ° . B
Gulrose Jiwani, a registered nurse, who has worked B \

with persons having emotional problems, is conducting a
study concgrnj:gg _individua}s who have emotional
concerns such- as yours. shé would like to have the ., -, s
’ opport‘(i’niiy/ﬁn explain ‘the study to you and to ask for

your participation. 'The fact that you agree-to listen N

to her explanation in no way cgmmits, you to participate

in the stuc{y. - ~ i 8,

May I have permission to give.her your name? . e
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‘EXPLANATION OF THE NATURE :
. 2 3
: ,OF THE RESEARCH INSTRUMENTS L ¢

A. Beck on_Inve (BDI) . '_ . .
. . The Beck Depreséion Inventery (EDI) was ‘developad )
by Beck (Beck ét al., 1961). 'mp BDI ‘(long form) is an -

c i i to dimrnsions of depression BT
¥ (Appendix A). The BDI provides an estimate of ‘the - 2
current degree of severity of dep{assad ood. While E s
s the BDI serves as g predictor of depreasian,\it shnuld

not-replace diagnosis in the sense of clinical

judgement. It must be noted that the subjective
exg;griencas tapped by the BDI and the signs of '
) depression assessed by the D'SM-ill (1980) ‘ware two '
7 separate and rel‘ati‘(ely independent phenomena" (Blatt, 4
> %uinlan, Chevron, McDonald, & Zuroff, 1982, p. 119), °
Structurally, the BDI (long tom) consists of 21
items, each item containing four sal!-descriptlve
. statements, labeled from 0 to 3,.to .whic}v the subject
respontls by encircling the gtatament that best
describes how he/she is feeling at that Eyip}: in ‘time. . B

The 21 items included in the BDI are: A. Sadness, ’ sl
1 * - . . * 5




" B. Pesslmism, C. Sense of failure, D. Dissat':[sfaction,.

’ M. Indeciéiveness, N. Self-image change,

.

E. Guilt, - F. Sanse of punishment, G. Self-cﬁslike,

H. Self-accusations, I. Self-ham, J crying Spells,

" K. Irritability, L. Social withdrawal,

0. Work difficulty, P. Sleep disturbance, )

Fatigapility, R.,Anorexia, S. Weight loss,
2 2 .
T. Somatic preoccupatlon, and, U. Loss.of libido.

The BDI is a self—udministersd paper-pencil test, &

and can be “used with adults. Scorinq of the BDI ' .

consists at adding. “E the em:lrclsd numeral values.

The tctal score provides an es!;imate of the deqrae of .

sevarity of deprassed mond. * The: meaﬂ scoras can be

interpreted as follows:

+ ) Standard °

P B Mean Deviation'
- Not depressed 10.9 . os
Mildly depredsed 18.7 . 10.2
Modexately depressed «25.4 9’;5

severely dehressed 30.0 5 10.6 |

For the purpose 6t this study, the total score on

‘the BDI was used as a reflection of the extent of ,

3

*




My exhibitod by m

subject. The highe,t one's score on tha BDI, the mbra

pervas{ve is one's depressian, aince u hiqher scora

tequir:as that’ ai e hé

wwmmmm The

reliability and vaudity data for the BDI have been

repor:ted by several researchers, with Qﬁéh psychiatric
s(e.g., Beck, 1957."Beck<,' ét al., 1961) and normal .

samples (Bumberry, 6liver, & M'cc].ure,- ‘1978) ‘l‘ha BDI

has been widely used, both'as a self—zuting scalé and in

clinical settings.

several rasearch studies utiuzinq tha BDI have ¢

been réparted in the 11'eratura, purporcing that the

BDI. is a raliubla ana valid i * High, internal

*consistency (Peteraon, Schv@x'tz, t. Seligman,’ 19811 A
B S

Tennen & He: erger, 1987) and \:est-retest reliabllﬁy . @

(Golin, swaeney, & Shaaffer( 1981‘ Rshm, 2976; Tenneh' . 5

& Herzberqer, 1987) hgt e been. reported in’ collage 4_ 2 .
student samples. * , =¥ £
’ The BDI has reasonable predictive and concurrent . _’ CEN
validity (Beck, 1967)% Furthern\ore, Coyne’ ana cotuh PR y
( 1983) reviewed invest:igations of the psychcmatric )

propert}ias of the BDI. The BDI has also been validated | /
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: “ >+ | to yield very good sensitivity and specificity ratios
F g (Love, 1987; Turner & Romano, 1984).
¥oos - B: asee Self scale (1scs)
5 The Tennessee S&1f Concept Scale (TSCS) was
‘ i . develeped by Fitts (1965). The TSCS is an instrument

- designed to measure the ‘multidimensional structure of

: £ pt (AP B).. stru 11y, the TSCS .

. fconsists of 100 self-descriptive statements 4o which

the suhject responds on a five-point wresponse scale

ranging from "complately true" to "completely false."
v . ~ The TSCS s a selt-administsred 'paper—pencil test, and
ER

can be used.with persons 12 -yaara or older whn have at

least a sixth-qrade reading lavel.

v

. . Ninety of the items,. equally divided as pasitive

) the test which define Self-esteem. The subscales

‘ include: Identity, Self Satisfaction, Behavior, ' b
Physical Self, Moral-Ethical Self, Personal Self,

. . l:'amily Se'ltt and Social Self. The ramaining ten of

‘the 100 itemis came from the.Minnesota Hultiphaslc

Parsonality Inventory (M:MPI) L-Scale and comprise

the Self Criticism Scale (a measure of overt

and negat. ve statements, make up thefeightvsubscales of




I

' defensiveness). L . ' 5 & ,' o

* oo The Tscs’hns‘two forms. Both torm;‘ use the ‘same e
,‘/V 100 itens, utilige di ile k

sheets. / The. counseling Forln (Form C) proviclea .y cd

.o nfomation on =a number of maasuras, includlng response | L

" « " defensivaness, a total scora, and salt concapt scales i

t that, reflect "What I am," "How I Feel," ana \

i “What I Do " TheClinical and naﬁa-rch Form

(Pom ¢ &R yields uddit;onal maasuras, inuludinq t:ha

I six empirical scales: Defansxva Pesition, . : s

& o General .Maladjustme , Psy

1ity Disorder, '

is, and 1 litv I Special scoring

\‘ keys are required. For the | purpose of this study, the

counseling Forn\ (Fom c) of the TSCS was utilized, and - ° i

— were for the 90 items tpat’ provide the
. .

S Sélf-esteem Score (Total P _Score). -~

~ e; id-Val. of . The : ’ . .

renabiuty and validity data to: tha TSCS have been ‘ L
repoxted in the Manual (Pitts, 1965). The tsst-retaat
g ranabiuty costticients. of all major scores an the . ) i
TSCS (Fom c) -are. reported (aae Fitta, 1965, p. 14). .
'rhe .tes\:-tetest reliability coefticiant ﬁ\sz\- . |
has been reported for ‘the total posicive self-estéem ]




score, in a aanple of college students, nutled‘ over.a .
Lo - twb-week puriof(i‘itts, 155‘5). Other researchers note
. . the test-retest reliabilities for the self-esteem

. . score as ranging from .75 to .92 (Gross & Alder, 1970).
Vo In addition, the TSCS has bgen used in over 1,350
. “ressnrch studies, as reported in the Tennessee Self
co;u:ept Scale':\ Bibnography of ‘research studies (Reed,
. | Titts, & Baehm 1981) 1( o N g, ™
S .*  The validity of t!

TSCS has also been previously
. established and’ repox‘ted in the Manual (Fitts, 1965,
! \ p. -17-30) . 'Four kinds of validatioh procedures ‘have

% ‘been -}epoitad. ) content ‘validity, (2) discriminatiop

’ batv‘:a';n groups, (3) gorreintion with other personality

" FAL U ,.and 4y lity che es under pax;ticula;:
. conditions. In addition, several of the measurement
é\:udias of the TSCS, reported subsequent to the
Manual's (Fitts, 1965) publication, have- been directed

toward an elucidatidn of its. validity, particularly

. ’
o . construct valldity (e.g., Culbertsom, 1975; shapira & -

- Swensen, 1977), or toward a: description of the
\intluﬂnce of situational .variabies (e. g., sociai i 8

W desirability, raspbnse set), on TSCS sqpres (Fitta,

ot u1., 1971, pp. 45— 61). . Y - 3
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The Family Environment~Scale (FES) was developed
by Hoos (1974) .7 The rFs is an instrument designed. to

assess the sccial climate ur. the !mnuy (Appondix c).

specifically, tha- FES ‘ res the 1

relationships among family merbers, thn ditectionﬂ of

personul growth wh,i\ch |the family emphasizes, and the

=, basitc structural oriianization of: the tamil'y. "x‘ha FES

| .
is a nelt-udministaré? papar-pancu talt, and can ba
\

used with perscms- 12 &ears or older. ' ¢

3 = structurally, ths FES consists at 90 tru\-talse

itaxns which form 10 xubscales. ’x‘besa suhsualéﬁ craata

‘tripartite- i ionail 11nﬂnn of the tumily

environment: ‘Relatiohship dimensions, Perscmal Growth -

dimensions, and System Maintenance dimensions. The

|
statements are worded| such that a "true" response

indicates the presence or ancoutagem’ent of a spe)citic

behaviar within the timily unit. "Falss" raspcnsss
indicate that the resm:ndent perceives the tamily as

lacking a certain, characteristic.

!/» Each subscale constitutes nine items scattered
throughout the quesfionnaire.: The subject tesponds on

a s'epa'rate FES answér sheet. Scoring of each of xthe
3 . \

\
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FES subscCales’ is a simple clerical task using the

template ﬁrovide'd. Saparste scores, ranging from zero
to nife, are reported for each of the. sdbscales. »
H‘iqher subscale scores reflect a grgd€ter degree of 2
amphasiu on that characterist_ic‘ of the family 4
environment. The FES also yields Family Incongruence
Scores, both for any given pair of ‘!ami‘iy members, or
for the entire family. , ‘
The FES has been adapted Lnt; se’veral major forms.
The mc\,st trequently used form the Real. Fam!.ly Form N
(Fom R), is used to cha:actariza the family N ( o
environment “us' it sx}sts prasently. other forms .
clude the Ideal Family an‘n (Form I),:designed to
measure the family as the members would ideally like it
to be, an Expectation Form (Form E), w!uch measures the
fafiily member's expectations about ‘family setCings, and
a Short Form (Form S) camposed of 40 items cf the
regular 90-item fom (Form R). For the purpbse of this
study, the Raal Family Form (Form R). of the FES was
utilized.

" The reliability data-for the FES includes

test-retest: reliabilities for 8-week, 4-month and

- ° %




12-month intervals. The average correlations- reported -
by Moos and Moos (1981) for the 10 subscales of the FES
for eac}rtime peri®dd are .78, .74, und 73,

?Jrespectively, Internal consistency reliabilities for
the subscales using both the Kuder-Richardson Formula

methods of calculation have shown coefficients in °*

S the .51 to .78 range. Howevar, these stutiatica were

. deri ed from relatively lprge samples: (N = 814 and
. 1,667, reapectively) Intérnal reliabilities <alpha)
with smaller samplea have been lower (e.q.,. Andersnn,
* © ' 1983; Fribyl 1984). Anderson (1984) posita that the
7 z—pnint true-falsa rasponse format of tha FEB may be
S responsible for artificially inflating internal
’ ® . reliability yith 1arger samples.
_ The vadidity data on the FES has not baen
systamati/éally teported in the literature (Forman &
. & Hagan, 1933) Instead, the Manual (Moos & Moos, 1981)
. describes the relevant information in ‘ternms of areas of
app: cation, makinq reference to empirical .
tionships betweeh FES and other measures.
i / Accordin;; t’c Anderson (1984), given the atten\:lp’n
~ ’ /to the ;sychometric criteria in the selection of the

20 (Moos, 1974) and, Cronbach Alpha (Moos & Moos, 1981)




final items of the FES, the content validity of the

subscales appear relatively well established. Ey_idence

for the predictive validity of some of the FES

subscala‘s have been noted (Finngy, Moos, & Ne‘wbox;n,
1980; Wetzel & Redmond, 1980). 1

° .Evidence for the concurrent valldicy of the FES ,

is mixed.. For 1nstance Russe]g. (1980) found that the

CQ}gasion"subscale did not correlate well with other
y
-t

. self-report and o@éswatiena{ measures of family
cohesion. In additlicn, ©Oliveri and Reiss (1984) found
no relatjonships between the FES and their” direct

8 observational measures of 'Similar'd*mensions. In
/’ contrast, Moos and Moos (1981) report. a number of
/ studies wh;ch suggest strong concurrent validity both
with psychiatric and'normal populations. The mixed'
‘. + ., findings regarding the concurrent validity of the FES
may be due to the use of small samples in'many of E}Ixe
studies and the problems, discussed earlier, as with
“\%nternal rpuabuicy in such samples (Anderson, 1984).
v constmct validity has been demonstmted by the
:bilit:y ¥f FES subscales to consiﬁ_v_antly ‘aiseriminate
“b‘atwaen normal ?nd disturbed groups of families (Moos
& Moos, 1981, 1983; Scoresby & Christensen, 1976) and




. —
to be sensiti\}e. to changes in c’l!nic families'
envifonments during treatpent (e/g. Bromet & Moos,
1977; Mobs & Moos, 199':_). _In addition, strong
empirical support has been found for the ‘prcposa‘d t
theora‘tlcal'relationship between fa;nily stresaes and
-family social anvironments as measured by the FEB
\ (Boss, 1977, Maynurd Maynalrd, Mccubbin, & shuo, 1980.
McCuhbin, Patterson, g Wilson, 1932). , while these '.
! empirical ﬁindings"offer strnng augport tor the
theoretical fo\xndatior\s of the FES, it is important ‘to
note that factor analyses of the FES items, as far as =

. ;:ap be: determined by, the investigator, have not been

reported in the literature to statistically confirm the
construct validity of the subscales.

D. Subject Profile

Th\‘sﬁbjact Profile (SP) form was developed by the

investigator for the purpose of thia study. The SP
consists of flve items (Appendix D) and was use} to '
licit data about personal characteristics of the™
;ubj?ct (Items 1-4). In addition,. the last item on the
SP form (Item 5) was an open-ended qua;cion, eliciting

information from the subject about the type of help

a
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\

\-.and/orr support the subject perceived he/she required.
Data for the SP form was collected via subjects
raupnnd!ng'verbuny to questions asked by the
investigator (lollwln‘g the SP format of items), and
the. &?_fomtion' verified from the uu’bjacts' clinical’ .

records in the hospital.
5
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APPENDIX M
g FAMILY ENVIRONMENT SCALE
¢ SCORING.KEY . B
, ‘ 3
COHESION N
Real family % \
3 (Form R) Scoring
Item Number Direction . 2
G 2
N » *:
1 T Famy.y members really help
and dlpport one gnother.
d ‘12 F We often seem to be
' killinq tima at ‘home.
21 ~ T “We put a lot of ena:qy into
vhat we do at hom
B i /
L 31 T Thefe is a feeling of
" .+ togetherness. in our
; ‘family- -
A
% 41 F We. rarely vo;untaer when
- ‘something has to be done at
> home.
91 T Family members really back
. each other up.
\61 F There is very little group
. spirit in our family.
> 71 - - We really get along well
with each other.
81 / T | There is plenty of .time and
| attention for evazyone in ’
our family.'

4
4




EXPRESSIVENESS

Real family
(Form R)
‘Item Number

—~ L %

62

* Family members often keep

their feelings to
themselves.

We say anything we want to
around home.

It's hard to "blow off
steam" at home without
upsetting somequy.

We tell each 'z)the_r about

.our personal problems.

\
If we feel like doing
something on the spur of
the moment we often just
pick up and go.

Someone ususally geés upset
if you complain in our
family. g

Money and paying bills is
openly ‘talked about in our
family.

We are usually careful
about what we say to each
other.

There are a lot of
spontaneous-discussians in
our fapily. .. :




CONFLICT = - ' 2
Real family " . 5op . . :
(Form R) Scoring - %
Item Number Direction
_ 3 s i
4 © a2 . 'r(’/ We fight a lot in our . .
' ‘ ~family. .
5 A3 E F Family members V‘raraly ¢
- . become openly- angry.
23. ° T Fmi\il.y menbers sometimes L '
get 8¢ angry they throw A s
- . .. 5 things. . :
33 . F " Family members hurd”l;'ﬁevar .
" P loge their tempers. . &
T 43 ‘Y EXE Fanily members often
. . = s s criticize ‘each other. - <
53 ‘1 Faiiily members ‘sonetimes < ’ i
( hit each other. , - ]
i g " * L
63 " F " If there's'a disagreement ‘
(in our family, we try hard
" ' 'to smooth things over and
& keep the peace.
73" T Family ‘members often try to 4
HEE . one-up or-outdo each other.
R 83 . F In our family,®we believe- .
you don't ever get anywhere
~ N by raising your vo.

.
(From Moos, 1974) - v .
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