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Context of the Problem 

CHAPTER I 

INTRODUCTION 

The onset of any physical illness in a child presents a 

crisis situation for each family member involved in the care 

of the child (Rae-G~ant, 1985). The acute illness, sudden in 

onset and brief in durati6n, elicits such psychological 

responses as high level anxiety, distress, and occasionally 

depression in family members. This contrasts vividly with 

the chronic illness situation in which the duration of the 

child's illness is prolonged and unpredictable. The stress 

these family members experience is long and unremitting and 

requires them to repeatedly cope with the demands placed on 

them by the day-to-day care of the child (Rae-Grant, 1985). 

When a child becomes ill, parents find themselves trying 

to cope with new problems and emotions concerning the ill 

child, his siblings, their marriage, family relationships, 

and altered schedules (Wallace, Bakke, Hubbard, & 

Pendergrass, 1985). Furthermore, the occurrence of the 

illness creates the potential for health care treatment 

outside the home. 

What distinguishes the types of psychological responses 

to illness elicited in parents of acutely ill children from 

those in parents of chronica~ly ill children? There is scant 

1 
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mention in nursing or medical literature of sociologic and 

psychologic phenomena, which, when combined with such 

variables as levels of illness, culminate in differences in 

responses between these two groups of parents. 

The.focus of this study was to identify the 

relationships which .influence stress and coping in parents 

who have an acutely ill or chronically ill child. These 

findings were compared with parents of well children who 

served as a control group. Because the findings reveal 

significant similarities and differences between these 

parents, then the study provides implications for nursing 

practice. One significant implication is early assessment-of 

parental stress and coping patterns associated with levels of 

childhood illness, and implementation of nursing strategies 

which could provide patient education, provision of 

resources, crisis intervention, and initiation of family 

therapy based on this assessment. 

Nursing, with its inherent philosophy of health 

promotion and belief in holistic care, is ideally suited to 

undertake the challenge of identifying such relationships. 

An understanding of family dynamics associated with parenting 

a physically ill child.is vital to help these families cope 

with the stressors in their environment. 

Comparing parental responses to different types of 

physical illness required a measurement approach that reveals 

the nature and extent of parental stress and dysfunction as 
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well as coping behaviors associated with·parenting a 

physically ill child (Holroyd & Guthrie, 1986). The Anxiety 

subscale of the Brief Symptom Inventory (BSI) (-Deragotis & 

Melisaratos, 1983) and the Attachment, Restriction of Role, 

and Social Isolation subscales of the Parenting Stress Index 

(PSI) (Abidin, 1983) were used to measure parental stress in. 

this study. The Coping Health Inventory for Parents (CHIP) 

(McCubbin, Patterson, Comeau, Joy, Cauble, & Needle, 1981) 

was used to measure parental coping beha~iors. 

Statement of the Problem 

Previous studies have examined psychological responses 

to chronic illness in families with children diagnosed with 

such illnesses as leukemia_(Chadoff, Friedman, & Hamburg, 

1964), nephrotic syndrome (Vance, Fazar, Satterwhite, & 

Pless, 1980), and cystic fibrosis (McCubbin, McCubbin, 

Patterson, Cauble, Wilson, & Warwick, 1983), but few have 

studied psychological responses to acute illness in children. 

Furthermore,· few studies have identified relationships among 

psychological responses associated with parenting a 

physically ill child (Holroyd & Guthrie, 1986). 

Basic Assumptions 

The following assumptions concerning the study were 

made: 

1. Man's ability to adapt to a changing environment 
) 

depends upon the degree of change occurring and the state of 

the person coping with the change (Roy, 1976). 
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2. During the period of time preceding a stressor event 

or transition·, family functioning is relatively stable 

(Patterson & McCubbin, 1983). 

3. Any childhood illness situation presents certain 

stressors to each family member. 

4o The functional and adaptive methods of parental 

coping can be recognized and distinguished from the 

dysfunctional methods Of coping (Figley & McCubbin, 1983). 

Limitations 

This study was approached with prior knowledge of some 

important limitations. There was no control over the child's 

age and length of time each child had been ill, thus 

decreasing the.internal validity of the study and limiting 

the generalization of results. Other variables which could 

not be controlled may have influenced parent .responses to the 

questionnaires. They include the presence of preexisting 

stressors within each family, and each family's utilization 

of health services. In view of these ·limitations and 

influencing variables, the study findings must be interpreted 

with caution. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The impact -of childhood illness elicits many 

psychological responses in family members. This literature 

review places particular emphasis on the parents and 

summarizes studies which focus on parental stress and coping 

behaviors associated with various childhood illnesses. The 

findings of this literature review provide the foundation for 

the present study. 

Conceptual Framework 

The major concepts in this study are parental stress and 

coping. These concepts have been found to be interrelated. 

This conceptual framework was derived from the works of 

Lazarus and Folkman (1984) and McCubbin et al. (1981), as 

well as the investigator's professional experience in family

centered pediatric nursing. 

Stress is defined as a particular relationship between 

the person and environment that is appraised a~ taxing or 

exceeding his resources and endangering his well-being 

(Lazarus & Folkman, 1984). Stress is managed by an 

individu~l's ability to cope. Whether stressors are 

conceptualized in terms of acute or chronic role strain or 

life events, coping efforts have been posited as a key 

intervening variable in the relationship between life stress 

5 
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and life outcomes (Figley & McCubbin, 1983). Inability to 

cope effectively may lead to a number of behavioral and 

physical symptoms characteristic of distress. Distress, a 

negative dimension of stress, is commonly generated by 

frustration and purposeless aggressive behavior against one's 

surroundings (Selye, 1980). These include such behaviors as 

hyperarousal, insomnia, and agitation (Aitken, 1975). If 

these behaviors exist for prolonged periods of time, they 

could become chronic stressors that erode the person's 

capacity to function effectively (Kennedy, 1982). 

Lazarus and Folkman (1984) conceptualize coping as 

process- rather trait-oriented in that it is concerned with 

what an individual actually thinks or does in a specific 

context. This conceptualization is also concerned with 

changes in these thoughts or actions across situations or as 

an encounter unfolds. 

In an effort to understand family variability 'in 

response to acute and chronic illness in ch{ldren, a 

conceptual framework based largely on the Double ABCX Model 

of Family Stress (McCubbin et al., 1981) is presented (see 

Figure 1). According to Patterson and McCubbin (1983), "How 

vulnerable a family is to the crisis (X) depends on the 

interaction of .the stressor (a) with existing and new 

resources (b) and with the family's perception of these 

factors (c)" ( p. 26) . 
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Predisposing factors that interact at a particular time 

to produce stress-induced health problems are known as 

stressors (Kennedy, 1982). Stressors c.an be the external 

physical environment, the person's internal milieu, and the 

psychosocial milieu. the nature of the parents' responses 

are not only influenced by the crisis of the child's illness, 

but also by such stressors as disruption of family 

functioning, severity of the child's illness, and threat of 

hospitalization. In addition, Koocher (1986) notes marital 

tension, preexisting·psychological stressors within the 
I 

family, and/or incongruent coping styles among family members 

as sources contributing to the pile-up of stressors placed on 

the family. 

The psychological response to stress refers both to the 

development of affective states and to the implementation of 

psychological defense mechanisms. Behavioral responses, 

which are directly observable motor actions, result when 

stress produces a disruption of psychological equilibrium. 

Lazarus (1976) termed the negatively toned emotions such as 

anger, fear, anxiety, depression, guilt~ and distress as 

"stress emotions" (p. 70). According to Lazarus (1976), 

anxiety appears to particularly occur when the perception of 

the threat is highly symbolic or ambiguous as opposed to more 

immediate and concrete dangers which might evoke fear. 

For the purpose of this study, stress denoted a state of 

disequilibrium between the perceived demands made on a person 
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by the environment and his perception of his ability to meet 

those demands. Behaviors of concern which indicated early 

warning signs of parental stress were (a) ·manifestations of 

anxiety and distress, (b) inappropriate feelings displayed by 

mothers about their child under normal ·conditions, and (c) 

persistent doubts about the capacity to. master their 

parenting role during their child's illness. These signs 

were identified by the mother's sense of attachment, 

restrictions imposed by their parental role, and social 

isolation from their spouse, peers, relatives, and other 

emotional support systems. 

Coping is a response to stress. It emerges out of the 

accumulation of demands placed on the family and involves an 

interaction of resources and perceptions of the stress they 

experience (Lazarus & Folkman, 1984). 

Resources are the psychological, social interpersonal, 

and material characteristics of individual family members, 

the family unit, and the community (Patterson & McCubbin, 

1983). When coping with childhood illness, there appear to 

be two general types of resources. The first are existing 

resources which reduce the family's vulnerability to crises. 

The second are those new resources which a~e developed or 

strengthened in response to the. new demands placed on the 

family. The family's perceptions of the stress they 

experienced include their definitions of the stressor 



believed to have caused the crisis (Patterson & McCubbin, 

1983) and redefinition of each member's role within the 

family once the child has been diagnosed. 

10 

For the purpose of this study, coping was ·defined as the 

overt and covert behaviors parents use to prevent, alleviate, 

or respond to stressful situations. More specifically, 

coping involved the parents' ability to acquire and use the 

resources needed for adaptation to family life stress during 

a childhood illness. This definition encompasses behaviors 

directed toward altering the perception of stress as well as 

efforts to alleviate the stressful situation. Behaviors 

which were examined in this study were: (1) maintaining 

family integration, (b) maintaining a sense of well-being, 

and (c) effectively communicating with the medical staff. 

Although McCubbin et al. (1981) focused on both.pre- and 

post-crisis events in their conceptual framework, the 

researcher focused only on post-crisis events involved in 

dealing with the crisis of childhood illness. As seen in 

Figure 1, the basic factor influencing the outcome of this 

crisis 

crisis 

continuation of the crisis or resolution of the 

is the family's use of effective coping mechanisms. 

Parental Stress 

The etiology of parental stress associated with 

childhood illness is complex and multifaceted. DeBuskey's 

(1970) research has described various ways in which parents 

respond to the stress associated with their child's illness. 
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The initial explanation of the illness often triggers a 

painful blend of emotional and behavioral symptoms which may 

project anxiety from parents. Anxiety creates feelings of 

tension, uneasiness, and/or apprehension caused by a vague 

nonspecific danger or threat (Jimerson, 1982).· More 

specifically, high state anxiety is often· brought on by a 

situation such as childhood illness that is perceived as 

stressful and over which the parents feel they have little or 

no control. 

Carey and Sibinga (1972) found that parental stress 

arose from the child's illness experience, and from the 

extraneous factors which complicated the parents' reaction to 

the situation, such as the child's.·temperament_and 

extrafamilial stressors. Other researchers have suggested 

that parental responses to stress may also be transmitted to 

the child (Alexander, White, & Powell, 1986; DeBuskey, 1970). 

When a child experiences an acute illness, parents have 

reported different sources of stress (Chow, Durand, Feldman, 

& Mills, 1984; Figley & McCubbin, 1983). Chow et al. (1984) 

attributed stress associated with acute illness to such 

factors as fear of the child's condition and treatment, 

increased medical costs, and miscommu!lication and power 

struggles between family members -during the child's illness 

(Chow et al., 1984). Kramer, Naimarck, and Leduc (1985) 

questioned parents of 202 young febrile children about their 

knowledge, attitudes, and fears concerning fever and its 
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treatments. They indicated with their results that the 

higher the child's temperature at the time the parents were 

questioned, the higher the minimum temperature that parents 

considered as cause for concern. Furthermore, parents of 

higher socioeconomic status were more concerned with risks of 

brain damage and seizures as sequelae of fever than parents 

of lower socioeconomic status. Nevertheless, the researchers 

concluded that undue fear and overly aggressive treatment of 

fever was epid~mic among parents of infants and children, 

regardless of socioeconomic class. 

Nuevo (1986) also reported that some parents experience 

excessive anxiety when their child has a minor acute illness. 

According to the study, characteristic behaviors foUnd in 

overanxious parents included a reluctance to remain for the 

entire office visit and lack of satisfaction with treatment 

recommendations. Nuevo (1986) also suggested that the 

failure of these parents to recognize the underlying sources 

of their anxiety might result in dissatisfaction with care, 

inappropriate use of the health care system, and problems in 

the parent-child relationship (Nuevo, 1986). 

The emotional turmoil and social disruptions that 

accompany families of a chronically ill child are often 

determined by the parents' social dynamics, adjustment to new 

Situations, and levels of actualization (Zamorowski, 1982). 

Common-reactions among these parents are guilt, sorrow, 

panic, embarrassment, and inadequacy (Kennedy, 1982). The 
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continuous impact of the chronic illness of the child on the 

parents and their life-style is frequently manifested by an 

overprotective attitude which often results in isolation and 

neglect of their parental roles and responsibilities (Leddet

Chavallier & Funderburk, 1983). Illnesses which· may 

contribute to these responses are diseases having a poor 

prognosis and those where life is preserved but with residual 

physical or psychological handicaps (DeBuskey, 1970). 

Descriptive studies of parents' perceptions of stress 

with chronic illness have collectively shown that stress is 

often attributed to the impact of illness on family 

functioning (Patterson & McCubbin, 1983; Zamorowski, 1982)~ 

Family functioning is a domain which includes such 

characteristics as family role functions, parent-child 

relations, family communication patterns, sibling 

relationships, and personality traits of the various family 

members (Gersten, 1976). 

For example Lansky, Cairns, Hassanein, Wehr, and Lowman 

(1978) assessed the quality of marital relations among 

parents of chronically ill children and f6und that they 

experienced more stress than a normal standardization group, 

but less than a group of marriage counselees. They concluded 

that medical care givers need to be aware of both the 

strengths of these families and their need for help with the 

difficulties they encounter during the course of the child's 

illness. 
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Other studies. have specifically measured the 

relationships among stress, anxiety, and childhood chronic 

illness (Figley & McCubbin, 1983; Kalnins, Churchill, & 

Terry, 1980). In a longitudinal study of 45 families of 

children with leukemia, Kalnins et al. (198) identified seven 

categories of family stressors. Stressors perceived by 

parents included concurrent illness or death of another 

family member, death of another leukemic child, major 

complications related to leukemia, occupational changes, 

financial problems, and miscellaneous events, such as 

relocation to another city. 

Figley and McCubbin (1983) have also identified 

stressors perceived by families who have a chronically ill 

child. Strained family relationships, modifications in 

family life activities and goals, increased financial 

burdens, and increased tasks and time constraints were among. 

the most frequent stressors experienced by families who have 

a chronically ill child. 

Knox and Hayes (1983) conducted in-depth interviews with 

51 parents of chronically ill children in order to obtain 

their perceptions of their stress. The subjects represented 

parents of children hospitalized with long-term disabilities 

excluding cancer, and parents of children hospitalized with 

cancer. Data were collected using in-hospital interviews and 

analyzed by constant comparative analysis. All parents were 

able to descripe in great detail their own stress, its 
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causes, its effects on them and their family, and its 

management. A major theme identified by these parents was 

the necessity of assuming new parental roles and activities 

associated with their child's illness. Parents found that 

certain aspects of their new parenting role were incongruent 

with their expectations of t~eir previous role as a parent. 

The new activities and responsibilities that they reported as 

stressful included sharing the responsibility for tneir 

child's care with others, interpreting information regarding 

their child's treatment, and dealing with their own feelings 

of inadequacy and fears regarding their child's illness. 

Hurley (1984) assessed nine parents of children with 

cancer and objectively measured their stress levels with 

three different. instruments: (a) the A-State Anxiety Scale, 

(b) the Global Seve~ity Index, and (c) the Psychological 

Stress Evaluator. The majority of these parents were as 

anxious as hospitalized medical-surgical subjects who had 

been diagnosed with cancer themselves. She concluded that 

high parental stress scores.may imply a more serious initial 

reaction to the child's illness than assumed, particularly 

when the length of time since the child'·s diagnosis is 

considered (Hurley, 1984). A major limitation of this study 

is its small samp~e size. In small samples, the values may 

fluctuate from one sample to the next (Polit & Hungler, 

1983), and may not provide a representative picture of the 

phenomenon being studied. 
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More recently, Holroyd and Guthrie (1986) hypothesized 

that different ~atterns of stress would be observed for 

families who were caring for children with difterent types of 

chronic conditions. They compared p~rents of children with 

neuromuscular disease (N=16); cystic fibrosis (N=16), and 

renal disease (N~11) to parents- of control-subjects matched 

by the child's age. The instrument used in this study was 

the Questionnaire of Resources and Stress (QRS). Their 

hypothesis was substantiated as the results showed that the· 

quality and quantity of stress differed among the groups 

examineq. For example, parents of children with 

neuromuscular disease experienced a wider spectrum of 

stressors than those experienced by the two other groups. 

Two significant stressors were having a wheelchair-bound 

child with a progressively deteriorating condition and 

absence of remissions with their child's illness. 

In summary, the findings from these studies show that 

parents of physically ill children view the stress they 

experience in different ways. Some attribute their stress to 

the impact of the illness itself. Others attribute their 

stress to frequent hospitalizations of the child and changes 

in family structure and parenting roles. Some of the studies 

have attempted to control fo~ many extraneous variables 

affecting the parents' responses to their child's illness. 

However, several limitations exist for the majority of 

_~tudies presented. None of the studies provided a 
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theoretical rationale for why parental stress varies with the 

nature of the child's illness. Furthermore, such variables 

as length of hospitalization and severity of the child's 

illness have not been substantiated in the literature. 

Further research is needed to address these variables and 

demonstrate how they may affect the parents' reactions to 

their child's illness. 

Parental Coping 

Coping is defined as constantly changing cognitive and 

behavioral efforts to manage specific external and/or 

internal demands that are appraised as taxing or exceeding 

the resources of the person (Lazarus & Folkman, 1984). 

Ineffective or dysfunctional parental coping involves an 

impairment of adaptive behaviors and problem-solving 

abilities for meeting life's demands and parental roles. 

Withdrawal from the social environment, denial of the reality 

of the illness, withdrawal of emotional support, and display 

of anger and resentment are considered dysfunctional coping 

behaviors (Patterson & McCubbin, 1983). 

Ideally, functional coping behaviors are helpful 

positive actions that involve efforts to normalize the 

child's life as well as maintain hope, optimism, and support 

for other family members. Such actions require parents to be 

emotionally mature and warmly attached to the child (Carey & 

Sibinga, 1972). According to Lazarus and Folkman (1984), 
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The dynamics and change that characterize coping as a 

process are not random; they .are a function of 

continuous appraisals and reappraisals of the shifting 

person-environment· relationship. Shifts may be the 

result of coping efforts directed at changing the 

environment, or coping directed inward that changes the 

meaning or increases understanding of the event. (p. 8) 

A significant number of studies dealing with various 

aspects of parental coping with chronic illness has been 

reported. In a classic study, Prugh, Staub, Sands, 

Kirschbaum, and Lenithan (1952) designed an investigation to 

evaluate the nature of the effects of childhood 

hospitalization and illness on both the child and his family. 

They selected a control group and experimental group of 100 

children each, who were admitted to the hospital for various 

illnesses requiring medical methods of diagnosis and 

treatment. The criteria utilized to elucidate the influence 

of different va~iables upon the effects of hospitalization 

were (a) degree of reaction, (b) degree of stress 

encountered, (c) previous adjustment of the child, (d) nature 

of mother-child relationship, (e) child's adjustment to 

hospital situation, and (f) parents' adjustment to hospital 

situation. The-researcher identified certain nuclear affects 
I 

which were manifest among parents, whatever their adjustment 

on the ward. Realistic fear in proportion to ·severity of the 

child's illness, overt anxiety, guilt over possible 
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involvement in the causation of the illness or over 

previously hostile feelings toward the child, and other 

feelings were handled in various ways, depending on the 

character structure of the parent, the nature of the mother

child relationship, experiences immediately preceding 

hospitalization, and other factors. 

Parents who accomplished the most balanced adaptation to 

the experience of their child's illness and hospitalization 

were those who were best adjusted prior to the illness. 

Where opportunities were available, the well-adjusted parents 

were able to effectively participate in ward care and 

accomplish such tasks as feeding their children, playing with 

them, and putting them to bed. In less integrated 

personalities, anxiety, depression, acting out of sadistic 

impulses toward the child, and the use of a variety of 

defense mechanisms were observed in the face of serious 

illness· (Prugh et al., 1952). 

In a study of the impact of childhood leukemia on 40 

surviving family members, Kaplan (1976) first assessed and 

rated coping reactions as either adaptive or maladaptive. 

Data collected during early interviews with the parents were 

rated according to the following criteria: (a) ability of 

parents to understand the diagnosis and prognosis, (b) 

ability of parents to communicate the seriousness of the 

illness to the patient and other family members, and (c) 

ability of parents to respond to the diagnosis with 
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appropriate feelings of grief and sadness. All three 

criteria had to be met in order to receive an adaptive coping 

rating~ Only four of the families were rated as coping 

effectively. The results of this study indicate the need to 

develop a method of early case findings for families with 

serious problems in adapting to having a child with cancer. 

More recently, Venters (1981) and McCubbin et al. (1983) 

assessed the impact of cystic fibrosis on parental coping. 

Venters (1981) attempted to identify coping behaviors that 

minimize hardships associated with managing a child with the 

disease. Another important focus of the study was to 

demonstrate the continuing and sometimes changing familial 

reactions to childhood illness by delineating typical 

patterns of cystic fibrosis family behavior. Two primary 

coping strategies were used by parents to minimize i~lness

related hardships and were significantly associated with long

term family functioning. These were "endowing the illness 

with meaning" and "sharing the burdens of the illness" (p. 

296). However, certain inherent characteristics of the study 

sample may not have been representative of all families' 

reactions to their child's illness. These include 

characteristics such as parents' personalities and attitudes, 

and family functioning prior to the child's illness (Venters, 

1981). 

McCubbin et al. (1983) developed and administered the 

Coping Health Inventory for Parents (CHIP) to analyze 
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parental coping strategies in 100 mothers and fathers of 

children with cystic fibrosis. They hypothesized that 

parental coping patterns as measured by CHIP, were directed 

at maintaining family functioning and stability as well as 

promoting the health of the chronically ill child. Three 

coping patterns that emerged were (a) maintaining family 

integration, (b) maintaining social support and a sense of 

well-being, and (c) understanding the medical situation 

through communication with other parents and the medical 

staff. The three parental coping scores for each parent were 

correlated with validation measures of family environment and 

changes in the child's health. Interestingly, the 

association of coping scores with the.family environment were 

quite specific and appeared to depend on which parent 

employed the coping behaviors .. Specifically, both the 

mothers and fathers' efforts at maintaining family 

integration (Coping Pattern I) appeared to play a significant 

part in positive gains in the child's height/weight and 

pulmonary functioning indexes. Secondly, the mothers' 

efforts at maintaining social support and a sense of well

being (Coping Pattern II) were inversely related to the 

child's age. The fathers' efforts at this coping pattern 

were positively correlated with family income. In addition, 

the fathers' coping efforts toward communication with other 

parents and the medical staff (Coping Pattern III) were 

positively correlated with family income and age of the child 

(McCubbin et al., 1983). 
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Studies assessing the impact of acute illness in 

children on parent~! coping have received less attention. 

Carey and Sibinga (1972) emphasized the importance of 

considering the parents' ability to cope effectively with the 

management of an acute illness in their child. ~hey 

identified emotional support as a primary factor in assisting 

parents to adapt to the physical and emotional realities of 

the illness situation. 

Johnston, Hill, Anderson, and Lambert (1985) studied the 

effects of whooping cough on 21 children hospitalized with 

the illness and its effects on their families. ·The mothers 

of these children were interviewed on two occasions. The 

first interview took place within.six days of the child's 

admission and the second, 8 to 13 weeks post-hospitalization. 

Parents reported that their fears for the life and health of 

their child and the loss of serious sleep were very stressful 

for them. Two months after admission, the child's behavior 

was often disruptive (e.g., attention-seeking behaviors), but 

in most cases the rest of the family had returned to normal. 

Parental coping was influenced by the parents' knowledge of 

the illness, appropriate use of the health care services, and 
I 

the effects of the illness on the child and other family 

members (Johnston et al., 1985). 

In summary, a fairly large number of studies have 

focused on parental coping with chronic illness in children; 

however, parental coping with acute illness in children has 
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limited attention. From these studies, parental coping 

appears to be influenced by several variables. These are (a) 

effects of the illness on the child and other family members, 

(b) the parent-child relationship, (c) the parents' 

adjustment prior to the illness, (d) prioi knowledge of the 

illness before treatment, (e) communication patterns with 

other family members, other parents, and the medical staff, 

and (f) appropriate use of health services. 

Overall, this literature review has summarized studies 

regarding general concepts of parental stress and coping in 

parents of physically ill children. Implications for nursing 

practice include psychological assessment of the stress 

placed on the family unit in order to anticipate their 

adjustment and identify potential problems in coping. Such 

an assessment is necessary to determine appropriate 

interventions for these parents and other family members. 

Hypotheses 

For purposes of this study, the following hypotheses 

were identified: 

1. Mothers of chronically ill children will have 

significantly higher anxiety levels than mothers of 

acutely ill or well children. 

2. There will be no significant difference between acutely 

ill, chronically ill, and well children's maternal. 

reports of attachment. 



3. Mothers of chronically ill children will report 

significantly higher incidents of restriction of role 

than mothers of acutely ill or well children. 
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4. Mothers of chronically ill children will report 

significantly higher incidents of social isolation than 

mothers of acutely ill or well children. 

5. There will be no significant difference between acutely 

ill, chronically ill, and well children's maternal 

reports of family integration. 

6. Mothers of acutely ill children will maintain a higher 

sense of well-being than mothers of chronically ill or 

well children. 

7. There will be no significant difference between acutely 

ill, chronically ill, and well children's maternal 

reports of medical communication. 

8. There is no relationship between overall stress and 

coping scores of mothers of physically ill children. 

Variables 

The independent variable studied was.the level of 

childhood illness as measured by acute illness, chronic· 

illness, and wellness. .The dependent variables assessed were 

parental stress as measured by subscales of the Brief Symptom 

Inventory (BSI) and the Parenting Stress Index (PSI), and 

parental coping behaviors as measured by the Coping Health 

Inventory for Parents (CHIP). 



Operational Definitions · 

For purposes of this study, the following terms have 

been operationally defined: 
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Acute illness is an illness that manifests itself 

quickly and is severe· enough to limit activity or require 

medical attention (Whaley &. Wong, 1985; Wieczorek & Natapoff, 

1982). Because of the youthful resilience of the child's 

body, the recovery is usually very rapid. The acute illness 

assessed in this study was upper respiratory infection, which 

denoted any infectious .disease process involving the nasal 

passages, pharynx, and bronchi. 

Chronic illness ·is a disorder with a protracted course 

which can be progressive or fatal, or associated with a 

relatively normal life span despite impaired physical and/or 

mental functioning. Such a disease frequently shows periods

of acute· exacerbations requiring intensive medical attention 

(Matt~on, 1972). The chronic illness assessed in this study 

was s~ckle cell disease, ,a genetically transmitted hemoglobin 

disorder found primarily-in Blacks (Wieczorek~ Natapoff, 

1981) • 

Wellness is "a condition in which all parts and subparts 

are in harmony with the whole of man" (Neuman, 1982, p. 9). 

It is a state of complete physical, mental, and social well

being, characterized by energy and vitality that is an an 

integrated method of functioning oriented toward maximizing 

an.individual'~ potential (Dunn, 1961). E~amples of well 



children in this study were those seen in a general well 

baby/child clinic. 
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Anxiety is apprehension cued by a threat to some value 

which the individual holds essential to his or her existence. 

It is a continuum of discomfort ranging from mild to panic 

levels and which may interfere with efficient functioning of 

the individual. In this study, the concept of anxiety was 

measured by the Anxiety subscale of the Brief Symptom 

Inventory (Derogatis & Melisaratos, 1983). 

Attachment is a relatively enduring unique emotional tie 

between two specific persons (Wright & Leahey, 1984). In 

this study, the concept of attachment was measured by the 

Attachment subscale of the Parenting Stress Index (Abidin, 

1983). 

Restriction of role is the limitation of ascribed or 

achieved social behaviors of an individual which may result 

in role strain, or difficulty in fulfilling role obligations 

(Hardy, 1978). In this study, restriction of role was 

measured by the Restriction of Role subscale of the Parenting 

Stress Index. 

Social isolation is the withdrawal from social 

relationships which results in limited communication and 

alienation from peers, relatives, and other support systems. 

In this study, the concept of social isolation was measured 

by the Social Isolation subscale of the Parenting Stress 

Index. 
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Family integration is an area of family functioning 

which involves the union of various family members so that 

they function as a harmonious whole. In this study, the 

concept of family integration was measured by the Maintaining 

Family Integration subscale of the Coping Health Inventory 

for Parents (McCubbin et al., 1981). 

Well-being is defined as health and wholeness. It is a 

condition in which all functions of the body and mind are 

active. In this study, the concept of well-being was 

measured by the Maintaining a Sense of Well-Being subscale of 

the Coping Health Inventory for Parents. 

Communication with the medical staff is the ability of 

family members to interact with members of the health care 

team. This interaction involves seeking information, 

r~laying information, and effective listening. In this 

study, communication with the medical staff was measured by 

the Medical Communication subscale of the Coping Health 

Inventory for Parents. 



CHAPTER· III 

METHODOLOGY 

Research Method 

This study was designed to be descriptive correlational 

in nature. This type of design does not require control ·of 

the independent variable, experimental manipulation, or 

random assignment to groups (Polit & Hungler, 1983). Parents 

in this study could not be randomly assigned to a treatment 

and control group since.the independent variable 9ould not be 

manipulated. 

Descriptive correlational designs have a strength in 

that they are practical and are presented within·realistic 

settings where large amounts of data can be collected 

efficiently and effectively (Polit & Hungler, 1983). slnce 

·this study was not concerned with -revealing causal 

r·elationships between stress and coping, a descrl:r;:>tive 

correlational design was deemed most appropriate for· 

determining relationships among variables. 

Research Setting 

Three outpatient specialty clinics in a tertiary care 

imedical center in the southeastern United Sta~es were chosen 

for the purpose of-soliciting an adequate number of parents 

of pediatric patients. These clinics had similar 
/ 

accommodations, appointment schedules, and policies and 

28 
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and procedures. Permission was granted by the director of 

the pediatric department and directors of each clinic to 

approach potential candidates for the study (see Appendices A 

and B). 

Sample 

Children who were scheduled for clinic appointments at 

the general pediatric clinic, sickle cell clinic, and well 

baby/child clinic were obtained daily from a clinic 

appointment schedule. The sample was obtained over a period 

of two weeks. The general pediatric clinic was held on 

Monday, Wednesday, and Friday. The well baby/child clinic 

was held Monday through Friday. These schedules gave the 

researcher some flexibility in determining which clinic to 

attend each day. The researcher attended each clinic for 

four 6-hour periods. 

The criteria for inclusion in the study were that the 

children were either seen for upper respiratory-infections, 

sickle cell disease, or routine check-ups. The children's 

ages ranged from six months to 16 years. Since the mothers 

were the predominant figures who accompanied their child to 

-their clinic appointments, they were the only parents 

considered as subjects. A convenience sample of forty 

mothers was the desire sample size with 11 mothers of 

children from the general pediatric clinic, 16 mothers of 

children from the sickle cell clinic, and 13 mothers of 

children from the well baby/child clinic. 
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Procedure 

Mothers were approached by the researcher on the day. of 

the child's clinic visit. The purpose of the study was 

explained and was supplemented with a letter of explanation 

(see Appendix C). Immediately after the child's clinic 

visit, each mother who agreed to participate in the study was 

accompanied by the researcher to a private office within the 

clinic to complete a demographic form (see Appendix D). 

Following the completion of the form, each mother was given a 

packet consisting of the Brief Symptom Inventory, three 

Parenting Stress Index subscales, and the Coping Health 

Inventory for Parents. If the participant was the mother of 

a well child, she was instructed to answer any question 

specific to childhood illness in relation to her child's past 

illness experiences. 

Each mother completed the questionnaires while their 

child drew pictures or played quietly. The researcher 

offered assistance with the questionnaires when needed. 

Average time for completion of the packet was 20 minutes. 

Instrumentation 

For purposes of this study, levels of childhood illness 

and subscales of the· instruments utilized have been outlined 

in Table 1. .These instruments have been used to measure 

stress and coping in parents of physically ill children. 



Table 1 

Levels of Childhood Illness and Subscales of Instruments Used in Comparing Stress Coping 

in Parents of Physically Ill and Well Children 

LEVEL OF 
ILLNESS 

-ACUTE 

-CHRONIC 

-WELLNESS 

BRIEF SYMPTOM. 
INVENTORY .(BSI) 

-ANXIETY 

~ 

PARENTING STRESS 
INDEX (PSI) 

-ATTACHMENT 

-RESTRICTr'ON OF 
ROLE 

-SOCIAL ISOLATION 

COPING HEALTH INVENTORY 
FOR PARENTS (CHIP) 

-FAMILY INTEGRATION 

-WELL-BEING 

-COMMUNICATION WITH 
MEDICAL STAFF 

w 
~ 
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Th~ ____ _!?~_E~_!l.~~n9 ____ §!:_!:~-~~--}~~~~ ..-(PSI) (Abidin, 1983) is a 120-

item self-report instrument designed to yield a measure of 

the relative magnitud~ of stress in a parent-child system and 

to identify the Sources of stress (see Appendix E). Three 

major domains (stressors) are defined and assessed. These 

are child characteristics, mother characteristics, and 

situational/demographic life stress. The Attachment, 

Restriction of Role, and Social Isolation subscales from the 

parent (m6ther) domain were used in this study. 

All but the first five items of the questionnaire were 

measured with a Likert scale of five categories of agreement-

disagreement responses. Each item was scored from one to 

five points depending on its favorability or unfavorability 

toward the phenomenon being studied. The first five items 

were multiple choice questions with each of the choices 

assigned a v~lue from one to five points. The subscale 

scores depended on the sum of the weights above each answer. 

The higher the total subscale score, the higher parenting 

stress experienced by the mother. 

The possible range of scores on the Attachment subscale 

of the PSI is 7 to 35 points-. A score considered to be 

"high" is 16 (Abidin, 1986, p. 45). The possible range of 

scores on the Restriction of Role subscale is also 7 to 35 

points. A score considered to be "high" is 26 (Abidin, 1986, 

p. 45). The pos~ible range of scores on the Social Isolation 
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subscale is 6 to 30 points. A score considered to be "high" 

is 18 (Abidin, 1986, p. 46). 

Reliability and validity data.for the PSI were obtained 

primarily from a large number of unpublished studies which 

are presented in the PSI Manual (Abidin, 1986). Four studies 

report test-retest reliability and present correlations 

ranging from .55 to .82 for the Child Domain, .69 to .91 for 

the Parent Domain, and ~68 to .96 for the total stress score. 

These coefficients are sufficiently large to indicate a high 

degree of internal consistency for these measures (Loyd, 

1984). 

Content and factor validity information suggests that 

the PSI is measuring an important aspect of parent 

perceptions related to child characteristics, parent stress, 

and child-rearing problems. It also appears to be a useful 

tool for the study of stressors and possible stress reactions 

of parents and children. 

In this study, a reliability estimate for internal 

consistency using Cronbach's alpha was .69 for the total 

test. Alpha coefficients for each subscale as conceptually 

identified were . 4 7 for the At·tachment subscale, . 56 for the 

Restriction of Role subscale, and .75 for the Social 

Isolation subscale. These relatively low reliability 

coefficients suggest a low degree of internal consistency of 

the scale items. This low reliability may be related to the 

small number·of subscale items. The Attachment and 
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Restriction of Role subscales each consists of seven items, 

and the Social Isolation subscale consists of six items. Low 

reliability may have also been related to the narrow range of 

subscale scores, particularly on the Attachment subscale. 

From a possible range of 7 to 35,- mean scores for the three 

groups ranged from 17 to 19.6. Finally, low reliability may 

have also been ~elated to the degree of _difficulty of each 

subscale item. Some mothers might h~ve found some items 

especially troublesome and marked "not sure" as their choice. 

Brief Symptom Inventory 

The Brief Symptom Inventory (Deragotis & Melisaratos, 

1983) is a 53-item self--report $ymptom inventory designed to 

assess the psychological symptom ·status·of psychiatric and 

medical patients, as well as individual~ who are not patients 

(see Appe~dix F). The BSI is essentially the brief from of 
"-

the SCL-90-R (Deragotis, 1975), a revised symptom checklist 

comprised of 90 similar items wh!ch requires a longer period 

of time· to complete (15-20 minutes). _The BSI consists of 

three global indices of distress and nine primary symptom 

dimensions. The three. global indices are the General 

Severity Index (GSI.>-, the Positive Symptom Distress Index 

( PSDI) ,_ and the Positive Symptom Total (PST) • The nine 

primary symptom dimensions are (a) somatization, (b) 

obsessive-compulsive, (c) interpersonal sensitivity, (d) 

depression, (e) anxiety, (f) hostility, (g) phobic anxiety, 

(h) paranoid ideation, and (i) psychoticism. Each item under 
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the nine dimensions is rated on a 5-point scale of distress 

ranging from "not at all" to "extremely." 

For the purpose of this study, the anxiety dimension was 

the only construct correlated with parental stress and 

coping. The possible range of parents' scores on the Anxiety 

dimension of the BSI is "0" to "24" (Deragotis & Spencer, 

1982). 

Internal consistency coeffi"cients were established by 

Deragotis and Spencer\ (1982) on a sample of 719 psychiatric 

outpatients, using Cronbach's alpha (~). Alpha coefficients 

ranged from .71 for the Psychoticism dimension to .85 for 

depression. The alpha coefficient for the Anxiety dimension 

was .81. Test-retest reliability ranged from .68 for 

Somatization to .91 for Phobic Anxiety. Test-retest 

reliability for the Anxiety dimension was .79. To assess 

construct validity of the BSI, Deragotis and Spencer (1982) 

performed factor analysis on the scores of a psychiatric 

outpatient sample (N=1002). Seven of the nine hypothesized 

symptom constructs were reproduced with little or no 

disjuncture of items. 

For this study, a reliability coefficient for internal 

.consistency using Cronbach's alpha (~) was .89 for the total 

test. The alpha coefficient for the Anxiety dimension was 

.48, indicating a relatively low degree of internal 

consistency for the scale items. This low reliability may·be 

related to the small number of subscale items (N=6), or to 
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the narrow range of subscale scores between the three groups 

(2.00-4.45) indicating very little variability of the 

mothers' responses. Once again, the degree of difficulty for 

each item may have contributed to the low reliability of this 

subscale. Some mothers·may have found the items too 

troublesome to answer and quickly marked any choice in order 

to complete the questionnaire. 

Coping Health Inventory for Parents 

The Coping Health Inventory for Parents (CHIP) was 

developed by McCubbin et al. (1981). It·is a 45-item 

checklist providing self-report information about how parents 

perceive their overall response to the management of family 

life with a chronically ill child (see Appendix G). 

The checklist is divided into three coping patterns. 

Coping Pattern I _is composed of behaviors which center around . 

family life and relationships. Parental coping efforts are 

directed at family integration, cooperation, and optimism. 

Coping Pattern II consists of behaviors which focus on the 

relationships with others to maintain a sense of well-being. 

Parental coping efforts with this pattern are directed at 

maintaining social support, esteem, and emotional stability. 

Coping Pattern III involves coping behaviors that focus·on 

the relationships be·tween other parents with a ·chronically 

ill child and between the medical staff and its program. 

Coping efforts at medical communication and consultation are 

associated\with this pattern. 
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McCubbin et al. (1983) computed coping· scale scores for 

the three patterns by means of an unweighted summing of a 

parent's "helpfulness" ratings (0 = not helpful, 1 = 

minimally helpful, 2 = moderately helpful, 3 = extremely 

helpful) across behavior items.within each pattern (p. 363). 

The three parental coping scores for each parent were then 

correlated with the validation measures of family environment 

and changes in the child's health. Both the mothers' and 

fathers' efforts· at maintaining family integration (Coping 

Pattern I) appeared to play a significant part in positive 

gains in the child's height/weight and pulmonary functioning 

indexes. Secondly, the mothers' efforts at maintai~ing 

social support and a sense of well-being (Coping Pattern II) 

were inversely related to the child's age. The fathers'· 

efforts at this coping pattern were positive correlated with 

family income. In addition, the father's coping efforts 

toward communication with other parents and the medical staff 

(Coping Pattern III) were positively correlated with family 

income and age of the child (McCubbin et al., 1983). 

The normal range of scores for Coping Pattern I is 25 to 

55. The normal range for Coping Pattern II is 16 to 40. The 

normal range for Coping Pattern III is 8 to 22. Scores which 

fall below or above the normal range suggest the presence of 

a stressful situation. While parents may emphasize some 

coping patterns, any extreme difference between parent scores 

may indicate an area of difficulty for the family unit. 
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Furthermore, if parental scores are low in the face of 

increasing demands, this too might be a focus for counseling. 

For this study, a reliability estimate for internal 

consistency using Cronbach's alpha(~) was .86 for the total 

test. Alpha coefficients for each subscale as conceptually 

identified were .71 for the Family Integration subscale, .71 

for the Well-Being subscale, and .49 for the Medical 

Communication subscale.. These moderate to high internal 

consistencies indicate that the subscales measure distinct 

though somewhat related aspects of the family's social 

environment. 

Protection of Human Subjects 

Permission to conduct the study was granted by the Human 

Assurance Committee at the participating institution (see 

Appendix H). Mothers of the children seen at the three 

specialty clinics were informed about the purpose of the 

study, method of data collection, an~ their right to withdraw 

from the study at any time without penalty. 

Questionnaires were numerically coded to insure 

confidentiality of subjects. Participants were verbally 

instructed not to write any type of identification on the 

questionnaires. Once each packet of questionnaires was 

completed, it was placed in a locked file until all packets 

had been completed. 

If the child in any group was too ill (vomiting, 

diarrhea, or temperature greater than 102 F) or extremely 
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uncontrollable during any part of the parent session with the 

researcher, then the session was discontinued. All children 

were cooperative and well enough for-the participants to 

complete the questionnaire packets. All participants were 

able to complete the packet within 20 minutes. 



CHAPTER IV 

DATA ANALYSIS 

In Chapter IV, results of computer analysis of the data 

are reported. The statistical methods selected to analyze 

the research hypotheses were one-way analysis of variance and 

the Pearson-Product Moment Correlation procedures. The level 

of probability for rejection of the null hypothesis was set 

at ex: < 0.05. 

Procedures for Data Analysis 

Each subject recorqed responses on printed 

questionnaires. The responses from the questionnaires were 

then coded by the investigator on Fortran Computer sheets. 

Data coding was then verified by a computer analyst. The 

University of Georgia Cyber 180/850 Computer System was used 

to create the data file. A printed copy of the data file was 

obtained. The data were again rechecked for error and 

completeness •. The data were then statistically analyzed. 

Demographic Data 

The sample of 40 mothers participating in the study was 

considered a large enough sample with regard to restrictions 

of time constraints to complete requirements for graduate 

school. The group of mothers from the general pediatric 

clinic consisted of 11 mothers of children seen with upper 

respiratory infections. The group of mothers of chronically 

40 
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ill children were from the sickle cell clinic and included 16 

mothers of children diagnosed with sickle cell disease. The 

third group included 13 mothers of well children who had an 

appointment at the well baby/child clinic. 

Mothers responding to the questionnaires were 80% black. 

They ranged in age from 17 to 61 years with a mean age of 

29.95 years. The children ranged in age from 6 months to 16 

years with a mean age of 4.68 years. Twenty-seven percent of 

the mothers were married. Forty-two percent had graduated 

from high school and 1% had a college degree. Seventy 

percent were unemployed. Of all the children, 25% had been 

ill no longer than one week, 7.5% had been ill. from 1 to 11 

months, 12.5% had been ill from 1 to 5 years, and 22.5% had 

been ill longer than 5 years. The average number of other 

children in the family was 1.87. 

Hypotheses 

The first seven hypotheses were tested using a one-way 

analysis of variance procedure (ANOVA) (Daniels, 1987). ·The 

ANOVA procedure was chosen to determine differences in mean 

stress and coping scores between and within the three groups. 

The final hypothesis was tested using Pearson-Product Moment 

Correlation procedures. This procedure was chosen to 

summarize the magnitude and direction of any existing 

relationships between parental stress and coping. 

Hypothesis 1 that stated mothers of chronically ill 

children will have significantly higher anxiety levels than 
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mothers of acutely ill or well children was not supported 

(F(2,39) = 2.45, E = ~1003) (see Table 2). 

Table 2 

Descriptive Statistics for Anxiety Subscale of the BSI 

Group_ 

Acute illness 

Chronic illness 

Well 

N 

11 

16 

13 

Mean 

4.4,5 

2.00 

4.38 

SD 

2.73 

2.42 

4.66 

Range 

1 - 9 

0 - 6 

0 - 13 

Possible 
Range 

0 - 24 

0 - 24 

0 - 24 

HyPothesis 2 stated that there would be no significant 

difference between acuteiy ill, chronically ill, and well 

children's maternal reports of attachment was accepted 

(F(2,39) = 2.32, E = .1127) (see Table 3). 

Table 3. 

Descriptive Statistics· for Attachment Subscale of PSI 

Group N Mean SD Range Possible 
Range 

Acute ~llness 11 19.6 3.64 14 - 26 7 - 35 

Chronic illness 16 18.9 3.45 13 - 25 7 - 35 

Well 13 17.0 2.23 13 - 20' 7 - 35 

Hypothesis 3 that stated mothers of chronically ill 

children will report significantly higher incidents of 
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restriction of role than mothers of acutely ill or well 

children was not supported (F(2,39) = 1.61, E = .21) (see 

Table 4). 

Table 4 

Descriptive Statistics for Restriction of Role Subscale 

of PSI 

Group 

Acute illness 

Chronic. illness 

Well 

N 

11 

16 

13 

Mean 

21.5 

20.3 

18.0 

SD Range 

4.27 15 - 31 

5.50 13 - 34 

4.35 12 - 27 

Possible 
Range 

7 - 35 

7 - 35 

7 - 35 

Hypothesis 4 that stated mothers of chronically ill 

children will report signi~icantly higher incidents of sociai 

isolation than mothers of acutely ill and well children was 

not supported (F(2,39) = .553, E ·= .58) (see Table 5) 

Table 5 

Descriptive Statistics for Social Isolation Subscale of PSI 

Group N Mean SD Range Possible 
Range 

Acute illness 11 24.2 4.70 17 - 30 6 - 30 

Chronic illness 16 22.2 6.04 12 - 30 6 - 30 

Well 13 22.2 5.06 14 - 30 6 - 30" 
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Hypothesis 5 that stated there would be no significant 

difference between acutely ill, chronically ill, and well 

children's maternal reports of family integration was 

rejected (F(2,39) = 3.97, E = .03), E < 0.05 (see Table 6). 

Table 6 

Descriptive Statistics for Family Integration Subscale of 

CHIP 

Group N 

Acute illness 11 

Chronic illness 16 

Well 13 

Mean SD 

41.8 7.41 

41.3 6.53 

35.1 6.45 

Range 

29 - 54 

30 - 53 

26 - 50 

Possible 
Range 

25 - 55 

25 - 55 

25 - 55 

Hypothesis 6 that stated mothers of acutely ill children 

will maintain a higher sense of well-being than mothers of 

chronically ill and well children was not supported (F(2,39) 

= .76; E = .47) (see Table 7). 

Table 7 

Descriptive Statistics for Well-Being Subscale of CHIP 

Group 

Acute illness 

Chronic illness 

Well 

N 

11 

16 

13 

Mean 

34.5 

32.4 

30.3 

SD 

8.76 

8.19 

7.81 

Range 

23 - 45 

23 - 46 . 

21 - 43 

Possible 
Range 

16 - 40 

16 - 40 

16 - 40 
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Hypothesis 7 that stated there will be no significant 

difference between acutely ill, chronically ill, and well 

children's maternal reports of medical communication was 

rejected (F(2,39) = 3.54, E = .04) E ~ 0.05) (see Table 8). 

Table 8 

Descriptive Statistics for Medical Communication Subscale of 

CHIP 

Group N Mean 

Acute illness 11 21.6 

Chronic.illness 16 19.6 

Well 13 18.2 

SD 

2.50 

3.20 

3.71 

Range 

17 - 24 

13- 24-

7 - 21 

Possible 
Range 

8 - 22 

8 - 22 

8 - 22 

Hypothesis 8 that stated there is no relationship 

between overall stress and coping scores of mother's of 

physically ill children was not supported. The investigator 

utilized the Attachment, Restriction of Role, and Social 

Isolation subscales of the PSI, and the Anxiety subscale of 

the BSI to examine stress levels in mothers of acutely ill, 

chronically ill, and well children. These scores were 

correlated with the parent coping behavior scores on the CHIP 

(see Table 9). There was no significant correlation .between 

the total PSI and CHIP scores (~ = .04, E ~ 0.05). However, 

the Restriction of Role subscale of the PSI showed a 

significant weak inverse relationship (~ = -.26, E = 0.05) 
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with the Well-Being subscale of the CHIP. This implies that 

the greater the restriction of the parental role placed on 

the mother, the lower her perceived sense of well-~eing. 

Restriction of Role was also significantly positively 

correlated with the Social Isolation subscale of the PSI (E = 

.40, E = .005). This implies that the greater restriction of 

the parental role placed on the mother, the higher sense of 

social isolation she experienced. 

In comparison, the Anxiety subscale of the BSI was not 

related to the CHIP subscales. Furthermore, the Anxiety 

subscale and PSI subscales were not related. 



Table 9 

Pearson-Product Moment Correlation Coefficients for the PSI, BSI, and CHIP Subscale Scores 

1 2 --
1. PSI Total 1.000 .3866 

2. Attachment 1.000 

3 . Restriction 
of Role 

4. Social 
Isolation 

5. BSI Total 

6. Anxiety 

7. CHIP Total 

8. Family 
Integration 

9. Well-Being 

10 .. Medical 
Communication 

*E ~ 0.05 

**E ~ 0.01 

3 4 5 6 7 

.7545** .8127** -.3073 .1112 -.0410 

-.0143 _.0741 .:....2477 .0603 .0002 

1.000 .4044* -.2281 . 03·08 -.1619 

1.000 -.1741 .::1287. .0775 

1.000 .5803**-.0119 

1.000 -.0147 

1.000 

~ 

a· 

.1166 

.0918 

-.0220 

.1673 

-.0502 

-.0214 

.9063** 

1.000 

9 10 

-.1947 .0169 

-.0958 .0356 

-.2580* -.1329 

.0433 .1301 

1 .0029 .0410 

-.0450 .0810 

.9254** .. 7845** 

.7163** .6248** 

1.000 .6417 

1.000 

~ 
-...] 
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CHAPTER V 

DISCUSSION AND CONCLUSIONS 

The purpose of this study was to determine the 

relationship between perceived·stress and coping in parents 

of physically ill children. The impact of·childhood illness 

on the family has been reported as a significant stressor on 

family functioning (Friedman, 1981; Holaday, 1984). Friedman 

(1981) notes that a situational stressor such as a childhood 

illness is often unanticipated and may tax a family's coping 

capacities. 

The sample in this study consisted of 40 mothers of 

acutely ill children with upper respiratory infections 

(N=11), chronically ill children with 5ickle cell disease 

(N=16), and well children as a control group (N=13) seen at 

three specialty clinics at a tertiary care medical 

university. All clinics had similar accommodations, clinic 

schedules, and policies and procedures. 

The three groups of mothers were administered the 

Anxiety subscale of the Brief Symptom Inventory, the 

Attachment, Restriction of Role, and Social Isolation 

subscales of the Parenting Stress Index, and the Coping 

Health Inventory for Parents immediately after their child's 

clinic visit. Data were analyzed using a one-way analysis of 
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variance procedure and a Pearson-Product Moment Correlation 

technique. 

The results of this study suggest that no ~ignificant 

differences were found in overall parental stress levels, 

although mothers of acutely ill children reported slightly 

higher scores on all four subscales that measured parental 

stress. The lack of significant differences suggests that 

the stress experienced by parents of physically ill children 

may not be directly affected by the level of childhood 

illness as measured in this study. Perhaps using a greater 

variety of childhood illnesses to represent acute and chronic 

illness in children would have altered these results. 

Significant differendes were found in parental coping 

behaviors, however. Mothers of both acutely ill and 

chronically ill children reported more frequent use of coping 

behaviors related to family integration than mothers of well 

children. Also, mothers of acutely ill children reported 

more frequent use of coping behaviors related to medical 

communication than mothers of chronically ill or well 

children .. 

The results further suggest that a weak negati~e 

correlation exists between the Restriction of Role sub scale 

of the PSI and the Well-Being subscale of the CHIP (~ = -.26, 

E = .05). This implies that the greater restriction of 

parental role placed on the mother, the lower her perceived 

sense of well-being. 
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Restriction of Role was also significantly positively 

correlated with the Social Isolation subscale of the PSI. 

This implies that the greater restriction of paren~al role 

placed· on the mother, the higher sense of social isolation 

she experiences. 

Conclusions 

The findings of this study do not reveal a strong 

relationship between stress and coping in parents of 

physically ill children. However, the literature supports 

the hypothesis that the stress associated with childhood 

illness has a direct impact on parental coping responses 

(Kaplan, 1976; Venters, 1981). In this study, mothers of 

acutely ill children most frequently reported coping 

behaviors related to maintaining family integration and 

medical comm~nication as helpful coping strategies. The 

frequent use of these coping behaviors by the mothers 

strongly suggest that the onset of crisis associated with an 

acute illness causes much energy to be exerted in an attempt 

to mobilize new and existing resources to resolve the crisis 

and restore balance to a once stable family system (Broome, 

1985). on the other hand, children with sickle cell disease 

were not experiencing an acute crisis at the time of the 

study. These mothers also utilized coping strategies related 
~ 

to maintaining family integration but were able to mobilize 

their family's resources and make decisions based on 

realistic and objective appraisal of the illness situation. 
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One possible reason for the weak relationship between 

perceived .stress and coping related to the instruments used 

to measure parental stress. Deragotis and Spencer (1982) 

emphasize in their instruction manual that the strength of 

the Brief Symptom Inventory lies in its ability to provide 

important information about the overall psychopathological 

context in which symptoms occur versus a scale measuring only 

anxiety or depression for example. It is believed that these 

subscales were not appropriate tools to measure parental 

stress in this study. Additional instruments could have been 

utilized in order to obtain a more accurate measure of 

parental stress associated with childhood illness than 

individual subscales of the BSI and the PSI. One significant 

instrument is the Questionnaire of Resources and Stress 

(Holroyd & Guthrie, 1986) ·which reflects stress attributable 

to the presence of a handicapped or ill family member. A 

more accurate measure of parental stress might have had a 

direct influence on parental coping as measured by the CHIP. 

Another possible reason for the weak relationship 

between stress and coping is related to characteristics of 

the sample. This study was conducted with mothers of clinic 

patients and excluded mothers of private patients. The 

majority of the subjects were single and unemployed. Thus 

the stress associated with single low-income parenting ~ well 

child was relatively high. Furthermore, few of these mothers 

had prior preparation about childhood illness due to lack of 



resources about childhood illness often associated with 

clinic settings. Thus, there was little difference in 

parental stress scores. 
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It is the belief of the researcher that parental stress 

associated with childhood illness is directly related to 

parental coping. However, the use of the Anxiety subscale of 

the BSI and the Attachment, Restriction of Role, and Social 

Isolation subscales of the·PSI as measures of parental stress 

may not have been appropriate. Furthermore, the use of 

parents of private pediatric patients along with.clinic 

patients may yield some interesting results in the nature of 

the stress/coping phenomenon since these parents·are often in 

a variety of socioeconomic classes and have more available 

resources needed to more effectively cope with childhood · 

illness. 

Ultimately, since this study ~auld not control the 

independent variable level of illness, the resear~her 

suggests t~at stress and coping would change only in relation 

to changes in the child's illness. At this time, perhaps the 

best conclusion reached is that acute exacerbations or other 

new developments in a child's illness precipitates a change 

in the mothers' perceptions of the stress associated with the 

illness, thus initiating their coping strategies that focus 

on bringing the family back to a homeostatic state. 

Implications for Nursing 

Parents of physically ill children constantly face the 

need to modify their perceptions of the illness and maintain 
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a homeostatic state in the family system. Parental coping is 

the essential process which makes family adjustment to the 

illness po~sible. Nurses play·a vital role in facilitating a 

family's adjustment to their child's illness. Appropriate 

assessment of the family and implementation of nursing 

strategies are essential to he~p_ these families during the 

child's illness. Nurses need to identify parents' 

perceptions of t·heir stress and coping efforts in relation to 

the introduction of·medical procedures and changes in the 

child's condition. In addition, an assessment of family 

functioning and identification of new and existing resources 

are nursing priorities. Once this assessment has been made, 

nurses can incorporate interventions which fac.il'itate the 

family's psychosocial adjustment· to the child's illness. 

Nurses can initiate such strategies as anticipatory 

guidance, informationgiving, and positive reinforcement of 

parental coping efforts soon after encount-ering the child and 

his family. Nurses can also develop therapeutic 

relationships, provid~ new resource~ (self-help groups and 

community services) and initiate family therapy if necessary. 

Such interventions would contribute to the optimal everyday 

care of both the child and his family. 

Recommendations 

The following recommendations are presented for further 

study based on the findings and conclusions-of the present 

study: 
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1. Conduct more studies measuring parental stress and coping 

associated with acute illness in children since the 

investigator found little research on this subject, and 

had limited information to compare the findings of this 

study. It is believed that expanding research in this 

area would provide nurses a foundation for assessing 

stress and coping in these parents. 

2. Design and test a tool to measure parental stress 

associated with childhood illness. Measuring parental 

stress with a scale specifically related to childhood 
> 

illness would enable the researcher to determine whether 

the stress experienced is associated with parenting, with 

the illness situation, or both. 

3. Conduct an experimental study based on the results of 

this study and incorporate mothers of private patients as 

well as mothers of clinic patients .. Mothers of private 

patients may offer some insight into parental stress and 

coping with a physically ill child due to their 

socioeconomic status and availability of resources. 

4. Conduct more studies utilizing the CHIP as a measure of 

parental coping in parents with acutely ill children. In 

this study, the internal consistencies proved to be 

relatively high, indicating the tool's usefulness with 

parents of acutely ill children. 

5. Conduct more studies measuring the father's perceived 

stress and coping associated with parenting a physically 
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ill child. This study underscores the importance of the 

father's role and the value of'his coping efforts in 

maintaining family functioning and promoting the child's 

health. By obtaining information about both parents' 

perceptions of stress and coping, nurses would possess a 

larger framework to assess these families and determine 

appropriate interventions based on this assessment. 
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c&JMCG APPENDIX A 

APPROVAL LETTER 

Dr. Geo~ge S. Schuster 
Chairman ' 
Human Assurance Committee 
Medical College of Georgia 
AD-182 

Dear Dr. Schuster: 

December 22. 1987 
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Tina A. Taylor has asked that I write you in suppor~ of her 
Human Assurance Application entitled: •Relationship betWeen Stress 
and Coping in Parents of Physica~ly Ill Children.• Both Dr. William 
Weston and I have reviewed the proposal and approve of the research. 
Dr. Yeston will serve as the Department of Pediatrics liaison 
throughout the s~udy. 

AW'P/gbm 

cc: Dr. Weston 
. 1-1£ • Taylor 

Sincerely yours. 

Albert Y. Pruitt, M.D. 
Ellington Charles Hawes· Professor 

and Chairman 
Department of Pediatrics 

An Affirmative Action I Equal Opportunity Institution A unit of tne University System of GeorCJia 
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February 9, 1988 

. Dear Tina: 

I showed your research questionnaire to Drs. Hahn and Seymore and to Mrs. 
Frazene Thornton the head nurse in our Well Baby Clinic. There was no 
objection to the study or to the quest i onna 1 re. The on 1 y .question was some 
concern about the site of the interviews since we are limited in our number of 
exam rooms and rapid turn over fs a must • 

.. 

My general impression was that ev~ryone was supportive and would help you in 
any way they could. I wish you much success in your research project. Please 
let me know if I can be of any ·further assistance • 

. /lkh 

cc: Dr. Hahn· 
Dr. Seymore 
Dr. Weston 
Mrs. Frazene Thornton 

An Attnnative Action I EQUal Opportunity Institution A unit of the UrWersity System of Georg_ia 
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APPENDIX C 

Tina A. Taylor, R.N., BSN 
Box 2521 

Dear Mothers, 

Medical College of Georgia 
Augusta, GA 30912 

I would like to invite you to pa~ticipate in a research 
study entitled "Relationship Between Stress and Coping in 
Parents of Phy~ically Ill Children." This study is being 
conducted by Mrs. Tina A. Taylor, R.N., BSN in partial 
completion of the requirements for the degree of Master of 
Science in Nursing at the Medical College of Georgia. 

. The intent of this study is to determine whether there 
are differences in stress levels and coping behavior~ between 
parents who have a child with a chronic illness and parents 
who have an acutely ~11 or healthy child. Knowledge gained 
from this st~dy will be helpful in developing nursing 
strategies which will aid parents in coping more effectively 
with their child's illness. 

Your participation in this study is completely 
voluntary. You may withdraw from the study at any time 
without penalty. 

Furthermore, participation in this study is strictly 
confidential. Neither you nor_ your child will be personally 
ident-ified at any time during the study. 

Enclosed are three questionnaires which focus on 
parental stress and coping. Please take a few minutes of 
your time and answer the questions to the best. of your 
ability. Your cooperation is greatly-appreciated. 

Thank· you, 

Tina A. Taylor~ R.N., BSN 



66 

APPENDIX D 

DEMOGRAPHIC DATA 

·DIRECTIONS: Please fill in the blanks or circle the letter 
of the answer that applies to you. 

Parent Information: 

1. Birthdate Age 

2. Sex 

3. Race 

4. Marital Status: 

a. single· 
b. married 
c. divorced 
d. widowed 

5. Are you employed? 6. Fami'ly income per year: 

a. yes a. less than $10,000 
b. no b. $11,000-$20,000 

c. $21,000-$30,006 
d. $31,000-$40,000 
e. $41,000-$50,000 
f. Above $50,000 

7. Number of years of school completed 

Child Information 

8. Do you have a child who has recently been diagnosed with 
a sudden and serious illness that is curable with. 
medication or other treatment? 

a. yes 
b. no 

9. Do you have a child diagnosed with a long-term chronic· 
illness that may not be curable? 

a. yes 
b. no 

10. Type of illness your child has 

11. Length of time your child has been sick 
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12. Child's age 

13. Other children 
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APPENDIX E 

PARENTING STRESS INDEX (PSI) 

1. When I think about myself as a parent, I believe: 

1. I can handle anything that happens. 
2. I can handle most things pretty well. 
3. Sometimes I have doubts, but find that I handle most 

things without any problems. 
4. I have some doubts about being able to handle things. 
5. I don't think I handle things very well at all. 

2. I feel that I am: 

1. A very good parent 
2. A better than average parent 
3. An average parent 
4. A person who has some trouble being a parent 
5. Not very good at being a parent 

3. What was the highest level in school or college you and 
your child's father have completed? 
Mother: 
1. 1-8th grade 
2. 9-12th grade 
3. Vocational br some college 
4. College graduate . 
5. Graduate or professional school 

4. Father: 
1. 1-8th grade 
2. 9-12th grade 
3. Vocat~onal or some college 
4. College graduate 
5. Graduate o~ prof~ssional school 

5. How easy is it for you to understand what your child 
wants or needs? 

1. Very e~sy 
2. Easy 
3. Somewhat difficult 
4. It is very hard 
5. I usually can't figure out what the problem is. 



1 
STRONGLY. 

2 
AGREE 

3 
NOT 
SURE 

4 
DISAGREE 

AGREE 

6. It takes a long time for parents to 
develop close warm feelings for their 
children. 

7. I expected to have closer and warmer 
feelings for my child than I do and 
this bothers me. · 

8. Sometimes my child does things that 
bother me just to be mean. 

9. When I was young, I never felt 
comfortable holding or taking care 
of children. 

10. My child knows I am his or her parent 
and wants me more than other people. 

11. The number of children I have now is 
too many. 

12. Most of my life is spent doing things 
for my child. 

13. I find myself giving up more of my 
life to meet my children's needs than 
I ever expected. 

14. I feel trapped by my responsibilities 
as a parent. 

15. Since having my child, my spouse 
(friend) has not given me as much 
help and support as I expected. 

·16. Having a child has caused more 
problems than I expected in my 
relationship with my spouse (friend). 

17. Since having a child, my spouse 
(friend) and I don't do as many 
things together. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

69 

5 
STRONGLY 
DISAGREE 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 



1 
STRONGLY 

AGREE 

2 
AGREE 

3 
NOT 
SURE 

18. Since having my child, my spouse 
(friend) and I don't spend as 
much time together as a family as 
I had expected. 

19. Since having my last child, I have 
less interest in sex. · 

20. Having a child seems to have 
increased the number of problems 
we have with in-laws and relatives. 

Attachment Subscale: 1-7 

Restriction of Role Subscale: 8-14 
. -----------------

Social Isolation Subscale: 15-20 
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4 5 
DISAGREE · STRONGLY 

DISAGREE 

1 2 3 4 

1 2 3 4 

1 2 3 4 

5 

5 

5 



APPENDIX F D~l 

INSTRUCTIONS: 

Below is a list of problems and complaints that people 
sometimes have. Please read each one carefully. After you 
have done so. please fill in one of the numbered circles to 
the right that best describes HOW MUCH DISCOMFORT -
THAT PROBLEM HAS CAUSED YOU DURING THE PAST 
WEEK INCLUDING TODAY. Mark only one numbered 
circle for each problem and do not skip any items. If you 
change your mind. erase your first mark carefully. Read the 
example below before beginning. and if you have any ques-
tions please ask the technician. · 

EXAMPLE 

HOW MUCH WERE 
YOU DISTRESSED BY: 

1 . Bodyaches 

SEX 

MALE 

0 

FEMALE 

0 

HOW MUCH WERE YOU DISTRESSED BY: 

1. Nervousness or shakiness inside * 
· 2. · Faintness or dizziness 
3. The idea that someone else can control your thoughts 
4. Feeling others are to blame for most of -your troubles 
5. Trouble remembering things 
6. Feeling easily annoyed or irritated 
7. Pains in heart or chest 
8. Feeling afraid in open spaces 
9. Thoughts of ending your life 

10. Feeling that most people cannot be trusted 
11. Poor appetite 
12. Suddenly scared for no reason * 
13. Temper outbursts that you could r:-tot control 
14. Feeling lonely even when you are with people 
15. Feeling blocked ~n getting things done 
16. . Feeling lonely 
17. Feeling blue 
18. Feeling no interest in things 
19. Feeling fearful * 
20. Your feelings being easily hurt 
21. Feeling that people are unfriendly or dislike you 
22. Feeling inferior to others 
23. Nausea or upset stomach 
24. Feeling that you are watched or talked about by others 
25. Trouble falling asleep 
26. Having to cbeck and double ch_eck what you do 
27. Difficulty making decisions 
28_ Feeling afraid to travel on buses, subway~. or trains 
29. Trouble getting your breath 
30. Hot or cold spells 
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NAME=------------------------------

LOCATION: _____________ _ 

EDUCATION:-------------------

MARITAL STATUS: MAR---SEP__DIV_WID---SING_ 

DATE 

VISITNUMBER: ------

1 ® <D 0 (!) @ 
2 ® <D 0 CD @ 
3 ® <D ® CD @ 
4 ® (D 0 <D @ 
5 @ <D 0 <D @ 
6 @ <D ® <D @ 
7 ® ill 0 CD @ 
8 ® CD 0 CD @ 
9 ® CD 0 CD CD 

10 ® <D 0 CD 0 
11 ® <D 0 CD CD 
12 ® CD 0 CD CD 
13 ® CD 0 CD CD 
14 @ CD 0 CD 0 
15 ® <D 0 (!) @ 
16 ® CD 0 CD @ 
17 @ <D 0 CD 0 
18 @ <D 0 CD CD 
19 @ <D 0 CD CD 
20 @ <D 0 CD @ 
21 @ <D 0 CD 0 
22 @ <D 0 (!) 0 
23 @ <D 0 CD 0 
24 @ <D 0 (!) 0 
25 @ <D 0 CD @ 
26 @ <D 0 (!) 0 
27- @ <D 0 (!) @ 
28 @ <D 0 CD 0 
29 @ CD 0 CD. 0 
30 @ CD 0 CD 0 

31. Having to avoid certain things, places. or activities because they frighten you 31 @ <D 0 CD CD 
32. Your mind going blank 32 @ CD 0 CD CD 
33~ Numbness or tingling in parts of your body 33 @ CD 0 CD CD 
34. The idea that you should be punished for your sins 34 @ CD 0 CD 0 
3~;;-~YFeeling hopeless about the future 35 ® <D 0 CD @ 

)pynghf© .. 1975 by'leonard R. Derogatis. Ph.D. ,, ' Please continue on the foiJC'wing page, ~ . 



.) BSI SIDE 2 

HOW MUCH WERE YOU DISTRESSED BY: 

36 .. Trouble concentrating 36 @ CD 0 Q)• 0 
37. Feeling weak in parts of your body 37 @ CD 0 CD 0 
38. Feeling tense or keyed up * 38 @ CD 0 CD 0 
39. · Thoughts of death or dying 39 @ <D 0 0 @ 
110. Having urges to beat. injure. or harm someone 40 @ CD 0 <D @ 
111. Having urges to break or smash things 41 ® <D 0 <D @ 
112. Feeiing very seH-con$cious with others 42 ® CD 0 CD 0 
113. Feeling uneasy in crowds. 43 ® <D 0 <D 0 
114. _ Never feeling close to another person 44 ® <D ·® <D 0 
15. Spells of terror or panic * 45 ® (!) 0 <D 0 
16. Getting into frequent arguments 46 ® CD 0 <D 0 
17. Feeling nervous when you are left alone 47 ® <D 0 CD 0 
18. Others not giving you proper credit for your achievements '48 ® CD 0 CD @ 
J9. Feeling so restless you couldn't sit still * 49 ® <D 0 <D 0 
;o. Feelings of worthlessness 50 ® CD 0 <D 0 
;1. Feeling that people will take advantage of you if you let them 51 ® <D 0 <D 0 
;2. Feelings of guilt 52 ® <D. .0 CD <D 
;3. The idea that something is wrong with your mind 53 ® '<D ® <D @ 

*ANXIETY DIMENSION (N=6) 

~pYriQht01975·by Leonard R.· Derogatis, Ph.· o .. :·.:~ ... :·:· ... . .. ~. ' 
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APPENDIX G 

COPING HEALTH INVENTORY FOR PARENTS 

Please respond by checking how helpful each behavior has been to 
you in coping with your child's illness. 

Not 
Helpful 

1. Trying to keep my 
family stable 

2. Being in relation
ships which me feel 
appreciated and 
important 

3. Trusting my spouse 
or friends to help 
support me and my 
children 

4. Sleeping 

5. Talking with the 
medical staff 
(nurses, social 
worker, etc.) when 
we visit the medical 
center 

6. Believing that my 

0 

0 

0 

0 

0 

child will get better 0 

7. Working; outside 
employment 0 

8. Showing that I am 
strong 0 

9. Buying gifts for 
myself and/or other 
family members 0 

10. Talking with other 
individuals/parents 
in my same situation 0 

11. Taking care of all 
the medical equipment 
at home 0 

Minimally 
Helpful 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

Moderately 
Helpful 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

Extremely 
Helpful 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Not Minimally Moderately Extremely 
Helpful Helpful Helpful Helpful 

12. Eating 0 1 2 3 

·13. Getting other 
members of the 
family to help with 
chores at home 0 1 2 3 

14. Getting away by 
myself 0 1 2 3 

15. Talking with the 
physician about my 
concerns about my 
child with the 
medical condition 0 1 2 3 

16. Believing that the 
medical center/ 
hospital has my 
family's interest 
in mind 0 1 2 3 

17. Building close 
relationships with 
people 0 1 2 3 

18. Believing in God 0 1 2 3 

19. Develop myself as a 
person 0 1 2 3 

20. Talking with other 
parents in the same 
type of situation and 
learning about their 
experiences 0 1 2 3 

21. Doing things together 
as a family· (involving 
all members of the 
family) 0 1 2 3 

22. Investing time and 
energy in my job 0 1 2 3 

23. Believing that my 
child is getting the 
best medical care 
possible 0 1 3 3 



75 

Not Minimally Moderately Extremely 
Hel]2fUl Hel]2fUl Hel]2fUl Hel]2fUl 

24. Entertaining friends 
in-our home 0 1 2 3 

25. Reading about how 
others .in my 
situation handle 
things 0 1 2 3 

26. Doing things with 
family/relatives 0 1 2 3 

27. Becoming more self-
reliant a_nd 
independent 0 1 2 3 

28. Telling myself that I 
have many things I 
should be thankful 
for 0 1 2 3 

29. Concentrating on 
hobbies 0 1 2. 3 

30. Explaining our 
family situation to 
friends and neighbors 
so they will 
understand us 0 1 2 3 

31. Encouraging child 
with medical 
condition to be more 
independent 0 1 2 3 

32. Keeping myself in 
shape and well 
groomed 0 1 2 3 

33. Involvement in social 
activities (parties, 
etc.) with friends 0 1 2 3 

34. Going out with my 
spouse on a regular 
basis 0 1 2 3 
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Not Minimally Moderately Extremely 
Helpful Helpful Helpful Helpful 

35. Being sure prescribed 
medical treatments 
for my child are 
carried out at home 
on a daily basis 0 1 2 3 

36. Building a closer 
relationship with my 
spouse 0 1 2 3 

37. Allowing myself to 
get angry 0 1 2 3 

38. Investing myself in 
my child 0 1 2 3 

39. Talking to someone 
(not professional 
counselor/doctor 
about how I feel 0 1 2 3 

40. Reading more about 
the medical problem 
which concerns me 0 1 2 3 

41. Talking over personal 
feelings and concerns 
with spouse 0 1 2 3 

42. Being able to get 
away from the home 
care tasks. and 
responsibilities for 
some relief 0 1 2 3 

43. Having my child with 
the medical condition 
seen at the clinic/ 
hospital on a regular 
basis 0 1 2 3 

44. Believing that things 
will work out 0 1 2 3 

45. Doing things with my 
children 0 1 2 3 
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February 4, 1988 

Mrs. Tina A. Taylor 

RE: PROJECT TITLE - RELATIONSHIP BETWEEN STRESS AND COPING IN 
PARENTS OF PHYSICALLY ILL CHILDREN 

APPROVAL DATE- FEBRUARY.4, 1988 

FILE NO. 88-2-134 

Dear Mrs. Taylor: 

The Human Assurance Committee has reviewed and approved the . 
above referenced project by expedited procedure in accordance 
with the DHHS policy and the institutional assurance on file 
with the DHHS. 

George s. Schuster, ·D.D.S., PHD. 
Chairman 
HUMAN ASSURANCE COMMITTEE 
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