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ABSTRACT 

Little research has been conducted investigating family 

affective response to cerebrovascular accidents. This study 

examines the emotional sequelae suffered by the spouses and 

adult children of stroke victims along the dimensions of 

depression, loneliness, and locus of control. Subjects were 

classified into groups consisting of spouses of individuals 

suffering right hemisphere cerebrovascular accidents, adult 

children of right hemisphere stroke patients, spouses of 

patients suffering left hemisphere cerebrovascular 

accidents, and adult children of left hemisphere stroke 

patients. All subjects were administered the Beck 

Depression Inventory, the Rotter Internal-External Locus of 

Control Scale, the Fundamental Interpersonal Relations 

Orientation-Behavior Scale and the UCLA Loneliness Scale. 

Results indicate no significant differences in levels 

of depression between spouses, children, or family members 

of right hemisphere stroke patients as compared to family 

members of individuals sUffering left hemisphere 

cerebrovascular accidents. Similarly, no differences in 

loneliness scores were found between spouses and adult 

children in right versus left hemisphere groups. There also 

were no differences between groups along the dimensions of 
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wanted control, expressed control, or locus of control. 

Finally, there were no differences between spouses in either 

group in terms of wanted affection. 

The lack of significant differences between groups is 

felt to be related to a number of factors. Data were 

collected two to four weeks post-stroke, and it is believed 

that family members may still have been in the denial phase 

of the adjustment process. Also, they may have been 

engaging in "selective gating" (i.e., they may have been 

processing the positive, encouraging feedback presented by 

staff and filtering the negative feedback). Additionally, 

family members (particularly spouses) received much social 

support during the acute phase of the illness which may have 

mitigated affective responses. The above, along with the 

fact that family members may not have had realistic 

expectations concerning the amount of care the stroke victim 

would require and the alteration in lifestyle that often 

occurs may have combined to ameliorate the family emotional 

response to cerebrovascular accident. 
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CHAPTER I 

INTRODUCTION 

Cerebrovascular accident (CVA) is a major cause of 

disability in the united states. While the incidence of 

stroke has been declining over the past several decades 

(Garroway, Whisnant, & Drury, 1983) it, nonetheless, 

accounts for significant neurobehavioral disabilities in 

practically every age group in our country today. At least 

500,000 CVAs occur in the united states annually and 

approximately 175,000 of these patients die instantly. Of 

the survivors, 75,000 are left with some form of disability 

and 16% require permanent care in an institution (Evans & 

Miller, 1984). Stroke is the third leading cause of death 

and accounts, in terms of mortality and morbidity, for six 

to eight billion healthcare dollars per year (Hayes & 

Carroll, 1986). 

By definition, a CVA or stroke is an acute disturbance 

of cerebral function which is vascular in origin and causes 

disability lasting more than, or death within, 24 hours 

(Pimental, 1986). The term "stroke" connotes a syndrome, or 

symptoms, that do not necessarily correspond to anyone 

particular etiological process. The causes of CVA can be 
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multiple and varied ranging from an infarction (e.g., 

occlusion of a cerebral artery by an atherometous plaque) to 

stroke caused by vasculitis or alteration in blood 

coaguability (as in hyperviscosity or hypercoagulable 

states) (Binder, Howieson, & Coull, 1987). 

For the purposes of this paper the etiological 

discussion of stroke will be limited to those two processes 

which are known to be the most common causes of CVA: 1) 

cerebral thrombosis and/or emboli, and 2) hemorrhagic 

infarcts. Cerebral thrombosis refers to occulusion of a 

cerebral artery or vessel by an atheromatous plaque which 

usually occurs coincidentally with an underlying 

atherosclerotic condition, particularly in the elderly. In 

addition to the development of plaques in atherosclerotic 

vessels, areas of arterial narrowing and focal stenosis are 

common. These atheromatous plaques contribute to the 

formation of thrombi which are composed of red blood cell 

aggregates and platelet fibrin (Binder et aI, 1988). A 

thrombus, or portions of the plaque itself, can dislodge and 

occlude an atherosclerotic vessel, halting blood flow to the 

area of the brain supplied by that vessel, and causing an 

ischemic infarction. Emboli arising from the heart or from 

other areas within the body can also occlude cerebral 

arteries and veins causing ischemic damage similar to that 

precipitated by a thrombus. A decrease in alertness, 
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confusion, sensory-perceptual and/or motor deficits, and 

difficulty with higher level cognitive, memory, and language 

functions are common concomitants of a thromboembolic CVA. 

Essentially two types of hemorrhagic stroke have been 

described: 1) subarachnoid hemorrhage, and 2) intracerebral 

hemorrhage. The term subarachnoid hemorrhage refers to 

bleeding into the subarachnoid space (Reitan & Wolfson, 

1986). This type of hemorrhage can occur after traumatic 

injury to the brain or rupture of an aneurysm, an area of 

arterial wall that has weakened and ballooned out. Of the 

latter, the most common is a berry aneurysm, a small sac

like structure which is caused by a congenital anomo1y 

frequently arising at the point of bifurcation of cerebral 

arteries and vessels. Another, less likely, cause of 

subarachnoid hemorrhage can be bleeding from, or rupture of, 

an arteriovenous malformation. The typical sequelae of a 

subarach- noid hemorrhage include severe headache, vomiting, 

seizures, focal neurologic signs, decreased alertness, 

confusion, and coma. 

Intracerebral hemorrhage (ICH) is the term used to 

describe bleeding that occurs directly into the brain tissue 

and often results from the rupture of an artery or vein. 

Poorly controlled hypertension is a common cause and is felt 

to adversely affect the elasticity of cerebral vessels which 

may rupture secondary to a sudden increase in blood 
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pressure. Blood is released directly into the brain tissue 

causing widespread damage in the area of the hemorrhage. 

Subsequent cerebral edema further complicates the clinical 

picture in many of these cases. The symptomatology of an 

intracerebral hemorrhage includes severe headache followed 

by diminished alertness often leading to coma. The severity 

of the neurologic deficits correspond to the size of the ICH 

with small hemorrhages causing focal neurologic signs and 

large ICHs often leading to death. Survivors often suffer 

many of the same cognitive and behavioral sequelae 

experienced by thromboembolic stroke victims. 

In many intances, a cerebrovascular accident, whether 

from a thrombus or hemorrhagic event, is a catastrophic 

occurrence for both the patient and his/her family. The 

stroke victim may suffer significant neurobehavioral 

sequelae and is often left with residual deficits, the 

nature and extent of which may not become apparent to the 

stroke patient and/or his/her family until the patient is 

involved in intensive rehabilitation. The types of deficits 

suffered by stroke victims can include motor difficulties 

(Lezak, 1986; Reitan & Wolfson, 1986), problems with 

perceptual abilities, reasoning, and judgment (Pimental, 

1986), aphasic deficits and difficulties with pragmatic 

language (Evans, Bishop, & Matlock, 1987; pimental, 1986) , 

and memory deficits (Pimental, 1986; Tinson & Lincoln, 
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1987), to name a few. 

Additionally, the stroke patient may suffer impaired 

awareness and lose the ability to monitor ongoing behavior. 

Personality changes are common (Evans & Miller, 1984). 

Social contacts may decrease and the patient may become 

socially isolated (Bishop, Epstein, Keitner, Miller, & 

Srinivasan, 1986). 

It should not be surprising, therefore, that a number 

of investigators have documented the presence of anxiety and 

depression in stroke populations (Evans et aI, 1987; Evans & 

Miller, 1984; Wade, Smith, & Hewer, 1986). Studies 

conducted on post-stroke depression have found incidences 

that vary from 30 to 60% of stroke victims (Carnwath & 

Johnson, 1987; Robinson, Starr, & Price, 1984; Sinyor, 

Amato, Kaloupek, Becker, Goldenberg, & Coopersmith, 1986) 

the duration of which usually lasts from seven to nine 

months (Prescott, Garraway, & Akhtar, 1982; sinyor et aI, 

1986). It has been suggested that the depressive 

symptomatology noted in stroke victims resembles that found 

in individuals suffering a major depressive episode. It is 

believed, however, that these affective sequelae are more 

than simply a reaction to deficits suffered (Evans & Miller, 

1984). A number of investigators have suggested that post

stroke depression may be related to lesion location as well 

(Prescott et aI, 1982; Robinson et aI, 1984). While the 
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literature is somewhat equivocal regarding this (Whitney, 

1987), it is apparent that, as a group, individuals 

suffering left hemisphere CVA (particularly in the anterior 

pole) experience more frequent and more severe depressive 

episodes than right hemisphere stroke patients. 

stroke victims suffer, what must seem to them, radical 

and significant alterations in their physical, cognitive, 

and psychological well-being which potentially can have a 

deleterious effect upon their interactions with family 

members, family dynamics, and the homeostatic functions of a 

family unit. It has been said that stroke is a "family 

matter" (Wade et aI, 1986). Investigators have suggested 

that the family, not just the patient, must be seen as being 

disabled when one of its members suffers a CVA (Watson, 

1986). In other words, when a person has a stroke so does, 

in a sense, his/her whole family (Cohen, Harbin, Collis, & 

Greenberger, 1986). To date much of the stroke literature 

has focused upon the effects of CVA on the patient while 

there is a dearth of information addressing family reactions 

and issues in stroke populations (Matlock, stranahan, & 

Noonan, 1987). 

While each family member reacts differently to the 

occurrence of a stroke in a loved one, an initial common 

reaction often is fear that the stroke victim will die 
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(Watson, 1986). When it becomes evident she/he will 

survive, family members usually experience a tremendous 

sense of relief. It is at this time that they must begin to 

cope with the reality of the situation and must try to come 

to grips with the fact that the patient may be left with 

irreversible residual deficits which may necessitate 

significant alterations in patient and family lifestyle. 

Often, family members are unwilling, or unable, to accept 

the implications of what has occurred. Wheri this happens, 

denial of the stroke and its sequelae may appear. The 

expression of unrealistic expectations concerning the 

physical and emotional recovery of the affected individual 

is related to the denial process. Typically, at this time, 

information presented to family members concerning the 

patient's prognosis and eventual extent of recovery is not 

fully comprehended and often has to be repeated several 

times throughout the therapeutic enterprise. 

Initially, it appears that family members engage in 

what has been termed "selective gating" (Bray, 1987), in 

which only positive statements or those that are miniminally 

threatening are perceived while the rest is filtered out. 

This is seen as a protective mechanism which allows them 

time to organize their defenses to meet the challenge and 

not be immediately overwhelmed. Family members may also 

become verbally aggressive and abusive towards staff 
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members. They may feel as though they have been attacked 

and/or beset by a catastrophic event and, sometimes respond 

by verbally attacking staff members and denigrating the 

physical surroundings and care that the patient is 

receiving. They may feel that they have lost control in a 

situation that appears disorganized and chaotic. It is not 

difficult to understand how they would believe that no one 

(including staff members) is in control (Bray, 1987). 

As mentioned above, there is a dearth of literature 

concerning family reaction to CVA and there have been even 

fewer studies evaluating family response to stroke in the 

acute onset-rehabilitation period. Towards the middle phase 

of intense rehabilitation (two to four weeks post-onset), 

family members typically have recovered from the initial 

shock of the traumatic event and, after interactions with 

rehabilitation team staff members, have begun to appraise 

the situation in a more realistic fashion. They have 

started to work through their initial denial and have begun 

to accept reasonable prognostic indications. They also 

begin to modify their expectations concerning the stroke 

victim's post-discharge level of functional independence. 

In one of the few studies of family reaction to stroke 

during this acute period Schulz, Tompkin & Rau (1988) (using 

the center for Epidemiologic Studies Depression Scale) 

report that fully one-third of the primary caretakers in 
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their sample were at risk for depression, which was 

associated with stroke-related variables such as severity of 

the stroke and concern about the future. It seems a 

reasonable assumption that the families of those individuals 

who suffer the most severe strokes would anticipate greater 

disruption in family homeostasis and caregiver-patient 

relationships. This, in turn, would have a deleterious 

effect upon their mood state. 

Save for the above studies, most of the research 

detailing family response to eVA has been conducted three 

months to two years after the eVA. The length of the acute 

post-onset hospitalization of stroke patients appears to 

vary from hospital to hospital depending upon the type of 

services offered and, assuming that the patient is afforded 

the opportunity of stroke rehabilitation, the goals and 

discharge plans of the rehabilitation team. Nonetheless, 

most stroke victims return home, live with adult children or 

relatives, are placed in supervisory retirement apartments, 

or are sent to extended care facilities by three months 

post-onset. However, it appears that families assume the 

major responsibility for the care of stroke patients 55 

years of age and older. Silliman, Fletcher, Earp, & Wagner, 

(1986) report that fully 80% of patients in this age group 

receive at least part of their care in the home. 
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The disruptive effects of stroke upon family members 

and family dynamics can be devastating. Family homeostasis 

is often affected with alteration of familial interactions 

and functions (Walter, 1987; Webster & Newhoff, 1981). 

Cohesive families can be plunged into dispair while 

inadequate families can be rendered dysfunctional. One of 

the most difficult aspects of this process for families is 

the often unavoidable role changes that family members must 

make (Malone, 1969). This is especially true for families 

that are "traditional" in the sense that the husband was 

the wage earner and the wife was the homemaker. When roles 

are reversed in these situations, particularly when the un

affected spouse was in some way dependent upon the stroke 

victim, he/she may fear and resent their newfound 

responsibilities. Also, family roles may become more 

constricted after the onset of a CVA (carnwath & Johnson, 

1987). This stems from the fact that caring for a stroke 

victim can be time consuming and demanding. Often by 

necessity, family members devote to the care of the stroke 

victim free time that they once had to expand their social, 

professional, and economic horizons. Also, changes in 

lifestyle occur due to decreased financial and social 

mobility (Pimental, 1986). Spouses of stroke victims may 

find that they have less contact with neighbors (carnwath & 

Johnson, 1987) and see close friends less frequently 
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(Malone, 1969). This is an unfortunate occurrence for 

several reasons. Working with spouses of spinal cord 

injured patients, a similarly debilitative condition, 

Schulz, Tompkins, Wood, & Decker (1987) have demonstrated 

increased social support to be associated with increased 

psychological well-being and life satisfaction, and 

decreased levels of depression. similarly, silliman et al. 

(1987) found that a decreased frequency of social contacts 

was associated with, among other things, the patient's 

dependent functional status. Hence, it appears that 

increased opportunities for both the patient and her/his 

spouse to visit with their friends and relatives has a 

beneficial effect upon the psychological and functional 

well-being of each. 

Related is the fact that, in addition to decreased 

social contacts with friends and relatives, the caregivers 

of stroke victims also suffer alterations in relationships 

with their impaired spouses. More specifically, the 

deficits suffered by the stroke patient upset the balance of 

reciprocal marital interactions (Evans et aI, 1987). 

Language impairment (difficulties in auditory comprehension 

and productive speech) occurring with many left hemisphere 

CVAs can make it extremely difficult for spouses to 

communicate. In a similar fashion, patients who have 

suffered right hemisphere injuries, while often not 
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experiencing frank language deficits, many times are not 

able to grasp the subtle nuances of affective expression. 

They may have difficulty expressing emotions in a modulated 

and consistent fashion, or be unable to empathize and 

understand spousal affective states. They may also have 

trouble with the pragmatics of language production. Hence, 

although the communication deficits (i.e., verbal vs 

affective) of right versus left hemisphere stroke may be 

different they result in an alteration in accustomed 

reciprocal interactions. In this sense, the family unit has 

suffered yet another loss, the loss of reciprocal 

communication and sharing. The family partnership has been 

violated and the protective function of the relationship, 

neutralized. 

To say that caring for a stroke survivor at home is 

stressful is to state the obvious. In addition to the daily 

stressors and minor inconveniences of maintaining a home 

and, perhaps, holding a job, the caregiver, usually a female 

spouse or child (Silliman et al., 1986) is often faced with 

the added responsibility of assisting with activities of 

daily living (ADLs), helping with transfers, additional meal 

preparation, arranging for supervision and/or help, and 

transporting the patient to and from appointments. These 

endeavors can have a deleterious effect upon many areas of 

the caregiver's life, the severity of which is related to 
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the amount of assistance required. In fact, Weddell (1987), 

in a study of stroke patients receiving rehabilitation at 

home, found that stress in relatives was related to the 

degree of physical burden placed upon them by the stroke 

patient's impairments. This is especially true when there 

is little physical and emotional support for the primary 

caregiver, which can also have a negative effect upon 

his/her health (Evans & Miller, 1984). In their study of 

spinal cord injured patients Schulz and colleagues (1987) 

found that caregiver health was related to' the adequacy of 

social contacts and level of support. In other words, the 

amount of stress experienced by the caregiver seems to be 

related to the severity of the physical burden placed upon 

them and the amount and adequacy of help he/she receives. 

The above changes in roles and lifestyles, decrease in 

social contacts, financial difficulties, alterations in 

marital relationships, and deteriorating health, all appear 

related to the psychosocial stress of giving care to a 

chronically ill individual which can elicit a number of 

emotional responses in the family caregiver. While anger at 

the injustice of the eVA has usually dissipated by the time 

the stroke patient has returned home, significant anger in 

the caregiver is not uncommon. This anger often seems 

related to the stress created by the amount of work 

involved. In some instances the spouse of a stroke victim 
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must give up his/her job or neglect their job because of the 

amount of care the stroke victim requires (Bishop et al., 

1986). As mentioned earlier, role constrictions can occur 

and those areas of the caregiver's life that were formerly 

satisfying, may no longer be (Pimental, 1986). It should 

not be surprising that anger and irritability are 

characteristic emotional sequelae of an existence that has 

lost much of its reinforcement value. Understandably, 

however, many caregivers are unable to see feelings of 

anger, resentment, and frustration as normal emotional 

responses to a difficult, if not at times unbearable, 

situation. Hence, many family members suffer guilt (Cohen 

et al., 1986) secondary to the fact that they have felt or 

expressed anger to their incapacitated, unprotected, loved 

one. caregivers may also feel that they are being punished 

or are responsible in some way for the stroke victim's 

illness and that they are not doing enough to care for 

him/her (Malone, 1969). In most people, negative emotional 

responses such as these engender reciprocal responding 

designed to compensate for the perceived wrong that they 

have visited upon their loved one, often resulting in over

protection of the stroke victim (Carnwath & Johnson, 1987). 

The appearance of depressive symptomatology in the 

caregiver is a further major affective consequence of caring 

for a chronically ill family member or stroke patient. This 
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can occur at any point during the acute onset-rehabilitation 

period to one or two years post-onset (Schulz et al., 1988). 

In their longitudinal study of the psychosocial impact of 

stroke Schulz and colleagues (1988) have demonstrated that 

levels of depression in caregivers did not change from the 

acute onset period (three to ten weeks) to seven to nine 

months post-onset. Individual differences were noted in 

depression scores during the second measurement, however, 

suggesting that those individuals depressed at seven to nine 

months post-onset were not necessarily the same as those who 

were depressed at three to ten weeks after the CVA. 

Contrasting with the first assessment, demographic variables 

such as age, income, and health were predictors of 

depression at the second evaluation. In other words, 

individuals who were older, had higher incomes, and were in 

good health were less depressed. Interestingly, Schultz, et 

al., also found that decreases in the number of significant 

confiding relationships and decreases in the amount of 

social contact were related to increases in depression 

scores. 

other investigators have also documented a relationship 

between adaquacy of social contacts and depression in 

caregivers (Silliman et al., 1986). Additionally, 

depression in caregivers appears to be related to depression 

in the stroke victim, as well as extent of the patient's 
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disability and his/her expectations for recovery (Carnwath & 

Johnson, 1987; Wade et al., 1986). It appears then, that 

depressive symptomatology in the family caregiver can 

surface, practically at any time post-onset, and appears to 

be multiply determined. 

The concept of loneliness has not received much 

research attention in recent years. The above speaks of a 

disruption in the reciprocal interactions between a stroke 

patient and his/her spouse. It would seem that as the 

magnitude of this change increases, so too, would the 

alienation of the caregiver, which could manifest itself as 

loneliness. Greenwald (1972) contends that loneliness stems 

from the deprivation experienced as a result of a lack of 

warmth and intimacy with others. Similarly, Liedeman (1969) 

reports that loneliness is a concomitant of yearning or 

longing for intimacy with another. According to Ferreira 

(1962) loneliness is the result of a feeling of "no 

relationship." In other words, the feeling that one is 

alone with no significant other to relate to in a meaningful 

way. Unfortunately, quantity of interpersonal alternatives 

does not necessarily afford protection against loneliness. 

One cannot assume that a person with multiple social 

contacts is not lonely. An individual can have many 

different types of social interactions and, yet, still 

experience loneliness (Heck, 1976). Mann (1966) suggests 
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that social isolation does not necessarily beget loneliness 

as gregarious behavior does not guarantee against it. In 

part, loneliness may be a result of emotional isolation with 

physical isolation playing little or no part. 

There is a paucity of information concerning family 

response to eVA in terms of loneliness. similarly, the 

construct of loneliness has also not been utilized to 

describe aspects of patient response to onset of stroke. 

Loneliness has been addressed in studies investigating 

patient affective response to physical illness and 

disability, however (Ball, 1978; Warr, 1978). These 

investigators suggest that disabled populations are at 

higher risk for experiencing loneliness, a problem that is 

often ignored. Gaev (1976) suggests that, to prevent 

loneliness and social isolation in the disabled, we must 

bypass their physical and emotional limitations and welcome 

them back into the mainstream of society. This would seem 

especially true for stroke victims and their families, 

articularly in consideration of the documented decreases in 

social contacts and increased social isolation. 

As discussed above, depression in this popUlation is 

related to stroke variables, demographic variables, 

perceptions of physical burden, patient depression, and 

number of social contacts. The concept of depression, 

however, must be differentiated from that of loneliness. 
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Young (1982) reports that there is an overlap between the 

two and that loneliness must be understood if depression is 

to be understood. ortega (1969) states that lonely patients 

may complain of being depressed but that depressed patients 

rarely complain of loneliness. Depressed individuals will 

seldom seek out others while lonely people will. Depression 

may respond to psychotherapy and pharmacotherapy, while 

loneliness does not. Horowitz, Finch, and Anderson (1982) 

believe that loneliness is nested within depression. Lonely 

individuals may exhibit certain features of depression, 

however, a depressed individual does not necessarily have to 

be lonely. Weeks, Michela, Peplau, and Bragg (1980) 

conducted a study using the UCLA Loneliness Scale and the 

Beck Depression Inventory. Although they found that 

depression and loneliness were correlated (r=.701) they 

reported that the two are distinct entities and no causal 

relationships were demonstrated. 

As mentioned above, families in the early post-onset 

period often strike out against staff members. This seems to 

be related to a sense that no one, including family members, 

is in control of the situation. Historically, individuals 

have been dichotimized into those who felt that the 

reinforcement and rewards they received in their lives 

resulted from things that they have done (they control their 

ultimate destiny) and others who feel that the benefits, 
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rewards, and reinforcements in life are the result of chance 

phenomena or occur because of luck, fate, or other forces. 

The concept of locus of control was first developed by 

Rotter (1954). He hypothized that those individuals who 

felt that the rewards and benefits they received were due 

mainly to their own actions had an internal locus of 

control. Those who felt that the reinforcement or rewards 

they received were due largely to fate or chance occurrences 

were said to have an external locus of control. An 

interesting aspect of Rotter's theory is that an 

individual's beliefs about the amount of control he/she 

exerts over their outcomes has little to do with the amount 

of control that actually exists. 

It must be mentioned that not all investigators have 

documented evidence of inadequate coping in the spouses of 

stroke victims. While reporting some depression in spouses, 

Wade et al., (1986) found the prevalence to be only 11 to 

13% and found little measurable stress in the lives of these 

individuals as well. Silliman (1984) found in her studies 

of the frail elderly that learning to manage a family 

member's illness had a favorable impact upon the caregivers 

self-concept. Similarly, Unk (1983) found that life 

satisfaction and morale in the elderly wives of stroke 

patients was only slightly below that generally found in the 

population. Finally, McKay and Nias (1979) found that 



relatives reported being reasonably happy and confident in 

their sample of young and middle aged stroke victims. 

30 

The present investigation focuses upon the emotional 

responses of family members of patients suffering right vs. 

left hemisphere cerebrovascular accidents. The rationale of 

comparing the affective adjustment of spouses of left 

hemisphere stroke patients with that of right hemisphere 

patients stems from the differential cognitive and 

behavioral sequelae associated with ischemic infarctions of 

the left versus right cerebral hemisphere. In addition to 

suffering right-sided motor and sensory perceptual deficits, 

individuals with left hemisphere eVA are often language 

impaired. Depending on the location of the lesion, left 

hemisphere patients can suffer deficits in auditory 

comprehension or productive speech and in severe cases both 

are affected. The nature and extent of the communication 

deficit is hypothesized to be an important factor in the 

spousal experience of stroke. 

Review of the literature suggests that spouses and 

stroke victims suffer changes or alterations in the 

reciprocal interactions that usually characterize their 

marital relationships (Webster & Newhoff, 1981). This may be 

especially true for the caregiver whose spouse has suffered 

a left hemisphere stroke and resultant aphasic deficits 

(Kinsella & Duffy, 1979). Language disabilities can have a 
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devastating effect upon a couple's ability to communicate 

with one another. Where at one time they may have made 

joint decisions concerning financial matters, the loss of 

communication abilities after a CVA may force the caregiver 

to make such decisions unassisted (Binder, 1984). This can 

be very disconcerting, particularly for those spouses who 

were dependent upon their husband or wife prior to their 

incapacitation (Holbrook, 1982). Also, when social contacts 

are limited, the loss of spousal ability to communicate can 

leave the caregiver feeling set adrift and isolated in an 

uncaring, unfeeling world. Similarly, a caregiver whose 

spouse has suffered deficits in auditory comprehension may 

feel frustrated at spousal inability to understand spoken 

language. The caregiver may no longer be able to have 

meaningful, reciprocal conversations with his/her spouse 

(Webster & Newhoff, 1981). Also, when the patient suffers 

deficits in productive speech, the caregiver may spend 

inordinate amounts of time and effort trying to understand 

the stroke victim's utterances. Both of the above mentioned 

aphasic deficits can cause family caregivers to feel as 

though the partnership that they once may have shared has 

been seriously diminished (Carnwath & Johnson, 1987). 

Caregivers under such circumstances must often assume 

complete responsibility for the maintenance of the 

relationship and the viability of the couple as a solvent 
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entity. This can engender a significant amount of stress in 

the caregiver, resulting in a number of affective sequelae 

(Williams & Freer, 1986). 

The neurobehavorial sequelae of right hemisphere stroke 

(in right-handed individuals) are different than those of 

left hemisphere CVA, along a number of dimensions. 

Probably, the most important of these are the differences in 

language impairment. While left hemisphere patients have 

difficulty with auditory comprehension and productive 

speech, right hemisphere patients typically tend not to have 

significant deficits in these areas. Rather, they have 

impairment in the pragmatics of language (Pi imenta I , 1986). 

In other words, an individual who has suffered a right 

hemisphere CVA may experience difficulty modulating the rate 

and rhythm of speech production. They may also have trouble 

interpreting the affective expression of others and may 

present with rather blunted (or flat) affect (Caplan & 

Schechter, 1987). They may suffer left hemineglect and 

difficulty with spatial organization, in addition to left 

hemiplegia (Binder et al., 1987). They may have poor 

a.wareness of their deficits as well as have difficulty 

monitoring their ongoing bebehavior and what is occurring in 

the environment (Wapner, Hamby, & Gardner, 1981). This 

often contributes to socially inappropriate behavior and 

poor social awareness. Despite this, the patient is usually 
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able to converse with his/her partner and understand spoken 

language. Because of poor awareness and judgment, the 

qualitative nature of communication may be little different 

than that between the aphasic patient and his/her spouse. 

Verbal communication is, nonetheless, possible. As a 

result, the caregiver may not feel as isolated as the spouse 

of the left hemisphere stroke patient and may be able to 

retain a sense of reciprocal interaction in the 

relationship. For them, the partnership may not seem as 

violated as it might seem to the spouse of the left 

hemisphere stroke patient. Rather, the spouse of the right 

hemisphere stroke victim may feel emotionally neglected as a 

result of his/her spouse's flat affect, poor awareness, and 

relative interpersonal insensitivity. In other words, 

although the right hemisphere stroke patient may be able to 

engage in reciprocal verbal interactions, he/she may not be 

able to reciprocate emotionally. 

It seems a reasonable assumption, given the different 

neurobehavioral manifestations of right versus left 

hemisphere stroke, that spouses will experience differential 

affective responses to each. Most of the studies cited 

earlier in this paper, if they address the issue of spousal 

reactions to stroke at all, describe the reactions in terms 

of perceived burden and/or levels of depression. Although 

these are two important aspects of the affective responses 
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of family members to stroke, they provide a rather limited 

description of family reaction to such an event. For this 

reason the present investigation will focus upon familial 

(spouse and adult child) response to stroke along the 

dimensions of loneliness, depression, and locus of control. 

The criteria for depression have been well defined and 

are explicated in the Diagnostic and statistical Manual III

R (DSM-III-R) (American Psychiatric Association, 1987). The 

above concepts of loneliness and locus of control, however, 

are difficult to operationalize. As already described, the 

literature on loneliness is limited and there appears to be 

no general consensus of what constitutes loneliness. 

Although the extant literature on locus of control is quite 

extensive, this concept has not been described in terms of 

behavioral characteristics. Bohanske (1983) utilized the 

Fundamental Interpersonal Relations Orientation-Behavior 

scale (FIRO-B) in his study addressing loneliness in 

disabled populations. Loneliness, he reasoned, could be 

operationalized in terms of the behavior resulting from 

wanted and expressed inclusion, control, and affection (the 

self-report of which is assessed by the FIRO-B). Similarly, 

the concept of locus of control, as assessed by Rotter 

(1966), can be operationalized as the behavior resulting 

from expressed versus wanted needs for control. In this way 

Bohanske (1983) was able to quantify both loneliness and 
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locus of control in terms of self-reported behavioral 

characteristics. For the purposes of this study, a similar 

approach will be adopted, and the concepts of loneliness and 

locus of control will be operationalized. 

Considering the research described above, it appears 

that negative affective sequelae, while not necessarily a 

consequence of caregiving, are frequent concomitants of it. 

Although methodological flaws complicate the interpretation 

of many of the studies cited, the general finding is one of 

psychosocial and affective complications in the family 

caregivers of stroke victims. Much of the extant literature 

appears to focus on the stroke victim and her/his spouse 

from three months to two years post-onset, with little 

attention directed toward the affective adjustment of family 

caregivers in the immediate post-onset period. Review of 

the literature reveals only one study in which the 

psychosocial adjustment of the primary support person was 

investigated in the immediate post-onset period (Schulz et 

aI, 1988). Hence, there is a need for further study in this 

area. No study was found that differentiated the affective 

response and adjustment of spouses versus adult children of 

stroke victims. Indeed the emotional sequelae experienced 

by the adult children of individuals suffering 

cerebrovascular accidents appears to have been largely 

neglected. The present study investigates, within the above 
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described parameters, spousal and adult child affective 

response (in the acute post-onset period) to CVA in the left 

as opposed to the right cerebral hemisphere. 

HYPOTHESES 

The following hypotheses were investigated: 

Hypothesis 1. 

Overall levels of depression, as measured by the Beck 

Depression Inventory, will be higher for spouses than for 

adult children in both groups and higher for spouses and 

children in the left hemisphere stroke groups than in the 

right hemisphere stroke group. 

Hypothesis 2. 

Loneliness, as measured by the UCLA-R Loneliness Scale, 

will be higher for spouses than for adult children in both 

the right and left hemisphere stroke group. 

Hypothesis 3. 

Spouses and adult children in the left hemisphere 

stroke groups will have higher scores on the Rotter 

Internal-External Locus of Control Scale than spouses and 

adult children in the right hemisphere stroke group. 

Hypothesis 4. 

Scores on the FIRO-B Wanted Control Scale (WC) will be 

higher for subjects in both the right and left hemisphere 

stroke group who score twelve (12) or above (externals) on 

the Rotter Internal-External Locus of Control Scale than 



those who obtain scores of six (6) or below (internals). 

Hypothesis 5. 
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Scores on the FIRO-B Expressed Control Scale (eC) will 

be lower for spouses in the left hemisphere stroke group 

than for spouses in the right hemisphere stroke group. 

Hypothesis 6. 

Scores on the FIRO-B Expressed Control Scale (eC) will 

be lower for subjects in both the right and left hemisphere 

stroke groups who obtain Rotter Internal-External Locus of 

Control Scale scores of twelve (12) or above (externals) 

than those who obtain Rotter Internal-External Locus of 

Control Scale scores of six (6) or below (internals). 

Hypothesis 7. 

Scores on the composite loneliness scale of the FIRO-B 

will correlate negatively with the scores on the UCLA-R 

Loneliness Scale for spouses and adult children in both 

groups. 

Hypothesis 8. 

Spouses in the left hemisphere stroke group will 

experience greater levels of loneliness, as measured by the 

UCLA-R Loneliness Scale, than spouses in the right 

hemisphere stroke group. 
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Hypothesis 9. 

Spouses in the right hemisphere stroke group will score 

higher on the Wanted Affection Scale of the FIRO-B (wA) than 

spouses in the left hemisphere stroke group. 
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CHAPTER II 

METHOD 

Subjects: 

Subjects for this study were the spouses and adult 

children of right and left hemisphere stroke patients 

admitted to the John J. Rhodes Rehabilitation unit of Mesa 

Lutheran Hospital, Mesa, Arizona. Data were collected from 

both the spouses and adult children of hospitalized stroke 

victims. 

The seventy-six subjects were classified into four 

groups. 

Group 1 (LS) consists of nine male and ten female 

spouses of individuals who have suffered a left cerebral 

hemisphere accident. Group 2 (RS) consists of ten male and 

nine female spouses of individuals who have suffered a right 

hemisphere stroke. Group 3 (LC) includes nine male and ten 

female adult children of left hemisphere stroke patients 

and, finally, Group 4 (RC) consists of nine male and ten 

female adult children of individuals suffering right 

hemisphere cerebrovascular accidents. None of the spouses 

and children in either the right or left hemisphere stroke 

group were drawn from the families of the same stroke 

patient. 
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criteria for inclusion in this investigation were: 1. 

Medical documentation, by CT or MRI scan, that the stroke 

victim has suffered a right or left hemisphere CVA. 2. The 

stroke having occurred within one to three weeks prior to 

the assessment of the family member. 3. No evidence of the 

coexistence of any other terminal or rapidly progressive 

illness, including diagnosis of psychiatric or other 

neurologic disorder in the stroke victim. 4. No evidence of 

the existence of any major illness, including diagnosis of 

psychiatric illness, CVA, or other neurological disorder in 

the assessed spouses or adult children of stroke victims. 5. 

The stroke patient has resided with his/her spouse and not 

with an adult child prior to the onset of the CVA. 6. 

Ability to give informed consent. 

INSTRUMENTS 

Revised UCLA Loneliness Scale (UCLA R). The original = 
UCLA Loneliness Scale was developed by Russell, Peplau, and 

Ferguson (1978) and was derived from a 75 item loneliness 

scale developed by Sisenwein (1964) a.nd a 24 item scale by 

Eddy (1961). Twenty-five items were generated and scored on 

a four point scale ranging from "Often feel this way" to 

"Never feel this way." 

Internal consistency for university, clinic and student 

samples was found to be .96 using the alpha co-efficient. 

Test/ retest reliability was reported to be .73 over a three 
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month period. construct validity, as assessed by 

correlation with self-reports of loneliness, was found to be 

.79 (Russell et al., 1978). 

The Revised UCLA Loneliness Scale is the result of a 

study by Russell, Peplau, and cutrona conducted in 1980. 

The original scale consisted mostly of negatively worded 

items, raising questions concerning the social desirability 

bias of an individual's response to them. It was felt that 

by adding ten positively worded statements to ten of the 

original statements, individuals wanting to present 

themselves in a favorable light would be less likely to 

underestimate their lonliness. Internal consistency of the 

UCLA-R was found to be .94, and a .91 correlation has been 

reported between the original and revised scale (Russell, 

Peplau, & Cutrona, 1980). 

Beck Depression Inventory (BOIl. The Beck Depression 

Inventory (Beck, Ward, Mendelson, Mock, & Erbough, 1961) is 

a self-report measure that was developed to provide a 

quantitative assessment of the intensity of depression. It 

consists of 21 items that are scored on a four point Likert 

scale from lesser to increasing severity (e.g., 0 = I don't 

feel disappointed in my-self to 3 = I hate myself). The 

instrument has been shown to discriminate effectively among 

groups of patients with varing degrees of depression, as 

well as to reflect changes in the intensity of depression 



over time. Mean internal consistency for psychiatric 

populations is .86 and is .81 for nonpsychiatric samples 

(Beck, steer, & Garbin, 1988). 
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Internal-External Locus of Control Scale (I-E). The 

Rotter I-E Scale (Rotter 1966) is a 29 item forced-choice 

instrument that purports to measure the degree to which 

individuals feel they have control over the events that 

occur in their environment. This scale, in its current 29 

item form, consists of 23 "real" and 6 filler items. Rotter 

states that individuals characterized by an external locus 

of control believe that rewards, reinforcements, and 

punishments are due, largely, to the forces of fate, luck, 

chance occurrences, or other people. Those characterized by 

an internal locus of control, by contrast, feel that they 

are personally responsible for the occurrences in their 

lives. Internal consistency of the I-E scale varies between 

studies but generally falls from .69 to .72. Test/retest 

reliability has been reported to fall between .92 to .83 at 

one to two month intervals (Rotter, 1966). 

Fundamental Interpersonal Relations orientation

Behavior eFIRO-B). The FIRO-B (Schutz, 1978) is a 54 item 

scale which purportedly assesses the behavior individuals 

express towards other people as well as the types of 

behaviors that they want others to express towards them. 

The scale divides human needs into three basic categories, 



43 

the need for control, inclusion, and affection. 

Each of these needs are scored as wanted and expressed 

behavior. The end result is six scales with nine items in 

each. Examples of items in each of the six scales are as 

follows: 

1. Wanted Inclusion (wI) "I want others to include me 

in their activities and to invite me to belong." 

2. Wanted Control (wC) "I want others to control and 

influence me." "I want others to tell me what to do." 

3. Wanted Affection (wA) "I want others to express 

friendly and affectionate feelings towards me." "I want 

others to try to become close to me." 

4. Expressed Inclusion (eI) "I try to include others 

in my activities." "I try to belong and be with people as 

much as possible." 

5. Expressed Control (eC) "I try to take charge of 

things, take control and influence things." 

6. Expressed Affection (eA) "I try to be close to 

others and express friendly and affectionate feelings." "I 

try to be personal and intimate." 

The FIRO-B scales are Guttman Scales. Reproduceability 

(coefficient of reliability) is reported to be .94 with a 

mean coefficient of stability of .76 (Schutz, 1978). 

Internal consistency ranges from .72 (wA) to .92 (wI, WC), 

(Salminen, 1988). 
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PROCEDURE 

After the stroke patient's admission to the 

Rehabilitation unit (one to four weeks post-stroke), spouses 

or adult children were approached and asked to participate 

in the investigation (Table 1). After a full explanation of 

the study, the subjects were asked to sign a letter of 

consent. They were informed that a decision not to 

participate would in no way affect the health care or 

services provided themselves or the patient. 

After obtaining informed consent, the subjects were 

asked to complete the UCLA Loneliness Scale, the Beck 

Depression Inventory, the Rotter Internal External Locus of 

Control Scale, the Fundamental Interpersonal Relationship 

Orientation Behavior Scale, and a biographical data sheet. 

In order to maintain complete confidentiality and 

anonymity, all forms were coded. Hence, the subjects' names 

are not associated, in any way, with the data. An 

explanation of the benefit of the research to populations 

other than the subjects and patients themselves was also 

given. Signed informed consent letters and biographical 

data sheets were kept in a separate file as required by the 

Human Subjects Committee of Mesa Lutheran Hospital. 
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Table 1 

Number of Days Post-Stroke to Administration of Assessment 

Instruments to Family Members 

Group 

Spouses of 

Left Hemisphere 

Stroke Patients 

Spouses of 

Right Hemisphere 

Stroke Patients 

Children of 

Left Hemisphere 

Stroke Patients 

Children of 

Right Hemisphere 

Stroke Patients 

Range 

15.62 8.15 4 - 29 days 

12.66 6.66 5 - 26 days 

15.81 6.32 5 - 25 days 

16.52 10.38 5 - 30 days 
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CHAPTER III 

RESULTS 

A description of the subject groups is presented, 

followed by a restatement of the hypotheses and a discussion 

of the results. All data met distributional and homogeneity 

of variance assumptions of the anova model with the 

exception of Expressed Control (eC) on the FIRO-B Scale 

(skew=1.358). Hence, a non-parametric analysis was 

performed to assess this variable. 

Descriptive Data 

Table 2 compares the age and education of subject 

groups by relationship (spouse versus adult child) and by 

patient lesion site (left versus right cerebrovascular 

accident). As expected, there was a significant difference 

between spouses and children along the dimensions of age 

(F=64.50, p>.OOl). No significant differences in age were 

found between subjects in the left versus right CVA groups 

(F=.065, p>.800). Mean levels of education for spouses and 

adult children were not significantly different 

(F=2.084, p>.154). similarly, no differences are found in 

mean level of education for family members of left 

hemisphere stroke patients as compared to that of family 
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Table 2 

comparison of Subject Groups by Age and Education for 

Relationship and Lesion Location 

Age (years) 

M 

SD 

Group Main 

Effect E 

p 

Education 

M 

SD 

Group Main 

Effect E 

P 

(years) 

Relationship 

Spouse 

67.39 

7.69 

13.00 

1.92 

Child 

64.5 

.000 

43.58 

13.73 

13.54 

1.84 

2.084 

.154 

Lesion site 

Left CVA 

55.76 

17.08 

13.23 

1.88 

.065 

.800 

Right CVA 

54.89 

15.71 

13.29 

1.89 

.411 

.524 



members of individuals suffering right hemisphere 

cerebrovascular accidents (F=.411, p>.524). There were no 

significant interactions. 
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Table 3 compares the number of children that subjects 

have had by relationship (spouse versus adult child) and 

lesion location (left versus right hemisphere 

cerebrovascular accident). The difference between spouses 

and adult children in terms of number of offspring is not 

significant (F=1.37, p>.158). No significant difference is 

found between mean number of children for family members of 

patients suffering left hemisphere strokes and mean number 

of children for family members of right hemisphere stroke 

patients (F=1.12, p>.07). Finally, there are no significant 

interactions. 

Testing Hypotheses 

Hypothesis 1. 

Level of depression, as measured by the Beck Depression 

Inventory was hypothesized to be higher for spouses than 

adult children in both groups and higher for spouses and 

children in the left hemisphere stroke group than in the 

right hemisphere stroke group. 

This hypothesis makes the prediction that the spouses 

of both groups will exhibit higher levels of depression than 

the adult children and that family members of the left 

hemisphere stroke group will be more depressed than the 



Table 3 

Comparison of Subject Groups by Number of Children for 

Relationship and Lesion Location 

Relationship Lesion site 
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Spouse Child Left CVA Right CVA 

Number of Children 

M 

SD 

Group Main 

Effect E 

P 

2- Way 

Interaction E 

p 

2.48 

1. 76 

1.37 

.158 

2.11 

1.50 

.889 

.349 

2.00 

1.66 

1.12 

.07 

2.55 

1.57 



family members of individuals who suffered a right 

hemisphere cerebrovascular accident. Table 4 compares 

levels of depression, as measured by the Beck Depression 

Inventory, by relationship (spouse versus adult child) and 

lesion location (left versus right hemisphere 

cerebrovascular accident). 

50 

Results of this two-way analysis of variance reveal 

significant differences between mean level of depression for 

spouses and adult children (F=4.74, p>.033). Mean levels of 

depression on the Beck Depression Inventory are not signifi

cantly different for family members of left hemisphere 

stroke patients than they are for family members of 

individuals who have suffered a right hemisphere 

cerebrovascular accident (F=.909, p >.344). There are no 

significant interactions. since adult children exhibited 

greater levels of depression than spouses and since there is 

no difference in depression between children and spouses in 

the left hemisphere stroke group as compared to the right, 

Hypothesis 1 was not supported. 

Hypothesis 2. 

Loneliness, as measured by the UCLA-R Loneliness Scale 

was hypothesized to be higher for spouses than for adult 

children of both groups. 

Similar to Hypothesis 1, it was predicted that spouses 

of stroke victims would suffer greater levels of loneliness 
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comparison of Subject Groups on the Beck Depression 

Inventory (BDI) for Relationship and Lesion Location 

Relationship Lesion site 
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Spouse Child Left CVA Right CVA 

BDI 

M 

SD 

Group Main 

Effect F 

p 

2-Way 

Interaction E 

p 

5.11 

4.56 

4.74 

.033 

7.34 

4.34 

.501 

.481 

6.71 

4.57 

.909 

.344 

5.76 

4.56 
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than adult children of individuals who have suffered a 

cerebrovascular accident. Table 5 compares levels of 

loneliness, as measured by the UCLA-R Loneliness Scale, for 

spouses and adu~t children in both the left and right 

hemisphere stroke groups. Results of an analysis of 

variance reveal no difference in mean loneliness scores on 

the UCLA-R between spouses and adult children of individuals 

who have suffered a right or left cerebrovascular accident 

(F=.367 p>.546). Thus, Hypothesis 2 was not supported. 

Hypothesis 3. 

Spouses and adult children in the left hemisphere 

stroke group were hypothesized to have higher scores on the 

Rotter Internal-External Locus of Control Scale than spouses 

and children in the right hemisphere stroke group. 

It was hypothesized here that spouses and adult 

children of left hemisphere stroke patients would be 

characterized by an external locus of control as compared to 

spouses and adult children of right hemisphere stroke 

patients who would be more internally controlled. Table 6 

compares scores on the Rotter I-E Scale by lesion location 

(left versus right hemisphere cerebrovascular accident). 

Results of a one-way analysis of variance indicate that 

there are no significant differences in locus of control 

between the family members of individuals suffering left 

hemisphere cerebrovascular accidents as compared to those of 
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Table 5 

Comparison of subject Groups on the UCLA-R Loneliness Scale 

by Relationship 

Relationship 

Spouse Child 

UCLA-R 

M 32.08 33.11 

SD 7.19 7.16 

Group Main Effect F .367 

P .• 546 

2-Way Interaction F .033 

P .857 
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Table 6 

Comparison of Subject Groups on the Rotter Internal-External 

(I-E) Locus of Control Scale by Lesion Location 

Rotter I-E Scale 

M 

SD 

Group Main Effect 

p 

2-Way Interaction 

p 

E 

E 

Left CVA 

7.92 

3.85 

Lesion site 

.637 

.428 

.182 

.671 

Right CVA 

6.91 

3.16 
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right hemisphere stroke patients (F=.637, p>.428). Although 

family members of left hemisphere stroke patients appear to 

be somewhat more externally controlled than those of right 

hemisphere stroke patients, this difference is not 

significant. Therefore, Hypothesis 3 was not supported. 

Hypothesis 4. 

Scores on the FIRO-B Wanted Control Scale (wC) were 

hypothesized to be higher for subjects in both the right and 

left hemisphere stroke groups who have scored 12 or above on 

the Rotter Internal-External Locus of Control Scale 

(external) than those who have obtained scores of six or 

below (internal). 

It was predicted that those individuals in both groups 

who see themselves as externally controlled would score 

higher on the FIRO-B Wanted Control Scale (WC) than those 

having an internal locus of control. Since very few 

subjects scored above 12 or below 6 on the IE Scale, a 

Pearson product moment correlation was performed (as apposed 

to an analysis of variance). Results reveal a non-signif

icant correlation between the scores on the FIRO-B Wanted 

Control Scale and scores on the Rotter I-E Scale (r= -.0152, 

p>.896). Therefore, Hypothesis 4 was not supported. 

Hypothesis 5. 

Scores on the FIRO-B Expressed Control Scale (eC) were 

hypothesized to be lower for spouses in the left hemisphere 
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stroke group than for spouses in the right hemisphere stroke 

group. 

Since it was predicted that spouses in the left 

hemisphere stroke group would be characterized by an 

external locus of control (see Hypothesis 3) they should, 

subsequently, believe that their actions will have very 

little impact upon heir environment. Given this belief they 

will express very little controlling behavior towards 

others, which should manifest itself as lower scores on the 

FIRO-B Expressed Control Scale. Table 7 compares spouses in 

the left hemisphere stroke group with those in the right 

hemisphere cerebrovascular accident group along the 

dimension of expressed control as measured by the eC Scale 

of the FIRO-B. Since the eC variable was significantly 

skewed, a Mann Whitney U test was conducted. This revealed 

no significant difference between spouses in the left versus 

right hemisphere stroke groups in terms of expressed cntro1 

(1-tai1 p=.234). Hence, Hypothesis 5 was not supported. 

Hypothesis 6. 

Scores on the FIRO-B Expressed Control Scale (eC) were 

hypothesized to be lower for subjects in both the right and 

left hemisphere stroke groups who obtain Rotter Interna1-

External Locus of Control Scale scores of 12 or above 

(externals) than those who obtain Rotter I-E Scale Scores of 

six or below (internals). 



Table 7 

Summary of Comparisons on the Expressed Control Scale (eC) 

of the FIRO-B Between Spouses in the Right and Left 

Hemisphere CVA Groups 

M 

SD 

Mann-Whitnev U 

p (l-tailed) 

Spouse Left CVA 

1.68 

2.31 

.787 

.234 

Spouse Right CVA 

1.22 

2.26 

57 
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Similar to Hypotheses 3 and 5 above, it was predicted 

that those individuals in both the right and left hemisphere 

stroke groups who characterized themselves as having an 

external locus of control would exhibit a lesser desire to 

express controlling behavior (as assessed by the Expressed 

Control Scale (eC) of the FIRO-B) than those who felt that 

they were characterized by an internal locus of control. A 

Pearson product moment correlation analysis reveals a non

significant correlation between scores on the FIRO-B 

Expressed Control Scale and scores on the Rotter Internal

External Locus of Control Scale (r= .152, p>.101). This 

indicates no relationship between Expressed Control (as 

measured by the FIRO-B) and Locus of Control (as measured by 

the Rotter IE Scale). Hence, Hypothesis 6, was not 

supported. 

Hypothesis 7. 

Scores on the Composite Loneliness Scale of the FIRO-B 

were hypothesized to correlate negatively with scores on the 

UCLA-R Loneliness Scale for spouses and adult children in 

both groups. Simply, Hypothesis 7 suggests that scores on 

the FIRO-B Composite Loneliness Scale (which is the sum of 

the expressed need for inclusion and the expressed need for 

affection) would be related to loneliness for spouses and 

adult children in both groups. This provides a check on the 

concurrent valiabity of the Loneliness construct. A Pearson 



product moment correlation was used to assess the 

relationship between scores on the composite Loneliness 

Scale of the FIRO-B and scores on the UCLA-R Loneliness 

Scale revealing a significant negative correlation between 

the two (r= -.4861, p>.001). Thus, hypothesis 7 was 

supported. 

Hypothesis 8. 
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Spouses in the left hemisphere stroke group were 

hypothesized to experience greater levels of loneliness, as 

measured by the UCLA-R Loneliness Scale, than spouses in the 

right hemisphere stroke group. 

It is believed that because of the nature of language 

impairment and subsequent communication difficulties, 

spouses in the left hemisphere stroke group would experience 

greater levels of loneliness than those in the right 

hemisphere stroke group. Table 8 compares scores on the 

UCLA-R for spouses by lesion location (left hemisphere 

cerebrovascular accident versus right hemisphere stroke). A 

one-tailed t-test reveals no significant differences between 

family members of left hemisphere stroke patients and family 

members of individuals suffering right hemisphere 

cerebrovascular accidents along the dimension of loneliness 

(1-tailed p=.367). Thus, Hypothesis 8 was not supported. 



Table 8 

Summary of comparisons on the UCLA-R Loneliness Scale for 

Spouses of Left CVA versus Right CVA Patients 

M 

SO 

!; 

P (l-tailed) 

Left CVA 

31.68 

8.12 

-.34 

.367 

Right CVA 

32.50 

6.26 

60 



Hypothesis 9. 

Spouses in the right hemisphere stroke group were 

hypothesized to score higher on the Wanted Affection Scale 

(wA) of the FIRO-B than spouses in the left hemisphere 

stroke group. 
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Because of the often impaired affective expression of 

many right hemisphere stroke patients, it was felt that the 

affective interactions between them and their spouses would 

be impaired, resulting in spousal need for greater affection 

than is found in left hemisphere stroke groups. This 

hypothesis was investigated using a one-tail t-test. Table 

9 compares wanted affection (as assessed by the Wanted 

Affection Scale of the FIRO-B (wA» by lesion location 

(right versus left hemisphere cerebrovascular accidents). 

No significant differences, in the hypothesized direction, 

were found between the family members of right versus left 

hemisphere stroke patients along the dimension of wanted 

affection (l-tailed p=.049). Thus, Hypothesis 9 was not 

supported. 



Table 9 

Summary of comparisons of Spouses in the Right versus Left 

Hemisphere Stroke Groups on the wA Scale of the FIRO-B 

M 

SD 

j; 

P (I-tailed) 

Left CVA 

6.05 

1.90 

1.70 

.049 

Right CVA 

4.94 

2.07 

62 



63 

CHAPTER IV 

DISCUSSION: 

Generally speaking, the subject samples did not differ 

greatly in terms of demographic characteristics. There was 

an expected significant difference in age between spouses 

and children in both groups but no overall difference in age 

between subjects in the right versus left hemisphere group. 

Similarly, there was an expected significant difference 

between spouses and children in number of years married but 

no differences between left and right hemisphere groups 

along this variable. Finally, there were no significant 

differences between spouses and children or between right 

and left hemisphere groups along the dimensions of number of 

children or years of education. 

Given the nature of spousal relationships and the 

number of years spouses had been married to the stroke 

victims, it was believed that spouses would suffer greater 

levels of depression (after the onset of stroke) than their 

children. This is in addition to evidence suggesting that 

elderly samples (at least in psychiatric populations) score 

somewhat higher on the Beck Depression Inventory than 

younger individuals (Schnurr, Hoaken, & Jarrett, 1976). In 
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fact, however, neither the adult children nor spouses of 

stroke victims suffered clinically significant levels of 

depression (Beck et al., 1988). While levels of depression 

were not significant, adult children expressed more 

depressive symptomatology than spouses. The literature 

supports the notion that.depression in caregivers can occur 

at any time from acute onset to one to two years post-stroke 

(Schulz et al., 1988). In the Schulz et al. (1988) study, 

the early depression experienced by 30% of their sample was 

associated with stroke-related variables such as severity of 

hemiparesis and concern about the future. This data was 

collected three to ten weeks (X = 6.7 weeks) after the onset 

of the CVA as compared to the present study where data was 

collected from one to four weeks post-onset. A possible 

explanation of the present result is that spouses were 

still in the denial phase of the adjustment process and were 

not significantly depressed at the time of assessment. 

Consideration must also be given to the fact that these 

spouses appeared to have considerable social support from 

family and friends during the acute rehabilitation phase of 

the recovery process. Schulz et al., (1987) found that 

increased social support, at this time, was associated with 

increased psychological well-being and decreased levels of 

depression in caretakers. Similarly, Silliman et al., 

(1986) reported that adequacy of social contacts was related 
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to depression in her study of the effects of caregiving on 

family members. The fact that the present adult children 

reported somewhat worse (although not significantly so) 

depressive symptomatology than spouses is also quite 

unexpected. Previous studies on the impact of eVAs upon 

family members have not assessed the response of adult 

children to such an event. Any of a number of factors could 

have combined to influence the reactions of this group to 

parental eVA. Perhaps adult children with elderly parents 

feel a sense of responsibility to care for their mothers or 

fathers as they grow older. A stroke may signal the time 

when this responsibility must be shouldered, possibly 

resulting in increased stress and decreased available 

financial resources and personal freedom. An alternative 

explanation is that adult children must not only cope with 

the affective sequelae of seeing one of their parents 

stricken with a debilitating illness, but must also cope 

with the emotional pain that their unaffected parents 

experience. ThUS, they witness the suffering of both 

parents which must exact an emotional toll. The negative 

affective sequelae of caregiving has been documented in the 

dementia literature as well. George and Gwyther (1986) in 

their study of family caregivers of demented adults note 

that although caretakers report no more physical distress 

than other populations, they do differ from other samples in 
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terms of psychological adjustment. Caregivers of demented 

patients report more stress symptoms, decreased life 

satisfaction, and increased use of psychotropic medications. 

They also tend to be less likely to participate in social 

activities. Overall, in the George and Gwyther (1986) 

study, spousal caregivers were found to be less well 

adjusted than adult child caregivers. This is not the case 

in the present study. However, the present sample differs 

from others in that the patients were still hospitalized and 

were not being cared for in the home or at an extended care 

facility. Zarit, Reever, and Boch-Peterson (1980) report 

that the burden experienced by caregivers of the elderly 

demented was related not to behavior problems caused by the 

illness, but was associated with availability and adequacy 

of social supports. This lends credence to the suggestion 

that the considerable social support received by spouses in 

the present study served to mitigate their affective 

response to the stroke patients' disability. Adult children 

on the other hand found themselves in the role of being the 

supporter which, on the surface, would appear to add to 

stress levels. 

It was also hypothesized that family members of 

individuals who had suffered left hemisphere cerebrovascular 

accidents would exhibit more depressive symptomatology than 

family members of right hemisphere stroke patients. It was 
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believed that this would be related to the communication 

deficits (e.g. difficulties in auditory comprehension and 

productive speech) suffered by left hemisphere stroke 

patients which would have a deleterious effect upon the 

reciprocal interactions that would normally characterize the 

stroke patient's interpersonal relationships. Family 

members of individuals who had suffered a right hemisphere 

eVA would not experience the same reaction since their loved 

one would not be impaired in communication ability and 

reciprocal verbal interactions would be essentially 

unaltered. The results indicate, however, that there was no 

significant difference between the family members of left 

versus right hemisphere stroke patients in terms of levels 

of depression. Although the left hemisphere group did have 

higher mean BDI scores, overall levels of depression were 

not clinically significant. This result suggests that 

communication difficulties alone do not predispose family 

members of left hemisphere stroke patients to experience 

depressive symptomatology (at least during acute 

rehabilitation) and that non-significant levels of 

depression in family members are characteristic responses to 

eVA regardless of lesion location. Given the cross

sectional nature of this study, it is not possible to 

comment, with any degree of certainty, on the possibility 

that levels of depression in family members of left 
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hemisphere CVA patients would increase over time. It seems 

quite possible, however, that after the patient is 

discharged and social support becomes less reliable, the 

families of communicatively impaired individuals would 

experience increased negative affective sequelae secondary 

to social isolation compounded by the inability to 

communicate effectively with the stroke patient. 

It was also hypothesized that levels of loneliness 

would be greater for spouses of stroke victims than for 

adult children of these same individuals. This seemed a 

reasonable assumption since it appeared that the equilibrium 

of the spouses life was maximally disrupted after the onset 

of stroke. He/she would no longer be able to interact in 

the home with the stroke victim and would have to undertake 

solely many of the responsibilities and duties that they 

may once have shared. By contrast, the environment of the 

adult child would most likely remain essentially unchanged. 

Although they may actually spend less time at home due to 

the frequency and length of hospital visits, their 

interactions with spouses and other family members would not 

be disrupted, and they would be able to maintain familiar 

daily activities with minimal changes or alterations. 

contrary to belief, however, results indicate there were no 

differences between spouses and children in terms of 

loneliness. In fact, it appears that neither spouses nor 



69 

children experienced, as Ferreira (1962) would describe, "a 

feeling of no relationship" or a lack of warmth and intimacy 

with others (Greenwald, 1972). In comparison to the elderly 

sample (60-88 years) used by cutrona, Russell, and Rose 

(1986) in their study on adaptation to stress, the 

loneliness scores of the present sample are considerably 

lower and much more similar to the college sample reported 

by Hays and DiMatteo (1987). Similar to the findings 

concerning depression, this could be partly related to the 

fact that family members of stroke victims receive much 

social support during the acute rehabilitation phase of the 

stroke recovery process. Concerned friends and relatives 

call upon them frequently, and they may see their children 

more often than they did prior to stroke onset, which could 

significantly mitigate any feelings of loneliness that 

spouses might experience. It appears that this trend of 

increased social support continues until the stroke victim 

returns home when social contacts begin to decrease 

dramatically (Silliman et aI, 1986). 

As a concurrent validity check on the loneliness 

construct, it was further hypothesized that scores on the 

Composite Loneliness Scale of the FIRO-B (calculated by 

summing the scores of the Expressed Inclusion (eI) and 

Expressed Affection (eA) scales) would vary inversely with 

scores on the UCLA-R Loneliness Scale. Results indicate 
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that there was a significant inverse relationship between 

the scores on the UCLA-R Loneliness Scale and the scores on 

the FIRO-B Composite Loneliness Scale. Hence, as 

subjects score higher on the UCLA-R they report a decrease 

in the following behaviors: trying to include others in 

their activities, trying to belong and be with people, 

trying to be personal and intimate with others, and trying 

to express friendly and affectionate feelings towards 

others. These results are similar to those found by 

Bohanske (1985) in his study of loneliness in spinal cord 

injured populations, in which he reported that loneliness 

was inversely related to scores on the Composite Loneliness 

Scale. This suggests that the more lonely an individual 

feels the more withdrawn he/she becomes. Or, alternatively, 

the more withdrawn a person becomes the more lonely he/she 

may feel. It is not possible to make a distinctions between 

the two based upon the data presented here, however. 

It was also hypothesized that spouses of left 

hemisphere stroke patients would experience higher levels of 

loneliness than spouses in the right hemisphere group. 

Similar to the predicted relationship between these two 

groups on the depression variable, this would be due, in 

part, to the stroke victims' deficits in communication which 

would have a negative effect upon the reciprocal verbal 

interactions that typically characterize the spouse-patient 
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relationship. Additionally, because of the nature of the 

language impairment suffered by many left hemisphere stroke 

patients, spouses may have to assume sole decision-making 

responsiblity which would exacerbate their feelings of 

aloneness and isolation. Results indicate, however, that 

there is no significant difference between spouses in the 

left and right hemisphere groups in terms of levels of 

loneliness. Again, the present results resemble the college 

sample reported by Hays and DiMatteo (1987) much more than 

the sample of elderly persons in the cutrona et al. study 

(1986). As mentioned above, this may be due to spouses 

receiving considerable emotional support from friends, 

relatives, and immediate family during acute rehabilitation, 

mitigating the effect of the patients' aphasic difficulties 

upon spousal affective adjustment. 

It has been suggested that family members must feel 

that no one, including themselves, is in control when a 

loved one suffers a eVA. They have entered an environment 

that must be frightening and seem foreign to them. Many may 

feel that they have little power to impact the stroke 

victim's care or outcome. This must seem especially true 

for the spouses and adult children of individuals who have 

suffered left hemisphere cerebrovascular accidents and 

resultant aphasic deficits. It was expected that family 

members of left eVA patients would feel as though their 
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sense of control was diminished because of their reduced 

ability to communicate with the patient. By contrast, 

family members of individuals suffering right hemisphere 

cerebrovascular accidents would retain the sense of control 

provided by the possibility of verbal communication which 

would protect them from feelings of isolation. contrary to 

this expectation, however, results indicate that there is no 

difference between family members of left versus right 

hemisphere stroke patients along the dimension of locus of 

control. Although subjects in the left hemisphere stroke 

group did have slightly (although not significantly) higher 

mean scores on the Rotter I-E Scale than those in the right 

hemisphere stroke group, scores for both groups are similar 

to those reported in studies of general populations of 

younger and older adults. Dixon, McKee, and McRae (1976) in 

their investigation of the dimensionality of IE Scales 

report a mean Rotter score of 8.89 for their sample of 

college students. In this study women endorsed more items 

in the external direction than men. Hickson, Hously, and 

Boyle (1988) studied the relationship between age, locus of 

control, and life satisfaction and found a mean Rotter score 

for all participants of 6.57 (SD=2.91). Interestingly, 

locus of control scores increased with the age of the 

sample studied up to age 80 where they began to decline 

again. Hence, it would seem that although the present sample 
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tended to espouse somewhat of an external locus of control, 

their orientation along this dimension is not much different 

than that found in other populations. This suggests that 

cerebrovascular accident in family members has little impact 

upon how caregivers view the world in terms of control. 

Related to the above, it was hypothesized that family 

members in both groups who saw themselves as being 

externally controlled would want others to exhibit 

controlling behavior towards them. If family members felt 

that they were unable to impact their environment then they 

might welcome the opportunity to allow another to attempt to 

do so. Thus, those family members who characterized 

themselves as having an external locus of control (as 

measured by their scores on the Rotter I-E Scale) would 

score highly on the FIRO-B Wanted Control (WC) Scale (a 

measure of the amount of control an individual wishes others 

to direct towards him or her). Results revealed a 

nonsignificant correlation between the FIRO-B Wanted Control 

Scale and scores on the Rotter I-E Scale, indicating no 

relationship between a family member's view of the world (in 

terms of locus of control) and the amount of controlling 

behavior that they want others to direct towards them. 

Further, it was believed that an externally controlled 

individual would exhibit less of a tendency to express 



controlling behavior towards others than internally 

controlled persons. 
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Hence, family members of left hemisphere stroke 

patients would score lower on the FIRO-B Expressed control 

Scale CeC) than those of right hemisphere stroke patients. 

Additionally, family members in both groups who saw 

themselves as being externally controlled were predicted to 

score lower on the eC Scale than those who saw themselves as 

being internally controlled. No significant relationships 

were found, however, between locus of control and expressed 

control when right and left subject groups were compared or 

when those individuals who espoused an external locus of 

control were compared with those who characterized 

themselves as being internally controlled. Exhaustive 

review of the literature reveals little in the way of 

studies investigating locus of control as it relates to 

wanted and expressed control (measured by the FIRO-B). In 

Bohanske's (1985) study of spinal cord and back injury, he 

reports that those individuals who espoused an external 

locus of control reported higher needs for others to control 

them (higher WC) than internally controlled persons. This 

is similar to the relationship expected, but not found, in 

the present study. He also found that internally and 

externally controlled individuals did not differ in terms of 

expressed need for control (eC). Essentially the same 
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result is reported here. It seems that externality is not 

related to wanted or expressed control in either group. 

Perhaps the families of our stroke victims were so 

disconcerted by the patients disability and its implication 

for their lives that expressing or wanting control was 

simply not an important or salient concept at this point of 

the adjustment process. However, it must also be noted that 

these individuals reported very little in the way of 

psychological sequelae to their family member's stroke and, 

given the complete lack of correspondence between these 

concepts, it must be considered that the eC and wC scales of 

the FIRO-B are not sensitive to the control variable in 

these populations. 

Finally, although right hemisphere stroke patients 

often do not suffer gross disruptions in language function, 

they do experience changes that could potentially have an 

effect upon spousal affective states. These include 

difficulties with language pragmatics (modulating rate and 

rhythm of speech), flat affect, left hemineglect, and 

problems monitoring their behavior. Another feature of the 

affective presentation of right hemisphere stroke patients 

is a lack of awareness of, and sensitivity to, the feelings 

of others. It was hypothesized that although spouses of 

right hemisphere stroke patients probably would not 

experience the loss of reciprocal verbal interactions they 
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may feel as though the reciprocal nature of the emotional 

relation- ship had been adversely affected. In other words 

they would feel that the stroke victim is no longer 

sensitive to their feelings and needs and no longer able to 

provide them with the emotional support to which they have 

become accustomed. Again, however, results indicate that 

there were no significant differences, in the expected 

direction, between spouses in the right and left hemisphere 

groups in terms of wanted affection. In fact, spouses of 

left hemisphere stroke patients had higher mean wanted 

affection scores than those of right hemisphere stroke 

patients. Apparently the spouses of right hemisphere stroke 

patients did not feel emotionally neglected during early 

acute rehabilitation. This is not entirely surprising given 

the relative lack of emotional sequelae reported by any 

group in this investigation. Perhaps this is also due to 

the fact that during this phase of the recovery process 

spouses tend to receive emotional support from a number of 

other sources and do not acutely experience, or are not 

aware of, the alterations in the emotional exchange between 

themselves and their spouses. 

Why then did the family members in this study seem not 

to experience negative affective sequelae during the early 

acute rehabilitation period? Of nine hypotheses only two 

significant differences were found. Adult children of 



stroke patients reported more depression than spouses, and 

lonely spouses and children were less likely to express 

inclusion and affection behavior towards others. Spouses 

and adult children in this sample otherwise presented 

themselves as a fairly well-adjusted group. 
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other investigators have documented a number of 

affective sequelae in the family members of stroke victims. 

Almost all, however, assessed stroke patients and their 

families nine months to two years post-stroke. Schulz et 

al. (1988) conducted the only study investigating family 

response in the acute rehabilitation phase of the process, 

three to ten weeks post event (X=6.7 weeks). Perhaps the 

present assessment, conducted one to four weeks post-stroke, 

occurred too early in the rehabilitation process to tap into 

any assessable emotional response. Additionally, selective 

gating may still have been occurring, and family members, 

especially spouses, may not have yet had to deal with the 

reality that life would be different after they return home 

with the stroke victim. Expectations may still have been 

unrealistic and changes of life styles and family dynamics 

would not yet have occurred. Role constrictions had not yet 

been experienced, and caregiver health, which can be 

adversely affected by the burden of caring for a disabled 

family member (Evans & Miller, 1984), usually had not yet 

begun to deteriorate. Additionally, family members received 
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much support during the acute reho.D process and usually had 

not experienced the decreased social contacts and depression 

that typically occurs after stroke victims and families 

return home. 

Finally, family members may still be focused upon the 

physical recovery that occurs each day and may spend little 

time thinking about the impact that the stroke victims 

disability will have upon the families' post-discharge 

adjustment. Perhaps this is why appreciable levels of 

loneliness and depression were not found either within or 

between groups. Significant social support, and the fact 

that family members simply may not entertain the possibility 

that observed deficits are permanent, may mitigate affective 

responses to stroke. This most likely is the reason that so 

many investigators report significant affective sequelae 

nine months to two years post stroke. By that time the 

patient has returned home and the family members are faced 

with the day-to-day physical and emotional support required 

when giving care to a disabled individual. Additionally, 

family members tend to have much less social support after 

they return home than they previously have enjoyed. There 

is then little room for denial and unrealistic expectations. 

Another possible explanation why few significant 

differences were found in this study derives from the nature 

of the sample itself. First, consideration must be given to 
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the fact that the spousal population is an aged one. Some 

have lived through two world wars and the Depression. They 

have grown up and raised their families through times of 

scarcity and adversity. They have learned that they must 

rely upon themselves to provide the necessities of life and 

must face difficult life situations, overcoming them by 

utilizing their own internal resources. Many are not 

psychologically minded and may have seen the admission of 

emotional sequelae as a weakness. Furthermore, they may 

have felt, despite assurance to the contrary, that allowing 

others to be aware of their emotional distress would in some 

way affect the care provided their loved one. Hence, it is 

understandable, (especially when viewed within the context 

of increased social support, selective gating, and 

unrealistic expectations), that these individuals would not 

volunteer information suggesting that they were having 

difficulty coping with this stressful medical event. 

Certainly, the data do not suggest that this sample suffered 

significant affective sequelae. Depression scores fall well 

below the cutoff suggested by Beck et al., (1988), 

indicating no or minimal depression. They do not differ 

from college samples or elderly populations in terms of 

locus of control (Dixon et al., 1976; Hickson et.al., 1988). 

Finally, overall levels of loneliness are similar to those 

reported in college samples (Hays & DiMatteo, 1987) and 
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lower than those reported in elderly (Cutrona et al., 1986) 

and college populations (Austin, 1983; Stokes, 1985; 

Saklofske & Yackulic, 1989). 

As already mentioned, the adult children of the present 

stroke population reported more depressive symptomatology 

(albeit not significantly so) than did their parents. It is 

hypothesized that this may be due to the realization that 

their parents are nearing the age where increased health and 

financial difficulties may signal an alteration in their 

relationships resulting in increased responsibility for the 

adult child. They may have questions regarding the actual 

extent of their responsibility, including whether it 

involves inviting the stroke patient and spouse to reside 

with them. Although it is often expected that children 

provide emotional support and help in times of ill health 

(Hagestad, 1987), the adult child may fear entrapment and 

isolation (Cohen et al., 1986), and feel that family 

resources will be overtaxed. Simultaneously, they may be 

concerned or worried about possible placement of the 

impaired parent in an extended care facility and the stigma 

usually associated with such an occurrence. Additionally, 

it may become apparent to them at this time that they may 

have to begin preparing themselves for the ultimate loss of 

their mother or father. Chiriboga (1987) has labeled such 

individuals as the "caught generation". That is, they are 
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caught between obligation to parents, children, careers, and 

plans for the future. These considerations make it somewhat 

difficult to understand the relative lack of emotional 

sequelae reported by the adult children. It is possible 

that parental stroke, although disconcerting and stress 

inducing, is secondary to more immediate concerns in the 

lives of these persons. Most of the sample of adult 

children were married with children of their own. Perhaps 

this provided them a buffer against intense emotional 

sequelae. Additionally, most adult children were working, 

which in combination with family concerns, might serve to 

mitigate the adult child's response to parental CVA. 

Finally, one must consider the possibility that these 

individuals may be engaging in selective gating and denial 

and do not realize the potential impact that this event 

could have upon their lives. 

Four of nine hypothesis dealt with locus of control. 

In retrospect, it appears that this may not have been a 

useful variable in this setting. As previously described, 

family members in both the right and left hemisphere 

cerebrovascular accident groups were characterized by a 

somewhat external locus of control. contrary to prediction, 

there were no significant differences between groups along 

this variable. Neither were significant differences found 

in terms of expressed or wanted control. This raises the 
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question of the appropriateness of this variable for this 

population. Indeed, a number of investigators have 

questioned whe'ther the Rotter IE Scale measures a unitary 

construct (Lindbloom & Faw, 1982). Lange and Tigggemann 

(1981) report that the Rotter measures two distinct 

constructs; general control and what they term political 

control (relating to control over political institutions and 

world affairs). Raine, Roger, and Venables (1981) 

identified four factors, three of which they termed 

Powerlessness, Fatalism, and optimism. As many as nine 

different factors were reported in one study (McInish & 

Srivastava, 1982). In their review of the literature, 

Coombs and Schroeder (1988) state that there is little 

support for using broad locus of control scales with most 

populations. They report that scores on these scales are 

usually normally distributed with most individuals scoring 

in the middle range. The main value of such a scale seems 

to lie in assessing those persons with extreme scores. 

Hence, the apparent multidemensionality of the Rotter IE S

cale may have precluded the identification of a generalized 

expectancy for control in this population. 

Recommendations: The following recommendations are 

offered. 1) Since only two hypothesis dealt specifically 

with the adult child's affective adjustment, it is suggested 

that future investigations focus more specifically on the 
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emotional response of these individuals. This is especially 

important in light of evidence suggesting that adult 

children report more depressive symptomatology than spouses. 

2) Reevaluation of spousal and adult child affective 

response at six months, nine months, and one year post 

stroke is recommended. Since few significant results were 

found in this investigation, it would be important to 

evaluate the adjustment of these individuals after the 

patient has returned home. 3) Evaluations of patient 

emotional, cognitive, and physical abilities should be 

conducted. While beyond the scope of this study, there may 

be significant interactions between severity of the 

patients' impairment along these variables and the family's 

affective response to them. 4) The locus of control 

variable should be deleted with increased focus upon 

loneliness, depression, and expressed and wanted inclusion 

and affection. 
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