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ABSTRACT

ESSENTIAL HYPERTENSION, FAMILY FUNCTIONING
AND FAMILY THERAPY

The purpose of the study was to contribute to asystems
perspective on essential hypertension and to offer suggestions for
future research by generating hypotheses about (a) the
relationship between family dynamics and the development of
essential hypertension, and (b) the influence of family therapy on
the blood pressure of hypertensive subjects. This research, based
on apre-experimental case study design, involved eight families
with ahypertensive member. Each family had to complete
self-report questionnaires every month for aperiod of
approximately seven months to measure three variables: family
functioning, major life events, and family coping resources. The
hypertensive subjects monitored their blood pressure daily. Four
families received family therapy as an adjunct treatment to the
medical approach and four families did not. The families who
•
received family therapy had to complete their self-report
questionnaires twice before therapy, once amonth during therapy,
and three months following therapy. Each family therapy session
was videotaped and analyzed by three observers. Two of the eight
families who were initially included in the study (one in each
group,therapy and non-therapy) were lost from the research study

Ill

because they had not completed all the questionnaires and did not
provide sufficient blood pressure readings.
Statistical procedures were used to analyze the quantitative
data resulting from self-report questionnaires and from blood
pressure readings. Pearson's product moment correlations and
Box-Jenkin's time series analyses were conducted to identify
relationships between variables, to determine trends in the
fluctuation of blood pressure, and to assess the significance of
differences in the blood pressure levels across the three phases of
the study.
Both quantitative and qualitative data analyses produced
hypotheses and potential implications for clinical practice and
future research. The major hypotheses can be summarized as
follows:
1. Hypertensive patients are involved in maladaptive family
-

communication patterns and unresolved conflicts that negatively
influence their blood pressure.
2. Family therapy (based on asystemic/strategic model)
alleviates family problems and consequently contributes to a
decrease in the hypertensive patient's blood pressure.
3. Decreases in blood pressure that accompany therapy which
produce only a"first-order" change in the family system will be
temporary.
Clearly, further research is needed to test the hypotheses
that were generated by this study and to increase the efficacy of
psychotherapy for essential hypertension.
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CHAPTER ONE
INTRODUCTION

Hypertension is amajor health problem and is one of the
related factors for cardiovascular diseases, the most common
cause of morbidity and death in industrial countries (Kaplan, 1979).
Difficulty in identifying the causes of hypertension contributes to
ahigh proportion of cases diagnosed as essential (unknown cause)
hypertension. A multitude of biophysical and psychosocial factors
have been identified as contributing to the development and
maintenance of this cardiovascular condition. The multifactorial
nature of essential hypertension encourages the use of more than
one specific treatment intervention. Pharmacological
anti hypertensive treatment has been demonstrated as effective in
preventing the major consequences of hypertension such as renal
failure, cardiovascular accidents, and congestive heart failure.
However, anti hypertensive medication has negative side effects
and fails to control all psycho-physiological factors that lead to
essential hypertension. Psychological interventions also
contribute to areduction in the blood pressure of hypertensive
patients. The potential benefits of combining psychosocial
approaches with medical treatments has been suggested but needs
further exploration.
Based on apre-experimental case study design, this research
study examines essential hypertension from apsychosocial
perspective. The study analyzes the relationship between essential

hypertension and family functioning and explores the effect of a
systemic-strategic family therapy approach as an adjunct
treatment for this major health problem.

Statement of the.Problem

The problem that this study addresses is the refractoriness of
essential hypertension to the multi-dimensional therapeutic
attempts by health care professionals. Essential hypertension is a
major chronic illness with serious physiological and psychosocial
consequences. It is the most common form of hypertension,
affecting ninety percent of all hypertensive people, or ten to
twenty percent of all adults in North America (Kaplan, 1979).
Due to its high morbidity and mortality rate, hypertension is
considered to be one of the greatest public health problems of this
time (United States, Department of Health, Education, and Welfare,
1975). Hypertension is achronic elevation of blood pressure levels
in the circulatory system which can lead to major complications
related to end-organ damage resulting in stroke, heart attack, or
kidney failure (Guyton, 1981). Essential hypertension is acondition
with no known single cause or cure. It is often asymptomatic
during the early stages of development and therefore has been
labeled a"silent killer". Essential hypertension afflicts as many as
sixty million individuals in the United States (Zusman, 1986) and
accounts for the largest percentage of visits to internists in the
U.S. (Cypress, 1978). In Canada, it is the fourth most common cause

for apatient visiting afamily practice unit (Rudnick, Sackett, &
Hirst, 1977). The condition of forty four percent of hypertensive
patients remains untreated and inadequately controlled (Lynch,
1985).
The multifactorial nature of the disease contributes to the
difficulty in discovering acure. In spite of the many advances in
the pharmacologic treatment of hypertension and some success in
decreasing its rate of morbidity and mortality, there is agreat deal
of controversy regarding the most appropriate treatment for
essential hypertension. Patients' non-compliance to treatment,
sometimes related to side effects of medication, to dietary
restriction, and to the required changes in life-style is among the
major factors thought to be responsible for the persistent lack of
control of high blood pressure (Thomas, Neser, Thomas, Semenya, &
Green, 1983).
There is increasing support in the literature for the theory
that psychosocial factors play an important role in the development
and maintenance of essential hypertension (e.g., Brody, 1980;
Shapiro, 1979 ;'Wadden, 1983; Weiner, 1979). The emergence of
system-oriented models activated alarge body of research to study
the influence of psychological treatments on essential
hypertension, and has demonstrated the success of stressreducing techniques in lowering blood pressure levels (Blanchard,
iii her, 1977; Peled-Ney, Si lverberg, & Rosenfeld, 1984; Wadden,
1983). There is also growing evidence of amutual relationship
between physical illness, family dynamics, and family support

(Meissner, 1966; Livsey, 1972; Peck, 1975). The literature also
suggests the theory that family interventions may alleviate
psychosomatic symptoms (e.g., Minuchin, Roseman, & Baker, 1975;
Selvini-Palazolli, 1974). Essential hypertension has been related
to stress and is considered to be apsychosomatic illness.
However, very little research has focused on the relationship
between family dynamics and essential hypertension or on the
influence of family interventions on the blood pressure of an
hypertensive patient. Only afew case studies have been reported
to show the effect of marital therapy on essential hypertension
(Ewart, Burnett, & Taylor, 1983; Summers, 1978). More research is
needed to develop abetter understanding of the relationship
between essential hypertension and family functioning, and to
develop psychosocial interventions to alleviate the problems
associated with hypertension

(Bahnson,

Blossom, Riggs, &

6erqu1st, 1984).

Purpose of the Study

The purpose of this study is to contribute to asystems
perspective on essential hypertension and to offer suggestions for
future research by generating hypotheses about (a) the mutual
relationship between family dynamics and essential hypertension,
and (b) the influence of family therapy interventions on the blood
pressure of hypertensive subjects.

The specific objectives of the study are:
1. To assess the aspects of family functioning (e.g.,
interactional patterns) that could be related to the development
and maintenance of essential hypertension.
2. To identify the Derceptions of family members regarding
the impact of essential hypertension on family dynamics.
3. To identify the common issues that families present in
adjusting to adiagnosis of essential hypertension.
4. To identify any changes in the family dynamics of families
with hypertensive subjects which may result from family therapy
interventions.
5. To determine the effects that changes in family dynamics
following family therapy interventions may have on the blood
pressure of hypertensive subjects and their spouses.
This study, based on apre-experimental case study design,
involved eight families, each with ahypertensive family member.
Variables such as blood pressure levels, family functioning, major
life events, and family coping resources were measured to identify
any relationships between them. Four of the families received
family therapy (based on the systemic and strategic family therapy
models) as an adjunct treatment to the medical approach. The
influence of family therapy on the hypertensive patients blood
pressure was examined. Following areview of the literature, a
description of the family, results of the questionnaires, and
discussion of the data (including the hypotheses generated) are
presented for each family individually. Each family therapy session

is summarized in a"Salient Interview Events" section for each
family who received therapy. This section is followed by the
observers' consensual observations of the session, and their and the
therapists' hypotheses about the relationship between family
functioning, influence of therapy, and the patient's hypertension.
After the presentation of the six case studies (two out of the eight
families were lost from the research study) ageneral discussion
section addresses the five objectives of the study based on the
quantitative and qualitative data analyses for the six families.
This discussion section also includes potential implications for
clinical practice and future research.
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CHAPTER TWO
REVIEW OF THE LITERATURE

Essential hypertension is one of the most common,
mystifying, and complex diseases tht has appeared in the
twentieth century. The complexity of the etiology, pathogenesis,
and pathophysiology of this disease has been examined in numerous
research studies. These, various studies postulated the
heterogeneity and multi factorial nature of essential hypertension.
No one factor is responsible for the etiology, pathogenesis, or
maintenance of essential hypertension. The heterogeneity of
essential hypertension is explained by Weiner (1979) in two ways:
(a) no unique pathogenetic phenomenon has been identified as
initiating this disease, and (b) the various etiological mechanisms
that have been considered are different from those factors which
are known to sustain hypertension. The multifactorial nature of
essential hypertension is explained by the complex interactions of
genetic, environmental, social, cultural, psychological, behavioral,
physiological, and biochemical factors.
The review of literature includes a'brief description of
essential hypertension from abiophysical perspective; an
overview of the research studies on the psychosocial factors
contributing to essential hypertension; areview of the different
therapeutic approaches to controlling essential hypertension; a
summary of the systemic and s&ategic family therapy models; and

8
areview of the relevant single case research methodology.

Essential Hypertension From aBiophysical Perspective

Hypertension consists of asustained elevation of the blood
pressure. Blood pressure is the pressure by which the blood
circulates throughout the body. Blood pressure increases in the
larger vessels and decreases in the smaller vessels of the
circulatory system. It varies throughout the day with changes in
posture, exercise, heat, cold, noise, pain, sleep, mental stress,
emotional and sexual excitement (Hamet, 1986; Weiner, 1979).
The highest blood pressure (systolic) in the circulatory
system is determined by the force of the heart contraction that
propels the blood throughout the circulatory system and by the
resistance of the blood vessels. The lowest blood pressure
(diastolic) occurs between heart contractions and is determined by
the blood volume in circulation and by the capacity of the blood
vessels to dilate. Blood pressure is indicated by the systolic and
diastolic pressures (e.g., 140/90) and is expressed in millimetres
of mercury (mmHg).
Systolic blood pressures usually range from 100 to 200 mmHg
while diastolic blood pressures range from 60 to 100 mmHg. A
systolic pressure above 140 mmHg is considered elevated.
However, the blood pressure considered important for decisions
about treatment is the diastolic (Bass, 1986). A task force of the
Canadian Hypertension Society (Logan, 1984) claimed that a
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diagnosis of hypertension is made when readings on three
different occasions over aperiod of six months indicate a
diastolic pressure above 90 mmHg. This task force recommended
that treatment should be initiated for all mild hypertensives with
diastolic pressures consistently at or above 100 mmHg. The goal
of treatment should be adiastolic pressure below 90 mmHg.
Considerable controversy and confusion exists regarding the
definition of borderline, early, and labile hypertension (Harrell,
1950). However, most clinicians (Bass, 1986; Julius & Esler,
1975; Weiner, 1979) agree that borderline hypertension consists
of blood pressures fluctuating between 140-160 mmHg (systolic)
and 90-100 mmHg (diastolic). This borderline condition is
considered the best known predictor of sustained hypertension
(Julius & Schork, 1971; Levy, Hillman, Stroud, & White; 1944;
Weiner, 1979).
High blood pressure is divided into two categories: essential
hypertension (unknown cause) and secondary hypertension
(related to identified diseases or health conditions such as
hormonal or kidney diseases or increased intracranial pressure and
coarctation of the aorta). There is general agreement that
essential hypertension is based on elevated peripheral resistance
of the blood vessels and on the blood volume that is regulated by
different physiological mechanisms (Hamet. 1986; Harrell, 1980;
Julius & Esler, 1975; Lynch, 1985; Weiner, 1979).
Various factors have been reported that contribute to the
increase of peripheral resistance and to its pathogenesis. The
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brain (the center of blood pressure control through the autonomic
nervous system); the kidneys (fluid regulators of the body through
water and sodium control); and the heart and vessels (responsible
for distributing blood) are all organs with interrelated functions
in the blood pressure control system (Guyton, 1977; Hamet, 1986;
Harrell, 1980; Lynch, 1955). Vascular contraction, hormones,
muscular thickening, and atherosclerosis are controlled by these
different organs and constitute the major factors that have been
studied to understand blood pressure fluctuations (Genest, 1977;
Kaplan, 1978; Hamet, 1986; Harrell, 1980).
Blood pressure (systolic more than diastolic) tends to
increase with age in most populations

(Henry & Cassel, 1969;

Sokolow & Harris, 1961; Wiener, 1979). Although little is known
about this phenomenon, Weiner (1979) hypothesized that the
increase of blood pressure with age could be related to the change
of elasticity in blood vessels. Ten percent of the population of
twenty years of age or older have borderline systolic blood
pressure elevations and by the age of sixty the prevalence of
essential hypertension is forty percent (Weiner, 1979).

The

incidence of high blood pressure is greater in women than in men
and also occurs at an earlier age

(35-40 years) (Pickering, 1955;

Winckelstein & Kantor, 1967).
Various studies have demonstrated the multifactorial
etiology of essential hypertension and have identified multiple
factors that change the blood pressure through their interaction.
The major factors that have been investigated as precursors to
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essential hypertension are: genetic factors, sodium intake,
obesity, tobacco and alcohol consumption, ethnicity,
socio-economic levels, and psychosocial factors. All these
factors have been examined in various combinations and all are
related with more or less consistency to the morbidity of
essential hypertension.

Essential Hypertension From aPsychological and
Psychosocial Perspective

Psychological Factors
Although the etiology of hypertension is unknown, there is
evidence to suggest that psychological factors play an important
role in the development and/or maintenance of the disease (e.g.,
Brody, 1980; Henry & Cassel, 1969; Weiner, 1979). Beginning with
Moschowitzs (1919) study, much research has been conducted to
analyze the personality correlates of hypertension. This research
suggests that dependency, submissiveness, and unconscious
conflicts about the expression of anger, hostility, resentment, and
rebellion are related to hypertension (Ayman, 1933; Kalis, Harris,
Sokolow, & Carpenter, 1957; Palmer, 1950; Sapira, Scheib,
Moriarty, & Shapiro, 1971; Weiner, Singer, & Reiser, 1962).
Hamilton (1942) found that college students prone to hypertension
were less assertive, less dominant, and more susceptible to anger.
He observed that male subjects with borderline hypertension were
submissive, lethargic, introverted, lacking in self-confidence,
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sensitive, suspicious, and derived no pleasure from sexual
relationships. These findings concurred with those of Harburg,
Julius, McGinn, McLeod, and Hoobler (1964). Dunbar (1943), who
correlated the traits, attitudes, and habits of people with a
variety of diseases found that hypertensive subjects were shy,
perfectionist, reserved, and self-cohtrolled but at times had
"volcanic eruptions of feelings" when in conflict with authority.
An interesting study by Pilowsky, Spalding, Shaw, and Korner
(1973) related psychological traits of subjects to various
measures of blood pressure levels. The results indicated that
hypertensive subjects were more emotional, tense, unstable,
excitable, guilt-ridden, timid, insecure, and sexually inhibited
than normotensive subjects. It was also found that deference,
abasement, emotional stress, and anxiety positively correlated to
peripheral vessel resistance and to blood pressure levels.
Hokanson, Burgess, and Cohen (1963) found that induced
frustration and anger produced arise in systolic blood pressure
that promptly decreased after the subjects were allowed to
ventilate their anger and frustration. More recent and
sophisticated studies supported the hypotheses that unexpressed
anger and hostility are etiologic factors related to essential
hypertension

(Dembroski, MacDougall, Williams, Haney, &

Blumenthal, 1985; Dimsdale, Pierce, & Schoenfeld, 1986; Gentry,
Chesney, Gary, Hall, & Harburg, 1982; Ploeg, Buuren, & Brummelen,
1985; Thailer, Friedman, & Harshfield, 1985). Conflicts over the
expression of anger and inhibition of hostility are difficult
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variables to measure. Therefore, caution should be exercised in
the interpretation of these studies' results. Self-report measures
which were used to assess the concept of anger offered only one
dimensional view. It would have been useful to validate the
results of these self-report questionnaires with the perceptions
of the hypertensive subjects' significant others on their style of
anger management.
Jorgensen and Houston (1986) compared two groups of
university students: one group who had apositive family history of
essential hypertension and the other group had anegative family
history of essential hypertension. Results of this study indicated
that the group with the positive family history of essential
hypertension exhibited apersonality pattern characterized by
denial and an unwillingness to admit feelings of aggressiveness
and responded with alarger increase in diastolic and systolic.
blood pressure recordings to experimental stressful situations
than did the group with the negative family history. None of the
subjects in the negative family history group responded to the
stressful situations with an exaggerated cardiovascular reaction.
This study implies that inheritance or learned behaviors
(suppression of feelings or emotional behaviors) are important
factors to consider in relation to essential hypertension. The
investigators in this study hypothesized that hypertensive
individuals learned to suppress feelings to avoid the negative
consequences of their expression.
Studies that examined Type A personality in relationship to
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hypertension were reviewed by Shekelle (1979) who concluded
that, despite the predictive coronary-prone risk of Type A
personality, there was controversy and lack of consistency about
the relationship between this type of personality and hypertension.
A recent study by Dembrosky et al. (1 1
985) examined the
components of Type A personality to determine which of its
characteristics (e.g., vigorous voice and mannerisms, hard-driving
and time-pressured job involvement, competitiveness, impatience,
and easily aroused anger and hostility) are related to coronary
heart disease. Of the Type A attributes, only Potential for
Hostility and Anger were significantly associated to coronary
heart disease risk factors which included systolic blood pressure.
The investigators concluded that there was aplausible hypothesis
that hostility, in conjunction with acquired coping mechanisms
such assuppression of anger, may constitute an important
contributing factor to coronary prone-behavior.
Psychosocial factors
Socio-cultural factors appear to influence the development of
essential hypertension in people who may be predisposed to the
disease. In awell established and structured society with stable
rules and apredictable environment, blood pressure levels do not
increase with age as much as in rapidly changing, unpredictable
societies where psychological adaptation is more difficult and
sometimes impossible (Gutmann & Benson, 1971; Henry & Cassel,
1969; Weiner, 1979). Studies have been conducted to examine the
relationship between urban environment and hypertension. In the
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United States, the rise of blood pressure levels of persons who
live in towns increases more with age than for people who live in
the country (Berkson, Stamler, & Lindberg, 1960; Stamler,
Stamler, & Pullman, 1967).
Occupation, noise, and crowding are ecological factors that
have been identified as sources of stress associated with high
levels of blood pressure. Cobb and Rose

,( 1973) found that air

traffic controllers had higher levels of blood pressure than did
aircraft men who worked in aless stressful environment. Jonsson
and Hanssen (1977) reported that exposure to noise at work
positively correlated to blood pressure. Kunin and McCormack
(1968) found that working women had higher levels of blood
pressure than housewives. Two studies

(DAtri & Ostfield, 1975;

DAtri, Fitzgerald, Kasl, & Ostlield, 1981) indicated apositive
correlation between crowded accommodations in prison and high
levels of blood pressure. These studies aimed to demonstrate a
link between environmental factors and high blood pressure.
However, all these factors may influence the blood pressure in
conjunction with other factors such as genetic, psychological, and
social factors.
Many studies have shown evidence that episodes of acute
anger are associated with increases in blood pressure levels

(e.g.,

Gentry, Chesney, Gary, Hall, & Harburg, 1982; Hokanson, Burgess, &
Cohen, 1963).

It is therefore hypothesized that chronic

suppression of anger is acontributing factor in chronic elevated •
blood pressure levels (Cottington, Karen, Mattews, Talbott, &
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Kuller, 1986). However, this personality trait may contribute to
essential hypertension only in interaction with other factors such
as occupational stress. Cottington and his colleagues (1986)
conducted astudy to validate the assumption that individuals who
suppress their anger and are chronically exposed to angerproducing situations are at greater risk for hypertension. Their
study examined whether individual differences in suppression of
anger modify the relationship between perceived job demands and
blood pressure levels in ablue-collar population. The results
indicated that the prevalence of hypertension (diastolic blood
pressure higher than go mmHg) varied as afunction of suppressed
anger and of three job stress indices: future job ambiguity,
dissatisfaction with co-workers, and dissatisfaction with
promotion. The prevalence of hypertension was highest among
those men who suppressed their anger and who reported more job
stress related to job ambiguity and dissatisfaction with
promotions. The lowest prevalence of hypertension was observed
in men who suppressed their anger but reported no job stressors.
However, the prevalence of hypertension among those who were
satisfied with their co-workers, and who were not likely to
suppress their anger was similar to the hypertension prevalent
among those who were dissatisfied with their co-workers and who
reported suppressing their anger.
These results concur with the findings of Gentry et al. (1982)
who found that blacks and whites, who reported more job strain
and who suppressed their anger, had higher diastolic blood
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pressure levels than those individuals who experienced less job
stress and who expressed their anger. These two studies indicate
that individuals who are most likely to suppress their anger and
experience job stress are at greater risk for hypertension. The
fact that suppressed anger influences the relationship between job
stress and hypertension could be explained by Averilis (1952)
assumption that anger is an emotion that is generated by
frustration and violation of expectations and wishes. Therefore,
dissatisfaction with job conditions may contribute to
anger-eliciting situations. These situations are contributing
factors to hypertension for individuals who suppress their
feelings of frustration or anger.
In industrial countries, occupational factors constitute a
major source of social stress. Durkheim (195 1) postulated that
any changes in social class position generate frustration in
adapting to .a new life style without the types of social controls
that formerly served as normative guides. Occupationally and
residentially mobile people have agreater prevalence of coronary
heart disease than non-mobile populations (Syme, 1965).
Myers and Miles (1951) formulated an interesting hypothesis
that summarizes many research findings on hypertension:
Psychosocial events and experiences are targeted as the more
meaningful sources of stress to be studied, especially as
factors implicated in the pathogenesis of psychosomatic
diseases. These psychosocial processes are viewed as
conditional stressors that enhance general susceptibility to
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disease rather than as factors producing any specific disease
in adirect dose

=

effect sense. In constitutionally

pre-disposed or psychosocially at risk individuals, it is
hypothesized that stress interacts with psychophysiological
response tendencies and with personality and behavioral
characteristics to produce the pattern of stable elevated
blood pressure found in hypertensive disease. (p.18)

The literature abounds in studies that have analyzed the
concept of stress and coping mechanisms and their relationship to
illness. For example, Scott and Howard (1970) postulated that
individual's level of vulnerability to illness will increase if he or
she is unable to mobilize personal or social resources to cope with
asituation that is perceived as threatening and alarming. An
individual's vulnerabilty to illness can increase in direct and.
indirect ways. Direct responses to stress are those that affect
the organic level and are labeled as somatic" such as gastric
acidity, constriction of blood vessels, rate of heart beat, release
of adrenaline in the blood stream, and other somatic phenomena. If
these physiological reactions to stress persist, they will disrupt
the homeostasis of the individual's organism and can aggravate or
initiate psychosomatic diseases such as peptic ulcer,
hypertension, colitis, or coronary diseases. Genetic factors may
determine the target organ that will be affected under stress in
terms of the organisms biological and structural characteristics.
Stress affects the organisms vulnerability to illness in a
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more indirect way through various behaviors and life style
patterns related to health and disease (e.g., smoking, alcohol, diet,
and physical exercises).
Miller and Dworkin (1977) postulated that blood pressure
elevations as well as other physiological symptoms may serve as
coping mechanisms for individualswho are unable to manage
stress "psychologically" and instead learn to cope
"physiologically". Although, these physiological responses reduce
the emotional stress, they contribute to the deregulation of
hemodynamic control systems found in essential hypertension.
Coyne and Holroyd (1982) related this phenomenon to the
hypothesis that illness or illness behavior stabilizes conflicted
families (Minuchin, Rosman, & Baker, 1975) and/or that it is
maintained by secondary gains and reinforcements (Whitehead,
Fedoravicius, Blackwell, & Wooley, 1979).
The notion of "coping" and its relevance in understanding the
effects of stress is well explained by Lazarus and Laurier (1978)
who stated that stress is aspecial kind of relationship between a
particular system and aparticular environment. They claimed that
the role of psychological stress in hypertension and in other
psychosomatic illnesses cannot be understood without an
appraisal of the patients interpersonal relationships.
This view of stress emphasizes the need to consider not only
the stressful stimuli that aperson is confronting but also the
persons internal and external resources. It is how individuals
perceive astressful situation and their coping abilities that
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affect their health. Psychological and social factors influence
both conditions that are largely socially determined i.e., what one
defines as stressful and what coping resources are available to
him.
Social support has been given agreat deal of attention during
the past few years because of the prominent role that It appears
to take in different stress-illness models. Social support
Influences the definition or perception that one has of astressful
situation as well as one's level of coping (Shuval, 1981). The
presence or absence of social support determines how aperson
perceives asituation and its level of disturbance. For example,
unemployment, separation, or bereavement are less threatening if
one perceives these life events in the context of strong social
support that can alleviate the impact of the event. Mechanic
(1976) believes that one's capacity to deal with achallenging life
situation depends not only on his inborn and acquired skills but
also on the material and interpersonal resources In his
environment. Social support can also be viewed as a"buffer of
stress which enhances one's coping mechanisms. Research studies
have demonstrated that social support alleviates the detrimental
effects of stress and facilitates an individual's positive
adapt ional responses to stress (Cassel, 1976; Dressler, 1983;
Heller, 1979). Cobb (1976) associated social support with the
amount of medical care apatient requires as well as with his or
her level of compliance to treatment. Pilisuk and Parks
(1983) found that long term exposure to sressful
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conditions results in adeficit of physical and psychological
health, however, "a supportive network appears to serve as a
buffer increasing the level of immunological protection" (p.139).
Individuals involved in stressful life situations are protected from
potential health deficits by supportive family relationships and
well-established interpersonal networks

(Cassel, 1976; Di

Matteo, 1981; Kaplan, Cassel, & Gore, 1977). Family support has
been demonstrated as an effective strategy for achieving control
of high blood pressure (Levine, Green, & Deeds, 1969). Dressier
(1982;1986) found that higher levels of social support and social
interaction are related to lower arterial blood pressure.
Studies on social support have to be cautiously interpreted
because of the lack of aclear definition of "social support", which
is often confused with the term "social network". The diversity of
definitions of social support parallels the variety of instruments
that measure this concept and explains the lack of reliable,
general, and suitable indices of social support.
However, the results of the studies on social support do
suggest the importance of considering this factor as amoderator
of response to stress that may lead to essential hypertension.
Dressier, Ilata, Chavez, Viteri, and Gallagher (1986) found that it
is the perception of social support that influences the blood
pressure rather than the amount of social contact made by the
individual. Coyne and Holroyd (1982) made arelevant point when
they highlighted the circular phenomenon between social support
and the individual. Rather than linking the person to his
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environment in alinear relationship, they conceptualized the
person-social network relationship as aunit whereby the
individual and his environment are influencing one another: for
example, the relationship is mediated by the person's
receptiveness to his social network's assistance.
The Family as aPsychosocial Component
There is an increasing interest in studying the impact of
illness on the family and, conversely, the influence of the family
on the maintenance of health and the family's response to illness
and treatment. The family plays an important role in the
development of an individual's health related attitudes and
•
behaviors. Livsey (1972) claimed that, since the family is a
universal institution where basic relationships develop and
persist, researchers should explore the intrafamilial environment
to improve their understanding of symptoms that may result from,
or be exacerbated by, dysfunctional family relationships. Stress
inhuman relationships, specifically in families, has been
considered as aprecipitating and intensifying factor in somatic
illnesses (McEwan, 1974; McWhinney, 1975; Meissner, 1966;
Pluzza-Luban, Comazzi, 1973; Peck, 1975). Dysfunctional
mother-child relationships (Sperling, 1967), and aloss of, or a
separation from, asignificant family member (Schmale, 1958)
have been hypothesized as predisposing factors to physical illness
and to certain undesirable forms of illness behavior. Reiser,
Brust, and Ferris (195 1)found that 50% of their 80 hypertensive
subjects were diagnosed with hypertension following significant
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life events that had particular meaning for these patients. These
findings support the results of Lal, Ahuja, and Madhukar (1982)
study which indicated that distressing life events were more
common in an hypertensive group of subjects than in the
normotensive control group.
Buck and Donner (1984) conducted astudy to examine the
effect of life events on 235 hypertensive patients whose blood
pressures at the start of the study were under control. After eight
months, 41 patients no longer had their blood pressure under
control and reported significantly more unfavourable and
unexpected life changes than the remaining 194 patients whose
blood pressures were still under control. These results were
discovered after statistically ruling out potential confounding
variables such as age, sex, marital status, education, smoking, and
social support.
Meissner (1977) postulated that the family affective pattern
is regarded as the structure within which the psychosomatic
process is elaborated; the patient demonstrates through his
symptoms the pathology which is inherent in the family system.
When the family system experiences disruption caused by an
emotionally disturbing event, or sequences of events, the
emotional adjustment and the functional adaptation of the
involved family members are perturbed. Consequently, avariety of
symptomatologies emerge such as depression, emotional
instability, and psychosomatic disorders. According to Me i
ssner,
these mechanisms force the family system to adapt and maintain
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internal equilibrium through these pathological means.
Meissner's thesis on the relationship between family
functioning and illness is supported by Minuchin and colleagues
(Minuchin, 1974; Minuchin et al., 1978) who achieved significant
success in treating psychosomatic illness based on afamily
approach. Minuchin and his clinical team argued that the patients
symptoms contribute in important ways to the maintenance of
family functioning. They identified four major characteristics of
psychosomatic families: enmeshment (lack of differentiation and
privacy among family members), overprotection, rigidity (inability
to adapt effectively to change), and lack of conflict resolution.
These family characteristics provide acontext for using illness
as amode of communication, that is, to control others or to
express anger.
This family systems view of illness does not imply that
family interaction cause illness but that family dynamics and
symptoms co-evolve whereby symptoms could foster family
disorganization and conversely family conflicts could maintain
symptoms. Bloch (1984) theorized that physical disease and other
changes in life circumstances may act as "disequilibrators

for

families; he believed that it is useful to think of the symptom as
having arebalancing effect but emphasized that it does not imply
that the disequi 1
ibrating event "causes" the symptom. Rather, the
family system adjusts to anew set of conditions and the symptom
is part of the adjustment. Bloch gave the example of a
hypertensive mother who had more frequent and severe
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hypertensive episodes following the departure of her youngest
child for college; the child, who had the academic capabilities to
succeed, reported poor scholastic performance. The mother's
hypertension may necessitate the child's return home and the
child's academic problems may also call for the child's return
home.
Illness affects the functioning of both the patient and his or
her environment; the environment's reaction to the impact of the
illness may determine the course and outcome of this illness. The
Framingham study

(Haynes,

Levine, Scotch, Feinleib, & Kannel,

1978), which examined the relationship of psychosocial factors to
coronary heart disease, indicated that marital disagreements and
personal worries were significantly correlated with diastolic
blood.pressure levels and specifically among the males in the
study. Among the women in the study, anger and tension symptoms
were significantly associated with diastolic blood pressure levels.
Communication problems have frequently been associated
with high blood pressure. For example, anger management has
been the most frequent variable associated with essential
hypertension. Because hypertensive patients either suppress anger
or express it inappropriately, interpersonal conflicts may remain
unresolved or exacerbated (Ho iroyd & Gorkin, 1983). From afamily
systems perspective, conflict resolution is considered essential
for family functioning.
Two important studies have been conducted to'identify
behavioral differences in family interactions between families
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with ahypertensive father and families with no hypertensive
members. One of these studies involved two groups of fifteen
families. Each family was composed of two parents and one child
between 8and 13 years of age (Baer, Vincent, Williams,
Bourianoff, & Bartlett, 1980). Both groups of families were
videotaped as they role played conflict-laden tasks. The results,
based on objective observational data, indicated that families
with hypertensive fathers displayed significantly more negative
non-verbal behaviors (behaviors that indirectly reflected hostility
or interpersonal rejection) than did the normotensive families.
The second study (Baer, Reed, Bartlett,Vincent, Williams, &
Bourianoff, 1983) examined gaze aversion behaviors as an index of
conflict avoidance and as an ineffective communication style.
The study involved 55 families with ahypertensive father and 55
normotensive families. As in the previous study, the families role
played family conflicts while being videotaped. The observers
analysis indicated that all members of the hypertensive family
group had more gaze aversion behaviors while they were listening
or speaking than did the normotensive family members. These
behaviors occurred more frequently during negative verbalizations.
The results of these two studies suggested that apattern of
conflict avoidance characterizes families with hypertensive
fathers. The risk of hypertension for the children of these
families is increased if they adopt the same style of conflict
resolution.
Downes (1947) found that some chronic diseases such as
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hypertensive vascular diseases and arthritis were affecting both
spouses in afamily at arate significantly higher than expected.
This observation emphasized the need to consider and examine the
patient in his or her social context. Hafner, Chalmers, Swift,
Graham, West, and Wing (1983) compared agroup consisting of 26
men and women with essential hypertension and their spouses
with agroup of normotensive control couples on marital
adjustment. The results indicated no significant differences
between the group with the hypertensive patients and the control
group. However, the wives of the hypertensive patients were
significantly more dissatisfied with their marriage than were
both female and male control spouses. The results also indicated
highly significant correlations between the male patients' scores
and their spouses' scores while minimal correlation was found
between female patients' scores and their spouses scores. There
was also minimal correlation between the control groups. Male
patients who expressed dissatisfaction with their wife's
confidence, trust and belief in them were found to be married to
wives who were dissatisfied with the amount of affection,
warmth, and attention they received from their husbands. The
researchers concluded that the high degree of correlation between
the scores of male hypertensive patients and those of their
spouses suggested ahigh level of mutual influence and that,
despite their ability to convey dissatisfaction to each other, they
were unable to resolve their dysfunctional marital interactions.
These communication problems were considered sources of
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stress for the hypertensive husband and acontributing factor to
his hypertension. The study led to different findings for the
hypertensive female group. No correlations were found between
the spouses scores. The results indicated alack of mutual
awareness of marital dissatisfaction. In the hypertensive group,
the authors suggested that amarital communication problem was
stressful to the hypertensive wife and contributed to her
hypertension. The results of this study should be interpreted with
caution because of alow questionnaire return rate: 54% for the
spouse participants as compared to 84% for the hypertensive
patients. This observation was analyzed and conclusions indicated
/

that the female hypertensive subjects of spouses who did not
return the questionnaires expressed high levels of marital
dissatisfaction as opposed to their male counterparts who
reported no more marital dissatisfaction than male patients
whose spouses complied. The study concluded that, in both groups
of male and female patients with essential hypertension, there
was evidence of.dysfunctional marital communication.
The review of this literature suggests that stress, emotional,
and behavioral factors influence health outcome and the
individual's coping style, emotional reactions, perceived social
support, environmental and biological predispositions may all
function as significant mediators. Preventive and therapeutic
measures should address not only the stressors but also the
mediating factors.
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Impact of Hypertension on the Patient and Family

The meanina that individuals attribute to ahypertensive
diagnosis influences their coping mechanisms and responses to the
illness. The meaning is based on beliefs and appraisals of the
illness and on factors which influence the course of the illness.
Lipowski (1970) listed anumber of factors that determined an
individuals interpretation of illness and his or her coping
strategies: interpersonal factors such as age and intelligence;
cognitive and emotional development; philosophical and religious
beliefs; previous coping experiences; the nature of the illness and
its consequences for the persons level of functioning;
environmental factors such as quality of social support; physical
milieu of the home or hospital; and ethnic attitudes towards
illness. •He added that apatients coping strategies are influenced
and perturbed by family relationships. The diagnosis of
hypertension can be interpreted in various ways: some may
perceive it as athreat to health and life; others may be deceived
by the lack of apparent symptoms and deny the presence of the
illness.
The individuals beliefs about the illness will influence his or
her compliance to treatment. Milne, Logan, and Flanagan (1985)
studied the alterations in health perception and life-style in
treated hypertensive patients. The results suggested that the
patients were concerned with: premature retirement, restrictions

on social life and sport activities, and sexual relationships. Some
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of the hypertensive subjects acknowledged their tendency to
attribute any physical symptoms to high blood pressure and aging.
Hypertension does affect the family. The results of this study
indicated asignificant and unfavourable effect on marital
functioning and family relationships following the diagnosis of
hypertension

(e.g., sexual difficulties, dysfunctional

communication patterns involving nagging about medication or
dietary compliance, and increased seif-centredness of the
hypertensive patient).
These results supported other findings on the psychosocial
consequences of hypertension (Monk, 1981; Mossey, 1981). Milne
(1983) postulated that coping with hypertension is challenging
because of the asymptomatic nature of the illness; there are no
symptoms to justify the diagnosis to the patient himself or to his
social network. Major adjustments are required for hypertensive
patients who face the risks and uncertainties related to this
"silent killer" illness and to its subsequent treatment.

Psychological Treatment for Essential Hypertension

Zusman (1986) reported the guide] inesendorsed at ajoint
meeting sponsored by the World Health Organization and the
International Society of Hypertension to establish apolicy for
treatment of mild hypertensive patients. Pharmacologic therapy
(antihypertensive medication) was recommended for all patients
who demonstrated adiastolic blood pressure higher than 100
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mmHg. However, non-pharmacologic means were also
recommended such as diet and nutrition, alcohol intake, smoking
cessation, and exercise. Because drug therapy involves potential
health risks due to medication side effects, non-pharmacologic
treatment was highly recommended and stated as the preferred
approach to treatment of hypertensive patients.
Although drug therapy has been the most common and
effective approach to hypertension, alternative or supplemental
treatments are suggested for patients who resist medication, or
for whom the side effects of medication are intolerable. The
emphasis on mental, emotional, and psychosocial factors
contributing to hypertension has led to the development of
psychological and behavioral treatments of the disease.
The use of biofeedback has been the most popular
psychological approach. This technique consists of teaching the
patient through electronic operations how to control biological
responses that were previously considered as "involuntary
(Blanchard, & Miller, 1977). However, the effectiveness of
biofeedback for physiological symptoms has been primarily related
to secondary effects in coping activity other than to an acquired
ability to directly control symptom-related physiological
responses (Coyne & Holroyd, 1982). Also, Blanchard and Miller
(1977) have reviewed several studies on the effects of
biofeedback and of relaxation techniques on hypertension. Most of
the research consisted of uncontrolled studies that demonstrated
the effectiveness of these treatments in redUcing blood pressure
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levels, especially if they were used in combination with other
treatments. However, the effectiveness was only maintained as
long as the patient received biofeedback treatment. Therefore,
these psychological treatments had only short term effect. These
findings were similar to the conclusions of Jacob, Kraemer, and
•Agras (1977) who reviewed outcome studies on the effectiveness
of relaxation therapy on hypertension.
However, amore recent study (Engel, Glasgow, & Gaarder,
1983) found that behavioral treatment such as biofeedback and
relaxation techniques caused and maintained reductions in blood
pressure levels for at least nine months after cessation of
treatment. Wadden (1983) and Crowther (1983) conducted studies
to examine the effect of relaxation techniques and stress
management programs on blood pressure levels. Both
investigators found the techniques successful in reducing blood
pressures levels and Wadden found treatment compliance greater
in subjects who practiced the relaxation exercises with their
spouses than in subjects who did the exercises on their own.
Other controlled studies showed evidence of the effectiveness of
these behavioral approaches when practiced at home (Goldstein,
Shapiro, & Thananopavaran, 1984) and at work (Charlesworth,
Williams, & Baer, 1984) in reducing blood pressure in mild
essential hypertensive subjects. In the latter study,
,the follow-up
period was three years and the investigators acknowledged that
the findings should be considered conservatively since 83% of the
subjects were also taking anti hypertensive drugs. These studies
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show that psychological treatment has apositive effect on
essential hypertension but further research is required with larger
numbers of subjects and longer follow-up periods to indicate if
these behavioral approaches are useful in long term treatment.
Another type of psychological treatment for hypertension has
been researched by Peled-Ney, Silverberg, and Rosenfeld (1984).
They conducted astudy with 48 hypertensive subjects in an
experimental group who received group therapy as an adjunct
treatment to medication and 30 hypertensive subjects in acontrol
group in which only medication was provided. Group therapy
consisted of asssisting the subjects in coping with negative
feelings such as anger, guilt, loneliness, and jealousy. The group
leader helped the subjects identify their feelings and prevented
them from denying or repressing them. At the end of six months of
therapy, the group therapy subjects experienced asignificant
reduction in their blood pressure whereas no significant change
occurred in the blood pressures of the control group. The reduction
in blood pressure levels in the experimental group continued for
one year following therapy and their hypertensive medication was
either reduced or discontinued. This study strongly supports the
use of psychotherapy for the treatment of essential hypertension.

Family Therapy As an Intervention For Essential Hypertension

A growing awareness of the mutual influence between illness
and the patients social context has led to therapeutic approaches
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that address the patient's emotional involvement in the family
system. Gurman and Kniskern (1981) in areview of studies on the
effectiveness of family therapy, found that it is the most
empirically supported psycho-therapeutic approach to childhood
psychosomatic illnesses

(Liebman,

Minuchin, & Baker, 1974; Hodas

& Liebman, 1978; White, 1979). Minuchin (1974) and SelviniPalazzoli (1978) have used family systems approaches with
anorectic families. They conceptualized symptoms as maintaining
family interactions and were successful in alleviating the
symptoms through systemic family therapy interventions.
Campbell (1986) reported that success rates for treating anorexia
nervosa with family therapy range from 50% to 90%.
Reported case (Summers, 1978; Sluzki, 1985) and singlesubject design studies (Ewart, Burnett, & Taylor, 1983) have
shown that psychotherapy focused on improving marital
communication has succeeded in reducing hypertensive patients'
blood pressure. Ewart, Taylor, Kraemer, and Agras (1984) studied
the effect of acommunication training program onb100d pressure
reactivity of 10 hypertensive subjects and their spouses during
marital disputes in alaboratory setting. After comparisons with a
control group of 10 other hypertensive couples, results indicated
that the communication program improved marital interactions
between the couple during the laboratory setting. The systolic
blood pressure of the experimental group decreased 8mmHg in
comparison to 3.5 mmHg in the control group. Unfortunately, the
training program did not affect the couples' interactional patterns
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or the subjects' blood pressure outside the laboratory setting.
Waring (1952) postulated that psychosomatic patients have
difficulty expressing their feelings because of interpersonal
conflicts and do not benefit from psychotherapy that is insight or
affect-oriented. These types of patients respond better to brief
cognitive family therapy that deals with interactional patterns in
which the patient is involved and that considers the strengths and
motivation of the spouse as well as the patient. Waring observed
that these couples realized their difficulties in cognitive
self-disclosure were related to their physical symptoms and that
their spouses were highly cooperative in therapy situations. The
couples also realized that increased intimacy results from therapy
which facilitates the substitution of the symptom with resolved
marital conflict.
Huygen and Smits (1983) conceptualized behavior, symptoms,
and complaints in psychosomatic illnesses as means of
communication that can only be understood in relation to the
system in which they operate. They recommended that medical
attendance should include attention to the patient's family. This
perspective on psychosomatic diseases is supported by Bloch
(1984) who believed that educating the patient as to the
appropriate care of his or her illness is insufficient to promote
therapeutic change when the patient is involved in adysfunctional
family system. He claimed that all chronic illnesses should be
conceptualized as "the disease-in-the-patient- in-a-context if the
promise of the technical advances of bio-medicine are to be
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realized in patient care. The relevant context most often is that
intimate network, the "family" (p.391).
This study examined the influence asystemic/strategic
family therapy model had on essential hypertension. Both
systemic and strategic models have been used with success for
families with health problems (Pirotta, 1984; Selvini-Palazzoli,
1974; Sluzki, 1985; Watzlawick & Coyne, 1980; Watzlawick &
Weakiand, 1977). The systemic and strategic family therapy
models are based on Von Bertanlanffy's General Systems Theory
(1968), Wieners Cybernetic Theory (1948), Watzlawick, Beavin,
and Jackson'
sCommunication Theory (1967) and 6atesons Circular
Epistemology (1972,1979).
The Systemic Family Therapy Model
The systemic family therapy model was originally deyeloped
by ateam of four Italian psychiatrists: M. Selvini-Palazolli, G.
Cecchin, G. Prata, and L. Boscolo (1 978a). In the systemic
approach, families are viewed as self-regulating systems
controlled by rules established over time through aprocess of
trial and error (Selvini-Palazolli et al., 1978). If the rules do not
allow for anatural progression through various family life cycle
stages or for an accidental shift (e.g., chronic illness, divorce), a
family member may develop asymptom as a"solution" to help the
family progress along its evolutionary path (Hoffman, 1981;
Tomm, 1984). Family rules are drawn from family beliefs. The
symptom or presenting problem represents an interactional
dilemma which is derived from particular family beliefs. In this
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model, one of the therapist's goals is to decrease the rigidity in
the family's belief system by offering the family an alternate
"belief" or "reality" about the problem which may then allow the
family to discover its own solutions. More specifically, the
therapist aims first at understanding the family's reality
surrounding the problem and second at -challenging this reality by
introducing new connections between relationships, beliefs, and
behaviors.
Systemic assessment
SS/stemic family assessments focus on family relationships,
alliances/coalitions and on the communication process between
family members. In this model of interviewing, hypothesizing,
circularity, and neutrality (Selvini et al., 1980) are the three
fundamental principles guiding asystemic interview.
The assessment process is based on the formulation of
hynotheses by the therapist about the family organizational
patterns around the problem. The therapist obtains information
about afamily from intake data, from previous experience with
otherclinical families, from various theories, and from research
regarding the presenting problem or the "type" of family and on the
basis of this information generates one or two beginning, working
hypotheses (Fleuridas, Nelson, & Rosenthal, 1986). These
hypotheses are confirmed or rejected depending on the family's
responses to the interviewing questions and/or to the
interventions. The hypotheses are systemic in order to connect
the behaviors of all family members in ameaningful manner
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(Tomm, 1984b). The hypotheses do not represent reality but
rather the therapists view of the family which helps him to
understand the relational function of the family problem. The
hypothesis of the therapist must differ sufficiently from the
family's in order to perturb the system.
Circularity refers to the therapist's ability to develop
systemic hypotheses about the family based on the feedback
obtained during questionning about relationships (Selvini-Palazol ii
et al., 1980). Based on Bateson's (1968) principal that "what we
perceive easily is difference and change-and difference is a
relationship" (p.173), the systemic therapist explores differences
in relationships, behaviors, and perceptions between family
members about certain issues or events over time
(Selvini-Palazolli et al., 1980). Circular questionning (Tomm,
1984b) includes difference questions (e.g. ,"Who is the most
worried about mother's health?"); hypothetical questions (e.g., "if
mother would be hospitalized for afew weeks, who would take
over the domestic responsibilities?"); behavioral effect questions
(e.g,"When father gets upset, how does mother usually respond?");
and triadic questions (e.g., "According to you, mother, what does
Mark think when father refuses to take his medication?").
Embedded suggestion questions are also informative and
interventive at the same time (e.g. ,"Do you think your wife would
nag more or less if you would tell her why you refuse to take your
medication?"). The systemic therapist explores temporal
differences (i.e., differences between the past and the present, the
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past and the future, or the present and the future).
Future-oriented questions can be very informative about the
family'
sbelief system.
The final principle that guides the interview is neutrality.
This concept is very useful in engaging the family. Neutrality is
defined by the Milan group (Selvini-Palazolli et al., 1980) as the
ability to obtain and maintain ametaposition relative to the
family. The therapist refrains from making any moral or
value-laden judgments and avoids aligning with any family
member(s). A question asked of one family member is neutralized
by asking the same question of another family member.
Consequently, the therapist is allied with everyone and no one at
the same time. This position of neutrality can be facilitated
further by the use of atherapeutic team.
The interview format (Tomm, 1984b) has become ritualized
into five parts:
1. Pre-session: the therapeutic team discusses and
hypothesizes about the family problem and its relationship to
family interactional patterns.
2. Session: the therapist interviews the family while the
therapeutic team observes the interface of the therapist and
family from behind aone-way mirror and the team communicates
(through an intercom) with the therapist to suggest questions for
the family and any other assessment or interventive techniques.
3. Intersession: the therapist interrupts the interview, joins
the team in their hypothesizing process based on the information
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obtained during the session and participates in the design of an
intervention.
4. Conclusion: the therapist delivers the intervention to the
family.
5. Post

-

Session: the therapeutic team and the therapist

discuss the immediate reaction of the family to the intervention
which provides information on the validity of the hypothesis and
on the usefulness of the intervention. This information is
considered during the pre-session of the following session. This
interview

format facilitates the maintenance of the therapists

meta-position to the family.
Systemic Family Therapy Interventions
Interventions are designed to provide the family with new and
unexpected information to allow the system to produce an
organizational change (Barrows, 1982). Two major interventions
characterizing this model are:
1. Positive connotation and prescription of no change. This
intervention consists of refrarning (giving another meaning to)
family members behaviors, including the problem behavior, as a
positive effort from the whole family to preserve their
cohesiveness (Selvini-Palazolli et al., 1978). The therapist shares
with the family an hypothesis that positively connotes the
connection of the symptomatic behavior to other important
behaviors in the family and vice versa. This therapeutic technique
allows the therapist to enter the family belief system
(Tomm,1984b) and create an effect that will consequently

41

influence the cognitive, emotional, and behavioral levels. After
giving apositive meaning to the interrelatedness of all behaviors
in the family, the therapist prescribes "no change" for the time
being. The specification of" for the time being" is important to
allow for spontaneous change in the system and the discovery of
its own solutions.
2. Rituals. Selvini-Palazolli et al. (1978) describe afamily
ritual as an action or series of actions with specific behaviors
sometimes accompanied by verbal formulas. It is considered a
collective experiment aimed at breaking up certain transactional
patterns in the family and/or at introducing new ones. Rituals can
introduce clarity in asystem with ambiguous and rigid rules and
also can facilitate the development of new

rules in avery implicit

manner. The response of the family to aprescribed ritual is
considered as informative feedback to the construction of
hypotheses about the family'
sinteractional patterns. These
intervention strategies are aimed at creating asecond-order
change in the family (i.e., achange ofthe family system, rather
than achange within the system). Also, the responsibility for
change or no-change is left with the family. The therapeutic team
considers itself afacilitator of change.
Termination of theraDy
Therapy usually terminates by mutual agreement between
therapist and family or upon the therapist's initiative.
Termination is initiated before the family becomes too dependent
on therapy. The therapist always gives the family credit for their
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improvement to increase their confidence. If the family requires
more therapy sessions, the therapist may respond by
acknowledging the normality of residual problems for
physiological growth and that the family should return to therapy
only for a"psychiatric problem" or "not before six months" (Tomm,
1984b).

This procedure is to incite families to rely on their own

resources. The therapist respects the family decision to
prematurely terminate but may express pessimism about the
durability of the improvement and/or may sometimes predict a
relapse to strenghten and maintain change (Tomm, 1984b).
The Strategic Family Therapy Model
The strategic family therapy model is associated with the
Mental Research Institute (MPh) in Palo Alto, California. This
approach views family problems as afunction or outcome of the
.interaction

between family members. Families are perceived as

rule-governed systems and difficulties arise when the family
faces atransitional change in the life cycle or an accidental event.
When difficulties are mishandled, life activities and family
relationships are hindered and inappropriate solutions become the
problem. The family system is unable to generate the changes
within itself that would lead to asolution and thus requires new
rules from the outside (Watzlawick, 1984a). This model is also
based on asystems theory axiom that achange in the system can
be generated by achange in one part of the system. Therefore, it
is possible to conduct family therapy with individual family
members only. However, it is important to view the clients
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problem not in isolation but in relationship to the family system
as awhole.
Strategic family theraDy interventions
Most strategic interventions are behavioral tasks. However, a
"reframing" (change of meaning) of the problem is often used
without necessarily connecting it to the family system as does the
systemic model. The MRI group believes that to create achange
the client needs to do something different or to stop doing
something. For this reason, MRI interventions are focused on tasks
that will make the client behave differently with the belief that a
change in the client's behavior will create achange in others'
behaviors. These changes in behaviors alter the rules that govern
the symtomatic interactions and eliminate the symptom.
The MRI developed an interesting technique for family
members who tend to disagree on the nature or the management of
aproblem and who resist therapeutic interventions (Weakland,
Fish, Watzlawick, & Bodin, 1984). The therapeutic team uses a
"split-opinion" to maximize the range and power of the team's
influence: the team offers two or more different opinions that
represent support or alliance to different positions presented by
family members. One of the team members usually recommends no
change. The team can offer opinions that confront, confuse,
challenge, or provoke the family while the therapist is free to
agree or disagree with the different opinions or express confusion
and an inability to take astance (Papp, 1
g80). The therapist wants
to remain neutral to preserve the family's engagement in therapy.
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This type of intervention aims to alter the family'
sbelief system
and to increase its openness to change.
Termination of strategic theraDy
The MRI group terminates therapy as soon as the contracted
goals for therapy are achieved or apositive change has occurred.

In this research study, the systemic and strategic models
were used because these family therapy models have had the
greatest theoretical impact on the family therapy during the past
ten years. Research on the influence of these models on
psychosomatic families is only at abeginning stage and requires
more work.

Research Methodology

Weiss (Shapiro, 1979) of the Heart, Lung, and Blood Institute
of the National Institute of Health as well as Shapiro et al. (1979)
recommended that research funding sources should encourage
small-scale, intensive, longitudinal, multi- and interactive-factor
research studies when examining stress factors in cardiovascular
diseases.
Thoresen and Eagleston (1985) suggested that research in the
field of health and disease should be conducted with less emphasis
on statistical significance and more focus on building theory and
on conducting studies that concentrate on meaningful and
significant changes in the lives of people. Ford (1985)
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recommended that research on the effects, of psychotherapy should
utilize designs such as replicated single-subject designs to
provide abetter understanding of the characteristics and dynamics
of the subject being treated. Systematic examination of one
subject allows for the identification of conditions in which an
event or aphenomenon occurs and of those conditions that
influence the outcome (Heinemann & Shontz, 1985). Wynne (1986)
stated that the National Institute of Mental Health-Family Process
Conference participants emphasized the need for exploratory,
discovery- oriented, hypothesis-generating research rather than
primarily or exclusively confirmatory research. Kniskern (1985)
suggested that "single-case subject designs, where asingle family
serves as its own control, have the potential for greatly
increasing our knowledge of family therapy effectiveness" (p.160).
Weakiand (1977) has suggested that studies examining the
relationship between family systems and physical symptoms
should be "exploratory and flexible, guided by general principles
rather than rigid prescriptions" (p.382). Single-case subject
designs enable the researcher to examine the relationship among
specific problems, environmental factors, and types of
interventions. Furthermore, they allow for the evaluation of the
efficacy of the interventions at any time during the treatment
process (Hersen & Barlow, 1976; Kazdin, 1982; Witkin'& Harrisson,
1979).
One type of pre-experimental case study design assesses
change in one subject (e.g., afamily) over time and the subject
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serves as his own control; an investigator selects adependent
variable within one single case and establishes arepeated
measurement period without intervention (baseline phase). The
independent variable is then introduced (treatment phase) and its
effect on the dependent variables are noted. A follow-up
assessment after the treatment phase is essential to evaluate the
degree and durability of the change in the measured variables.
This type of design is particularly appropriate for research
outcome studies in family therapy because information can be
drawn to analyze the relationship between the presenting problem,
the family system, and family therapy interventions.
Continuous assessment of the dependent variables is one of
the most fundamental requirements for single-case research
(Kazdin, 1
982). Measurement tools should be administered on
several occasions to facilitate the examination of the
observations and their stability before, during, and after the
intervention to allow amore reliable comparison between the
three phases. Kazdin (1982) reported that some of the threats to
internal validity are minimized if the case study includes
continuous assessment over time.
In the field of family therapy research, linking family therapy
process to outcome remains achallenging task. The challenge is
to determine what approach is being used, what accounts for
change in the family and how to measure that change. Measures
for family therapy process are not readily available because of
their complexity; their development constitutes apriority for
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researchers in family therapy (Pinsof, 1981, 1986; Trute, 1985;
Wynne, 1986). Trute (1985) suggests that the evaluation of
process data should begin with simple measures that allow for
multiple perspectives. This evaluation could be drawn from
uniform recordings of the type of therapy applied (e.g., strategic or
systemic) along with supplemental information related to the
service provided (e.g, number of sessions, who was present in the
session, and the therapy format). Trute believes that if this
information is consistently and regularly collected, it could be
directly linked to outcome measures. Studies on the therapeutic
process have been conduëted by the analysis of interactions
between family members and between family members and the
therapist, observed live or on videotape (Gurman, Kniskern, &
Pinsof, 1986). Besides the observation of interactions during
Interview sessions, there is interest in the study of change
between and after the sessions (i.e., through self-report
procedures and home visits) (Wynne, 1986).
Multiple perspectives and measures on the therapy process
and its outcome are necessary to provide complex and specific
information on the impact of therapy on individual family members
and on their relationships with each other (Trute, 1985; Watson,
Henggeler, & Borduin, 1985; Wynne, 1986).
Joanning, Newfield and Quinn (1987) emphasize the
importance of joint contributions of researchers, therapists, and
families for views on the outcome of therapy. These investigators
propose the use of both qualitative and quantitative data to
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develop an understanding of the therapy process. Quantitative data
results could be obtained from family self-report questionnaires
or from physiological measures while qualitative data could be
derived from the therapist's (therapy notes) and family's (through
an ethnographic interview) perceptions of "what happened in
therapy" as well as from the results of discussions among
observers of videotaped family interviews. The therapists' and the
observers' reports are based on how they view the impact of the
therapeutic interventions on family functioning.
Ethnographic interviews with families are conducted by
researchers (unknown to the family) to explore how the family
experienced therapy and how they perceived therapy's impact on
family functioning. This information complements or validates
the results of self-report instruments and helps to make clinically
relevant interpretations of statistical data. Joanning and his.
colleagues claim that this type of qualitative data adds
interesting and useful information to the quantitative data that
reveals little or nothing on the specific processes that occur in
therapy. They also profess that qualitative data can "fill in the
pieces" of information researchers require to increase the
effectiveness of therapy. Combining both quantitative and
qualitative methods of research in one study provides a
complimentary recursive interaction between the general and the
specific components of therapy.
Glaser (1968) claimed that research in social problems is
mainly possible through methods that provide qualitative data.
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Secrecy, sensitivity, taboo topics, stigma, and legality involved in
social problems increase subjects' reluctance to offer relevant
information that is more easily communicated in an interview
fashion after the researcher has gained the trust of the subjects.
Glaser presented different approaches to qualitative analysis and
postulated that, if the researchers' objective is to generate
theoretical ideas, new concepts, or hypotheses, they should not be
constrained by acoding system to analyze their data because it
would defeat the purpose of constantly restructuring and
reintegrating their theoretical notions as they peruse the data.
Consequently, the researchers should examine their data to
identify new properties of theoretical categories and comment on
these properties. This process is strengthened and more
hypotheses are generated if the researcher can compare. his
theoretical notions with acolleague's ideas and knowledge of the
data.
A multi-dimensional assessment of afamily system
facilitates identification of values, beliefs, perceptions,
communication and behavioral patterns that are not included in the
"target area" but demonstrate change that probably would not have
been observed. The findings of this type of research design lead to
further family therapy research by providing new hypotheses to
test the effectiveness of particular therapeutic approaches and/or
skills. Replication of the same research procedures across
subjects with similar problems is away of examining the
generality of the findings (Kazdin, 1982).
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The family therapy literature abounds with theoretical
assumptions and case examples but lacks controlled research that
tests the effectiveness of clinical theories and interventions
(Pinsof, 1981). Coyne and Holroyd (1982) and Altmaier (1985)
agree that little is known about the effects of family functioning
on health or about the effectiveness of family therapy as an
intervention for health-related problems. Norbeck (1981)
emphasized the need for research on the effectiveness of
interventions designed to enhance the natural support system of
patients with health problems. The field of medicine is
experiencing an increasing interest in research on the
psychophysiOlogical aspects of illness to enhance the efficacy of
treating physical health problems. Brody (1980) recommended
that further research should clarify the relationship between
psychological distress and hypertension control which could lead
to more effective anti hypertensive therapy.
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CHAPTER THREE
METHODOLOGY

This study is based on apre-experimental case study design
in which inferences are made about the effect of an intervention
by comparing repeated observations of asubjects performance
over time. Continuous assessment is made of at least one target
behavior before (baseline data), during (intervention phase), and
after treatment (follow-up). The subjects performance on target
behaviors (dependent variables) is compared across phases
(before, during and after treatment) to draw inferences about the
influence of the treatment (independent variable). Because the
threats to internal validity are inevitable in this study, results
are limited to hypotheses generation for future research and to
potential implications for clinical practice.
This research involved eight families, each with a
hypertensive family member. Four of these families received
family therapy (independent variable) as an adjunct treatment to
the medical approach provided by their family physicians. The
Other four families did not receive family therapy. Two of the
eight families, one in each group (non-therapy and therapy) were
lost from the research study because they did not provide
sufficient blood pressure readings and did not complete all
self-report questionnaires. These two families are further
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discussed in the chapter "Attrition Families".
Each family in both groups was assessed at adifferent
systems level (i.e., whole family, marital, parent-child, and
individual) of family functioning (dependent variable). The other
dependent variables--stressful life events, family coping
resources, and the hypertensive subjects' and their spouses' blood
pressure levels--were also measured through self-report
instruments. All measurements were compared over time for each
family. For the families who received therapy, the same dependent
variables were measured before, during, and after treatment.

Description of the Subjects

The eight families originally included in the study had a
hypertensive family member who met the following criteria: (a)
married male or female diagnosed with essential hypertension for
aminimum period of six months, (b) no clinical evidence of
pathological illnesses that could be responsible for the
hypertension, (c) no other chronic illnesses or psychiatric
disturbances, and (d) age limit of 60 years or younger for both the
hypertensive subject and his or her spouse.
Four families were recruited from family physicians' medical
practices. The physicians were to ask hypertensive patients who
met the subjects' criteria if they would be interested in
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participating in aresearch study that would involve an assessment
of their family.

For some families, the assessment would involve

completing self-report questionnaires. For other families, family
therapy sessions would also be conducted by family therapists to
further assess potential family problems and to assist the
families with these problems.
The remaining four were recruited via anewspaper
advertisement. The researcher screened those who responded to
the advertisement and, if they met all the inclusion criteria for
the study, she explained the study to them. Four subjects met the
citeria and agreed to participate in the study. Two of these
subjects were the ones who had to be excluded from the study.
Once the family agreed to participate in the study, the
researcher told the hypertensive subject that the family physician
would be informed of his or her desire to be involved in the study
and that the physician would also have to agree to the subject's
and the family's participation in the study. Once the families' and
their physicians' agreements were obtained, the researcher met
with each family and gave adetailed explanation of the study.
The researcher also obtained asigned consent (Appendix A) from
each family member for their participation in the study.
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Measurement Instruments

An instrument to measure the blood pressure
(sphygmomanometer) was given to each subject. Self-report
questionnaires were administered, to assess family functioning of
one family in each group at adifferent system level. Table 1and 2
illustrate this process.
The Aneroid Sphygmomanometer
An aneroid sphygmomanometer, an instrument used to
measure blood pressure levels, was given to each family. The
•researcher taught the hypertensive subjects and their spouses (or
young adult child for the single-parent) how to take their own and
each other's blood pressure.
The Family Adaptability and Cohesion Evaluation
Scale (FACES1 11)
This instrument was selected to measure family functioning
at the whole family system level. This self-report questionnaire
is derived from earlier versions (Olson, McCubbin, Barnes, Larsen,
Muxen, & Wilson, 1985). It is designed to assess families' present
and ideal perceptions of their level of cohesion (degree to which
family members are separated or connected to each other) and
their level of adaptability (extent to which family members are
flexible and able to change). The instrument is atwenty-item
scale which includes ten cohesion items and ten adaptability

Families

Time In Months

Instruments
1

Family I

2

3

4

5

4

Blood Pressure
Faces Ill

WFS
*

Family Ii
MS
Family Ill

PCS

*

Family IV

File
F-Copes
Blood Pressure
Enrich
File
F-Copes
Blood Pressure
Parent-Adolescent
Communication
File
F-Copes
Blood Pressure
Perceived Stress
Scale
lPAT Anxiety Scale

IS

File
F-Copes

*

Recruited from ad in newspaper
Recruited from physicians' practice
Excluded from study

Table 1: Research Design for Non-Therapy Families

7

Follow-up

Intervention
Baseline
1month
Instruments

Families.

Blood Pressure

before therapy
1

WFS
*

Every month

during therapy

for months

2

File
F-Copes
Blood Pressure
Enrich

Family VI
MS

File
F-Copes
Blood Pressure
Parent-Adolescent

Family VII

Communication
PCS

File
F-Copes
Blood Pressure

**

Family VIII

Perceived Stress Scale
IPAT Anxiety Scale
IS

File
F-Copes

*
**

Recruited from ad in newspaper
Recruited from physicians' practice
Excluded from study

Phase

Phase
Every month

Faces III

Family V

*

prior therapy

Phase
Immediately

Table 2: Research Design for Therapy Families

3

4

5

6
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items. There are two items for each of the following five
concepts related to the cohesion dimension: emotional bonding,
supportiveness, family boundaries, time and friends, and interest
in recreation. For the adaptability dimension there are also two
items for each of the following concepts: leadership, control, and
discipline; and four items for both concepts of roles and rules.
This instrument is adapted for individuals older than twelve years
of age. The discrepancy between the present and ideal perception
of the two family dimensions provides information on each family
member's satisfaction with his or her family system and on the
direction of change the family should take. This instrument is
considered to be appropriate to assess the effectiveness of a
treatment program (Olson, Russell, & Sprenkle, 1()83).
Reliability
A sample of 2,412 respondents was divided into two random,
equal, and independent groups. Both groups completed the
questionnaire FACES] 1(which has 10 items more than FACES I11).
Cronbach alpha was used to compute the reliability for each group.
The alpha coefficients for cohesion and adaptability were as
follows:
Group I

Group 2

Cohesion

.76

.75

Adaptability

.58

.63

Total scale

.67

.67
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Olson and his colleagues (1985) stated that internal
consistency reliability is acceptable for both cohesion and
adaptability dimenions.
Validity
The correlation between the two dimensions of cohesion and
adaptability has been reduced to r=.03 which demonstrates their
independence. Construct validity has been established by factor
analysis procedures to maintain the scales validity and
independence of factors (Olson et al., 1985).
The Enriching and Nurturing Relationshio Issues,
Communication and Hao mess (ENRICH)
This instrument was selected to assess family functioning at
the marital system level. It is aself-report questionnaire
developed to assess marital dynamics and marital satisfaction
(Olson et al., 1985). It can also be used as adiagnostic tool for
married couples seeking marriage counselling and marriage
enrichment. ENRICH is aderivative of PREPARE (Premarital
Personal and Relationship Evaluation), afourth in aseries of
diagnostic instruments for premarital couples, developed by D. H.
Olson and his colleagues (1985). ENRICH uses basically the same
scales as PREPARE except for one concept: Realistic Expectations
that has been replaced by Marital Satisfaction. The twelve
assessed concepts in ENRICH are divided into 125 items: 15 items
on idealistic Distortion and 10 items on each of the following
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dimensions: marital satisfaction, personality issues,
communication, conflict resolution, financial management,
leisure activity, sexual relationship, children and marriage,
family and friends, equalitarian roles, and religious orientation.
Reliability
Internal consistency reliability for ENRICH was established
using 672 couples. The alpha reliability for all the scales
averaged .74. Test-retest reliability was based on 115 married
couples responding to the instruments over afour week period.
The average reliability was .87 ranging from .77 to .92 across all
categories.
Validity
Face validity has been established for the instrument
PREPARE. This same instrument showed concurrent validity when
its 12 scales significantly corelated with similar scales such as
the Locke-Wallace Marital Adjustment Scale. Ninety three percent
of the 121 concurrent variables that were hypothesized to be
associated to the PREPARE scales were related in the predicted
direction. Factor analytic procedures were used to determine that
the validity of PREPARE was well established within acceptable
limits: the results of this procedure supported the existence of 11
of the 12 categories in PREPARE.
The Parent-Adolescent Communication Scale (PACS)
This instrument was selected to assess family functioning at

60

the parent-child system level (Olson et al., 1985). This scale of
twenty items intends to explore both adolescents, and their
parents perceptions and experiences of communication with each
other. This instrument is divided in two subscales assessing both
content and process issues. The first sub-scale is Open Family
Communication, which measures the most positive aspects of
parent-adolescent communication (e.g., freedom to exchange both
factual and emotional ideas) as well as the degree of
understanding and satisfaction experienced in their interactions.
The second subscale focuses on Problems of Family Communication
(e.g., negative styles of interactions, difficulties, and constraints
•in sharing).
Reliability
Internal consistency reliability was demonstrated using
Cron bac h* s alpha procedure. The results indicated an
alpha-reliability of .87 for Open Family Communication, .78 for
Problems in Family Communications, and .88 for the Total scale.
Validity
Validity was established by factor analysis procedures using
unrestricted varimax rotation that defined the two scales as
separate factors.
Norms for the total scale scores were developed for four
different subdivisions: (a) father reporting on his interaction with
the adolescent, (b) mother reporting on her interaction with the
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adolescent, (c) the adolescent reporting on his interaction with his
mother, and (d) the adolescent reporting on his interactions with
his father. The norms have been established according to a
National Survey where 2,052 parents and 416 adolescents were
used as anormative sample.
The Perceived Stress Scale (PSS)
This instrument was selected to assess the individual system
level. Developed by Cohen, Kamarck, and Mermeistein (1953), this
self-report questionnaire measures the degree to which life
events are appraised as stressful to individuals. P55 includes
fourteen items sensitive to: (a) chronic stress from ongoing life
circumstances, (b) stress created by future events, (c) stress from
events not mentioned on aparticular life-event scale, and (d)
reactions to specific events included on any scale (Cohen et at.,
1953). The authors of this instrument suggest that the P55
provides abetter predictor of health outcomes than does aglobal
measure of objective stressors, such as life events-scales. The
scale can be used to determine whether "appraised" stress is an
etiological factor in behavioral problems or in diseases.
Reliability
Three samples, two of college students and one of
participants in acommunity smoking-cessation program, were
used to test the reliability and validity of the P55. Alpha
reliability coefficients for the P55 were .84, .85, and .86 in each
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of the three samples. A test-retest correlation was also
calculated after administering the P55 to 82 college students
within an interval of two days. The results indicated a
test-retest correlation of .85. Another test-retest correlation of
.55 was calculated after administering the P55 to another group of
sixty four subjects who twice responded to the test at asix weeks
interval.
Validity
Concurrent and predictive validity were established for. the
P55 by its correlations with other instruments that measure life
events, depressive symptomatology, utilization of health services.,
social anxiety, and smoking reduction maintenance (Cohen et
al., 1983). The P55 was found to be abetter predictor of health or
health-related outcome than two other life-event scales and was
demonstrated to assess adifferent and independently predictive
construct than adepressive symptornatology scale.
The Institute for Personality and Ability Test inci
Anxiety Scale (IPAT)
This instrument was developed to measure anxiety for
individuals aged 14 and upward (Cattell & Scheier, 1963). The
anxiety measured by this instrument is sensitive to change over
time and to conditions. The scale is composed of forty questions
measuring five anxiety components: lack of self-sentiment,
defective integration; ego weakness, lack of ego strength;
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suspiciousness or paranoid insecurity; guilt proneness; and
frustrative tension or id pressure. The items are also divided into
two categories: (a) overt, symptomatic, and conscious anxiety; and
(b) more covert hidden-purpose cryptic probes. Norms are providedto interpret the instrument's results.
Reliability
The reliability of the scale has been demonstrated by
dependability (immediate retest), stability (test-retest after two
weeks interval), and homogeneity coefficients (split-half and
alpha coefficient). For these tests the coefficient values ranged
between .80 and .93 which is highly adequate for reliability tests.
Validity,
Construct validity was estimated at avalue of .85 to .90 for
the correlation of the test items and components with the primary
factor, the anxiety construct. Concurrent validity was established
against psychiatric evaluation of anxiety.
The Family Inventory of Life Events and Changes (FILE)
This instrument was selected to identify the major life
events experienced by each family. FILE is aseventy-one item
self-report instrument which records the normative and
non-normative life events and changes experienced by afamily
during the past year (Olson et al., 1985). From afamily systems
perspective, what affects one family member influences all the
other family members to some degree. FILE records all major
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events experienced by any family member. FILE indicates the
family'
svulnerability which may result from experiencing several
stressors at the same time. The emphasis of this instrument is on
the magnitude of change, whether positive or negative, that
requires some adjustment in the family dynamics. Changes
experienced in specific situations (e.g., illness) and at different
stages of the life cycle are considered.
Reliability
Cronbachs alpha was computed from the results of 2,740
individuals divided in two groups of 1,330 and 1,410 subjects. The
total scale reliability was .81. A test-retest reliability study
was also conducted with atime interval of four to five weeks. 150
subjects responded to the instrument with reference to their
family of origin. Pearson correlations for each of the nine factors
ranged from .72 to .84 and .80 for the total score.
Validity
Construct validity was established by factor analytic
procedures and by discriminant analyses between low conflict
families and high conflict families with severely disabled
children. High conflict families experienced asignificantly higher
accumulation of life changes than did low conflict families,
discriminating high conflict and low conflict families.
Norms have been established based on asample of 980
couples across the family life cycle from young married to retired
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couples.
The Family Coping Strategies (F-COPES)
This instrument was selected to identify the coping
strategies and resources available to.a family facing problems or
stressful events (Olson et al., 1985). The 29 items included in
this instrument measured the following five dimensions:
1. Acquiring social support. Nine items assess to what
degree afamily will actively seek social support from relatives,
friends, neighbors, and extended family.
2. Reframina. Eight items measure the family's ability to
redefine stressful events to make them more controllable.
3. Seeking spiritual support. Four items identify the capacity
to use spiritual support.
4. Mobilizing family to acquire and accept help. Four items
assess the family's ability to use community resources and accept
help from others.
5. Passive.
appraisal. Four items measure the family's ability
to accept stressful issues.
Reliability
Cronbach's alpha was computed for each factor separately and
for the total scale on agroup of 2,740 subjects divided into two
groups. The overall alpha reliability was .86 for the first group
and .87 for the second group. Test-retest reliability was
established after the instrument was administered twice to a
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group of 116 subjects in afour week interval. The correlation
coefficients ranged from .61 to .97 for the five dimemsions.
Validity
Factor analyses using varimax rotation was completed for the
two groups that were used for the Cronbach' alpha reliability test.
Each of the 29 items had afactor loading greater than .35.
The Family Members' Report on Therapy
This instrument was developed by the researcher to obtain
each family member's evaluation of the therapy sessions. It was
administered three months after therapy. This instrument
consists of 15 questions assessing the family's perception of the
changes in the family following therapy and the family's
perception ,
of the therapy process. The researcher interviewed
each family member individually.
The Calgary Family Assessment Model (CFAII)
This assessment model was developed to assess family
structure, family development, and family functioning (Wright &
Leahey, 1984). This instrument was used by the three observers to
guide their assessment of each family that received therapy.
CFAI'1 consists of three major categories:
1. The family structural assessment, which is divided into
two parts: (a) internal structure (e.g., family composition, rank
order of family members, sub-systems, and boundaries); and (b)
external structure (e.g., culture, religion, social class status and
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mobility, environment, and extended family), and
2. The family developmental assessment, which includes
eight stages of family development and the tasks involved in each
stage to facilitate the resolution of each one of them. These
stages and tasks are based on the work of Carter and McGoldrick
(lgao) and are as follows:
Stage 1-The joining of families: establishment of couple
identity, realignment of relationships with extended families to
include spouse, and decisions about parenthood.
Stage 2- Families with infants: integration of infants into
family unit, accomodation of new parenting and grandparenting
roles, and maintenance of marital bond.
Stage 3- Families with pre-schoolers: socialization of
children and adjustment to separation by parents and children.
Stage 4- Families with schoolchildren: development of peer
relations by children, adaptation by parents to their children'
s
peers and school influences.
Stage 5- Families with teenagers: development of increasing
autonomy for adolescents, refocus on marital life and career
issues, beginning shift toward concern for the older generation.
Stage 6- Families as launching centers: establishment of
independent identities for parents and young adults, renegotiation
of marital relationship.
Stage 7- Middle-age families: reinvestment in couple
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identity with concurrent development of independent interests,
realignment of relationships to include in-laws and grandchildren,
dealing with disability or death of older generation.
Stage 8- Aging families: shift from work role to leisure and
semi- or full retirement, maintenance of couple and individual
functioning while adapting to the aging process, preparation
for own death, and dealing with the loss of spouse and or siblings
and other peers.
These stages and tasks are modified when there is a
separation, divorce or remarriage in the family. All of these
stages and 'tasks are important to consider in afamily assessment
because according to the systemic and strategic family therapy
models, most of the family problems occur when the family has
difficulty evolving from one specific stage to another.
3- Family functional assessment which is divided in two
sections: (a) instrumental functioning, and (b) expressive
functioning (e.g., emotional communication, roles, beliefs,
verbal communication, non-verbal communication, circular
communication, problem-solving, control, alliances, and
coalitions).
The family functional assessment examines how family
members behave in relation to each other member. The
insturnental functioning consists of the mechanical activities of
daily living (e.g., who is responsible for the different domestic

69

tasks). The expressive functioning refers to how one relates and
communicates to the others in the family. This assessment
provides abetter understanding of family interactional patterns.

Procedure

Four subjects were referred by three family physicians and
four other subjects were self-referred in response to an ad in the
local newspaper.
Assignment to Therapy and Non-Therapy Groups
The hypertensive subjects' willingness to receive family
therapy determined whether they were assigned to the treatment
group or the non-treatment group. The researcher explained to the
-

families that they might not need family therapy but that the
family therapists would assess their family functioning and
examine its relationship to the blood pressure of the hypertensive
family member. The researcher also told the families that, if
family problems were identified, the family therapists would
assist them with these problems.
Administration of Instruments
The four families in each group (treatment and nontreatment) were each assessed at adifferent family systems level
through the following self-report instruments: (a) FACES III

-
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whole family system, (b) ENRICH

-

marital system, (c) PACS

parent-adolescent system, and (d) PSS and the IPAT anxiety scaleindividual system. For all families, the family structure
determined the family systems level that was to be assessed (i.e,
the marital status and the age of the children). This procedure
tr-

enabled the formulation of hypotheses about the relationship
between hypertension and different family systems levels.
The following self-report questionnaires were administered
to the hypertensive subjects in each of the eight families: (a) FILE
to identify the stressful life events, and (b) F-COPES to assess the
family's perceived internal and external resources when dealing
with stress.
The families who agreed to receive family therapy were asked
to complete their questionnaires twice during the month
preceeding the family therapy sessions (baseline phase), once each
month during the therapy period (treatment phase), and once each
month for three months following therapy (follow-up) (see Table
1). The families which were assigned to the group that did not
receive family therapy completed their questionnaires once a
month for aperiod of seven months (see Table 2). The study
duration of seven months was determined by the approximate time
required for the treatment phase for families which received
family therapy.
The hypertensive subjects and their spouses were asked to
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take each others blood pressure once aday at the same time. The
spouse of the hypertensive subject was also asked to have his/her
blood pressure taken in order to identify any correlations between
the spbuses blood pressure levels. It was recommended that the
blood pressure be taken at the same time each day because it could
fluctuate according to certain daily activities.
Context of Therapy
The family therapy sessions for the families in the treatment
group were conducted at the Family Nursing Unit, Faculty of
Nursing, University of Calgary by ateam of two nurse
educator/clinicians who are experienced family therapists. The
four families were interviewed by one therapist while the other
therapist observed and participated in the therapy process through
aone-way mirror. Each therapist served as the interviewer in two
cases and as an observer in the other two cases. This was done to
avoid attributing the effect of therapy to aparticular therapists
interviewing skills. The number of sessions and the interval
between sessions were determined by both therapists. This
clinical team collaboratively asssessed and intervened with each
of the four families using afamily therapy approach based on
Systemic and Strategic family therapy models. However, this
clinical team predominantly used Systemic family therapy
techniques. The therapists have practiced the systemic/strategic
approach for the past ten years and for the past five years have
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applied this approach to families with medical problems (Watson
& Wright, 1984; Wright & Watson, 1982; Wright & Watson, in
press).
The focus of therapy was to examine the relationship between
family dynamics and the hypertensive family member's blood
pressure. The impact of hypertension on family dynamics was
explored as well as the influence that family stress had on
hypertension. The therapist inquired about how the hypertensive
family member handled his/her anger or frustrations in order to
validate or invalidate the hypothesis that suppressed anger
contributes to hypertension. The therapists assessed the family
dynamics and attempted to alleviate any family conflicts or
problems that were identified. Each family therapy session was
videotaped with asigned consent from each family member.
Follow-up Interview
Those families who received family therapy were interviewed
by the researcher approximately three months after their last
therapy session in order to obtain their comments about the
therapy and the therapist. The type of questions that the
researcher used for the evaluation of therapy is discussed in the
instruments section. The researcher asked the same questions of
each family member. Each family member was interviewed
individually to avoid family members influencing one another in
their answers.
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Data Analyses

Both quantitative and qualitative data obtained from the
instruments and from the family therapy sessions were examined
to hypothesize on the relationship between aspects of family
dynamics and the blood pressure of the hypertensive family
member.
Quantitative Data
The quantitative data were analyzed through visual inspection
of graphs and through statistical analyses.
Visual inspection
The results of the self-report questionnaires were plotted on
graphs for visual inspection to discern changes over time and to
examine the differences between family members.
The median blood pressure for each spouse was calculated
every ten days during the study. These medians were plotted on
graphs to examine fluctuation over time. The median was used
rather than the mean because the "extremes" in the blood pressure
fluctuations could have otherwise biased the results. For the
same reasons, these medians were used for all other stastitical
analyses. To facilitate the interpretation of the changes in the
blood pressure levels, this study used Luborsky and his colleagues'
(1982) criterion of six mmHg to indicate asignificant clinical
increase or decrease of the blood pressure.
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Statistical analyses
Pearson product moment correlations coefficients were
calculated between each of the measured variables and between
the measured variables and time (across the months of the study).
Correlations which were significant at the .05 level were
identified.
Time-series analyses (Box-Jenkins) were conducted for the
blood pressures results: the medians for every ten days in each
month were used for this procedure. This analysis identified the
trend in the blood pressure results over time and calculated the
significant differences in the trend between the baseline,
treatment, and follow-up phases of the study at the .05 level of
confidence.
For each family, asign test was calculated to analyze the
differences in the fluctuation of the blood' pressure between the
baseline phase and the two following phases (treatment and
follow-up): This test was calculated as follows: the mean median
of the baseline phase was compared with the mean median of every
following month; and signs of

+,

-,

and 0 indicated the

frequencies of increase, decrease, or no change. These frequencies
were compared to the binomial distribution (p<.5) which is the
theoretical distribution if no systematic variance occurs. A
chi-square test measured the differences in these frequencies
between the therapy and non-therapy families.
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Qualitative Data
The taped family therapy interviews were analyzed by three
observers (including the researcher) who examined the therapeutic
process of each family session. All observers were nurse/family
therapists who had clinical experience with the systemic and
strategic family therapy models used by the clinical team. The
tasks of the observers was: (a) to assess families at each
interviewing session using' the Calgary Family Assessment Model;
(b) to hypothesize about the relationship between the family
system and the blood pressure of the hypertensive family member.
The hypotheses reported in the study were derived from a
consensus reached by the three observers; and (c) to identify the
different "systemic" and "strategic" family therapy techniques
.that were used by the therapist (e.g., use of neutrality, circular
questi onning, embedded suggestions).
The results for each family case study were organized and
reported under the following headings:
1. Referral process
2. Family structure. (Each family member was assigned a
pseudonym for the purpose of confidentiality.)
3. Health information on the hypertensive member and on
other family members if relevant
4. Results of the blood pressure analysis
5. Results of the self-report questionnaires
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6. Family assessment (for the families who received
therapy) according to the observers analysis of the videotaped,
sessions and to the therapists recordings on the family. The
family assessment comprises the relevant information about the
family structure, its developmental stage, and the functional
assessment. Following the family assessment, each family
therapy session was reported as follows:
family members present in the session

-

the mean and standard deviation of the hypertensives

-

blood pressure since the previous session
salient interview events according to the observers

-

and the therapists records
-

observers consensual observations of the family
interview
observers hypotheses

-

-

-

therapists hypotheses
interventions and their rationale

7. Discussion
8. Implications
9. The observers analysis of the therapeutic approach used
for all family sessions (for the families who received therapy)
10. Report on the follow-up interview with each family
member three months after the last family session
11. The physicians report on the hypertensive family member
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after the completion of the subjects participation in the study
(e.g., change in the blood pressure or in medication)
The qualitative data and the quantitative data were examined
to generate hypotheses about: (a) the relationship between the
hypertensive family members blood pressure and the family
dynamics for each family, and (b) the influence of family therapy
on the hypertension of each hypertensive subject.
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CHAPTER FOUR
NON-THERAPY FAMILIES

FAMILY ONE: DESCRIPTION, RESULTS, AND DISCUSSION
This family was self-referred to the researcher through an
advertisement in the local newspaper. The mother was the
hypertensive subject. Her husband had noticed the ad and all family
members agreed to participate in the study. The mother decided to
be in the group of families that did not receive therapy.

Family Structure

The family was composed of mother (Gloria) a43 year old
homemaker, father (Arnold) a47 year old laboratory manager and
three children: Richard, aged 15; Ryan, aged 13; and Nathalie aged
11. The three children are students. Gloria '
sparents are healthy
and neither had hypertension. However, her two siblings have been
diagnosed as having essential hypertension. The family genogram
is represented on Figure 1:1.

Health Information

Gloria had had essential hypertension for 2years. She was
57 tall and weighs 160 pounds. Her family physician reported
that Gloria was a"hyper" person who becomes very anxious when
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Deceased

1961
Lung Cancer

Arnold
47

Married 19 years

Gloria

1

Lab Manager

Housewife

Richard
15

Ryan
13

Natalie
11

Grade 9

Grade 8

Grade 6

Figure 1.1

Genogram for Family 1
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she learns that her blood pressure increases. Gloria told her
physician that she was stressed at home but denied any marital
stress. For medical treatment her physician recommended salt
restricted diet, physical exercises and anti hypertensive
medication (Slow K, Nioduret, and Tenormin). He told the
researcher that he thought Gloria was not always compliant with
her medication, however, he believed that it did not nullify the
effect of the medication. The physician reported that Gloria'
s
blood pressure had not remarkably fluctuated during the past year.
He believed Gloria will need medication throughout her life
because she has "essential" hypertension. Gloria acknowledged not
taking her medication regularly but did follow alow-salt diet and
was physically active.
Gloria reported being stressed at home. At the beginning of
this study she was restless and dissatisfied because she did not
have ajob. A few months later, she agreed to babysit afive year
old child every day which she found stressful.
This family was assessed at the whole family systems level..
Both parents and the two eldest children completed FACES 11 1and
F-COPES questionnaires and Gloria also completed FILE. The third
child was considered too young to complete the questionnaires
(the age limit wasl2 years old according to acriteria established
by the authors of FACES 111and F-COPES). Both spouses provided
blood pressure recordings for almost every day of the seven
months.
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Analysis of Blood Pressure Readings

The blood pressure medians for every ten days of the seven
months are represented on graphs: for Gloria (Figure 1.2) and for
Arnold (Figure 1.3). Time series analyses indicated that Gloria's
blood pressure increased during the fifth month and decreased
afterwards. Her blood pressure remained above the first month
levels for the last two months. In the first two months, four
medians in the systolic blood pressure were significantly
different from the mean. In the last four months, 10 of 11
medians were significantly different from the mean. No
significant differences were identified for the diastolic blood
pressure.
A visual inspection indicated that at the fifth and sixth
months, Gloria's blood pressure increased and decreased more than
six mmHg, which is clinically significant, according to Luborsky
and his colleagues (1982).
The sign test indicated no significant number of increases or
decreases for both systolic and diastolic blood pressures when
comparing the mean median of each of the last six months with the
mean median of the

first month of the study.

Pearson product moment correlations were calculated to
identify any relationship between the spouses' blood pressure
medians and also to identify any relationship between the blood
pressure medians and time (the seven months of the study). No
correlations were identified between the spouses' blood pressure
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levels. Gloria's systolic blood pressure had asignificant
correlation with time (r= .61, p01), which indicates that her
systolic blood pressure increased over time.

Report of the Major Life Events (FILE)

Gloria completed the questionnaires at the beginning of each
month. Therefore ;when comparing her report with the blood
pressure medians, it is important to note that the first month of
blood pressure readings corresponds to the second month on her
FILE report. Gloria started to monitor her blood pressure the some
day she answered the first series of self-report questionnaires.
Therefore, the list of major life events on the first month are
events that occurred during the month preceeding the study.
The major life events were reported as follows by Gloria:
Months

Major life events
Increase of wife/mother's time away from family.
Increase in the number of tasks or chores which
don't get done.
Took out aloan or refinanced aloan to cover
increased expenses.
Decrease in satisfaction in job/career

(mother as

ahousewife).
2

Increase in the amount of "outside activities"
which the children are involved in.
Increasing financial debts due to over-use of
credit cards.
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Months

Major life events

3

Increase of husband's time away from the family.
Increase in the amount of "outside activities"
which the children are involved in.
A member purchased acar or other major item.

4

Increased strain on family money for
medical/dental expenses.
Increase of wife/mother's time away from the

5

family.
Increase in the number of tasks and chores that
don't get done.
Took out aloan or refinanced aloan to cover
increased expenses.
Parent (Gloria) had surgery (hysterectomy).
6and 7

No major events reported.

The increase in Gloria's blood pressure during the fifth month
could have been related to her surgery. The stress surrounding the
hospitalization could have contributed to higher blood pressure
levels.

Analysis of the Family's Cohesion and
Adaptability Evaluation

The results of Faces 111 self-report questionnaires for each
family member were plotted on graphs (see figures 1.4 to 1.7). A
visual inspection of the graphs on the family cohesion scores (see)
Figure 1.4 for their present perceptions and Figure 1.5 for their
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ideal perception) indicated:
1. Gloria'
spresent perception scores were within the
"connected" range, amoderate level of cohesion. Her ideal
perception scores are located within the "enmeshed" extreme level
of cohesion which suggests that Gloria desires more
connectedness within the family.
2. Arnold'
spresent perception scores were within the
"separated" which means that he perceived the family as more
disengaged than did his wife. He also desired more connectedness
(see ideal perception graph) in the family but less so than did his
wife.
3. Richards cohesion scores were within the "connected"
range which is similar to his mothers. Although his ideal
perception scores also aimed for more connectedness at the
beginning of the study, his scores decreased over time.
4. Ryan'
spresent and ideal perception scores on the family
cohesion are quite different than the rest of the family. He
perceived his family as more "disengaged" and his ideal perception
scores suggest that he is satisfied with the family cohesiveness
since his "ideal" scores are similar to his "present" perception
scores.
A visual inspection of the graphs that represented the
family'
sadaptability scores (see Figure 1.6 for the present ideal
scores and Figure 1.7 for the ideal scores) indicated:
1.

Glorias present perception scores were within the

"
flexible" and "structured" ranges which are balanced or moderate
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adaptability levels. However, her scores decreased to the "rigid"
range, extreme level of adaptability for the last three months. Her
ideal perception for the family's adaptability were partly in the
"chaotic" range, extreme level of adaptability. Gloria aimed for
more flexibility in the family (i.e., ability to change when facing
stressful situations).
2. Arnold's present perception scores were also in the
moderate range but his scores increased during the last three
months while his wife's scores decreased. While Gloria perceived
the family as more rigid, Arnold perceived them as more flexible.
Arnold's ideal perception of family adaptability is very similar to
Gloria's.
3. Richard's adaptability scores were comparable to his
parents' scores. Ryan's present perception scores were again quite
different from the rest of the family. He perceived his family as
very flexible which, again, is satisfying to him, according to his
ideal scores.
Pearsons product moment correlations were calculated to
identify any relationship between the family's.Faces Ill scores
and time (the seven months of the study). The only significant
correlations that were identified were as follows: Arnold's
present perception cohesion scores

(r= -.65, o<.05) and Gloria's

present perception adaptability scores

(r= -.82, p<.Ol). These

correlations suggest that their scores decreased over time.
Gloria's discrepancy between her present and ideal perception of
the family's adaptability also significantly correlated with time

92

(r= .83, ,o<.O1). This correlation indicates that Gloria'
sdesire for
more flexibility in the family increased over time.
In comparing Gloria'
sblood pressure readings with her FACES
111 scores, it is interesting to note that her blood pressure
increased during the last three months as she was perceiving the
family as more "rigid. Gloria's systolic blood pressure correlated
with her adaptability scores in FACES 111 (r= -.69, p<.05) which
indicates that, as her perception of the family flexibility
decreased, her systolic blood pressure increased.

Analysis of the Family Coping Resources

The family results on F-COPES were plotted on graphs (see
Figures 1.8 to 1.11). A visual inspection of the graphs indicated
that Gloria'
sscore remained within the norms. Her perceptions of
the family resources gradually increased to reach apeak at the
fourth month and decreased afterwards to stabilize during the last
three months. The last decrease in her score corresponded to an
increase in her blood pressure and to her desire for more
flexibility in the family, according to her FACES 111 scores.
Arnold'
sscores started below the norms and gradually
increased within the norms for the rest of the seven months.
Richards results, specifically his external resources scores,
were below the norms throughout the study. Ryan'
stotal scores
were mainly within the norms and almost paralled his mothers
scores.
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All family members perceptions of the family internal resources
were below the norms.
Pearson product moment correlations were calculated to
identify any relationships between the family'
sF-COPES scores
and time (the seven months of the study). For Gloria'
sand the
children'
sF-COPES scores, no significant correlations were
identified; however, for Arnold there were significant correlations
between his total score and time (r= .70, ,o<.05) and also between
his external resources (r= .7 1, p<.05) and time. Therefore, his
perception of the family resources increased over time. Gloria'
s
F-COPES scores did not significantly correlate with the other
family members F-COPES scores. However, Glorias diastolic
blood pressure significantly correlated with her external
resources scores in F-COPES (r= -.89,p<.O1). Her diastolic blood
pressure increased as her perception of her external resources
decreased.

Discussion

There is no evidence of physiological factors contributing to
Gloria '
shypertension. She may have agenetic predisposition to
hypertension because her two siblings also have the same disease.
Another hypotheses is that Gloria and her siblings could have
learned hypertensive behaviors from their family of origin. Some
emotional factors have been identified as contributing to her
hypertension. These are discussed in the section based on the two
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first objectives of the study.
The first objective of the study was to identify aspects of
family functioning (e.g., interactional patterns) that could
contribute to hypertension. In this family, the instrument FACES
111 measured the family's perception of their cohesiveness and
adaptability. The results of this instrument indicated that all
family members aspired to more connectedness in the family to
the point of "enmeshment". Gloria may have perceived aneed for
more closeness in the family as her children, being in the
adolescent stage, were starting to individuate. The increase in the
children's independence may explain Gloria's dissatisfaction with
her work at home. This phenomenon, added to other life events
that Gloria has identified (on FILE), could generate stress and
frustration and could contribute to her hypertension. The other
life events identified were as follows: increase in the tasks and
chores which do not get done, increase in husband's time away
from home, and financial concerns. Gloria also experienced stress
related to her babysitting responsibilities.
Gloria's present perception of the family's adaptability
decreased to the "rigidity level during the last three months.
Correspondingly, her blood pressure increased. Her blood pressure
levels could have increased during that period of time because of
the stress related to her surgery (as identified on FILE). Gloria's
hospitalization may have also required from the family
instrumental adjustments (e.g.

,

shifts in roles and rules) to which

the family may have responded with too much rigidity (as
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perceived by Gloria in FACES 111). She may have perceived the
family as having difficulty adapting to the change that her illness
(related to her surgery) required which may have contributed to
the increase in her blood pressure.
The family coping resources may have been another factor
that influenced Gloria's blood pressure. All family members'
perceptions of internal resources were slightly below the norms
throughout the study and acorrelation was identified between
Gloria's blood pressure and her perceptions of the family external
coping resources. Her diastolic blood pressure increased as her
perception of the external resources decreased. There is a
possibility that Gloria did not receive the social support she
needed to cope with the stresses of her life which could have
contributed to her hypertension.
Psychological factors could also add to the family stresses
and influence Gloria's blood pressure. Her physician described her
as being "hyper" which may imply that she has atype A personality
(i.e., atype'of personality that is very sensitive to stress).. No
instruments, however, were administered to measure Gloria's
personality traits (e.g., -the way she expresses her feelings and
specifically her anger) to determine if certain of her traits may be
contributing factors to hypertension.
The second and third objective of the study were to assess
the impact of hypertension on the family and their difficulty
adjusting to the diagnosis. The family physician reported that
Gloria did get anxious when her blood pressure increased which
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could suggest she is concerned about her hypertensive condition.
Gloria was compliant with the diet and exercise recommendations
but was not completely compliant with her medication
recommendations. This lack of compliance could explain the
fluctuations in her blood pressure during the study. However,
when the researcher asked Gloria if she took her medication
regularly during the study, Gloria answered positively. The
possible lack of compliance with her medication could be related
to her difficulty adjusting to the idea of having to depend on
medication and/or to its side-effects.
In summary, Gloria may have agenetic predisposition to
hypertension and atype of personality that makes her more
sensitive to her family life stressors which, added to her
perceptions of reduced family coping resources, contribute to her
hypertension. Increases in her blood pressure generate more
anxiety which may additionally contribute to her hypertension.
It is important to acknowledge that the questionnaires that
the family completed in this study may have had an influence on
the family functioning and /oron the results of the subsequent
questionnaires that were answered after the first time.
Hypotheses
This case study allows for the generation of the following
hypotheses:
1. Job dissatisfaction, financial concerns, and aperception of
insufficient family internal coping resources could contribute to
hypertension.

101

2. The perception of alack of connectedness between family
members contributes to hypertension.
3. The perception of alack of flexibility in the family system
contributes to hypertension.
4. The diastolic blood pressure of ahypertensive patient is
sensitive to the patint's perception of the family's external
coping resources.
Implications
These hypotheses have potential implications for clinical
practice and future research. In clinical practice, afamily
assessment should perhaps be offered to hypertensive patients to
identify family stressors that influence the patients' blood
pressure. The family assessment should consider the patients'
perceptions of their family coping resources because of their
possible influence on patients' hypertension. Psychotherapy could
also be offered to assist the patients and/or their families with
the stressors and coping resources that contribute to their
hypertension.
In future research, family assessments by psychotherapists
may be necessary to obtain abetter understanding of the influence
of family functioning on the hypertensive subject's blood pressure.
Self-report questionnaires such as FACES 111are useful to
identify the possibility of family problems in specific family
dimensions but do not provide sufficient data to understand the
nature or the seriousness of the problems,
.Also, without family
interviews, it is difficult to understand the connection between
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the results on the different family measurements. Future research
is recommended to test the hypotheses generated in this case
study.
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FAMILY TWO: DESCRIPTION, RESULTS, AND DISCUSSION
This family was referred to the researcher by their family
physician. The father has essential hypertension. He and his wife
preferred to be assigned to the group of families who did not
receive therapy.

Family Structure

The family was composed of: father (Claude), a56 year old
plant supervisor and his wife (Suzanne), a54 year old secretary.
The couple had four children: the three oldest are married and the
youngest has also left home. Claude 1sfather died of cancer and his
monther was in good health. The family genogram is represented
on Figure 2.1.

Health Information

Claude had had essential hypertension for three years. He was
6 tall and weighed 180 pounds. Claude did not smoke and was very
sedentary. He had been taking medication (Inderal 80 mgs./day)
for the previous two years. According to his physician an
acceptable blood pressure level (with medication) for Claude was
130/90 mmHg.
This family was assessed at the marital system level and
therefore completed the ENRICH, F-COPES, and FILE questionnaires.
Both spouses provided blood pressure results almost every day for

1976
Cancer
Married 34 years

Plant
Supervisor

\32}

Secretary

0
Figure 2.1

Genogram for Family 2
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seven months.

Analysis of the Blood Pressure Readings

The blood pressure medians for every ten days of the study
are plotted on graphs (see Figures 2:2 for Claude and 2.3 for
Suzanne). Time series analysis and avisual inspection indicated
that Claude 's blood pressure was quite stable and within the norms
throughout the study. However, during the second month, the
median systolic blood pressure significantly decreased and
increased again above the first month results and then stabilized
around the increased level for the following four months. At the
end of the seventh month, his blood pressure decreased again more
than six mmHg which was also considered clinically significant
(Luborsky et al., 1982). Time series analysis indicated that no
median in the systolic blood pressure was significantly different
from the others.
The diastolic blood pressure remained quite stable and within
norms throughout the study. Time series analysis indicated that
two medians, one in the third and one in the fourth month were
significantly different (higher) from the other medians.
The sign test indicated that there were significantly more
increases than decreases in both systolic (p<.O1) and diastolic
(p<.O 1) blood pressure medians between the first month readings
and those of six remaining months.
For Suzanne, both systolic and diastolic blood pressures were
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lower than Claude's blood pressure results. There were minimal
fluctuations in both blood pressure levels.
Pearson product moment correlations were calculated to
identify any relationship between Claude's blood pressure medians
and time (the seven months of the study) and between each
spouse's blood pressure medians. Claude's diastolic blood pressure
significantly correlated with time (r= .67, p<.05) which means
that his diastolic slightly increased over time. Correlations
between the couple's blood pressure indicated no significant
correlation between the systolic blood pressure medians but a
significant correlation between the diastolic medians (r=

-.

52, p

<.01) which could be interpreted that, as Claude's diastolic blood
pressure increased, Suzanne's diastolic blood pressure decreased.

Report on the Major Life Events (FILE)

Claude reported the major life events that his family
experienced one month before he entered the study and at the
beginning of each month during the following six months. The
major life events were identified as follows On the FILE
instrument:
Months
1
2to7

Major life events
Decreased satisfaction in job/career.
None
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Analysis of the Marital Relationship

The couple's results on the ENRICH questionnaires are
presented in Table 3. According to anorm table for this
instrument, the scores that are over 60 indicate astrength in the
particular dimension of the relationship whereas scores below 30
indicate weaknesses. The norm table also includes interpretations
of the scores that are over 60 and below 30. A visual inspection
of the couple's results with reference to the norm table indicated
that for the items:
1. Idealistic Distortion: Suzanne and Claude were idealistic
about their relationship and tended to deny orminimize any
problems. However, Claude scored below 30 on the first
questionnaire which indicated that on the first month, he was
more open to admitting limitations or problems in their
relationship. Suzanne's Idealistic Distortion scores were quite
high which could explain her higher scores on each item.
2. Marital Satisfaction: Suzanne's scores decreased over
time. Claude's scores were lower than his wife's throughout the
study.
3. Personality Issues: Suzanne's scores (>60)indicated that
she liked the personality, behaviors, and habits of her husband.
Claude's scores (<30) indicated that he was concerned about
several personality traits or behaviors of his wife.
4. Communication: Suzanne's scores (60) indicated that she
felt understood by her husband and was able to easily resolve
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90

78

87

6
87

F

23

47

47

47

47

47

37

M

77

70

61

64

58

63

F

34

44

44

59
44
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47

47

47

51

65

61

25

25

25

69
25

11

18

73
18

51

Children and Parenting

M
F

.27
41

73
18

28

28

73
18

Family and Friends

M

62

66

62

62

38

21

64

63
24

63

F

59
24

21

21

57

52

40

29

34

46

34

34

34

34

34

34
22

M

Equalitarian Roles

F
Religious Orientation
Marital Adaptability

34

M

12

15

26

22

26

26

F

10

12

15

15

15

19

15

M

40

60

50

50

55

45

40

40

40

40

40

50
10
20

F
Marital Cohesion

29

45

40

M

10

10

10

10

10

10

F

20

20

20

20

20

20

M Mother
F- Father
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Table 3 Results of Couple's Enrich
Questionnaire

differences with him. However, Claude's scores(mostly <30)
indicated that he was concerned about their communication and
felt unable to share feelings with his wife.
5. Conflict Resolution: While Suzanne's scores indicated a
strength on this item, Claude's scores were very close to the
lowest value in the normal range. This may have indicated that he
felt arguments were difficult to resolve, that he avoided
disagreements, and that he felt he had to give in to his wife.
6. Sexual Relationship: Suzanne's scores indicated that she
felt comfortable discussing sexual issues and preferences and was
satisfied with how they expressed affection. However, Claude's
scores (<30) indicated that he was concerned about discussing
their sexual issues and preferences, and expressing their
affection.
7. Children and Parenting: Suzanne's scores varied
substantially during the seven months: during the first, third, and
fourth month, her scores were below 30 which indicated
disagreement about parent's roles. However, her scores increased
and indicated strength in that area for the other months. Claude's
scores were below 30 for the last six months.
8. Family and Friends: Claude's scores were quite low, except
for the third month. His low scores indicated that he was
concerned about relationships with parents and in-laws, and with
his wife's time with friends. Suzanne's scores indicated strengths
• in that area.
9. Religious Orientation: Claude and Suzanne scored'low on
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these items which indicated that they question traditional
religious beliefs or they are unaware of their partners religious
values.
10. Marital Cohesion: The couple '
sscores indicated low
marital cohesion that could be problematic for marital closeness.
Pearson product moment correlations were calculated
between the ENRICH questionnaire results for both spouses and
time (the seven months of the study). The significant
correlations were

for:

Suzanne
Marital satisfaction

(r= -.72, p<.05)

Personality issues

(r= -.92, p<.01)

Financial management

(r= -.73, p<.05)

Equalitarian roles

(r= -.65, p<.05)

Religious orientation

(r= .70, p<.05)

Claude
Financial management

(r= -.80, p<.O1)

Leisure activities

(r= -.73, p<.05)

Children and parenting

(r= -.70, p<.05)

Family and friends

(r= -.65, p<.05)

Religious orientation

(r= .80, p<.01)

The significant negative correlations indicate that the
results of these dimensions decreased over time while the
positive ones indicate that the results increased with time.
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Most of the ENRICH scores for Claude significantly correlated
with his blood pressure:

Systolic

Diastolic

Idealistic distortion

(r= .66, p<.05)

Marital satisfaction

(r=

.96, ,o<.Ol)

(r= -.87, )O<.Ol)

Communication

(r= -.84, p<.O1)

(r= .74, p<.05)

Conflict resolution

(r= -.99, p<.O1)

(r= .92, p<.Ol)

Financial management (r= -.97, p<.Ol)

(r= .91, p<.05)

Leisure activity

(r= -.85, p<.Ol)

(r= .76, p<.05)

Sexual relationship

(r= -.99, p<.O1)

(r=.91, p<.Ol)

Children and parenting (r -.75, p<.05)

non significant(ns)

ns

Family and friends

(r= -.85, p<.O1)

(r= .73, o<.O5)

Equalitarian roles

(r= -.98, p<.Ol)

(r=.91, ,o<.Ol)

Religious orientation

(r= -.88, do<.05)

(r=.84, p<.Ol)

Marital adaptability

(r=-.99, p<.O1)

(r=.90, p<.Ol)

Marital cohesion

(r= -.99, p<.Ol)

(r= .91, p<.Ol)

• These correlations indicated asignificant relationship
between Claudes results On these items and his blood pressure.
Although the correlations between the scores and the months show
statistical significance, these results do not demonstrate clinical
relevance because the variance in the ENRICH scores is quite
minimal throughout the seven months. Claudes blood pressure
levels for both systolic and diastolic fluctuated below six mmHg
(except for asystolic pressure at the end. of the second month)
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• which indicated little clinical relevance despite the statistical
significance of the correlations between the ENRICH and blood
pressure scores.

Analysis of the Family Coping Resources

The couple's F-COPES results were plotted on graphs (see
Figure 2.4 and 2.5). Avisual inspection indicated that Claude's
total scores were within the norms throughout the study except
for the second month. His external resources results decreased
below the norms during the second month and then gradually
increased above the initial scores every following month.
Suzanne's scores remained within the norms throughout the study.
Pearson product moment correlations were calculated
between both spouses' results and time (the seven months of the
study). Only Claude's results indicated significant correlations
with time: his total scores (r=.79, p<.Ol), external resources
scores (r= .72, p<.05), and the internal resources scores (r= .78,
p<.05). These correlations indicate That his F-COPES scores
increased over time. There was no significant correlation between
the F-COPES scores of the two spouses.
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Significant correlations were found between blood pressure
results and F-COPES, total, external, and internal resources
scores:

Blood pressure

F-COPES
Total

Claude systolic
diastolic

(r= -.97, p.O1)
(r= .91, p.O1)

Suzanne systolic

(r= -.99, p.Ol)

diastolic

(r= .98, ,o<.O1)
External

Claude systolic
1.

diastolic

Internal

(r= -.93, p<.O1) (r= -.99, p.O1)
(r= .86, p<.O1 )(r= .94, p<.O1)

Suzanne systolic

(r= -.99, p<.O1) (r= -.gg, p.O1)

diastolic

(r= .97, p<.O1) (r= .98, p<.O1)

These results indicate significant relationships between each
spouses blood pressure medians and their perception of the family
coping resources. Claudes systolic pressures fluctuated in the
opposite direction of his perception of the family coping
resources. His diastolic pressure followed the same direction of
the F-COPES scores. Suzanne's F-COPES scores correlated.with
her blood pressure in the same way as did her husbands.
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Discussion

There is little evidence for physiological factors contributing
to Claude's hypertension. However, the results of the instruments
utilized in this study suggest that emotional factors could be
responsible for his elevated blood pressure level. These emotional
factors are discussed in the following section. The results of the
questionnaires provide data only to discuss the first objective of
the study.
The first objective of the study was to identify aspects of
family functioning (e.g., interactional patterns) that could
contribute to hypertension in the family.
The ENRICH questionnaire identified problems in some
dimensiohs of Claude's marital relationship which could constitute
asource of emotional stress. Both spouses' scores on the Marital
Cohesion item show the need for more connectedness. Claude
indicated concerns with his wife's personality, with sexual
relationship issues, and disagreements ,with parenting roles which
suggest marital problems. Claude indicated more marital
dissatisfaction than his wife. However, it is important to keep in
mind that Suzanne's scores on the Idealistic Distortion item
suggested that she was idealistic about their relationship and
tended to deny or minimize any problems. Claude's scores on the
Communication item demonstrated his inability to share his
feelings with his wife. If Claude suppresses his anger, it could

119
contribute to his hypertension.
Another source of stress that could contribute to Claude's
hypertension may be his job dissatisfaction which he identified on
FILE (during the first month). Research has demonstrated that
supportive family relationships can protect individuals from
health deficits in stressful situations (e.g., Cassel, 1976;
DiMatteo, 1981) and serve as an effective strategy for achieving
control of high blood pressure (Levine et al., 1979; Dressier,
1982;1986). However, in this case Claude may not perceive
sufficient social support in his marital relationship because of the
problems he has identified in his ENRICH questionnaires. His
marriage may not serve as a"buff er" of stress and enhance his
coping mechanisms. Although Claude's scores on his perception of
the family's external and internal resources increased over time,
they were slightly below the norms which could indicate atenuous
perception of family coping resources. His systolic and diastolic
blood pressure significantly correlated with the F-COPES scores.
It appears that the systolic blood pressure decreased slightly as
his perception of the family coping resources increased. The
opposite phenomenon occurred with the diastolic blood pressure.
Perhaps Claude's blood pressure is sensitive to his perception of
coping resources. It is also interesting to note that Claude's score
on the item Family and Friends (in ENRICH) was quite low and
indicated (according to the norrr) and interpretations table of the
instrument) concerns about relationships with parents and in-laws
and partner's time with friends. On the third ENRICH
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questionnaire, Claude scored over 60 which indicated astrength in
that area. This score followed asignificant clinical decrease in
his blood pressure (second month). Perhaps, Claude's relationship
with relatives or in-laws, and/or his wife's time with friends did
influence his blood pressure.
There is asignificant correlatiot between the spouses'
diastolic blood pressure levels: while Claude's diastolic
increased, Suzanne's decreased. The phenomenon is interesting but
there is insufficient data on the couple's interactional patterns
and on their perceived stress level to allow for an interpretation
of this finding. Future research could explore this significant
correlation between their diastolic blood pressures to verify if it
symbolizes the "homeostasis" phenomenon in the marital system.
Claude's scores on nine items of the first ENRICH
questionnaire were substantially different from the scores on the
following ENRICH questionnaires. Perhaps the completion of the
instrument itself (on the first month) or other life events that
were not identified by FILE had an interventive effect on Claude
and influenced his answers on the other questionnaires.
Hypotheses
This case study may support other research findings on
hypertension (e.g., difficulty expressing feelin.gs of anger and
marital conflicts have been related to hypertension). The
hypotheses that this case could generate are that:
1. The systolic blood pressure of ahypertensive patient is
influenced by his or her perception of social support.
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2. There is asignificant relationship between the
hypertensive patients diastolic blood pressure and the diastolic
blood pressure of the spouse.
Implications
These findings suggest the usefulness of afamily or marital
assessment for hypertensive patients. Psychotherapy should
probably be offered to these patients if they present psychosocial
problems. Perhaps the hypertensive patients perception of social
support should also be assessed and addressed if necessary. More
research is required to explore the relationship between the
systolic blood pressure of hypertensive patients and their
perception of social resources.
Claudes scores on nine ENRICH items for the first
questionnaire were substantially different than the scores for the
following six questionnaires. This discrepancy has implications
for future research. After completing the questionnaire for the
first time, the subject may be biased in his answers in subsequent
completions of the questionnaire. This factor is particularly
important if the results on the first questionnaire serve as
baseline data and points of comparison.
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FAMILY THREE

This family was excluded from the study because, the
hypertensive father did not provide any blood pressure readings.
This family is further discussed in the chapter "Attrition
Families.
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FAMILY FOUR: DESCRIPTION, RESULTS, AND DISCUSSION
This family was referred to the researcher by their family
physician. The father had hypertension and he preferred to be
involved in the group that did not receive therapy. The mother
would have accepted therapy if her husband had agreed.

Family Structure

The family was composed of: father (Henry) a54 year old
business executive; mother (Julia) a51 year old homemaker; their
eldest son (Patrick) who was 30 years old and lived outside the
province; and their second son (Steve) a23 year old student who
lived at home. Fathers father died of aheart attack and his
mother of acerebral-vascular accident (stroke). The family
genogram is represented on Figure 4.1.

Health Information

Henry had had essential hypertension for the last five years.
He took antthypertensive medication (Inderal 40 mgs. twice daily).
Mother reported to the researcher that father was very concerned
about his blood pressure when he was first diagnosed: he lost
weight and decreased his alcohol intake to improve his condition.
However, when he realized that the medication was effective, he
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neglected his diet and gained weight. He worried less about his
hypertension at the time of the study. His wife claimed that he
had avery stressful career which was probably contributing to his
hypertension. No medical cause had been identified for Henry's
condition. He was 6'2 tall and weighed 232 pounds. According to
his physician, an acceptable blood pressure level for Henry would
have been 130/58 mmHg (with medication).
This family was assessed at the individual systems level.
Therefore only Henry completed the questionnaires: Perceived
Stress Scale (PSS), IPAT Anxiety Scale (IPAT), F-COPES, and FILE.
He and his wife provided blood pressure results almost every day
for seven months.

Analysis of the Blood Pressure Readings

The blood pressure medians for every ten days of the study
were plotted on graphs, for Henry (see Figure 4.2) and for Julia
(see Figure 4.3). The graphs also include the time that the
questionnaires were administered. Time series analyses and a
visual inspection of Henrys graph indicated (a) that the systolic
and diastolic blood pressure levels were parallel to one another
and (b) that there was adecrease in the systolic blood pressure at
the beginning of the second month, followed by aslightly gradual
increase thereafter. This increase resulted in the mean median of
Henrys systolic blood pressUre in the last four months being
significantly higher (more than six mmHg) than the mean median of
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the first three months. According to Luborsky and his colleagues
(1982), an increase of six mmHg or more indicates aclinically
significant change. Henrys diastolic blood pressure increased
gradually over time but not in aclinically significant manner.
Julia'
ssystolic blood pressure gradually increased to reach a
maximum median of 132 mmHg (a clinically significant increase
from the initial median) during the sixth month. Her diastolic
blood pressure decreased during the third and the fourth months
and increased again to the initial level during the last months of
the study.
Time series analysis results on Henry's systolic blood
pressure indicated that during the first two months, three medians
were significantly different (below the mean) from the other
medians and during the following seven months., eight medians
were significantly different (above the mean) from the others. For
the diastolic blood pressure, no medians were significantly
different from the others.
A sign test on Henrys blood pressure levels indicated that
there were significantly more increases than decreases in both
systolic (p<.O1) and diastolic (,c<.O1) blood pressure in the second
to seventh months in comparison to the first month.
Pearson product moment correlations were calculated to
identify any relationship between each spouses blood pressure
medians and between Henrys blood pressure and time (the seven
months of the study). The significant correlations between the
spouses' blood pressure medians were Julia's systolic blood
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pressure with Henry's systolic (r= .68, p<.05) and Henry's
diastolic (r= .40, p<.05) blood pressure medians. No significant
correlations were identified between Henry's blood pressure
measurements and time.

Report of the Major Life Events

Henry reported the major life events that his family
experienced one month before he entered the study and completed
the questionnaires at the beginning of each month for the
following six months. The major life events were identified as
follows on the FILE instrument:

Months

Major life events
A member (Steve) appears to have emotional
problems.
Increase in conflicts between husband and wife.
Increase in arguments between parents and children.
Increase in the number of problems or issues which
don't get resolved.
Increasing financial debts due to over-use of credit
cards.
A member (Steve) stopped working for extended
period.

2

Increase in arguments between parents and children.
Increase in the number of problems or issues which
don't get resolved.
Increase in the number of tasks and chores that do not
get done.
Increasing financial debts due to over-use of credit
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Months

Major life events
cards.
Decrease in satisfaction with job/career.

3

Increase in the number of problems or issues that
don't get resolved.
Increase in the number of tasks or chores that don't
get done.
Increasing financial debts due to over-use of credit
cards.
Decrease satisfaction with job or career.

4

Increase in the number of tasks or chores which don't
get done.
Change in conditions (economic, political, weather)
which affects family investments and/or income.
Increased strain on family money for food, clothing,
energy, home care.

5

Increase of husband's time away from the family.
Increase in conflict between husband and wife.
Change in agriculture market, stock market, or land
values which hurt family income.

6 and 7

Increase of husband's time away from home.
Increase in the number of problems or issues which
don't get resolved.
Change in conditions (economic, political, weather)
which hurt family income.

Henry completed the first FILE questionnaire the first day he
started the study, the same day he started to monitor his blood
pressure. Therefore, when comparing Henry's FILE results with the
blood pressure readings, the first month on the blood pressure
graph corresponds to the second month on the report of the FILE
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instrument. Henry's blood pressure decreased during the second
month of the study which coincided with adecrease in the number
of major life events: the two events that were not reported during
the third month, but that were reported during the previous months
were: (a) Increase in arguments between parent and children and
(b) Increase in conflicts between husband and wife. Henry's
systolic blood pressure median peaked at the beginning of the fifth
month. At that time his blood pressure median was six mmHg
(clinically significant) higher than the medians in the first two
months. This corresponded to (a) his time away from home, (b)
issues and problems that do not get resolved and (c) financial
concerns. (Financial concerns are reported every month on FILE.)

Analysis of Perceived Stress

Henry's (PSS) scores are represented on agraph (see Figure
4.4). A visual inspection of the graph indicates that Henry's
perceived stress scores decreased over time. Pearson product
moment correlations were computed to identify any relationship
between the results on the P53 questionnaires and time (i.e., each
of the seven months of the study). The results indicated that the
P55 scores significantly correlated with time (r= -.85, p01).
This decrease in his life stresses perceptions corresponded to a
decrease in the number of major life events that Henry identified
on the FILE instrument. A significant correlation was identified
between Henry's systolic blood pressure and his Perceived stress
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scale score (r= -.69, p<.05), which indicates that his systolic
blood pressure increased as his perceived stress decreased.
Julia'
ssystolic blood pressure also significantly correlated with
Henrys Perceived Stress scores (r= -.74, ,o<.05) which means that
her systolic pressure increased as Henrys P35 scores decreased.

Analysis of The Anxiety Levels

Henrys IPAT scores are represented on agraph (see Figure
45). His total scores remained within the average degree of
anxiety according to anorm table developed for this instrument
(Cattell et al., 1963). Henrys level of frustration gradually
increased during the period of the study. The covert anxiety
scores are higher than the overt anxiety scores which indicates
that Henry is less prone to verbal expression of his hostility
(Rawn, 1958). At the fourth month, the covert anxiety score
increased while his overt anxiety score decreased: his blood
pressure also continued to increase.
Pearson product moment correlations were calculated to
identify any relationship between the IPAT scores and time (i.e.,
the seven months of the study) and between the IPAT and the P55
scores. Only the frustration level scores (in the IPATscale)
significantly correlated with the seven months (r= .88, p<.O1)
which would indicate that his frustration levels increased over
time as did his blood pressure. No significant correlations were
identified between the IPAT and P55 scores. No significant
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correlations were found between Henry's blood pressure and his
(PAT scores. However, Julia's systolic blood pressure
significantly correlated with Henry's frustration levels (r= .75, p
<.05): they both increased over time.

Analysis of the Family Coping Resources

Henry's F-COPES scores were plotted on agraph (see Figure
4.6). A visual inspection indicates that the total scores were
below the norms, except for the first and third month: both
external and internal resources scores were slightly below the
norms. At the fourth month, the external resources scores
decreased while the internal resources scores increased and his
blood pressure was also slightly increasing. Pearson's product
moment correlations were calculated between Henry's F-COPES
scores and time (across the seven months) and between F-COPES
scores and the other instruments. Significant correlations were
found between time and F-COPES total scores (r= -.67, p<.05), as
well as between time and the external resources scores (r= -.66,
p<.05). These correlations indicate that the total scores and
external resources scores decreased over time. The F-COPES
scores correlated with the P55 scores (r= .67, p<.05) and
specifically with the external resources scores (r= .75, p<.05).
They all decreased over time. The F-COPES scores correlated with
the frustration levels scores (r= -.73, p<.05). F-COPES scores
decreased as the frustration levels increased. No significant
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correlations were found between Henrys F-COPES scores and his
blood pressure medians. However, avisual inspection of his blood
pressure graphs and of his F-COPES scores indicates that his blood
pressure increased slightly over time after the second month
while his F-COPES total scores increased at the third month and
decreased gradually thereafter. Julia'
ssystolic blood pressure
significantly correlated with Henrys F-COPES external resources
scores (r= -.72, p<.05).

Discussion

Few physiological factors appear to contribute to Henrys
hypertension. There is apossibility that genetic factors (both
parents died of heart problems) could have predisposed hii

to

hypertension. Psychosocial factors may also contribute to Henrys
hypertension and are discussed in the following section based on
the results of the self-report questionnaires and on the first three
objectives of the study.
The first objective of the study was to identify family
interactional patterns that could contribute to apatiets
hypertension. However, for this particular family, interactional
patterns were difficult to identify because the family was
assessed at the individual level. The instruments that were
administered aimed at identifying the hypertensive patients
individual problems that could influence his blood pressure.
However, the analysis of the data considered the patient in the
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context of his family.
On the FILE instrument, Henry reported family conflicts at the
marital and parent-child systems levels, increased number of
issues which do not get resolved, financial concerns., increased
time away from the family, and career dissatisfaction. These are
possible psychosocial factors that could be considered as sources
of stress for Henry and could contribute to his essential
hypertension. Henry's scores on the IPAT anxiety scale showed
that his frustration levels increased over time. His feelings of
frustration may have been derived from his job situation, from
issues or problems that do not get resolved, from family conflicts,
and/or from his financial concerns. The fact that his "covert"
anxiety scores are higher than his "overt" anxiety scores may
suggest that Henry has the tendency to suppress his feelings
(Rawn, 1958) and therefore may be more prone to hypertension. A
visual inspection of the graphs on Henry's blood pressure and on
his frustration levels suggest that they may be related because
they both increased over time. However, no significant correlation
was statistically identified between these two sets of data.
It is important to consider that it is not only the stressful
situation that aperson is confronting that affects his health but
also the person's perception of the stressful situation and his
coping resources (Shuval., 1981). Henry's perceived stress was
measured by the Perceived Stress Scale and his scores indicated
that his perceived stress decreased over time. This decrease
could be explained by the decrease in the number of life events
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reported on the FILE instrument.
In this study, the family'
sinternal and external coping
resources, as perceived by Henry, were measured by the F-COPES
questionnaire. Henrys F-COPES scores increased only at the third
month and decreased afterwards over time. Henry experienced
family stressors (as identified on FILE), an increasing level of
frustration, and adecreasing perception of the family coping
resources over time (reaching alevel below the norms) which
could explain the gradual and slight increase in his blood pressure
levels. Perhaps his family did not provide Henry with the support
that he needed to cope with his life stresses and may have also
contributed to his stress (marital arguments and parent-child
conflicts). It is interesting to note that his "covert anxiety level
significantly correlated with his internal resources scores in
F-COPES. This correlation suggests that perhaps when Henry and
/orhis family'
suse of internal resources decreased, his covert
anxiety increased. Perhaps the family did not show sufficient
internal coping resources to allow Henry his expression of anxiety
which he consequently suppressed.
During the last three months Henry reported, on FILE, an
increase in his time away from the family. This life event could
have been related to his work and may have been asource of stress
for him and for the family. His time away from the family could
also have been one of his coping strategies to distance himself
from the family which was perhaps amajor source of stress for
him. In summary, Henry experienced stressfUl life events with
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decreasing family coping resources, which could contribute to his
essential hypertension. However, his perceived stress decreased
over time as his blood presure slightly increased. This
relationship may suggest that his perceived stress did not
contribute to the increase of his blood pressure levels or that
Henry may have denied perceptions of stress.
Julia'
ssystolic blood pressure correlated with Henrys
systolic and diastolic blood pressure, his frustration levels and
his external resources scores. Perhaps, her blood pressure is
sensitive to the life events that her husband identified on FILE.
Also, because her social support decreased as Henry indicated on
F-COPES and on FILE (increase of his time away from the family)
her blood pressure increased over the time of the study. Her blood
pressure may have shown more of asubstantial increase than
Henrys because she was not receiving medication to control her
blood pressure.
The second objective of the study was to identify the impact
that hypertension has on the family. The family conflicts that
Henry reported on the FILE instruments could have contributed to
his hypertension but may also have been derived from the impact
that his hypertension had on the family. The arguments with his
wife (reported on FILE) could have been related to his lack of
compliance to his dietary restrictions (as reported by Julia to the
researcher). However, there is insufficient data to substantiate
these hypotheses and to discuss the impact of hypertension in this
family.
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• The third objective of the study was to assess the major
adjustments that afamily experiences when dealing with
hypertension. Julia reported that Henry was very concerned about
his hypertension when he was first diagnosed and complied to the
medical recommendations. However, once he realized that the
medication was effective in reducing his blood pressure, Henry
stopped worrying about his condition and neglected his diet. Julia
acknowledged being concerned about Henrys hypertensive
condition. Henry may have neglected his dietary restrictions
because of the lack of disabling or uncomfortable symptoms that
might have previously motivated him to comply to all medical
recommendations.
Hypotheses
This case study supports other findings in research on
hypertension: Henrys frustration levels and "covert" anxiety
may have contributed to aslight gradual increase in his blood
pressure. Other findings in this study allow for the generation of
the following hypotheses:
1. A decrease in ahypertensive patients perceived stress
(which may result from denial or repression of feelings) does not
necessarily prevent an increase in his or her blood pressure levels.
2. Family conflicts may influence ahypertensive patients
blood pressure levels and conversely the patients hypertension
may contribute to family conflicts.
3. Financial concerns may generate stress that could
contribute to hypertension.
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4. A hypertension patients perception of adecrease in his
family coping resources may contribute to an increase in his blood
pressure levels.
5. The lack of apparent symptoms in hypertension and the
effectiveness of the medication in controlling hypertension could
minimize the patients motivation to comply with medical
recommendations such as diet and weight control.
Implications
These findings have potential implications for clinical
practice and future research. In clinical practice shypertensive
patients should probably be assessed to. identify any psychosocial
factors that could contribute to their hypertension. Their family'
s
coping resources and the family'
sadjustment to the patients
hypertension could also be assessed and considered as potential
factors influencing apatients blood pressure. Counselling or
psychotherapy should be offered if the family experiences
difficulty in coping with stressful life events or if the familys
interactional patterns may contribute to an increase of the blood
pressure levels of one of its members. Educating the hypertensive
patient and his or her family about the consequences of
hypertension (e.g. stroke, heart attack), and about the
antihypertensive medications side effects could possibly increase
his or her motivation to comply to other medical recommendations
(e.g., diet, exercises).
In future research, it would be useful to develop instruments
that could measure the impact that hypertension has on the family
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as well as their adjustment to the diagnosis of hypertension.
Other research studies should also be conducted to gain abetter
understanding of the relationship between the perceived stress of
ahypertension patient and his blood pressure levels. The some
instrument (PSS) or other instruments could be used to validate
the hypothesis that adecrease in the perceived stress of a
hypertensive patient does not prevent an increase in his blood
pressure levels. In this family, the spouses systolic blood
pressure significantly correlated with the changes in the patients
systolic and diastolic blood pressure. This relationship between
spouses' blood pressure levels needs further investigation to
understand its nature and its implications.
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CHAPTER FIVE
THERAPY FAMILIES

FAMILY FIVE: DESCRIPTION, RESULTS, DISCUSSION
This family was self-referred to the study through an ad in
the local newspaper. The hypertensive mother had noticed the ad
and volunteered to participate in the study with her children. Her
primary goal was to eliminate the need for medication. All family
members living in the home participated in the study.

Family Structure

The family was composed of mother (Eva), a44 year old
part-time instructional aide in ajunior high school; Joanne, a22
year old who was athird year university student; Mark, a21 year
old who worked full-time as awaiter in an hotel; and Wendy, a 19
year old who was afull-time college student. All three children
lived with their mother. The father (Bill) was a48 year old
teacher who separated from the family two years previously.
However, he still maintained close contact with the family. Evas
father was 76 years old and had hypertension. Her mother was 67
years old and was in good health. Bill's parents were both
deceased. The structure of the family is graphically portrayed in
Figure 5.1.
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Health information

Eva was diagnosed as having essential hypertension four
years previous to the study. Eva was 55" tall and weighed 140
pounds. She did not smoke. At that time, she was dieting and had
visited her physician for aroutine medical examination. Her
physician prescribed (at that time) an anti hypertensive Medication
(Moduret, one tablet aday) which she was still taking when she
entered the study. The physician told this researcher that Evas
essential hypertension was related to emotional factors and
perhaps more specifically to her marital situation. Medical advice
such as diet restrictions, weight loss and physical exercise was
provided. The family, including 8111, received family therapy four
years previous to the study.
Because of its family structure, this family was assessed at
the whole family systems level and the instruments FACES 111,
F-COPES, and FILE were administered to them every month for a
period of nine months. Eva provided her blood pressure readings
for almost every day of the seven months.

Analysis of Blood Pressure Readings

The medians of Eva's blood pressure for every ten days of the
study are plotted on agraph (see Figure 5.2). Time series analysis
and avisual inspection of the graph on the blood pressure medians
indicated that both systolic and diastolic blood pressure levels
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decreased during the period of therapy (from sessions two to
eight). Evas blood pressure seemed to have increased before the
family sessions (except for sessions seven and eight). Her blood
pressure decreased immediately after sessions two, three and four
and again after session eight. Both systolic and diastolic blood
pressure levels increased amonth after session eight and then
remained at the baseline level until the end of the study.

Three

increases in the systolic pressure were clinically significant (six
mmHg or more) according to Luborsky and his colleagues (1982).
Time series analysis also indicated that for the systolic
blood pressure the only median that was significantly higher than
the other medians was in the baseline phase. For the'diastolic
blood pressure, eight medians were significantly different from
the others: two medians in the baseline phase were lower than the
others and six medians were higher than-the others before and
after session nine.
A sign test calculated the frequencies of increase and
decrease in the mean medians of each month in comparison with
the mean medians of the baseline phase (first month), at alevel of
confidence of .05. No significant number of increases or decreases
were identified.
Pearson product moment correlations were calculated to
identify any relationship between Evas blood pressure and time
(i.e., the ten months of the study). No correlations were identified
for the systolic blood pressure but the diastolic blood pressure
correlated with time (r= .65, p<.05). This correlation indicated
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that her diastolic blood pressure slightly increased over time.
However, the increases, except for one after session eight, are
not clinically significant because they are lower than six mmHg.

Report of the Major Life Events (FILE)

Eva and her children completed all questionnaires at the
beginning of each month. Eva started to monitor her blood
pressure after she answered the first series of questionnaires.
Therefore, the list of major life events on the first month are
events that occurred during the month preceeding the study. Thus,
when comparing her report on FILE to her blood pressure readings,
it is important to note that the first month on the blood pressure
readings correspond to the second month on her FILE report. Eva
completed the FILE instrument as follows:

Months

Major life events
A member (Joanne) appears to have emotional problems
increased difficulty in resolving issues with aformer
or separate spouse.
Increased strain on family money for food ,clothing,
energy, home care.
Death of ahusband or wife'
sparent or close relative
(paternal grandfather died four months before the
study).
A young adult (Wendy) began college.
A member (Mark) moved back home.

2

Increase in conflict among children in the family.

150
Months

Major life events
Increased difficulty in resolving issues with aformer
or separated spouse.
Increased strain on family money for food, clothing,
energy, home care.

3

A member (father) purchased acar or major item.
A member (Mark) was promoted at work or given more
responsibilities.

4

None

5

Increase in conflict among children in the family.
Increased strain on family money for food, clothing,
energy, and home care.

6

Increased strain on family money for food, clothing,
energy, and home care.
A member (Joanne) started or returned to work.

7

Possibility that amember (Eva) be laid of ffrom work.

8

Same as for the previous month.

9

A member (Eva) purchased acar.
Increased strain on family money for medical or
dental expenses.
A member (Eva) changed to anew job.

A comparison of Eva's blood pressure with the reported life
events on FILE indicated that during the fourth month, her blood
pressure increased which corresponded to an increase in conflict
among the children and to an increased strain on the family
finances (fifth month on FILE). Her blood pressure increased again
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at the same time she reported apossibility of her being laid off
at work and that the family was under financial strain.

Analysis of the Family's Cohesion and
Adaptability Evaluation

The results of FACES 111 self-report questionnaires for each
family member were plotted on graphs. A visual inspection of the
graphs (Figures 5.3 ands 5.4) on the family members' present and
ideal perceptions of the family cohesion indicated that for:
1. Eva's present perception scores remained within abalanced
level of cohesion, that is the "separated" level (one of the
moderate cohesion dimensions), throughout the study. However,
her ideal level of cohesion for the family was consistently aiming
for more connectedness between family members.
2. The children's present perception scores were within the
same range, that is the "separated" level of cohesion. Mark
started in the "disengaged" level but by the fourth month had
joined other family members in the "separated" level of cohesion.

All children aimed for more connectedness (according to their
ideal cohesion scores) and Mark's ideal perception scores reached
the "enmeshed" level at the third month of the study.
A visual inspection of the graphs (Figure 5.5 and 5.6) on the
family's present and ideal perception of their adaptability
indicated that for:
I. Eva's present perception scores were within abalanced
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level, that is the "structured" level (one of the moderate
dimensions for adaptability). Her ideal level of adaptability for
the family was aiming for more flexibility; it fluctuated in the
range of the "chaotic" extreme high adaptability level.
2. The children's present perception scores fluctuated in the
"flexible" (balanced) and "chaotic" (extreme) levels of adaptability.
While Joanne's perception of the family's adaptability decreased in
flexibility over time, Mark's perceptions indicated an increase in
flexibility to the "chaotic" level. All childrens' ideal perception
for adaptability levels for the family fluctuated in the "chaotic"
extreme level as did their mother's.
On the fifth month, while the children's adaptability scores
decreased, Eva's adaptability score increased. The children were
perceiving less flexibility in the family as she was perceiving
more. This change in the perception of family flexibility coincided
with Eva indicating an increase of conflicts between the children
on the FILE instrument (on the fifth month).
Pearson product moment correlations were calculated to
identify any relationship between FACES 111 results and time (i.e.,
the nine months of the study). The only significant correlations
between the results of this instrument and time were the cohesion
scores for: Eva (r= .68, p<.O1), Joanne (r= .79, p01), and Mark

(r= .75, p<.O1). The only adaptability scores that correlated with
time were Wendy's (r= .65, p<.05). Eva's discrepancy between her
scores of perceived and ideal cohesion also correlated with time

(r= .80, p<.05). These positive correlations indicate that the
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scores on these dimensions of FACES 111 increased over time.
Correlations between family members' scores were
identified: Eva's cohesion scores correlated with Joanne's (r= .72,
p<.01) and Marks (r= .73, p<.01) cohesion scores and with
Wendy's adaptability scores (r= .70, p<.01). There was no
correlation between Eva's adaptability scores and the childrens'
adaptability scores.
A significant correlation was identified between Eva's
systolic blood pressure and her adaptability score (r= -.73,
p<.05). This correlation indicated that, as her perception of the
family's flexibility increased, her systolic blood pressure
decreased.

Analysis of The Family Coping Resources

The scores of the instrument F-COPES were plotted on graphs
(see Figures 5.7 to 5.10). A visual inspection indicated:
1.

Eva's total scores (see Figure 5.7) remained within the

norms throughout the study. These total scores increased during
the period of treatment and decreased slightly after session seven.
Eva's perception of the family's external resources scores were
slightly above the norms while her perceptions of the family's
internal resources scores fluctuated below the norms. An
increase in the internal resources scores during the second month
of therapy coincided with adecrease in external resources. Her
perception of the family internal resources did not increase as her
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family cohesion evaluation scores did. Therefore, more
cohesiveness in the family did not mean higher internal resources.
2.

Joanne's total scores (see Figure 5.8) increased after the

second session but remained within the norms.
3. Mark's total scores (see Figure 5.9) increased after
session three and gradually decreased thereafter to alevel below
the norms.
4.

Wendy's total scores (see Figure 5.10) gradually

increased, exceeding the higher norms' level after treatment.
The significant correlations that were identified between the
F-COPES results for each family member and time (the nine
months of the study) were as follows: (a) Eva's internal resources
scores (r= -.72, p<.O 1); (b) Mark's external resources scores

(r= .72, p<.O 1); and (c) Wendy's internal resources scores
(r= -.87, p<.O1).
The only significant correlation that was identified between
different family members' F-COPES scores was Eva's internal
resources scores with Wendy's (r= .8 1, p<.05) internal resources
scores.
No correlations were identified between Eva's F-COPES scores
and her cohesion and adaptability scores. However, the
discrepancy between her perceived and ideal scores for cohesion
correlated with her external resources scores (r= .63, p<.05) and
with her internal resources scores (r= -.75, p<.O1) on F-COPES
questionnaire. The other significant corrrelations were Eva's
internal resources scores with Joanne's (r=

.62, p<.05) cohesion
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results, with Mark's (r= -.83, p<.O1) cohesion results, and with
Wendy's adaptability scores (r= -.57, p<05). This indicates that
the mother's internal resources scores decreased as the two
eldest children perceived their family as being more cohesive and
as the third child perceived the family as being more flexible.
Significant correlations were identified between Eva's
diastolic blood pressure and her internal resources scores in
F-COPES (r= -.63, p<.05) and with Wendy's internal resources
scores (r= -.58, p<.05). These correlations indicate that, as both
Eva's and Wendy's internal resources scores decreased, Eva's
diastolic blood pressure increased.

Family Assessment

The follOwing family assessment is based on the therapist's
recordings in the family's chart and on the observers' analysis.
This section also includes areview of the six family therapy
sessions whichallow the therapists and observers to hypothesize
about family dynamics and about Eva's blood pressure.
Family Development
The family was identified as being at stage six of the
developmental life cycle: families as launching centers (Carter &
McGoldrick, 1980). The tasks involved at this stage are:
(a) establishment of separate identities for parents and young
adults, and (b) renegotiation of marital relationship.
For this family these two tasks constituted important issues
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and were interrelated. The marital couple was in a"limbo"
situation regarding their relationship. Bill initiated the
separation and was reluctant to make any decision about a
reconciliation or adivorce. Eva and the three children all wanted a
reconciliation. However, the children believed that the separation
had been beneficial for both parents because it had decreased the
tension and arguments between them. They also acknowledged
that both parents needed to change before areconciliation could be
possible.
This "limbo" situation in the marriage had had an important
impact on the children'
sability to individuate and leave home. Bill
told the other members of the family that he would stop making
mortgage payments if the children (especially Joanne) moved out
of the house. Mark, who had left home before the separation,
moved back after his father left.

Therefore, the children may

have felt responsible for caring for Eva to the detriment of their
own need

to

individuate.
Family Functioning

This family dimension refers to how family members relate
to and influence one another. Family functioning is divided into
two categories: (a) instrumental functioning (e.g., activities of
daily living); and (b) expressive functioning (e.g., communication
patterns and problem solving-skills). In this family, the children
are very verbal and articulate. During the therapy sessions they
often spoke all at once and left Eva little opportunity to express
herself verbally. They frequently spoke for her. Each family
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member showed warmth, concern, and interest in one another but
sometimes to the point of meddling in each other's affairs and
parenting one another. It appeared that ahierarchical reversal
existed between Eva and the children: Joanne took the role of
mother and caretaker; Mark the role of father; and Eva the role of
victimized, protected child as well as that of Wendy's sibling. Eva
may have contributed to her powerlessness by allowing Bill to be
in control of their relationship and of the family's financial
situation. All children agreed that Eva had great difficulty making
any dec1sIons.
As for alliances In this family, Joanne appeared closer to Eva
while Mark appeared closer to Bill (Mark acknowledged that he got
closer to Bill after the separation and was very protective of him
during the sessions). Wendy seemed to be an advocate for both
parents. She acknowledged that, for awhile, she felt responsible
for her parent's separation and felt '*caught" in their conflict but
was presently succeeding in decreasing her feelings of
responsibility for her parents.
The children perceived their mother as dealing with her anger
by using sarcasm and by indirectly guilt-inducing the person who
triggered her anger She suppressed her feelings of frustration
toward that person and Instead directed them toward other 1' am I
ly
members,
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Family Therapy Sessions

This family received ten family therapy sessions. The
children were present in the first three sessions and the ninth one.
The other sessions were individual sessions with Eva. The two
last sessions were considered as follow-up sessions. During the
baseline phase, amonth before the first session, the mean of Eva'
s
blood pressure was 118/73 (mmHg) with astandard deviation (SD)
of 3/13. The diastolic SD indicates that the blood pressure
fluctuated in aclinically significant manner (more than 6mmHg).
Session One
Eva and the three children were present.
Salient Interview Events
Most of the information collected during the first interview
•is cited in the family assessment section. Mark and Wendy refused
to discuss issues involving Bill in his absence. The therapist
stated she would respect their wish, however, following her
comment, the children therñselves raised concerns about their
father (e.g., financial concerns).
Eva teared up during the session when Joanne talked about
Eva's efforts to improve herself in order to become more
attractive to Bill. Joanne explained that no one, including Bill,
acknowledged hermother's efforts or offered any support, which
intensified Eva's frustrations. The therapist asked Eva to
comment on why she was tearful and Eva replied that her tears
were aresult of being touched by Joanne's comments.
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All family members agreed that Eva's hypertension was
related to emotional factors and specifically to marital conflicts.
They were all convinced that, if Eva worked on her emotional
problems, adecrease in her blood pressure would result.
Observers' Consensual Observations
Eva was unassertive, as evidenced by allowing her children to
interrupt her frequently during the session. She was quiet and
refrained from making any negative comments toward the children
or Bill.
The children did not appear to be caught in aloyalty conflict
between their parents: They all agreed that both parents needed to
make changes and they avoided blaming one or the other parent.
Observers' Hypothesis
1. The parent's separation increased the family's closeness
or cohesiveness; however, it seemed to have diluted the boundaries
between Eva and the children. Bill fostered the closeness between
Eva and the children and the hierarchical reversal (children
protecting Eva) with his financial control (i.e., stopping house
payments if the children move out of the house). Bill was
indirectly guaranteeing caretaking for Eva. This action helped
relieve any possible guilt on his part.
Therapists and Observers' Hypotheses
• I. The uncertainty of Eva and Bill's reconciliation increased
family stress and feelings of insecurity which consequently
contributed to Eva's hypertension.
2. All family members appeared somewhat immobilized due
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to the unresolved separation.
Intervention
The therapist:
1. Commended the family for their strengths (e.g., their
openness, candidness, sense of humor, and caring for one another.
2. Asked all family members t0dai1y record their sources of
stress, to rate their stress level, and to describe how they coped
with the stress.
Session Two
This session was held two weeks after session one. Eva and
the three children were present. Between session one and two,
the mean of Eva's blood pressure was 115/75 with aSD of 5/3. No
clinical significant change occurred between this mean and the
blood pressure mean in the baseline phase.
Salient interview events
Bill had visited the family more often since the last session
and had stayed for longer periods of time. Everyone was pleased
because they all wanted to see Bill more often. Eva was especially
happy about Bill's visits. The evening before the second session,
he had hugged her, at her request. Her excitement prevented her
from sleeping. Wendy stated that her mother "was always
bubblier" when Bill was around and that she now "goes more
toward him" than before. However, Eva believed that Bill visited
the family only to see the children since he always phoned before
his visits to make sure that the children were home. The children
talked about their father during the session. They described him
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as anegative person but stated that they enjoyed him. They
thought he was agood father and expressed their fondness towards
him.
Eva reported that her family physician thought she needed to
move out of the limbo" situation since it was affecting her health.
Eva felt that she had her physician's support when he told her that
Bill seemed "to have the best of both worlds.
The therapist asked Eva if she thought the children were
getting on with their lives. Eva answered that Mark and Wendy
seemed to be, but not Joanne, because of Bill's position about the
mortgage payments. Joanne agreed that "she felt in abind because
she perceived herself as responsible for Eva's care". Eva
acknowledged that if Bill withdrew his financial support, she
could only support herself and would have to sell the house.
Only Eva had completed the assignment from the last session.
Her sources of stress were identified as: (a) arguments between
herself and Wendy, (b) arguments between Joanne and Mark, and (c)
her own difficulty making decisions. The children became
impatient with her when she could not make adecision about such
things as outings, meals, and finances. Joanne and Mark reported
that they assisted their mother in her decision-making by
minimizing the negative consequences of her decisions.
Observers' Consensual Observations
Joanne felt responsible for Eva's welfare and showed more
alliance with her mother while Mark showed more alliance with
his father. All children showed aprotective and parental attitude
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toward their mother.
Observers' and Therapists' Hypotheses:
1. Eva's indecisiveness increased the children's involvement
in her life. By showing helplessness, Eva maintained the children's
nurturing and caretaking.
2. Her indecisiveness was derived from her dependency on
Bill. The separation from Bill generated alack of self-confidence
and asense of insecurity that minimized her coping abilities and
influenced her blood pressure.
3. The marital "limbo" situation kept the children involved
which increased Eva's feelings of security and alleviated Gill's
guilt.
Intervention
The therapist:
1. Positively connoted the "limbo" situation of the marriage.
Acknowledging that this "limbo" state created uncertainty, the
therapist advised the family to stay in this state because most
family members favored reconciliation and were not ready to
entertain other solutions. The therapist listed positive aspects of
the "limbo" state (e.g., the children had learned decision-making
skills, the family had kept connected, and the family had learned
how to deal with frustration). The "limbo" state had also provided
more stability than aseparation would have done. The therapists
therefore suggested that the "limbo" state should last until the
family finds new ways of maintaining their connection and can
entertain more alternatives to the limbo state than separation or
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reconciliation.
This intervention aimed at decreasing the family's pressure
of wanting to end the limbo state and therefore alleviated Eva's
impatience about Bill's indecision regarding their relationship.
Also, creating apositive cognitive change about the family
situation might trigger other changes at the cognitive, affective,
and/or behavioral levels.
Session Three
Session three was held three weeks after session two. Eva
and all children were present. Between sessions two and three,
the mean of Eva's blood pressure was 115/75 with aSD of 6/4. No
clinical significant change ocurreci between this mean and the
mean between sessions one and two.
Salient Interview Events:
Eva reported that Bill constantly reminded her that he was in
control of the family finances and that he believed that he was
contributing more than he should toward the finances. Eva
acknowledged that she continued to ask Bill about how to manage
money. She admitted being very dissatisfied with their financial
arrangement. The children said that they wanted to make Eva more
financially independent by contributing to the mortgage payments.
Eva stated, "1 am tired of this limbo state." She reported that
Bill was showing indications that he wanted to reconcile. He had
asked her to write alist of things he should change before he
moved back home. She had shared this information with Mark who
reported that Eva was "beaming" after his father had made the
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request. However, she expressed some impotence by saying, "1
can't do anything to make him come back." Mark gave Eva his
advice on how to handle Bill's request (i.e., she should request the
same list from him).
Joanne expressed disappointment about Eva not confiding in
her. Eva responded that she needed to tell someone and that Mark
was available, although she believed that she should not "put the
children in the middle".
Eva reported that she had discussed the living arrangements
with the children and decided that she will stay in the house until
Joanne finishes' her university program in one and ahalf years.
Afterwards .
,Joanne should have the freedom to leave home. Mark
argued that, even if Joanne leaves home, his mother should keep
the house.
Observers' Consensual Observations
The children demonstrated again how they parented their
mother by giving her advice on how to respond to their father,
However, -Eva was sensitive to the need of strengthening the
boundaries between herself and the children (e.g., she
acknowledged that she should not share everything with the
children).
Observers' HyDotheses
• 1. Bill was reluctant to give Eva more financial control in
order to maintain some power in the family and to limit Eva's
power.
2. Mark wanted to keep the house to keep the family together.
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Observers' and Therapists' Hypotheses
1. The limbo state increased the connectedness between
family members and the nurturance of Eva by the children. Her
indecisiveness validated her helplessness and gave status to the
children.
2. Eva harbored feelings of resentment and frustration due to
her lack of control and powerlessness in the family. This had an
influence on her blood pressure.
Intervention
The therapist:
1. Positively ref ramed the children's involvement in the
family decisions (e.g., finances, marital issues) as "commitment"
to one another. This assisted in keeping the family in a"limbo"
state. Then the therapist elaborated, "However, mother is taking
alead in decreasing this commitment by starting to withhold
information from the chi ldren which is very positive. You, Joanne,
will understand, that since there is such astrong relationship
between the two of you (mother and Joanne), you won't want to
burden her with your problems. Therefore, you mother, should
come back to therapy alone next time so you can talk about things
that you don't want to share with the children thus relieving the
burden on them. The more you share with them, the more you
increase your commitment to each other."
2. Encouraged Mark, in ablameless way, to let his parents
work out their issues by themselves.
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The therapists goals were to give Eva some status in the
family and to set boundaries between her and the children. Their
future plans were to counter the family'
sview of Eva as indecisive
and impotent.
Session Four
This session was held two weeks after session three. Only
Eva was present for this session. Between sessions three and four
the mean of Evas blood pressure was 115/74 with aSD of 4/4. No
clinical significant change occurred between this mean and the
mean blood pressure between sessions two and three.
Salient Interview Events
Eva reported that Bill had visited her more frequently. She
expressed some of her needs to him (e.g., wanting to spend more
time with him) and he was quite receptive to her feedback which
surprised her. However, he was reluctant to discuss their
relationship which increased her frustrations. She was eager to
learn about his plans for the future so that she would know how to
behave with him. Eva expressed her desire to work on their
relationship and move out of their limbo state. Bill responded that
he was not ready to make adecision. Eva acknowledged that she
was ready to wait another two months in this "limbo" state and
then she would try again to incite him to make adecision. Bill had
set arule that she could not phone him unless it was for an
important reason. She acknowledged that she would phone him
more often if it was not for that rule.
When the therapist asked her how it would be for her if Bill
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moved back home, she answered that it would be "euphoria" for
awhile because Bill would bring financial relief and
companionship. However, she believed that Bill would not move
back if the children leave. If Bill decided that he wanted a
divorce, she would try to convince him that he was wrong and was
making a"big mistake": She acknowledged that she would be
devastated but would not do anything differently. She would wait
to get her courage back and then see alawyer.
Eva reported that she would not consider getting involved
with another man because Bill told her that he would not become
involved with another woman. She believed that he would get very
upset if she did become involved with someone else but she could
not imagine being with another man.
Observers' Consensual Observations
Eva was frustrated because she wanted to reconcile with Bill
and he resisted. A maadaptive interactional pattern existed
whereby she showed her dependence on Bill through her "clinging"
behaviors which in turn increased his power and his confidence in
the relationship as well as his "independent" attitude.
Consequently, Eva felt even more insecure and diffident which
explained why she could not imagine separation or being with
another man. She took aone-down position to him.
Observers and Therapist's Hypotheses
1. Eva preferred to keep the marriage in limbo rather than
"rock the boat" and risk adivorce.
2. Because Eva believed that Bill would not move back home

176

without the children, she was reluctant to see them leave home.
The other hypotheses were the same as for session three.
Intervention
The therapist:
I. Developed ametaphor on astatement that Eva made during
the session when talking about Bill. She reported that when Bill
had left two years ago .
,he told her he was "going off to war. The
therapist explained that while Bill "had left for his war" she also
experienced the "war and she had progressed through three
positions: that of acasualty, asurvivor, and now aheroine.
2. Gave examples for each position. These examples
illustrated how she had acquired strength through these different
positions which followed the separation. Her latest position as a
heroine indicated that she was ready to change strategies to
emerge from her "passive and waiting" position in the "limbo"
state.
3. Asked Eva to perform adifficult assignment which she
must not share with her husband and children. She had to do
something different as aheroine (e.g., establish anew rule or
break apresent rule, be dramatic, or look for an opportunity to be
aheroine). The therapist said, "War is unusual, do unusual things."
4. Recommended that Eva notice each family members'
reaction to her different behaviors.
This intervention aimed at empowering Eva: to change her
position from one of impotence and passivity to one of power and
initiative.
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Session Five
This session was held two weeks after session four. Only Eva
was present. Between session four and five the mean of Evas
blood pressure was 117/76 with aSD of 7/5. The diastolic SD
indicates clinically significant fluctuations in the diastolic blood
pressure (more than 6mmHg).
Salient Interview Events
Eva reported that she was not sure if she wanted to be a
heroine because she feared that the children might perceive her as
not needing them. She claimed that becoming aheroine was
"moving too fast for her". However, she reported circumstances
where she perceived herself behaving as aheroine during the
preceeding week. She avoided saying to her daughter, How can you
take time off for your friends and not for me?" as she would have
said in the past, in her casualty role. She broke Bills rule and
initiated aphone call to him and told him that she was unhappy
with their unclear relationship and his lack of commitment. Bills
response was quite negative and he refused to make adecision at
that time. He hung up on her but she persisted and phoned him
back. She requested from him awritten separation agreement and
aspecified time to discuss it in person with her. She also told
him that the more he would resist the reconciliation, the more she
would fight against the separation.
Eva perceived herself as having taken the position of a
heroine because, instead of waiting for Bill to make adecision,
she pushed him to decide if he wanted to return home or to proceed
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with adivorce. However, Bill's resistance to commit himself to
any decision was disappointing to her and interrupted her sleep
patterns. She told Joanne about her phone call with Bill, even
though she knew it was crossing generational boundaries. Despite
5111's reaction, Eva acknowledged that she was "very positive
about fighting Bill" even when he told her that "she was very
persistent and stubborn". She acknowledged that "heroine
behaviors" were more appealing to her husband and probably to the
children as well. She thought that Bill was perceiving her as
being stronger, less blameful, and less of acomplainer which
"made him like me more".

She also realized that she should

become more independent because "the children won't always be
there".
When the therapist asked Eva if she had noticed any
differences in her blood pressure, she answered that her blood
pressure increased for afew days while she was "wrestling with
her problems" but it decreased afterwards.
Observers' Consensual Observations
During the individual sessions with Eva, the therapist
reinforced her verbal expression by avoiding interrupting her
during long detailed reports. In order to give Eva more status and
to empower her, the therapist demonstrated patience towards her
and approved of her efforts to become more assertive.
Observers' HyDotheses
1. Therapy has increased Eva's self-confidence and
assertiveness. She demonstrated this by seeking clarification in
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her relationship with Bill to prompt adecision about their future.
2. Evas attempts to show more assertiveness increased her
fear of not only losing Bill, but also the children. This process
caused alot of turmoil and anxiety that may have had an effect on
her blood pressure.
Therapists Hypothesis
The increased efforts to show more assertiveness in the
marital relationship increased Evans blood pressure. Her movement
away from the "limbo" state increased her strength and
reciprocally her strength allowed her to make efforts to abort the
"limbo" state.
Intervention
The therapist:
1. Commended Eva for accomplishing the difficult task of
being aheroine despite the fact she had acknowledged that it was
too rapid achange for her.
2. Gave Eva afew suggestions to facilitate the process of
becoming aheroine (e.g., plan heroine strategies; consider the
context, timing and consequences before heroine acts; and wear a
T-shirt with aphrase that will inspire strength and courage but
keep the T-shirt concealed).
Eva added that she was reading books to increase her
assertiveness.
The therapists aimed at providing Eva with support and
encouragement in her attempts to increase her power and status in
the family.
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Session Six
This session was two weeks after session five. Only Eva was
present. Between session five and six the mean of Evas blood
pressure was 119/78 with aSD of 2/3. No clinical significant
change occurred between this mean and the mean blood pressure
between sessions four and five.
Salient Interview Events
Eva returned wearing aT-shirt that made her feel like a
heroine. The slogan on the T-Shirt read," Look no further, you
found the best." She said it made her think before she acted. She
claimed that she wanted to become more assertive. However, she
reported that she felt very satisfied about making decisions more
quickly and restraining from "meddling in her children '
sbusiness".
She reported afew incidents where she showed assertiveness
towards friends and her children. She also avoided letting the
children push her to control Buffs eating habits and told them, in
the presence of Bill, that it was his responsibility to control his
eating habits.
Eva reported that she had phoned Bill more frequently and
that he had shown impatience with her when she had done so. The
therapist asked Eva if Bill would be more attracted to her if she
would "get on with her life whether he returned to her or not" (the
therapist was giving an embedded suggestion) rather than "walking
on egg shells around him". Eva answered, "Yes, it would be more
appealing to him if Igot on with my life despite his decision about
our marriage; he doesn '
tlike indecisive people." However, she
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reiterated that Bill now saw her as more decisive than usual. She
also believed that, although Bill did not want her to be dependent,
he wanted her to need him.
When the therapist asked Eva if it would be useful to have Bill
come to therapy, Eva answered that Bill had previously had a
negative experience with therapy and that he feared being blamed
or being seen as "the bad guy". Eva added that there were not any
"bad guys" in their relationship but that Bill always believed he
was afailure. Bill told her "he would never aid her in this
research project".
Eva acknowledged that her blood pressure had been alittle
higher some days but most of the time it remained the same.
Observers' Consensual Observations
The therapist allowed Eva to report the details.of her
improvements (e.g., her heroic actions) since the last session. Eva
showed that she was indeed being more assertive and perceived
herself as being more in charge of her life. Eva was well engaged
in therapy. The therapist demonstrated acceptance, approval and
support of Eva's efforts to improve herself. Therefore, Eva showed
that she was comfortable and relaxed in therapy and had acquired
more confidence in achieving her heroic tasks.
Observers' Hypothesis
Eva was working hard at winning Bill back and was getting
involved in avicious pattern whereby the more she would phone
him to seek his attention to reassure herself, the more he showed
impatience, which in turn increased her insecurity and incited her
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to phone more frequently.
Observers' and Therapists Hypotheses
The hypotheses were the same as for session five.
Intervention
A split-opinion intervention was offered to Eva. The
therapist told Eva that both therapists agreed that she had behaved
as aheroine in many ways and that she had shown more
assertiveness. However, the therapists disagreed on how she
should behave in the future. The therapist behind the mirror
thought that Eva had changed sufficiently and that continuing the
changes was too risky: Bill might make the wrong decision and the
children might get upset. The uncertainty of the consequences of
more change could be too dangerous.
However, the other therapist believed that Eva should
continue the positive changes because there was room for more
progress. Showing more heroic actions might enable Bill to
declare himself. Whatever Bill decides, Eva will handle it and

carry on with her life because she has acquired sufficient
strength.
The therapist summarized both opinions for Eva and said, "On
one hand (according to the first opinion), if you want to be calmer
play "wait and see because it is too risky to take more action On
.

the other hand, (according to the second opinion), if you want to
be calmer in an active way you should take more action and not
wait for anyone to make adecision." Eva was told to think about
these two opinions, to experiment with one or the other or both of
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them, and to return to therapy in amonth.
This intervention aimed at promoting decision-making from
an implied non-decisive stance (which mirrored Eva's conflict).
One opinion challenged Eva to make more positive changes by
prescribing no change. The other opinion favored change =and
promoted more heroic actions by being less directive. The goal
was to assist Eva to continue to move away from her "limbo" state.
Both opinions were reassuring to Eva because she could perceive
advantages in whatever decision she made. It was also very
important that the therapists did not guide Eva directly to a
decision about her marriage. They also resisted the impulse, to
invite her husband to sessions as this would have been too
purposive in relation to outcome. Rather, the goal was to create a
•
context for change (in this case to empower Eva) in order that the
family discover its own solutions to problems.
This intervention would hopefully decrease her anxiety and
tension and consequently positively influence her blood pressure.
Session Seven
This session was held one month after session six. Only Eva
was present again for this session. Between session six and
seven, the mean of Eva's blood pressure was 116/76 with aSD of
5/3. No clinical significant change occurred between this mean
and the blood pressure mean between sessions five and six.
Salient Interview Events
Eva had thought about the two opinions of the last
intervention and had agreed with both, however, she leaned
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towards the first opinon (i.e., no more change). She had met with
Bill and told him she wanted to spend more time with him. In his
response Bill indicated that he was thinking about returning home.
Therefore, she reported being ready to wait for him and to work
on improving herself. She wanted to become more positive and had
planned astrategy with the children to help all of them be less
critical of each other. She had acknowledged that she had held
back many times from"rescuing" the children which was an
important change in herself and satisfying to her.
When the therapist asked Eva what she would have done if she
had followed the recommendations in the second opinion, Eva
answered that she would have pushed Bill to make adecision and
would have gone to see alawyer. However, she believed that Bill
would have answered again that he could not make adecision at
that time. She also believed that Bill was sincere and was not
protecting her by delaying his decision. As an embedded
suggestion, the therapist asked Eva if she thought Bill needed to be
seduced. Eva answered that Bill preferred she be direct with him
but that he liked to be pursued. She believed that Bill would have
thought she was losing interest in him if she became more
independent.
The therapist explored their courtship and how they made the
decision to get married. Eva reported that Bill had pursued her but
he would have 1
iked her to have pursued him more. Eva then
reported how Bill had always been negative towards her and had
told her many times that he thought she was "sick "
.However, she
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acknowledged that she could take more negative comments from
him before she would leave him. Eva also reported that she had
often threatened to leave the family because she felt that she was
not responding to Bill 's expectations. Eva always believed that
Bill's thinking was more detrimental to their relationship than to
her "character".
When the therapist asked Eva how the position of casualty,
survivor, and heroine affected her blood pressure, Eva answered
that it increased when she was a"casualty" and a"heroine" and
that it was "the best" when she was a"survivor". The therapist
asked Eva to rate on ascale of one to ten

(one being casualty and

ten being heroine) how she perceived herself during the preceeding
month. Eva answered that she rated herself as asix or seven. She.
added that she felt calmer and more "accepting of her life".
The therapist asked Eva if her hypertension had an impact on
the family. Eva responded that she had not noticed any changes.
Observers' Consensual Observations
It seemed that previously in her relationship with Bill, Eva
developed and/or maintained low self-esteem and feelings of
inadequacy. Eva now appeared much more confident. Eva seemed
to become more separate from the children than from Bill.
Observers' and TheraDists Hyootheses
1. Therapy provided Eva with much support and assisted her
in acquiring more self-confidence. However, she had not developed
enough strength as yet to cope well with alegal separation from
8111.

186
2. Eva's comments about her experiences when Bill lived at
home indicated that Eva was isolated in the family. After the
separation and during the "limbo" state, she manifested her
frustrations through hypertension.
Intervention
The therapist:
1. Told Eva, "We (both therapists) agree that you have been a
seven on the heroine scale and, according to our extended
experience in psychiatry, we do not believe that you are "sick" but,
instead, are very much in touch with reality. However, many
women in your situation would have been "sick" because of what
Bill said to you and because of how he has rejected you. We
commend you for taking his rejection as asurvivor and as a
heroine to cope with it all".
2. Gave Eva atask to write down everything that Bill had told
her, but which she did not agree with, and then to burn this list.
Eva was teary while the therapist was giving the
intervention. She acknowledged that it hurt to hear the therapist's
comments about how she reacted to Bill's rejection. The therapist
added,

"

Because Bill prefers it when you are more direct, the next

time he rejects you, tell him what he says is crazy and that you do
not agree with him or that you do not see it that way. We don'
tsay
that your husband is crazy but that he says crazy and hurtful
things".
The therapists' goal was to propel Eva from the dysfunctional
pattern. The more Bill shows rejection, the more she tries to
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please him. The therapist appeared to confront Eva by highlighting
her compliance or subservience to Bill but the therapist was very
warm and understanding in the process. The normalization of
Eva's mental state aimed at challenging Eva's self-concept, and at
increasing her self-confidence and her assertiveness. Eva
appeared relieved but very sad.
Session Eight
The session was held three weeks after session seven. Only
Eva was present. Between session seven and eight the mean of
Eva's blood pressure was 114/73 with aSD of 6/5. No clinical
significant change occurred between this mean and the mean blood
pressure between sessions six and seven. However, the blood
pressure medians calculated for every ten days indicated a
clinically significant decrease in the diastolic blood pressure
levels (see Figure 5.2).
Salient Interview Events
Eva had accomplished her assignment. She expected feelings
of relief after burning the list but it did not happen. However., she
acknowledged that she reflected alot while writing the list. Eva
then commented on the therapists' opinions delivered at the last
session. She expressed disappointment about the therapists'
comments regarding her husband. It made her question her criteria
formen, the reasons she married her husband, and why she still
wants to be with him. She decided to list his good qualities and
gave one example to the therapist by saying, "At least he provided
money to pay the taxes for the house." Despite the
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disappointments, Eva acknowledged that, "it felt good to have the
therapists support in the last session."
Bill was visiting the family often and stayed for supper many
times with the excuse of having to work on his car in their garage.
He had brought Eva flowers and acard on Mother's Day. He had
written compliments in the card expressing his satisfaction with
her mothering skills. She acknowledged feeling very happy about
his gesture. However, after he had given the flowers and the card,
he borrowed twenty dollars from her which he never paid back.
At the therapist's request, Eva listed examples that
demonstrated her assertiveness (e.g., discussing of budget with
Bill and maintaining her stance in arguments with the children).
She reported she had read books on relationship issues and she was
scared to read how independent aperson should be. She added that
she wanted to be interdependent and that she was against being
independent from men. She considered herself as depending
financially on Bill but was otherwise independent from him. She
would prefer it if they could be interdependent, however, Bill was
very independent. In response to the therapist's question, "What
would have to happen to make you more dependent on Bill?", Eva
answered, "Bill would have to be more helpful instrumentally and
emotionally."
The therapist asked Eva how her blood pressure was and Eva
answered that it had decreased to 105/70 and that one day she had
forgotten to take her medication.
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Observers' Consensual Observations
Eva had shown she was becoming more assertive, perhaps
more so with the children than with Bill. She was more animated
and, for the first time, she was very well groomed. The therapist
again demonstrated alot of patience while Eva described in great
detail different events and examples of her assertiveness.
Observers' Hypothesis
1. Eva's blood pressure may have decreased for many reasons.
Some of the factors that could have contributed to decreasing
Eva's tension and may have positively influenced her blood
pressure levels are: (a) therapy assisted her in ventilating
feelings of frustration as did her writing (after the third session,
Eva decided to keep ajournal about her heroine actions); (b) Eva
perceived herself as being more in control of her life, more
assertive and making important changes; (c) Eva increased her
hopes that Bill would return home, and (d) there were fewer
arguments with Bill which could have decreased her frustrations.
Therapists' Hypotheses
• I. Bill's increased independence and reduced negative
comments increases Eva's attractiveness to Bill.
2. Eva' increased coping skills and decreased dependency
increases Bill's attractiveness to Eva.
3. The increase in time spent together has altered the
couple's separation status.
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Intervention
The therapist:
1. Reframed the couple's separation status as an unusual
marriage. She told Eva that she was an unusual woman handling an
unusual situation of an unusual marriage. The therapist explained
that they were both interdependent since they relied on each other
in many ways (e.g., budget, meals etc.). They were very close,
emotionally supportive, and interested in one another. The
therapist added that, unfortunately, there are no role models for
this type of marriage.
Eva acquiesced by saying, "Yes, it is difficult because Idon't
know how to behave-like awife or an ex-wife."
2. Responded that both therapists were impressed by how
well she was coping in this unusual situation.
3. Scheduled afollow-up session with the children in three
months.
The therapists' rationale for this intervention was to give Eva
anew way of viewing her separation and the "limbo" state. This
intervention also aimed at validating Eva's ability to cope with her
situation in order to interrupt apotential dependency cycle with
the therapeutic team.
This intervention was useful to assist Eva in adjusting to the
frustrating situation with her husband since the attempts to
encourage a"break through" from the "limbo state" by empowering
her had only partially succeeded. Eva felt more in control and
more confident but Bill's response to her new assertive behaviors
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was to increase his contact but not to fully resolve the separation
issues. However, the risk of this intervention was to give Eva
false hopes for her relationship with Bill by labeling it as atype
of marriage (i.e., an unusual marriage rather than aseparation).
Session Nine
This session was held two months after session eight. Eva
and the children were present. Between sessions eight and nine,
the mean of Evas blood pressure was 118/79 with aSD of 5/4. No
clinical significant change occurred between this mean and the
mean blood pressure between sessions seven and eight.
Salient Interview Events
Eve was again very well groomed and appeared animated. She
reported that "certain things were better and other things were
worse". Mark acknowledged that there was better communication
between family members. Eva agreed with Mark by saying that
they handled their problems better and they also got along better.
Eva reported that her blood pressure had been temporarily higher
because of astressful change at work (possibility of being laid
off). Since the last session Eva claimed that she had stressful
moments with each family member and was very pleased with how
she handled them.
Joanne and Wendy had noticed that Eva had been more direct
with them which was apositive change. Mark reported that he had
to previously discipline Joanne but now Eva had taken that
responsability away from him. He also reported that Eva was more
social, entertained more at home, and was more vivacious.
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They were all happy about Evas changes. Wendy believed that Eva
was more attractive to Bill and that is why Eva had made those
changes. She had noticed that Eva "got easily excited around Bill"
and that Bill had been away for amonth and had phoned Eva very
often. According to Wendy, the parents are more "keen on each
other" and "should get on with it because it's getting boring".
The therapist shared the last opinion about the unusual
marriage with the children. They all agreed. They did not perceive
their parents as separated, although they believed that they had
been more separated before therapy started. They perceived their
parents in atransition stage only, and that something would
happen soon for better or for worse. Joanne acknowledged that
"nothing is definite now but when it will be, things will be fine".
Wendy claimed that Eva would be able to cope with any decision
that they as acouple would make about their relationship.
Eva said, "I've been living more. It (the reframed separation as an
unusual marriage) has changed something in my head. Things were
easier because Ihad more of adefinite role. It did not matter if I
did things for him (Bill) because Ifelt that Iwas doing it as a
wife in an unusual marriage. He even volunteered to do things for
me."
The therapist asked Eva what she needed from her children in
this unusual marriage. Eva responded that the children should
"live their lives". She said, "I don't require anything more from
them." The therapist then asked" Do you need them as companions
to do things with?". Eva answered that she had gone outside of
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town for aweek-end with Joanne. She said that she liked spending
time with Joanne. Eva added that Joanne did things with her
because she felt sorry for her mother. Joanne replied to Eva,"I
don't feel sorry for you, stop being awhimp!" Eva said that the
unusual marriage did not make adifference with the quantity of
contact she wanted from her childreh, however, she wished that
the children saw their father more often.
Observers' Consensual Observations
The children appeared more respectful of Eva as evidenced by
their interactions with her (e.g., less derogatory towards her). Eva
showed more assertiveness towards them during the session.
Joanne appeared more subdued and more sullen as Eva described
her own positive changes. Eva now treated her less like afriend
and the alliance between them was weakening. There was a
clearer delineated boundary between Eva and the children. Eva had
-

resumed her parental role. During the session, she avoided talking
about her relationship with Bill.
Observers 'Hypotheses
1. Since the last session, Eva appeared more comfortable in
her relationship with Bill. She was more sociable and outgoing,
and was taking more initiative which probably appealed to Bill.
2. Evas new perspective on the marital situation decreased
tension

in the marital relationship and consequently alleviated her

frustrations which were possibly affecting her blood pressure.
Intervention
The therapist commended Eva for her positive changes and
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praised the children for their wonderful verbal and social skills.
She also praised them for their frankness with one another. As an
embedded suggestion (especially for Joanne), the therapist
acknowledged that, as Eva was blossoming, they had become her
cheerleaders and were supportive to their mother which allowed
her to blossom even more!
Eva told the therapist that she did not want to stop agood
thing and wished to see the therapist again. The therapist
responded by giving Eva the responsibility of deciding when she
should return to therapy and Eva answered, in six weeks.
The therapists rationale was to put Eva in control of the
therapeutic process. to continue empowering her, especially in the
presence of the children.
Session Ten
This session was held one month after session nine. Only Eva
was present. Between session nine and ten the mean of Evas blood
pressure was 119/80 with aSD of 3/2. No clinical significant
change occurred between this mean and the mean blood pressure
between sessions eight and nine.
Salient Interview Events
Eva reported that work was less stressful. She felt more in
control of the children and better organized. She acknowledged
nagging less often and being more able to keep her cool. She had
approached her husband about asupport group called "Marriages in
Trouble". Bill refused to participate in such agroup because she
had turned him down afew years previously when he had made the
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same suggestion to her. However, he agreed to at least think about
her suggestion.
Eva then raised the issue about being preoccupied by a
comment that Bill had made to her. Bill had reproached her that
she did not stop other men from flirting with her and this
humiliated him. She had difficulty convincing Bill that she did not
recognize when other men were flirting with her. Eva said that
she was hurt because of what Bill thought about her.
The therapist behind the mirror phoned in to the therapist in
the room to warn her that Eva may be raising problems to enable
her to stay in therapy. The therapist therefore responded to Eva
that she did not have an answer to her problem. The therapist told
Eva that she had handled so many issues on her own with the
children and with Bill that she could think of her own solutions
about this particular issue with Bill.
Eva responded by raising an even more important problem
regarding Bill. He had been suspended from work and risked the
possibility of being fired. He was therefore considering moving
back home for economic reasons. Eva did not believe that Bill was
guilty or responsible for the accusations at work and accepted
that Bill could move into the basement of their home. She became
•
teary while discussing Bill's accusations against him. She said
that she was happy that Bill would turn to the family when he was
in need but she was unhappy about the circumstances for which
Bill had requested help. However, she claimed that she wanted to
help Bill with the condition that he would be helpful to her. She
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believed that reconciliation was impossible if they did not
participate in the support group

"

Marriages in Trouble". She

believed that, unless they could resolve the problem that Bill had
raised with her (her attitude in the presence of other men), there
was not any hope for their marriage.
The therapist then asked Eva, in anon-confrontive manner,
some circular questions with embedded suggestions (e.g., "Do you
think that you can convince your husband about your point of
view?", "Do you believe other people's perception more than
yours?", "How many more complaints would he have about you,
beside this one?", and "How would he respond if you asked him this
last question?").
Eva answered that she should ask him the question. The
therapist then continued, always in the same caring manner, "At
what point in your life with your husband wifl you question what
he says?" Eva answered 1"Not much longer, butt still want to read
books and try to improve myself."
Observers Consensual Observations
Eva has developed more assertive behaviors with her children.
She has made progress in becoming more self-confident and in
trusting her own judgment. However, Eva was more realistic about
the marriage and acknowledged the seriousness of their marital
problems. She knew that reconciliation would not be possible
without professional help. She realized that Bill would be
returning home because of financial constraints and not to work on
the marriage.
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The therapist challenged her submissiveness towards Bill
with the embedded suggestion questions that were posed in a
warm and non-judgmental manner. Eva was receptive to the
therapist's questions and she appeared pensive following them.
Observers' HyDotheses
1. Bill might have tried to divert Eva from his serious
problems at work by identifying aconcern about her. Eva felt
impotent towards Bill's accusations and seemed to rely on the
therapists to assist her.
2. Despite many positive changes, Eva was still overly
concerned with the unstable relationship'with her husband. Bill's
attitude was inconsistent and thus her hopes for reconciliation
fluctuated.
3. The lack of stability in their relationship, as well as Bill's
work situation, created stress for Eva that influenced her blood
pressure.
Intervention
The therapist gave Eva this opinion, You and your husband are
in difficult positions: your husband with his work situation and
you with the flirting issue. However, some good can come out of
your situation. Your husband is coming back from the war
wounded, which allows him to come home and you have graciously
accepted his demand. You have moved from an "unusual marriage"
to amore "usual" marriage. He is moving into the basement, into
the family and, possibly, gradually into your bedroom.
However, this gives you time to adjust to him and to decide if you
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could continue to live with him.

You have found away to solve the

problem and he has found away to come home, not in aproud way,
but he has found away. Because you are finding your own
solutions, we don't have any other ideas to suggest to you.
Eva smiled, showing her agreement with the opinion. The
therapist then let Eva decide if and when she wanted to return to
therapy. She responded that therapy had been very benefical to her
and that she will call to make another appointment if she feels the
need to do so.
The therapist's rationale was to decrease Evas dependence on
therapy and to increase her comfort in her marital situation.
The therapists had been consistent throughout the sessions in
trying to empower Eva and to facilitate her adjustment to her
family situation. In the intervention, the therapist implied that,
even if Bill was moving back home, she still had the freedom to
continue living with him or to separate again. By decreasing her
frustrations with her marital status and by increasing her coping
strategies, her blood pressure levels might decrease.
Eva did not call for any further appointments.

Observers' Analysis of the Therapeutic Approach

The family therapy provided for this family was based on
systemic and strategic family therapy models. The therapist
utilized linear and circular questions during the sessions as
assessment and intervention techniques. The other intervention
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techniques used were: commending the family for their strengths;
reframing; educational input; use of metaphors; normalization
and validation of affect; behavioral tasks; split-opinions; and
embedded suggestions questions.
The therapist showed support to all family members
(especially to Eva) by not siding with one more than the other. Eva
and the children were well engaged in therapy which enhanced
their cooperativeness. The therapist did not attempt to engage
Bill in therapy because they wanted to avoid inadvertently pushing
the couple in aparticular direction prematurely and to also allow
the system to discover its own solutions.

Follow-Up Interview by Researcher

One month after the last session with Eva, the researcher met
with each family member individually to obtain their evaluation of
therapy. One month following the last session, the mean of Eva's
blood pressure was 119/79 with aSD of 1
/1.
Eva's (Mother) Report
On Therapy
Eva stated, The therapist gave us an objective view of what
was happening in the family. The therapist provided support and
was agood sounding board. She made me feel as if Iwasn't all
bad." Eva reported that the therapist increased her selfconfidence which helped her to handle her problems better.
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On Herself
Eva stated, "I stop and think before Ireact. Ido not overreact
as often as before. Iam more successful in staying out of the
children's arguments. Idon't get as upset for as long. Ihave
become more tolerant. Idon't let things bother me as much.
Because we communicate better between ourselves, Iknow more
what the others think which decreases my stress. Iam more
sociable, more active, and feel better about myself. Idon't worry
as much and Iaccept my limits. However, Iam still trying to
improve myself by being more assertive which affects my
relationship with other people and Iaccept the consequences."
On Bill (Her Husband)
Eva stated," He visits more often and talks more than usual.
He is closer to the children. He initiates contact with them more
than before, as Ihad suggested to him. He shares the domestic
tasks now that he is moving progressively back home. There is no
change in the relationship but he is nicer to me since the crisis at
his work. However, he interacts with me more as aparent than as
ahusband. He shares more about himself and his work than before.
He is more open but not willing to discuss our relationship. He
prefers to talk about his stressful situation at work".
On Joanne
Eva stated, "Joanne participates more in family discussions.
She is more expressive of her feelings because the other family
members insist that she be. She is happier, busier, more sociable,
more outgoing, and enjoys life more. She doesn't feel that she
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needs to stay home to keep me company anymore."
On Mark
Eva stated, "Mark gets frustrated very quickly, but in some
ways he is more patient now. However, he apologizes now after
he blows up which he didn't do before."
On Wendy
Eva stated, 'Wendy is also more open about her feelings and
her thoughts. She is less secretive about her outings which
decreases the fights between her and I. Also tbelieve that she is
tired of the fighting.
On the Changes in the Family Relationships
Eva reported that everyone got along better because they were
all more open about their feelings towards one another. Eva
acknowledged that, because they were getting along better as a
family, there was less tension in the home which decreased her
worries, made her feel more relaxed, and consequently decreased
her blood pressure. She reported that the uncertainty of being able
to keep her job during the summer period increased her blood
pressure for awhile. She also acknowledged that 6111's situation
was very stressful and was responsible for the increase in her
blood pressure at this time.
Eva said that she was the one who had benefited the most
from the family sessions because of the reasons she had
mentioned earlier. What she found the most useful about the
family sessions was "to have an impartial person be areferee for
the family and allow everyone to talk". She said that, usually in
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family discussions, she and Joanne would not express themselves
as much as the other family members.
Eva acknowledged that she had learned that stress affected
her blood pressure. She said that she still had sources of stress
(e.g.,financial concerns) but coped better with all of them. She had
noticed in the past that her blood pressure increased after afight
with Wendy. She now had learned to fight differently which has
decreased her the blood pressure. Eva claimed that, previously
"her heart would pound" after talking with Bill, but it does not do
that anymore.
When Eva was asked how she copes with stress differently
following therapy, she answered, "I do the best Ican now. If things
get worse Iwill do something. Iam more self-confident". Besides
having acquired more internal resources, Eva acknowledged that
she has more friends in whom she can confide. She reported that
she verbalizes her anger more than before. She waits f
or the
appropriate time to ventilate her anger without suppressing it for
too long. She said, "I accept that Ihave to wait for an appropriate
time before Ican verbalize my anger."
Joanne's Report
On Therapy
Joanne stated," Therapy gave us the opportunity to express
ourselves and helped us to learn each others points of view.
Therapy assisted us in identifying problems and in understanding
ourselves better." Joanne thought that the normalization of their
problems by the therapist was quite reassuring. She
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communicated better with her family. Therapy helped her to
express her feelings in the family. She felt that there was no
important aspects that the therapist failed to explore.
On Eva (Her Mother)
Joanne stated, "Mother feels better about herself. She is
more confident, more assertive, and makes decisions more quickly.
She also handles her frustrations better.
On Bill (Her Father)
Joanne stated, "He is supportive of the family going to
therapy. He also has noticed positive changes in mother."
On Mark
Joanne stated, "He is more open and more expressive about
what he doesn't like about the family."
On Wendy
Joanne stated, She gets along better with Eva and with me
(Joanne). She is more flexible and we more freely discuss our
dii ferences.
On Changes in the Family's Relationshios
Joanne noticed that they all get along better because they try
to understand each other. Eva is more assertive, and when
differences or disagreements arise between her and the children,
they can resolve them better. Joanne believes that Eva's blood
pressure increases with family conflicts but her blood pressure
has stabilized or decreased because she (Eva) does not get upset as
often, and when she does, it is with less intensity. She notices
that Eva does not suppress her anger as much as before. She
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verbalizes her anger more often and in adifferent way (i.e., she
does not make threats anymore).
Marks Report
On Therapy
Mark stated, "Therapy gave everyone the opportunity to
express themselves and brought us together. Ibecame more aware
of the need for more unity in the family and noticed that family
members trust each other more."
On Eva (His Mother)
Mark reported that his mother had improved her
communication with everyone and consequently was more aware of
everyone'
sneeds. She also makes everyone feel closer to one
another. She has verbalized her anger more-before she would
suppress it and explode. She is more assertive and is also more
involved in social activities. Mark reported that the main sources
of stress that could influence his mothers blood pressure are the
financial constraints and the tension in the family related to Bill '
s
problems and to separation issues. However, he said that his
mother was coping alot better with the stress in her life.
Because she is alot calmer and less stressed, it has had apositive
effect on her blood pressure.
On Bill (His Father)
Mark reported that his father was happy that the family was
going to therapy and he was more responsive to his wife and all
the children.
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On Joanne
Mark reported that Joanne communicated better with the
family and that she was more open about herself.
On Wendy
Mark reported that Wendy was more interested in sharing
household responsibilities and more responsive to the family
needs.
On The Changes In The Family's RelationshiDs
Mark noticed that there was better communication between
his parents. He perceived them as more cooperative, more willing
to listen to each other, and more considerate towards one another.
Mark reported that everyone had improved their communication
with one another.
Wendy's Reoort
On TheraDy
Wendy stated, "Therapy allowed us to be more open with one
another and to ventilate our frustrations with someone who played
the role of areferee and controlled the heat. It gave us the
opportunity to share with one another what we had improved and
to have mother receive positive feedback from her children. There
wasn't anything that the therapist failed to explore during the
session. On the contrary, she helped to identify problems and kept
the family focused in their discussions." Wendy reported that she
was getting along better with her mother, who now trusted her
more. She (Wendy) enjoyed spending more time with Joanne. Her
relationship with her mother was the most improved in the family.
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On Eva (Her Mother)
Wendy reported that her mother had ahigher tolerance level:
she did not become as easily upset as previously. She noticed that
there were less fights between her (Wendy) and her mother
because they listened more to each other and clarified issues that
triggered their fights. She had also noticed that her mother
controlled her frustrations better. She ventilated the major
frustrations because the family allowed her to do so and because
she was more assertive. Her mother socialized more with her
friends and was more social with the children's friends.
Wendy reported that her mothers present source of stress was
Bill. She was very sensitive to his affect even if it was not
related to her. When her father was upset about something, her
mother was also upset, especially when she disappointed him.
However, her mother was more relaxed at home because there was
less tension in the family. Wendy believed that the improvement
in the communication between everyone allowed her mother to
increase her,ability to relax which consequently reduced her
hypertension.
On Bill(Her Father)
Wendy reported that her father noticed the changes in Eva
which improved their communication and that he looked more
comfortable around her (Eva).
On Joanne
Wendy believed that therapy helped Joanne to be more
expressive of her thoughts and feelings. She no longer avoided
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family discussions, as she had done previously, and she now
presented her points of view. Joanne also initiated more contact
with her (Wendy) and they now socialized more together.
On Mark
Wendy had noticed that her brother listened more to his
sisters than in the past but still had ashort temper.
Family Members Report on The Therapist
All family members agreed that the therapist did not side
with anyone. They reported that the therapist involved everyone in
the discussions and listened to everyone'
sanswers. Eva said that
the therapist was pleasant, very positive, clear, easy to talk to
and made her feel very relaxed. Joanne thought that the therapist
was supportive, guided the interview without being too directive,
and that she had not interrupted or frustrated them. Mark found
the therapist very uplifting and was positive about the family,
which he believed increased their cooperation. They all denied
that the therapist had characteristics that made it difficult for
them to work with her, except for Mark who thought that
sometimes the therapist interrupted them which minimized the
"creativity of their discussions".
All family members would return to therapy if they deemed
necessary. They would have preferred that Bill had participated in
the. sessions, however, they believed that he would have refused
any form of therapy. Eva thought that the period of time between
sessions was too long.
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Physicians Report After Therapy
The physician reported that Eva'
sblood pressure had been
stable (around 1
50/90 mmHg during her visits. He would consider
discontinuing Eva's medication if she had aregular blood pressure
of 130/90 mmHg.

Discussion

Only afew physiological factors have been identified as
contributing to Eva'
shypertension. A few years ago, her weight
could have been considered as afactor but she is presently only a
few pounds overweight. A genetic predisposition (her father had
hypertension) could also be abiophysical responsible factor for
her hypertension. However, Eva'
sphysician believed that
emotional stress related to her marital situation mostly
contributed to her hypertension. Eva and her children agreed with
the physician's hypothesis. The psychosocial factors that could
influence Eva's blood pressure are discussed in the following
section based on the objectives of the study.
The first objective of the study was to assess aspects of
family functioning that could be related to the development and
maintenance of essential hypertension. This case study analysis
indicated that Eva, like the majority of hypertensive patients
suppressed her feelings of anger and frustration. Her reluctance
to express her feelings can be related to her husbands reactions to
her expression of feelings. A few times, he told her that she was
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"sick" and "crazy". Eva also feared that her husband would
withdraw from her if she verbalized negative feelings. Her
difficulty in expressing feelings may be related to her lack of
assertiveness and self-confidence (such as she demonstrated in
the family sessions).
Eva experienced agreat deal of stress and insecurity in her
marital situation which increased her dependency on her children
and her sensitivity to her husbands behavior. Her powerlessness
elicited her children'
sprotection and caring. Her children provided
her with social support but at the detriment of their,
own
individuation. The results of Faces 111 indicated that Eva and the
children desired more cohesiveness in the family. Their need for
more connectedness may be related to the lack of stability in the
marital system. The ch i
ldren'
sperception of flexible, and
sometimes chaotic, levels of adaptability may be due to the
apparent hierarchical reversal (the children parenting Eva). Their
ideal perception of more flexibility may have corresponded to the
chi 1drens need for more autonomy as young adults and to Evas
desire to be more assertive. Evas feelings of frustration and of
insecurity that were related to the marital separation and to the
eventual departure of her children

may have contributed to her

stress and hypertension.
Evas perceptions of the family coping resources may have
influenced her blood pressure. Her diastolic blood pressure
.

increased as her perceptions of the family internal resources
decreased.
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The second and third objectives of the study were to identify
the family's perceptions of the impact of hypertension on the
family as well as their difficulties adjusting to the diagnosis of
hypertension. The marital separation appeared to have had more
impact on the family than did Eva's hypertension. However, Eva
and her children believed that her hypertension was related to
stress and to the marital situation and, therefore, the family was
interested in assisting Eva with her sources of stress. Eva
reported that she had not noticed any changes in the family
because of her hypertension. As for the adjustment to the
diagnosis of hypertension, Eva agreed to participate in the study
because she wanted to decrease her anti hypertensive medication.
Thus, Eva disliked being dependent on her medication and wanted
to control her hypertension by learning to cope better with her
stress. No other data was provided to further discuss the impact
of hypertension on the family or on the family's adjustment to the
diagnosis of hypertension.
The fourth objective of the study was to identify any changes
in the family dynamics which may result from the family therapy
sessions. During the period of therapy, Eva acquired more
self-confidence and more control in the family. However, Eva
feared that she would loose her children's support if she showed
that she did not need them. The positive function that her
helplessness may have served in the family may have fostered her
reluctance to improve her condition. This phenomenon was
validated by her internal resources scores which increased for a
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month during therapy and thereafter decreased. Despite her
increased sell-confidence, she might have been reluctant to show
too much progress on the F-COPES questionnaires fearing that it
would precipitate early termination of therapy which provided her
with agreat deal of support.
Therapy may have assisted Eva in strengthening the
boundaries between her and the children and thus may have
alleviated Joanne'
sfeeling of responsibility towards her mother.
Therapy may have assisted Eva in making healthier use of the
family'
ssocial support. Eva became more sociable with her
friends and more in control of her life, allowing Joanne to
socialize more with her sister and peers. Therapy appeared to
have helped Eva to reintegrate her parenting role: the children had
noticed that Eva was asserting herself more when arguing with
them. This could be validated by the family scores on their family
adaptability (FACES 111) during the fifth month; as the children
were perceiving less flexibility in the family, Eva was perceiving
more flexibility as she realized the need to assert herself as a
parent. Therapy may also have also been useful in ameliorating the
communication in the family: Eva and Bill improved their
communication because of Eva becoming more assertive. Eva
learned to process her conflicts with her children and Joanne
learned to express herself more than before which is a
preventative measure for an hypertensive behavior. The gradual
increase in the cohesion score for all family members may be
related to the improvement in their communication patterns.
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The fifth objective of the study was to explore the effect
that post-therapy changes in the family had on the blood pressure
of the hypertensive member. Evas blood pressure decreased after
most of the therapy sessions but only one decrease (after session
two) was clinically significant (more than six mmHg). These
decreases in her blood pressure following therapy could have been
related to the opportunity that Eva had during therapy sessions to
ventilate her feelings and her thoughts about her sources of stress
and to perceive some social support from the therapists.

Eva and

the children also acknowledged that she was coping better with
her stress which could account for the decreases in her blood
pressure.
Therapy also provided Eva with anew perspective on her
marital situation (i.e., an unusual marriage instead of a
separation) which may have decreased her frustration and blood
pressure. However, stress at work and the stress related to her
husbands own work situation caused another increase in her blood
pressure. It appears that therapy was useful in assisting Eva to
cope with only the family stresses that were addressed in therapy
but not with other sources of stress. However, Eva was invited to
return to therapy if she deemed it necessary but she did not
initiate further contact with the therapists. Pehaps she felt that
she. could no longer benefit from therapy or decided that she could
manage her problems on her own.
The therapists resisted the temptation of directly inviting
Bill to become invoved in therapy in order to avoid giving too much
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direction to the couple before they (especially Bill) were ready to
make adecision about their relationship. However, it would have
been interesting, if he had agreed to come to the family sessions,
to examine the effect of Bill's participation in therapy on the
couples relationship. To explore his perception of his relationship
with his wife could have led to adifferent outcome.
Hypotheses
This case study allowed for the examination of the
relationship between hypertension and family functioning before,
during and after family therapy. Hypotheses that could be derived
from this case study are as follows:
1. Feelings of frustration and insecurity surrounding marital
separation issues contribute to apatients hypertension.
2. The threat of reduced social support after amarital
separation increases the hypertensive members dependence on the
children which may in turn affect the children'
sown individuation.
3. A hypertensive members perception of reduced family
internal resources contributes to an increase in the diastolic blood
pressure levels
4. Financial concerns are sources of stress that can
contribute to essential hypertension.
5. Family therapy can assist ahypertensive patient in
ventilating his or her feelings of frustration and insecurities
which could contribute to short term decreases in the patient's
blood pressure levels.
6. Family therapy (based on asystemic/strategic model) can
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assist the hypertensive patient in coping with only those family
stresses that are addressed in therapy.
7. Family therapy (based on asystemic /strategic model) can
assist all family members in improving their communication skills
and can help prevent family members from developing a
communication style that can lead to hypertension.
8. Family therapy (based on asystemic/strategic model) can
assist ahypertensive patient in developing healthier social
resources and in relinquishing social support that is detrimental
to other family members.
Implications
These hypotheses have potential implications for clinical
practice and future research. A family assessment should perhaps
be offered to hypertensive patients to identify any family
problems

(e.g., marital issues, communication patterns) that could

contribute to his or her hypertension and to the risks for other
family members in developing hypertension. Psychotherapists
could consider assisting hypertensive patients in coping with their
stress in general, and not only with the specific problems that the
hypertensive patients present. The perception of social support is
an important factor to assess in ahypertensive patient because it
may influence his or her blood pressure. Also, psychotherapists
could assess if the hypertensive patients use of social support is
detrimental to the people who offer that social support (e.g.,
interfere with their independence or individuation).
Future research should be encouraged to test the hypotheses
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generated by this case study and to explore other types of
psychotherapy that could assist hypertensive patients.
Research should also encourage the development of instruments
that could measure patients perceptions of social support in order
to further explore its relationship with hypertension.
In this research study, FACES 111 measured family cohesion and
family adaptability but afamily assessment was needed to obtain
abetter understanding of the family issues that could have
contributed to Evas hypertension. Future research should be
conducted to examine the relationship between different
dimensions of family functioning and hypertension using other
self-report scales (e.g., the Family Environment Scale or the
Family Assessment Measure which focus on the family
relationships).
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FAMILY SI
X
This family was excluded from the study because the
hypertensive mother did not complete all self-report
questionnaires and taken her blood pressure regularly. This family
is discussed in the chapter "Attrition Families".
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FAMILY SEVEN: DESCRIPTION, RESULTS, and DISCUSSION
This family was referred to the researcher by afamily
physician who suspected aconflictual relationship between the
father and the eldest child and believed that this conflict might be
stressful to the mother who was hypertensive. The mother agreed
to participate in the study because she wanted to understand what
contributed to her hypertension. Family therapy included five
sessions over four months and one follow-up session three months
after termination.

Family Structure

This family was composed of mother (Mary), the hypertensive
subject who was a38 year old part-time store clerk; father (John)
a 46 year old seasonal employee of the city; mother's son (Jeff) a
13 year old student in grade eight; and another son (Eric), three
years old and aproduct of the present union. Mary and John have
lived in acommon-law relationship for the last seven years. John
had been previously married for three years (1975 -1978) and had
adaughter who was nine years old. He did not have any contact
with his previous wife and daughter who lived in another province.
Mary was very little contact with Jeff's father. Jeff visited his
father at least once ayear.
Mary's father died in 1974 of aheart attack. Her mother, aged
65, lives in another province as did her sister, aged 37. John's
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parents separated when he was five years old. He had two
siblings. His mother, aged 65, remarried and had four children
from the second union. He described his mother as aconstant
complainer who irritated him. John had little contact with his
family of origin. The structure of this family is graphically
portrayed in Figure 7.1.

Health Information
Mary had had essential hypertension for the past four years.
She was 55" tall and weighed 130 pounds. She smoked half a
package of cigarettes aday and was not physically active.
Nary reported having severe migraines at least twice amonth
since the age of 18 years. She attributed her migraines to
emotional stress and denied that her migraines were related to
her menstrual cycle. Medication, diet restrictions, and physical
exercise were the main recommendations from her family
physician to alleviate her migraines and hypertension.
Jeff also reported having occasional migraines. John and Eric
were in very good health. No one in the family had previously
received counselling.
Marys physician reported that the etiology of her hypertension
was unknown. Stress factors more than physiological factors
were likely responsible for her hypertensive condition. The
physician reported that Mary claimed her common-law marriage
was satisfying and attributed some of her stress to work. She
also acknowledged that she was not very compliant to diet

Divorced

t

65

70

Deceased

1974
Heart
Attack

III

Outside
Province
Separated
8 years

Outside
Province

John
46

Common Law
7 years

k37)
Separated
19 years

I,

Cashier

Seasonal
employee'

CI

Outside province

Outside
Province

Eric
3

Jeff
13
'Grade 8

Figure 7.1

Genogram for Family 7

220
restrictions or to an exercise program. The family physician also
questioned Mary's compliance to medication. At the beginning of
the study Mary was taking an anti hypertensive medication:
Aldomet, 500mgs. in the morning and 250mgs. at night. Her blood
pressure was 150/100 mmHg during her last visit to her family
physician. An appropriate blood pressure should not be higher
than 140/90 mmHg.
Because of its family structure, this family was designated at
the beginning of the study to be assessed at the parent-child
systems level. The following self-report questionnaires were
administered to both parents and to their eldest son each month
for aperiod of nine months: PACS, F-COPES, and FILE instruments.
The father did not answer the questionnaires at the seventh and
eight months. The mother provided her blood pressure results for
almost every day of the nine months while the father provided
blood pressure results on an irregular basis for the first six
months.

Analysis of Blood Pressure Readings

The medians of the blood pressure readings for every ten days
of the study were plotted on graphs presented in Figures 7.2
(for Mary) and 7.3 (for John). The time that the questionnaires
were administered and the time of the family therapy sessions are
indicated on the graphs. Time series analysis of the blood
pressure medians and avisual inspection of the graphs indicated:
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(a) the systolic and diastolic blood pressure levels followed the
same trend; (b) Mary's blood pressure decreased before sessions
two, three, and four but increased again after each session; these
fluctuations in her blood pressure where clinically significant
according to Luborsky et al.'s, (1952) criterion (i.e., change of
more than six mmHg); (d) between sessions four and five, the blood
pressure increased again and stabilized at the baseline level for
the following three months.
During the ith month, the researcher met with the family
members for their evaluation of therapy. Mary gave the researcher
blood pressure readings for that month because her physician had
asked her to monitor her blood pressure at home. Mary's blood
pressure had substantially decreased during that month which
could be explained by the change in her medication. However, Mary
reported that her blood pressure may have decreased because she
had taken aweek off from work (physician's advice) and because
her husband was very cooperative and made positive changes in his
behavior during that week also. Times series analysis indicated no
statistical significant differences in the medians between the
three phases.
A sign test calculated the frequencies of increases and
decreases between the medians of the blood pressure in the
baseline phase and the two other phases. No significant amount of
increases or decreases were identified at ap<.05 level.
John's blood pressure also decreased between session one and
two, increased slightly after session two and decreased again and
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stabilized below the baseline level for the rest of the following
five months.
Pearson product moment correlations were calculated between
both spouses' blood pressure medians (systolic and diastolic
separately) to identify any relationship between them. No
significant correlations were identified.
Pearson product moment correlations were also calculated to
identify significant changes on Mary's blood pressure medians over
time. No significant correlations were identified between the
blood pressure medians and time which suggests that Mary's blood
pressure was not alinear function of time during the nine months
of this study.

Report of the Major Life Events (FILE)

Mary completed the FILE questionnaire at the beginning of each
month. Therefore, when comparing her report with the blood
pressure readings, it is important to note that the first month of
blood pressure readings correspond to the second month on her
FILE report. Mary started to monitor her blood pressure the same
day she answered the first series of self-report questionnaires.
Therefore, the list of major life events on the first month are
events that occurred during the month preceding the study. Mary
completed the FILE instrument as follows:
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Months

Major life events
A member appears to have emotional problems.
Increased difficulty in managing pre-school age
children.
Increase in the number of tasks or chores which
don't get done.
Increase difficulty with sexual relationship
between husband and wife.
A member stopped working f
or an extended
period of time (laid off).

2

No major life event identified.

3

Increased difficulty in managing pre-school age
children.
Increased difficulty with sexual relationship
between husband and wife.
Increased strain on family "money" for medical
or dental expenses.

4

Increase in the number of tasks or chores which
don't get done.
Increased difficulty with sexual relationship
between husband and wife.
Change in conditions (economic, political,
weather) which hurts family investments
and/or income.

5

Increased difficulty with sexual relationship
between husband and wife.

6

A member appears to have emotional problems.
Increase in conflict between husband and wife.
Increase in the number of problems or issues
which don't get resolved.
Increased difficulty with sexual relationship
between husband and wife.
A member started or returned to Work:
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Months
7

Major life events
Increase in conflict between husband and wife.
Increased difficulty with sexual relationship
between husband and wife.

8

Increased difficulty with sexual relationship
between husband and wife.

12

Increased difficulty with sexual relationship
between husband and wife.
Increase in conflict between husband and wife.
It is important to note that Mary did not check the item

"Physical abuse or spousal abuse or violence in the home" on the
FILE instrument, but reported spousal abuse in the family therapy
sessions.
In comparing the blood pressure results to the list of major
life events in the FILE instrument, Marys blood pressure increased
and decreased again during the second month which corresponds to
identified major life events such as difficulties with her youngest
son, with her sexual relationship with John, and with finances.
During the third month (on the blood pressure graph) which
corresponds to the fourth monthon the FILE report, Marys blood
pressure significantly decreased and Mary still reported (on FILE)
an increase in tasks that do not get done, difficulty with sexual
relationship and financial concerns. Therefore, these issues did
not prevent her blood pressure from decreasing. Perhaps, her blood
pressure is more sensitive to other stressors. During the fourth,
fifth, sixth, and seventh months, Marys blood pressure stabilized
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at the baseline level while she reported that afamily member had
emotional problems, an increase in conflicts with her husband,
difficulties in sexual relationship with her husband and amember
(her husband) returned to work. At the twelfth month, Mary
reported sexual difficulties and conflicts with her husband and her
blood pressure decreased at the beginning of the month and
increased again at the end of the month. Conflicts with her
husband seemed to have corresponded with increases in her blood
pressure levels. Mary consistently reported sexual difficulties
every month in spite of the fluctuations in her blood pressure
levels.

Analysis of the Parent-Adolescent Communication

•

The results of the Parent-Adolescent Communication

questionnaires are plotted on graphs (see Figures 7.4 to 7.7).
Marys total scores (see Figure 7.4) remained within the norms
during the three phases of the study. There is no apparent
relationship between Marys blood pressure and her
Parent-Adolescent Communication scores. Johns total score (see
Figure 7.5) was above the norms throughout the study. There was a
decrease in the total score at the beginning of the treatment phase
but, it increased again above the initial scores in the last part of
the treatment period. There was little change in scores after
treatment. Jeffs total score (see Figure 7.6) remained within the
norms throughout the study in relation to his communication with
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his mother. His positive and negative communication scores were
almost parallel to his mothers. Reporting on his communication
with his father (see Figure 7.7), Jeff's scores were also within the
norms during the three phases.
The visual inspection of the graphs on the Parent-Adolescent
Communication instrument indicate that there is no major
communication problem in the parent-child system.
Pearson product moment correlations were computed to
identify any relationships between the Parent Adolescent
Communication results and time. No significant correlations were
identified. No significant correlations were found among family
members scores on this instrument. No significant correlations
were identified between Marys systolic or diastolic pressures and
the Parent-Adolescent Communication results.

Analysis of The Family Coping Resources

The scores of the instrument F-COPES, which measured the
family members perceptions of the family'
sexternal and internal
resources, are plotted on graphs that are represented on Figures
7. 8to Figure 7.10. Marys total scores (see Figure 7.8) increased
gradually over the three periods of the study, remaining within the
norms. Her external resources scores gradually increased while
her internal resources scores were more stable and slightly
decreased during the follow-up period. For John (see Figure 7.9),
there was adiscrepancy between his two first total scores before
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treatment which complicates the comparisons between the
baseline phase and the other phases of the study. His total scores
remained within the norms throughout the study. His external and
internal resources scores followed the same trend. Jeff's results
(see Figure 7.10) followed the same trend as his mother's. His
external resources scores gradually increased over time while his
internal resources scores remained quite stable. All results were
within the norms.
Pearson product moment correlations between the monthly
scores of each family member and each of the nine months of the
study were calculated. Mary's scores significantly correlated with
the nine months of the study:

r= .92, p<.05 for her "total" scores.

This correlation is mostly due to her external resources scores
which significantly correlated with the months

(r= .90, p<.05).

Therefore her external resources increased over time. Jeffs
results also correlated with time:

r= .85, p<.05 between his

"total" results and the nine months; this correlation is also
mostly due to asignificant correlation between his external
.resources scores and the months:

r= .86, p<.05.

Correlations were calculated between family members'
scores. Only one significant correlation was identified: between
Mary's scores and Jeff's

(r= .81, p<.05). This correlation may

indicate that Mary's perceptions of the family's coping resources
were more similar to Jeff's than to her husband's perceptions.
Mary's systolic blood 'pressure significantly correlated with
her results of F-COPES:

r= -.70, p<.05 for the external resources
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scores and r= .73, p<.05 for the internal resources scores. Her
systolic blood pressure was sensitive to her perceptions of the
family coping resources: the systolic blood pressure decreased as
her perception of the family external resources increased; and the
systolic blood pressure followed the same trend as her perception
of the family internal resources which suggests arelationship
between the two.
Family Assessment

The following family assessment is based on the therapists
notes in the family's chart and on the observers' analysis. This
section also includes areview of the six family therapy sessions
which allowed the therapists and observers to hypothesize about
the connections between family dynamics and Mary's blood
pressure.
Family DeveloDment
The family was identified as being at stage five of the life
cycle: families with teen-agers (Carter &McGoldrick, 1980). The
tasks involved at that stage are: (a) development of increasing
autonomy for adolescents (b) refocussing on mid-life marital and
career issues, and (c) beginning the shift toward concern for the
older generation.
According to both parents and Jeff, the parent-child
relationships were quite satisfying despite the blended nature of
their family. John was quite involved in Jeff's sports activities.
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Jeff did not present any significant problem.
Marital and career issues have generated conflicts in the
family which are discussed in the functional assessment section
which follows. Concern for the older generation was not a
significant issue for the family at the time.
Family Functioning
This family dimension refers to how family members relate
to or influence one another. Family functioning is divided into two
categories: (a) Instrumental functioning (e.g., activities of daily
living); and (b) expressive functioning (e.g., communication
patterns and problem-solving skills). In this family, Mary and John
acknowledged that they are unable to effectively deal with
conflict. Mary experienced agreat deal of frustration related to
John's seasonal employment and to his lack of cooperation in
performing household tasks. Mary perceived herself as having
most of the disciplinary, financial, and domestic responsibilities.
She expected John to initiate domestic chores instead of having to
ask him to do them: She said that she gave John "dirty looks"
instead of asking for his help. Mary dealt with her frustrations by
suppressing them. All family members agreed that Mary
suppresses her anger. They stated, "She bottles up like avolcano
and explodes occasionally". Mary reported that John's reaction to
her anger inhibited her from ventilating it appropriately. For
example, if she remained silent when she felt angry, John insisted
that she expressed her feelings. However, when she ventilated her
frustrations, John reacted with anger which resulted in escalating
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fights. Thus, she claimed that John got upset whether she
verbalized her anger or not.
All family members agreed that John and Jeff became more
attentive to Mary and more cooperative with the housework when
Mary had headaches. Mary, John, and Jeff were very concerned
about Mary's migraines because they often required avisit to the
hospital and ahigh dose of medication: Mary believed that 75% of
her migraines were caused by her high blood pressure and the other
25% by her frustrations. Whereas Mary attributed most of her
emotional stress to both her home situation and work, John and
Jeff related the source of her stress to work only.
According to the family, Mary was the one who worried the
most about John's unemployment, Jeff the second most, and John
the least. While Mary reproached John for not actively seeking a
full time job, John expressed very little concern about his job
situation. Jeff claimed that Mary was "bugged" by John's
unemployment and by the fact that she had to work.
When the family was asked by the therapist what impact
Marys migraines and hypertension had on the family, John reported
that he had avery good relationship with Mary and denied any
marital conflicts. Jeff answered that he worried that Mary might
take an overdose of medication during her migraines, not to harm
herself intentionally, but to cure the pain. Mary acknowledged that
she worried more about her migraines than about her blood
pressure since medication can control her hypertension but not her
headaches. She also reiterated the effect that her migraines had
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on the family (i.e., John and Jeff showed more concern and were
more compliant to her demands).

Family Therapy Sessions

This family received five therapy sessions and one follow-up
session three months after the fifth session. Mary's blood
pressure during the month preceeding the first session of therapy
varied between 160/80 and 122/84, with amean of 140/85 and a
standard deviation (SD) of 11/5.
Session One
All family members were present. The significant information from this first session is reported above in the family
assessment section. However, it is important to note that during
this session, the couple denied any connection between Mary's
suppressed feelings of frustration, anger, and her hypertension.
Observers' Consensual Observations
During the session John demonstrated more warmth and
caring to the children than did Mary. However, both parents
seemed to have apositive relationship with the children according
to their comments and behaviors in the session. Mary showed flat
affect. John responded with humor to Mary's complaints about
some of his behaviors. Both spouses were very parsimonious in
their answers to the therapist's questions. They did not
spontaneously provide relevant information about their family
functioning.
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Observers 'Hypotheses
1. The family did not appear to have any problems at the
parent-child system level.
2. There was unclear communication at the marital system
level: Mary used non-verbal cues to express her frustrations to
which John responded with anger. John dealt with problems by
using humor or disqualifying family conflicts to which Mary
responded also with anger. The couple does not address or resolve
their conflicts with direct and clear communication.
3. Mary probably avoids complaining verbally or dealing
overtly and directly with her frustrations in order to prevent
more intense anger from John.
4. John may deny marital conflicts due to feelings of guilt.
5. Marital conflicts generate stress in the family that may
contribute to Marys hypertension.
Therapists' Hypotheses
1. The marital system had poor problem solving skills related
to its inability to deal with feelings of anger or frustration.
2. Dysfunätional marital communication created tension for
Mary which she somatized into migraines and hypertension.
The observers agreed with these two hypotheses.
Interventions
At the end of the session the therapist:
1. Commended the family for its strengths (e.g. the
sensitivity and caring that members showed to one another).
2. Asked Mary and Jeff to record all their headaches between
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now and the next appointment and to document what was happening
in their life when the headaches occurred. They were also asked
to rate the intensity of the headaches on ascale of I.to 5(with
five being the most intense).
3. Asked John to document Marys moods and how she showed
her feelings of frustration.
Session Two
This session was held two weeks after Session one. All
family members were present. Between Sessions one and two,
Marys mean blood pressure was 137/89 and aSD of 15/10. No
clinical significant change occurred between this mean and the
mean blood pressure between the baseline phase and session one.
However, there is indication that her blood pressure fluctuated in
aclinically significant manner (SD of 15/10, therefore
fluctuations of more than 6mmHg).
Salient Interview Events
Jeff reported having had two headaches (one each week)
which he related to difficult homework at school. He rated his

first headache as atwo and his second headache as aone. Mary
reported having had four migraines. She rated her first migraine
as aone; her second as afive and each of the two following ones
were rated as atwo. She specified that her first two migraines
were related to an overload of housework. The third one occurred
after an argument between her and her husband. She did not
specify what preceeded the fourth headache. Mary reported that,
on the day of the most severe argument with her husband, her
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blood pressure increased to 180/120 whereas it had been
previously at 140/90. Jeff had his first migraine on the same day
that his mother had her third one.
At mother's suggestion, the children were asked to leave the
room in order to discuss marital conflicts. The therapist explored
the nature of their conflicts to validate or invalidate the
hypothesis of spousal abuse. After persistent probing from the
therapist, the couple admitted that their anger occasionally led to
fights with physical abuse being used by both spouses. Mary
acknowledged that her previous relationship with Jeff' s father
also involved mental and physical abuse which precipitated severe
migraines. Both Mary and John recognized that they had not
learned how to resolve their conflicts. Their own parents had not
been very good role models for them.
Observers' Consensual Observations
The observers noticed that Jeff had his headaches on the same
day that Mary experienced one of her migraines. Mary and John
were sensitized to the importance of boundaries between them and
their children, especially at the time of their marital fights. The
parents reported that Jeff was not involved in their arguments and
that they avoided fighting in front of the children. Mary'
srefusal
to discuss marital conflicts in the presence of the children during
therapy sessions provided further evidence of appropriate parental
sub-system boundaries.
0bservers HyDotheses
1. Johns lack of positive attention from Mary may increase
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his defensiveness and feelings of guilt. Mary received positive
attention from John with her migraines but John did not seem to
receive any positive attention from Mary.
2. Both spouses exerted efforts for more control in their
relationship: Mary with her migraines and John with his job
situation (he refused to seek full-time employment) and with his
lack of cooperation with the housework.
3. There is apossibility that the parental fights and Marys
migraines created stress for Jeff which he also somatized into
headaches.
The other hypotheses remained the same as for session one.
TheraD i
sts Hyootheses
The hypotheses were the same as for session one.
I
nterventions
The therapist contracted for four marital sessions with the
couple to assist them with resolving their conflicts in amore
effective way. The therapist:
1. Reframed each spouses participation in their marital
fights: Mary expressed her anger through her migraines and
hypertension letting her body indicate that she could not deal with
the marital conflicts; John expressed his anger using body contact
(physically striking Mary) to indicate that he wanted to "connect
with Mary. This positive ref rame was an attempt to decrease Mary
and Johns defensiveness about their individual contributions to
their ongoing marital conflict. This intervention also enhanced the
couple's receptiveness to improving their problem-solving skills.
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2. Suggested that they learn other ways to resolve their
disagreements rather than using their head (Mary's migraines),
hypertension, and their hands (physical violence by both Mary and
John).
3. Gave the couple some homework tasks to assist them in
developing more effective ways to handle their disagreements:

first, each spouse was to write three sentences the partner used
that provoked them, exchange their list of sentences without
comment on the next Saturday and eliminate those sentences from
their vocabulary: second, they were told not to talk about any
jssues; instead, they were to write them down and give them to
their partner. After reading these, they were not to disagree but
could write back to ask for clarification. Third, they were directed
to refrain from all physical violence.
The third intervention was an attempt to interrupt the
couple's maladaptive interactional pattern which frequently
escalated to spousal abuse. By requesting that each spouse think
of phrases used by their partner that are provocative enabled each
spouse to take ametaview to their pattern of communication. This
allowed them to, recognize the verbal language that escalates their,
fights and eventually leads to spousal abuse. Requesting that the
couple not discuss their disagreements verbally was afurther
attempt to break the vicious cycle of communication and to allow
amore virtuous cycle to emerge.

The contract between the couple

and the therapist for no spousal abuse while in therapy is a
common intervention for treatment of spousal abuse recommended
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by experts in family violence (Bedrosian, 1982).
Session Three
Session three was held one month after session two. Only the
marital couple was present. Between sessions two and three ;
Mary's blood pressure varied between 120/78 and 160/90
(recorded at the time of amigraine) and the mean was 129/82
with aSD of 11/4. Only the systolic SD indicates systolic blood
pressure fluctuations of more than 6mmHg which is clinically
significant.
Salient Interview Events
Mary and John had had one fight since the last session. John
struck Mary but this time Mary did not strike back. She was proud
to report that she had kept her part of the contract for no physical
violence. John, as he occasionally had in the past, threatened to
leave the family following the fight but decided to stay because he
didn't know where to go. Mary responded as before, by showing
indifference to his threats. Mary had complied to the therapist's
homework but John had not. However, Mary reported that John
came home the day after the fight with an ice cream cake and a
letter. In the letter he wrote that he had thought alot about his
family of origin to whom he attributed amajor part of his
insecurities. He had made aconnection between his insecurity and
his being physically abusive. He promised his wife in this letter
that he would never hit her again and that, if he had the urge to hit
her at some time in the future, he would walk out of the room or
go outside for awalk. Both spouses reported that this was the
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first time that John had reflected on his use of physical abuse as a
way of dealing with frustration. The therapist praised John for
his new resolutions and reinforced them by acknowledging the
benefits this would give their relationship. Mary reported that she
had done her assignment and presented her husband with two
sentences that provoked her. John could not think of any
statements that his wife used that provoked him.
The couple reported that they had decided to discuss their
problems and derive their own solutions. This was beyond what
the therapist had asked them to do. They both acknowledged that
Mary's blood pressure was lower since the "good talk" they had
shared the previous week. However, John reiterated his belief that

Mary's migraines were related to her stress at work. Mary
acknowledged that she had astressful relationship with her boss
but decided to become more assertive towards her which would
decrease the stress. When the therapist asked Mary how John was
helpful to her with her stress at work, she responded that John
was agood listener.
Observers' Consensual Observations
The observers, as well as the therapists noticed that Mary
appeared more relaxed and happier. Analogically, Mary and John
were warmer and much more positive and responsive to one
another.
Observers' and TheraDists' Hypothesis
1. John seemed to have become more receptive to change
perhaps because of the impact of: (a) one the last interventions
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(e.g., the positive ref rame of his physical abuse could have given
him adifferent epistemology about himself and decreased his
feelings of guilt), or (b) he realized how dependent he was on Mary
and the family and that he needed to improve his behavior in order
to stay in the family, and to help Mary with her health problems.
2. Mary's suppression of anger and the stress related to her
marital relationship and work situation contribute to her
hypertension and migraines.
Intervention
The therapist:
1. Commended the couple for their positive changes (gave
examples for each spouse) and acknowledged that they had
accomplished more than what had been requested of them.
2. Offered a"split-opinion" intervention to the couple. She
told them that she and her colleague behind the one-way mirror
disagreed about atherapeutic issue and therefore both therapists'
views would be presented: (a) the therapist behind the mirror held
the opinion that the couple was changing too fast and that they
risked arelapse if they did not follow the pace of the therapeutic
plan, and (b) the therapist's opinion, was more optimistic. She
thought that it wasn't necessary for the couple to perform all the
different steps of the plan since the couple was creative enough to
come up with their own solutions.
This intervention had the goal of challenging the couple to
sustain the positive changes, normalizing apotential relapse and
giving them avote of confidence on their problem-solving skills.
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The split-opinion intervention also had the function of showing the
couple that having different opinions or beliefs is acceptable.
Session Four
Session four was held two weeks after session three. Only
the couple was present for this session. Between sessions three
and four, Marys blood pressure varied between 110/70 and 150/90
and the mean was 127/81 with aSD of 14/9. No clinical
significant change occurred between this mean and the mean blood
pressure between sessions two and three. However, both systolic
and diastolic SD indicate blood pressure fluctuations of more than
6mmHg which is clinically significant.
Salient Interview Events
The couple reported that there was substantial improvement
in their relationship: no more arguments, no more yelling by John,
no more physical violence by either spouse, and they had talked
together about their problems. Mary had not had any migraines
since the last session. She had noticed that her blood pressure
was higher on the days she felt more tense.
John again suggested that work increased Mary's blood
pressure and that, when she relaxed after work, her blood pressure
would decrease. When he was asked by the therapist what he
needed to do to help Mary relax, he responded that he would have to
help her with the domestic tasks. Mary agreed.
John also acknowledged that he would like Mary to be more
open about her feelings and her thoughts. As for other changes, he
noticed that Mary was more relaxed than before. He stated, "Mary
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is easier around the house. She can discuss things. We don'
thave
to walk on pins and needles anymore".
Mary had noticed that John was more caring, more interested
in her feelings, and used amore gentle tone of voice when
inquiring about how she was doing. She also reported that she had
more freedom to refuse going out with John without feeling guilty
and making him angry, since he has accepted her need for more
autonomy. When the therapist asked if Jeff would have noticed any
changes at home, Mary reported that Jeff had probably noticed the
positive changes and would have commented that things were alot
better at home.
John observed that Jeff was more comfortable, more relaxed
and showed it by teasing John more often than usual.
When asked the reflexive question "What would you have to do
to bring the problems back?", the couple agreed that Mary would
have to stop talking and John to start yelling.
Observers' Consensual Observations
The couple showed genuineness in their comments about the
improvement in their marital relationship. They appeared happier
and satisfied with their new way of handling their disagreements.
The observers were surprised about the rapid improvement in the
marital system and wondered if this improvement derived from a
"first- order" change only (i.e., change in the presenting problem
versus achange of the system itself).
Observers' and Therapists' Hypothesis
1. Therapy facilitated positive changes in the family by
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assisting the couple in discovering its own solutions to problems
of physical violence and communication.
2. A decrease in marital conflicts and an increase in the
openness of communication alleviated Mary's migraines and
coincided with adecrease in her blood pressure.
Intervention
The therapist:
1. Commended the couple again for their efforts to improve
their relationship. She praised them for the connection they had
made between Mary's blood pressure and her emotional tension.
2. Once again offered asplit-opinion: the therapist behind
the mirror challenged the couple by saying that the positive
changes were only temporary, whereas the therapist repeated
again that she was quite confident that the changes would last and
encouraged the couple to continue making progress.
3. Suggested that, the couple bring more examples about their
improvement in order to convince her colleague that the changes
were substantial.
4.

Asked the coupleto bring the children for the next

session.
These interventions were designed to continue to sustain the
very positive changes reported by the couple. The children were
invited to the next session to obtain their perceptions of the
changes reported by their parents.
Session Five
Session five was held five weeks after session four. The
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whole family was present at the session. Between sessions four
and five, Marys blood pressure varied between 112/72 and 150/90
and the mean was 132/83 with aSD of 8/6.

No clinical

significant change occurred between this mean and the mean blood
pressure between sessions three and four. However, the systolic
SD indicates systolic blood pressure fluctuations of more than
6mmHg which are clinically significant.
Salient Interview Events
Jeff reported that Mary and John were "working things out
better between them". He had noticed that Mary had only one
headache in the last few months and attributed her improvement
to better communication between his parents. He stated "they
talk better to each other and no one blames anyone else". Jeff
hadn'
tnoticed any changes in his relationship with his parents.
John reported that "things have been good at home, we discuss
more and there's no more hitting". Mary reported no more
migraines and attributed it to getting along better with John.
Both spouses agreed that they had maintained the positive
changes because they had learned to "talk about their problems".
They reported that Marys blood pressure had been lower than usual
and with less extremes in its fluctuations.
In order for Mary to decrease her stress related to John's
unemployment, she had decided to engage in swimming and in
different hobbies of which John was supportive.
When the couple was asked by the therapist if they had any
marriage plans the couple answered that marriage was not an

253
important issue for them because they had both experienced an
unsuccessful marriage in the past. Jeff agreed with his parents
and said that his parents behaved as if they were married and that
John was his "dad" anyway. The issue of marriage was not a
concern for anyone. The therapist explored this issue to validate
the hypothesis that the issue of marriage might have been asource
of stress or conflict for the couple.
Observers' Consensual Observations
Jeff appeared more relaxed, showed less concern and less
worry for Mary. He talked more positively about John during the
session. John never denigrated Mary in the sessions, he never
blamed her for anything and he appeared to be the one who had
made most of the positive changes. Mary appeared self-righteous
during most of the sessions. She displayed this attitude by
blaming mostly her husband for the marital conflicts.
Nevertheless, the couple showed genuineness in reporting
improvement of their problem-solving skills.
The observers were curious about Jeff's headaches and
wondered if he still had any since his mother experienced less
migraines and there were less marital fights.
Observers' and Therapists' Hypotheses:
1. John's positive changes might have been motivated by his
feelings of guilt that were related to his unemployment and
spousal abuse. His efforts to improve the marital relationship
might have also resulted from his insecurity in the common-law
marriage.
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2. Therapy assisted the couple in maintaining their efforts to
ameliorate their relationship.
The other hypotheses were the same as for sessions three and
four.
Intervention
The therapist:
I. Reported that she and her colleague were both inaccurate
in their different opinions during the last two sessions. The
couple had not only maintained the positive changes but had
progressed beyond the therapist's expectations.
2. Commended the family for continuing to generate their
own solutions. She validated their improvement by positively
ref raming behaviors that they had reported during the session and
cited the behaviors as examples of their efforts to work on their
problems.
3. Gave an embedded suggestion to the family by stating,
"You realized that you cannot convince the other that your view is
the correct view, you tried to see the other's point of view. You
also realized that the family changes had apositive effect on
Mary's health. Because you have been working so hard we consider
ourselves "laid off" as therapists. We would like to see you in
three months for afollow-up session."
Mary responded by saying, "Therapy has helped us alot, we
have learned alot from you." John agreed.
The rationale for this intervention (according to the
therapists) was to support the positive changes in the marital
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system and to encourage further creative problem-solving
techniques.
Session Six
Session six was held three months after session five. The
• couple and Eric., their youngest child, were present. Between
session five and six, Mary '
sblood pressure varied between 120/72
and 165/102 (which coincided with the time of amigraine) and
the mean was 138/83 with aSD of 9/5. There is indication that
the systolic blood pressure fluctuated in aclinically significant
manner because of the SD being higher than 6mmHg. No clinical
significant change occurred in the diastolic blood pressure levels
since session five.
Salient Interview Events
The couple reported that "Things are going very well between
us". They acknowledged that they were both very busy since John
started working at his seasonal job. They reported, "There is no
time to argue". John was very busy with his sports activities
which often involved both children. Jeff had started asummer job
and was very happy with it. He was doing very well in school and
had only one headache which occurred while doing his homework.
Nary reported having had only afew migraines during the past
three months. She acknowledged having forgotten to take her
hypertensive medication at the time when her headache occurred.
She had observed that her blood pressure had fluctuated more: it
had increased during her migraines and had decreased
substantially when John and the children were away on weekend
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trips. She claimed that she did not worry as much about the
family when they were away. She did not go with them on these
short trips because she worked on weekends.
The therapist asked the family afew questions to obtain their
feedback about the therapy sessions. John responded that the
sessions were "excellent". Mary said that therapy provided the
opportunity to discuss issues with her husband before they "got
out of hand". Mary asked the therapist why she (Mary) had
hypertension. The therapist answered that there may be many
reasons but one of them could be that she is very sensitive to
family life and that she is very close to her family. Therefore,
when there are unresolved family conflicts, her blood pressure
increases. John agreed with therapist.
When the family was asked about the greatest impact that
therapy had on the family, John answered, "There was more ease
between family members". Mary responded that "she didn'
tlet
problems bother her as much. She acknowledged that she did not
"explode anymore like avolcano" when angry; and she had learned
to appease her anger with her son before giving him feedback.
However, she still had difficulty expressing her anger for fear of
escalating arguments. John disagreed with his wife; he said that
it would not result in an escalating argument.
Observers Consensual Observations
The couple showed genuineness when reporting on the changes
in the family interactions. The therapist probed for any
significant problems but the couple denied having any.
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Observers' Hypotheses
1. Mary's anger was converted into migraines to prevent
escalation of marital fights. Her migraines served apositive
function because John responded to them by catering to Mary.
2. John's reaction reinforced Mary's migraines and she might
have difficulty giving up this symptom completely because it
served apositive function.
Intervention
The therapist:
1. Told the couple how impressed the clinical team was with
the maintainance of positive changes. She praised Mary for
improving her expression of anger with Jeff and told her that, as
she gains more confidence in her ability to appropriately express
her frustrations with John, her blood pressure will decrease.
2. Gave the couple afew suggestions to assist them with
their interactions during an argument (e.g., encouraging Mary to be
less provocative in her tone of voice when reproaching John and
inviting John to demonstrate to Mary how he could take her
feedback without escalating the argument).
3. Taught the couple how to be more positive with one
another in order to also balance the feedback they give each other.
4. Expressed the team's confidence that Mary would find a
happy medium with her anger between" blowing up" and "giving the
silent treatment". The therapist proposed to Mary to try to
communicate her feelings when she observes that her blood
pressure has increased.
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5. Suggested for Mary to observe if her blood pressure
fluctuations correlated with her communication style; i.e., perhaps
an increase in her blood pressure may be acue that she needs to
talk.
The couple appeared receptive to the therapists'
recommendations and agreed to cease therapy for the time being
and to return if significant problems reccured.
The therapist terminated therapy because the couple reported
continued and sustained positive changes. Terminating therapy
implied avote of confidence in the couple's ability to resolve
problems on their own.

Observers' Analysis of the Therapeutic Approach

Therapy for this family was based on systemic and strategic
family therapy models. The therapist used linear and circular
questions during the sessions as assessment and intervention
techniques. The following intervention techniques were also used:
ref ram ing, positive feedback, normalization, educational input,
behavioral tasks, split-opinions, prescription of no change.,
prediction of relapse, and embedded suggestions.
The therapist remained neutral, positive, and accepting
towards all family members throughout the sessions. This
approach assisted in engaging the family in therapy and in
increasing their receptiveness to change.
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Follow-up Interview by Researcher

The researcher met with each family member individually
three months after the sixth session to obtain their evaluation of
therapy.
Mary's (Mother) Reoort
Mary reported that therapy helped them to discuss their
problems during and after the sessions without getting upset. She
said that it also helped Jeff to understand that her blood pressure
and migraines were related to stress. She had noticed that when
she had her migraines, John and Jeff were even more cooperative
and sympathetic towards her;
Mary acknàWledged that she had learned how "to be more
gentle" when reproaching Jeff; however, she still had difficulty
doing the same with John. She was still accumulating some anger
towards him. Nevertheless, she had learned how to prevent getting
angry: she reported asking John and Jeff for their help with the
domestic chores instead of waiting for them to initiate
assistance. She reported that Jeff did not have any more
headaches.
Mary had observed that her blood pressure increased when she
felt "uptight" because of marital conflicts. A few days before this
follow-up interview with the researcher, Mary reported
experiencing feelings of frustration with her husband who
returned to his pre-therapy behavioral pattern (lack of cooperation
with the domestic chores) which caused her to experience
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migraines and an increase in her blood pressure. Mary denied any
reoccurence of spousal abuse. Her physician prescribed new
medication and time off work to see if her stress was more
related to work than to her home situation. Mary reported to the
researcher that her blood pressure had decreased probably because
of the new medication or because of the positive changes in her
husband's behavior following her visit to the physician and during
the time she stayed off work. She still had occasional migraines
but her blood pressure had stabilized lower than usual after her
last visit to her physician.
John's

(Father) Report

John reported that therapy helped him to understand the
factors influencing Mary's blood pressure such as tension at home
and at work. Therapy helped the family find new ways to decrease
the stress at home. John claimed that he benefited from talking
about the marital frustrations and that he had learned how to deal
with them. He had noticed that Mary was less tense, controlled
her anger and ventilated it more appropriately. He perceived her
as socializing more than before therapy started.
As for himself, John reported that he hadn't had any angry
outbursts resulting in physical abuse and that he was using
"time outs" to deal with his anger. He acknowledged that there
were fewer marital fights and that he now discussed problems
with his wife.
Jeff's (Son) Report
Jeff reported that therapy had helped him to understand
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Marys blood pressure and its relationship to stress at home and at
work. The family had learned how to discuss issues and how to
decrease Marys stress at home. Jeff had noticed that Mary "had a
calmer approach when she was mad, controlled her anger alot
better and didn'
tshout as much as before. He had observed that
John was more attentive and understanding towards Mary when she
had aheadache. He also believed that his mother's job was too
stressful for her and was amajor factor contributing to her
migraines. However, he reported that Mary was more sociable as
evidenced by her going out more with her friends.
He acknowledged that his parents were communicating better
and fighting less. He said that they were also going out more
together. He perceived that Mary was more willing to accompany
John to Bingo games, whereas before she had resented him going to
these Bingo games.
As for his relationship with his parents. Jeff reported that
they communicated better with him. John was more positive
towards him and more understanding of his needs. Jeff reported
not having anymore headaches.
Family Members ReDort on The Therapist
All family members agreed that the therapist made them feel

very comfortable and that it was easy to talk to her. She inspired
competence and didn'
tside with anyone in the family. They all
responded that they would return to her if they needed more
therapy.
Because Mary reported still having difficulty expressing her
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anger to John, the researcher suggested that the family return to
therapy. Nary responded that she had the information needed to
contact the therapists and would seek their assistance if
necessary.
Physicians ReDort After Therapy
Mary had visited her physician twice during the period of
therapy and her blood pressure was around 130/85 mmHg. Three
months after the last therapy session, Mary visited her physician
again and complained of occasional migraines. Her physician
decreased her medication to Aldomet 250mg5. aday and prescribed
Inderal 40 mgs daily. At her last visit during the following month.,
Mary's blood pressure was 114/70 wich was good according to her
physician. If Mary's blood pressure remained around 115/70, the
physician would consider this change asignificant one and would
wean her from her medication. The physician asked Mary to
continue to record her blood pressure for another month. The blood
pressure varied between 102/74 and 140/84. The mean was
120/82 with a-SD of 8/6.

Discussion

Only afew physiological factors have been identified as
contributing to Mary's essential hypertension: her cigarette
smoking may contribute and the evidence for agenetic
pre-disposition is suggested by the fact that her father died of a
heart attack. According to her physician, alack of compliance to
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the medical recommendations (e.g., diet restrictions and physical
exercises) may be another responsible factor for the maintenance
of her essential hypertension. Psychosocial factors may also
contribute to Mary's hypertension and are discussed in the
following section based on the five objectives of this study.
The first objective was to assess family interactional
patterns that could be related to the development and maintenance
of essential hypertension. This case study analysis associated
Mary's blood pressure fluctuations with emotional stress which in
turn was related to her family and work situations. Mary's family
physician suspected aparent-child conflict between John and his
step-child Jeff. Based on this information, and because of the
structure of the family, the researcher decided to assess the
parent-child systems level. According to the analysis of the
qualitative and quantitative data of this study, however, there is
no conflictual relationship between either parent and the
adolescent child, Jeff. During the therapy sessions, both parents
and Jeff denied having any significant problems in their
parent-child relationship. Mary and Jeff's total scores on the
Parent-Adolescent Communication questionnaires are all within
the norms. John scored beyond the norms indicating that his
relationship is very positive. However, he may have concealed any
problem in his relationship with his son as he did at the first
session when discussing the marital relationship.
In the FILE instrument, Mary indicated having difficulty
managing her pre-school son, Eric; however, she did not mention
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this problem during therapy. Perhaps she perceived this difficulty
as less important than the issues discussed in therapy or she may
have believed that resolving the other family problems would lead
to its resolution.
The qualitative data analysis identified marital conflicts as
the dominant emotional factor contributing to Marys hypertension.
One of her personality characteristics is her tendency to suppress
anger and frustrations which prompts her to use non-verbal cues
only until a"volcanic eruption of her feelings" occurs.
Marys manner of expressing anger was part of amaladaptive
interactional communication pattern that led to unresolved
marital conflicts. Mary resented Johns behavior at times and
suppressed her resentment, fearing that her expression of anger
would escalate marital fights. Conversely, when Mary withheld
her feelings of anger, John would frequently question her in a
manner that, according to Mary, exacerbated her anger. John
responded to Marys conflict avoidance (e.g., refusing to discuss
conflictual issues) with frustration and anger which he
manifested through physical abuse of his wife. Mary in turn
responded by physically abusing her husband (e.g., hitting and
scratching him). Thus, both contributed to the maintenance of the
maladaptive, interactional pattern which could have influenced
Marys blood pressure.
Financial concerns, resulting from John's unemployment, were
identified on the FILE instruments, as apossible source of stress
for Mary. These concerns may have aggravated her resentment
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regarding John's employment situation. Mary may somatize the
tension into migraines and hypertension. She may use these health
problems to evoke her husband's benevolence and as ameans of
expressing anger. At times her migraines may have been useful in
preventing physical abuse. Mary's migraines served the positive
function of stopping marital conflict and eliciting caring attitudes
from her husband and son.
Her son, Jeff, also learned illness behavior as he seemed to
experience migraines that coincided with those of his mother's
during times of family stress. There is apossibility that Jeff may
learn from his mother to suppress his feelings which may lead to
essential hypertension. It is interesting to note that Jeff's
F-COPES' scores significantly correlated with his mothers which
could indicate that their perceptions of the family's coping
strategies are also similar.
Mary seemed to experience agreat deal of stress and
insufficient social support from her family. She may have
perceived her relationship with her husband as a"source" of stress
rather than as a"buffer" against stress. The maladaptive
communication pattern in the couple's marital relationship
prevented the marital system from being asource of social
support that could have been asignificant mediator of stress for
Mary. Mary may have expected more social support from her
husband and her disappointed expectations might have contributed
to her stress.
Marys systolic blood pressure appeared to be sensitive to her
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perception of the family'
scoping resources: her systolic pressure
decreased as her perception of the family'
sexternal resources
increased. This increase in her external resources score is
validated by the family'
sreport that Mary was socializing more
than she did before therapy. The isolation of the couple from their
families of origin may contribute to the lack of social support that
often prevent intra-family conflicts that lead to physical violence.
As reported by Everstine and Everstine (1983) and Glick (1975),
families who are isolated from their relatives can become "private
places" where feelings of hurt, anger, and frustration can only be
directed towards one or two people which increases the risks for
family violence. In this family, the increase of external resources
and of external support may have reduced the family tension that
led to marital fights and to increased levels in Marys blood
pressure.
The second objective of the study was to identify the
perceptions of family members regarding the impact of essential
hypertension on family dynamics. In this family, the members
were more concerned about Marys migraines than about her
hypertension. Her migraines, which were probably derived from
her hypertension, had more impact on the family because the
symptoms were more apparent and Mary showed more discomfort
from her migraines than from the hypertension. Jeff was worried
that his mother would unintentionally abuse her medication, and he
and his father showed more concern and were more compliant to
Mary whenshe had migraines. Mary acknowledged that she also
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was more worried about her migraines than her blood pressure
because she believed that medication could control her
hypertension but not her headaches. Thus, the diagnosis of
essential hypertension itself did not seem to have asignificant
impact on this family, because of the lack of external symptoms
(except for the migraines) and of the belief that medication is
sufficiently effective.
The third objective was to identify issues that families
present in adjusting to the diagnosis of essential hypertension.
This family did not present any significant difficulty adjusting to
the diagnosis of essential hypertension. However, Mary identified
difficulty in sexual relations with her husband on almost all the
FILE instruments. These sexual difficulties could be related to a
decrease in Mary's sexual drive which is often aside effect of
antihypertensive medication. If the sexual difficulties developed
because of Mary's medication, emotional distance and marital
problems might have resulted from amisinterpretation of the
reasons for Mary's decrease in her sexual drive. However, this
issue was not addressed in therapy because the couple never
presented it as aproblem and the therapist did not explore this
dimension of the relationship. This family did not seem to present
other significant problems that could have been related to the
adjustment to the diagnosis of hypertension.
The fourth objective of the study was to identify any
changes in the family dynamics which may result from the family
therapy interventions. It is important to note that not only the
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interventions at the end of each session may have influenced
changes in the family but also other therapeutic techniques (e.g.,
circular questions) during the sessions may have contributed to
changes in the family. Some of the therapist's questions may have
caused afamily member to reflect and therefore may have led to a
cognitive and behavioral change. Tomm (1985) stated, "Every
question is aprobe and apotential trigger for agenerative effect,
i.e., amore substantive change" (p.37).
Family therapy assisted this family in making aconnection
between Mary's blood pressure and her feelings of frustration
related to her marital situation. At the beginning of therapy, the
family denied any connection between Mary's hypertension and her
feelings of frustration and anger. One of the first interventions in
therapy, which required Mary to record the events that preceeded
her migraines, allowed the therapist to make aconnection between
the migraines and marital conflicts. Based on this connection, the
therapist further hypothesized spousal abuse which was explored
and confirmed by the couple.
The daily recording of the blood pressure levels also may
have had atherapeutic effect which enabled Mary to observe the
relationship between her blood pressure and family events. At the
third family therapy session, both spouses reported having
discussed and resolved some important marital issues and made
the connection that Mary's blood pressure had consequently
decreased. At the sixth session, Mary had observed that her blood
pressure reduced substantially when her husband and the children
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were away on weekend trips.

At the follow-up interview with the

researcher, Jeff reported that therapy helped him to understand
that his mothers blood pressure was related to stress at home and
at work.
The procedure of taking each others blood pressure may have
also influenced the couplets interactional pattern. This procedure
gave the couple adaily opportunity to interact in aphysical
manner and to discuss their observations about the fluctuations in
each others blood pressure. These opportunities may have
initiated further interactions which otherwise may not have
occurred.
Therapy enabled Mary to ventilate her feelings of frustrations
and facilitated the discussion of marital issues. During the first
therapy session, John denied any marital conflicts. At the second
session, the therapist succeeded, after apersistent probing, in
having Mary and John disclose spousal abuse. Often, members
(victims as well as persecutors) of violent families go to great
lengths to mask or conceal their family violence from outsiders
(Everstine & Everstine, 1983). This finding may explain why Mary
did not report spousal abuse on the FILE instrument at the
beginning of the study. If the FILE instrument had been
administered to John and Jeff, it would have been interesting to
note if they would have reported spousal abuse.
The therapists may have created acontext for the marital
couple to find their own solutions to their conflicts (e.g.,"time
outs" instead of physical abuse, improvements in communication
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style). Marys initial belief that expression of anger would
escalate marital fights was challenged when she realized that it
was her conflict avoidance that may have provoked her husband.
Mary also learned to express her feelings of anger in amore
positive manner. Not all positive changes in the family were
sustained following therapy and marital conflicts re-emerged
which led to an increase of Mary's blood pressure levels. John
might have shown drastic improvement in his behavior to
accelerate the process of therapy and to avoid any blame or guilt
feelings. Mary improved her anger management but had not
sufficiently modified her communication style with John to
maintain the positive marital changes. However, spousal abuse did
not reoccur once identified and addressed in therapy, nor did the
couple report areoccurrence of physical abuse during the three
months following therapy. Marital conflicts re-emerged following
therapy but without further spousal abuse by either partner.
The couple'
sreluctance to share some of their problems (e.g.,
spousal abuse and sexual issues) and their difficulty maintaining
all of the positive changes in their relationship could have also
been related to the therapists skills and/or to their interpretation
of the systemic and strategic family therapy models. The
systemic model encourages the therapist to formulate hypotheses
about the family organizational patterns around the family
problems. In this model, the formulation of hypotheses is based on
the information that the therapist elicits from the family, from
his or her previous clinical experiences, and from various theories
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and research documenting the family'
spresenting problem
(Fleuridas, Nelson, & Rosenthal, 1986). Therefore, in this
particular case, the fact that the sexual issues were not addressed
may have been related to the therapists skills or to the therapy
models. The main focus of the systemic and strategic models are
on the minimum change required to resolve the presenting problem
and not on any other dysfunctional behaviors. The target of
therapy is to perturb the ongoing interactional process in the
family that maintains the dysfunctional behaviors. The therapists
may have thought that by assisting the couple in their maladaptive
communication pattern, other existing marital problems might
have also been positively influenced. Nevertheless, the therapist
could have explored the couple's sexual functioning since it is a
dimension that is often affected when one spouse is hypertensive
and is taking anti hypertensive medication.
Individual therapy with each spouse may have led to a
different therapy outcome: each spouse might have been more
comfortable to share information in the absence of the other
spouse. For example, if Mary had the tendency to suppress her
feelings fearing the escalation of fights with John, she might have
withheld information during the therapy sessions that could have
led the therapists to other hypotheses and to other interventions
that could have helped the family to maintain all the positive
changes. However, there is strong research evidence that outcome
is more successful when marital problems are addressed in
marital therapy rather than individual therapy (Gurman & Kniskern,
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1981).
Three months after the last session, the couple returned to
therapy for afollow-up session to assess the maintenance of the
positive changes (session six). John reported that the positive
changes were maintained whereas Mary agreed that there were
less arguments and no more spousal abuse but acknowledged that
she still had difficulty expressing her anger with John, fearing
escalating fights. The therapists offered suggestions to the
couple to reduce the risks of escalating fights and to facilitate
Mary's expression of anger. However, because the therapists
wanted to give the couple avote of confidence in their ability to
find their own solutions to their problems, they initiated
termination of therapy. The therapists' decision may have been
based on the non-normative family functioning axiom of the
systemic model. This axiom guides therapists to avoid being too
directive with families about how the family should function. The
goal of systemic therapists is to facilitate families' discovering
their ownsolutions to problems. Boscolo and Cecchin (1985)
claimed that systemic therapists do not assume responsibility for
change in families, except in time of crisis where there are risks
of danger for family members. Instead, the goal of the systemic
therapy is to create acontext for change and to perturb the system
in order to enhance its autonomy. With this particular family, the
therapists aimed at enhancing the couple's ability to improve their
problem-solving skills but should have reassessed their
problem-solving abilities in subsequent sessions until Mary
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reported being able to fully express her anger with John. However,
the timing of the termination of therapy could be related to the
therapists' interpretation of the models. Systemic therapy
suggests that therapists initiate termination when positive
change begins to occur in order to create anew epistemology for
the family that they are the ones discovering to solutions to their
problems, not the therapists (Boscolo, 1986). This axiom of the
systemic model may conduce to misinterpretations and mislead
therapists into premature termination of therapy.
However, it is important to keep in mind that the subjects in
this research study did not request therapy for their family
problems and agreed

to participate in this research study without

necessarily having the need or the desire to work towards any
substantial change in their family relationships. The family was
invited to participate in the research study with the understanding
that family therapists would inquire about their family
functioning and would assist them with family problems which
they would be willing to discuss. Anderson and Stewart (1983)
attributed resistance to therapy to many factors that could be
related to the family: asystem's effort to maintain stability,
irrational fear of change, and reluctance to relinquish control over
one's life. Thesefactors might have played an important role in

Nary and John's difficulty in maintaining their positive changes.
The fifth objective was to determine the effect that
post-therapy changes in family dynamics may have on the blood
pressure of the hypertensive subject and their spouses. A visual
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inspection of Mary's blood pressure graph indicated that Mary's
blood pressure decreased before sessions two, three, and four:
this suggest that before each session, Mary may have anticipated
the support from the clinical team which may have decreased her
tension and blood pressure.
Positive changes in the marital system corresponded to a
decrease in Mary's migraines and in her systolic and diastolic
blood pressure levels which supports the relationship between her
blood pressure and marital conflict. Her blood pressure increased
after therapy, and Mary again reported experiencing difficulty
expressing her anger to her husband. Therapy may have contributed
to the decrease in Mary's blood pressure levels by assisting the
couple in reducing their marital fights and, consequently,
alleviating stress which could have been amajor factor
responsible for her hypertension.

.

The improvement in the marital relationship led to an
increase in the couple's social activities, which may also account
for the decrease in the blood pressure. Mary may have ventilated
her frustrations and managed her stress through social activities
which consequently led to lower blood pressure levels.
Hypotheses
This case study allowed for the examination of the
relationship between hypertension and family functioning before,
during, and after family therapy. Hypotheses that could be derived
from this case study are as follows:
1. Hypertensive patients' suppression of angry feelings is
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part of amaladaptive communication pattern in marital systems
which leads to unresolved conflicts that reciprocally reinforce the
suppression of feelings.
2. The maladaptive marital communication pattern reduces
any perception of social support from the marital system which is
asignificant mediator of stress.
3. Marital communication problems generate stress that
could be somatized into essential hypertension.
4.

Physiological consequences of hypertension (e.g.,

migraines or sexual difficulties caused by the side effects of
medication) have more impact on the family than the actual
diagnosis of hypertension. These consequences serve apositive
function in the family system and, therefore, the family has
difficulty relinquishing them fearing athreat to the systems
stability.
5. Hypertensive patients and their spouses are reluctant to
disclose sexuality issues in therapy.
6. Family therapy (based on asystemic-strategic model)
alleviates family problems and contributes to adecrease in the
blood pressure of ahypertensive family member. However, if
therapy does not succeed in helping the family to maintain the
positive changes, the family problems will continue to negatively
influence the blood pressure.
7. Family therapy (based on asystemic-strategic model) is
not as effective in creating substantial changes in families, who
despite presenting with significant problems, do not request
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family therapy but agreed to receive therapy in the context of a
research project.
lmDlications
These hypotheses have potential implications for clinical
practice and for future research. A family assessment should
perhaps be offered to patients who are diagnosed with essential
hypertension to identify any family problems that could contribute
to the patients elevation of blood pressure levels. Clinicians
should also keep in mind that children may model the
communication style of their hypertensive parent and therefore
they should also be included in the assessment and treatment of
the hypertensive family. In both family therapy clinical practice
and research, self-report questionnaires could be useful in
identifying family problems that are not reported in therapy
sessions. Follow-up sessions after the termination of therapy are
necessary to assess if improvement in family problems, which
influenced the blood pressure, have been maintained. In clinical
practice, other forms of therapy should be offered to the family
such as group therapy, marital counseling, and/or individual
therapy if family members are resistant to family therapy.
Because the systemic and strategic models may lead to
misinterpretations, future research could explore axioms in these
models that can easily be misinterpreted. This could be done by
comparing the applications of the models by various therapists.
The instrument F-COPES is useful to assess family coping
resources. However, in future research it would be interesting to
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measure individual coping resources, especially in hypertensive
subjects, to examine the relationship between their individual
coping strategies and their blood pressure levels. Future research
should also be conducted to compare different types of
psychotherapy approaches for the treatment of essential
hypertension.
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FAMILY EIGHT: DESCRIPTION, RESULTS, AND DISCUSSION
The mother of this family was referred to the researchers
clinical practice with the diagnosis of agoraphobia. Because this
mother was also diagnosed with essential hypertension, the
researcher asked her and her family physician if she would
participate in this reseach study. They both agreed to her being
involved in the study.

Family Structure

This family was composed of mother (Hazel) who was a45
year old receptionist. She was married f
or 24 years and separated
from her husband two years prior to her participation in the study.
Her husband lived outside the province. The couple had two
children: adaughter (Michelle), aged 24, married with two young
children who also lived outside the province; and ason (Martin), a
2lyear old student who lived with Hazel. Hazel and Frank had a
very profitable business that went bankrupt three months before
their separation.
Hazel's mother was 67 years old and has hypertension.
Hazel's father died of cancer afew weeks before Hazel engaged in
this study. Hazel had three younger siblings: her sister Martha, 40
years old, who was married and has two children; asecond sister
who died at the age of 25 while giving birth to her second child;
and her brother, 27 years old, married, and who lived outside of
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town. The structure of this family is graphically portrayed in
Figure 5.1.
Health Information

Hazel was 5'2" tall and weighed 185 pounds; she perceived
herself as 25 pounds overweight. She was diagnosed with
essential hypertension when she visited her family physician in
1972 following a"panic attack" (she thought it was aheart attack)
at approximately the same time that her sister died. Hazel said
that she felt guilty about her sisters death. She believed that she
should have died instead of her sister who had all the talents and
who was most appreciated by their mother. Her physician told her
that her symptoms (e.g., tightness in the body, heart palpitations,
shaky knees, feeling her blood pressure rise) were similar to
agoraphobia. Hazel reported that she has had these symptoms
when she has dealt with other stressful events such as her
bankruptcy, separation, and her sisters and fathers deaths.
According to Hazel, her fear of having an attack and dying is
worse than the actual attack. She claimed that her fear of having
an attack is "destroying her life" by preventing her from
socializing because she is afraid of leaving the house. She has
tried afew times to overcome it by walking the five blocks to
work (she usually rides with afriend or uses ataxi). She said that
she had stopped driving acar afew months previously. She only
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feels safe at home and minimizes her outings. Hazel believes that
she has agoraphobia because her symptoms correspond to all the
books she has read on the topic. Hazel also believes that her
hypertension is related to her agoraphobia. Her fear of having an
attack is asource of stress and also prevents her from doing
exercises to lose weight which contributes to her hypertension.
She acknowledged that her fears were less intense when she lived
with Martha after the separation. However, her fears exacerbated
when her father became terminally ill.
Hazel has sought professional help for her agoraphobia. She
consulted her family physician, psychiatrists, and herbalists. She
follows some of their recommendations (e.g., occasional relaxation
exercises) and takes prescribed medication: Valium, amusculorelaxant, two to four mgms aday (depending on how stressed she
feels) and six mgms before she has to go out somewhere. She also
takes Diazyde (a diuretic) twice daily. Because of her
hypertension she complies to salt restriction in her diet.
Her family physician, who referred her to psychotherapy and
consequently to this researcher, believed that emotional factors
(e.g., turmoil and frustration), smoking (one package and ahalf of
cigarettes aday), and obesity are factors that contribute to her
hypertension. He believed that Hazel would have to take
medication the rest of her life. When she visited him Hazel's blood
pressure was usually between 160/110 and 150/100. An
appropriate blood pressure would be 130/0 or slightly lower.
Because of its family structure, this family was assessed at
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the individual systems level. Hazel completed the Perceived
Stress Scale, the IPAT anxiety test, F-COPES, and FILE. Hazel
provided blood pressure readings for almost every day for seven
months.

Analysis of The Blood Pressure Readings

The blood pressure medians for every ten days of the study
are represented on agraph (see Figure 8.2). Time series analysis
and avisual inspection indicated that the systolic blood pressure
fluctuated above the baseline level during the period of therapy
(most specifically after session two and four) and returned to
baseline levels during the three months following treatment.
However, the diastolic blood pressure fluctuated during the
baseline phase and during treatment but stabilized at ten mmHg
below the initial blood pressure level (in the baseline period)
during the three months following therapy. Six months after
therapy, the blood pressure levels decreased more than six mmHg
which is clinically significant according to Luborsky and his
colleagues (1982).
The results of the time-series analysis on the blood pressure
indicated that, for the systolic blood pressure, the first median in
the treatment phase was significantly higher than in the other
phases of the study.

For the diastolic blood pressure, there was

no significant difference in the medians between all three phases.
The sign test indicated that there were significantly more
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decreases than increases (p<.05) in the diastolic blood pressure in
comparison to the baseline phase.
Pearson moment correlations were calculated to identify any
relationship between Hazel's blood pressure readings and time
the eight months of the study). Significant correlations were
found between time and the systolic (r= -.79, p<.O1) and the
diastolic (r= -.85, p<.O1) blood pressure. These correlations
indicate that both blood pressure levels decreased over time.
However, for the systolic blood pressure the decrease occurred
after the blood pressure had increased afew times during the
treatment period.

Report of the Family Major Life Events (FILE)

Hazel completed all questionnaires at the beginning of each
month. Therefore, when comparing the results of FILE with the
blood pressure readings, it is important to note that the FILE
report on the second month corresponds to the first month on the
graph of. her blood pressure medians. Hazel started to monitor her
blood pressure after she completed the first series of
questionnaires. Thus, the list of major life events on the first
month are events that occurred during the month preceeding the
study.
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Hazel completed FILE as follows:
Month
1

Major life events
Her father died two weeks before she participated
in the study.

2to 7
10

No major life event identified.
Increasing financial debts due to over-use of credit
cards.
Increased strain on family "money for child's
education.

Hazel did not report major life events during the period her
blood pressure increased.

Analysis of Perceived Stress

The results of the Perceived stress scale (P55) questionnaire
for the period of the study were plotted on graphs (see Figure 8.3).
Avisual inspection indicates that Hazel's score was highest during
the course of therapy, specifically during the first month of
treatment and then the scores gradually decreased over the next
five months. Her P55 scores and blood pressure levels increased
between the second and third session. However, her P55 scores
continued to decrease after the third session while her blood
pressure increased again between sessions four and five. After
therapy, the P55 scores continued to decrease except for an
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increase in the seven month.

Her P55 scores decreased below the

baseline level six months after therapy which corresponded with a
decrease in her blood pressure levels.
Pearson product moment correlations were calculated to
identify any relationship between the results on this questionnaire
and time (the eight months of the study), and with the blood
pressure readings. No significant correlation was identified
between the P55 scores and time and between the P55 scores and
both systolic and diastolic blood pressure levels.

Analysis of Anxiety Levels

The total scores on the anxiety scale followed asimilar trend
to that of the P55 scores over the months, whereas her anxiety
level increased during the initial period of therapy and decreased
during the follow-up phase (see Figure 5.4). The anxiety scale
measures the covert and overt anxiety levels. For Hazel, the
"covert" anxiety scores remained quite stable and lower than the
"overt" anxiety scores which followed atrend parallel to the total
scores. According to the norms table developed for this
instrument, Hazel experienced an "average degree of anxiety"
during the baseline phase. Her anxiety increased to "borderline
high" during the first month of treatment and decreased to an
average degree of anxiety equal to the baseline phase during the
follow-up period. Her level of frustration, also measured by the
I
PAT anxiety scale, increased during therapy and decreased during
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the follow-up period.
In comparison to the blood pressure and P55 graphs, her
anxiety levels increased between sessions two and three and
decreased again as did her blood pressure levels and PSS scores.
Between sessions four and five, her anxiety levels increased
slightly again as did her blood pressure levels but her. P55 scores
decreased. Three months after therapy, the anxiety scores
decreased below the baseline level as did the diastolic blood
pressure. Six months later, the "overt" anxiety and frustration
level scores decreased again. The blood pressure also decreased
below the baseline levels at this time.
Pearson moment correlations were calculated to identify any
relationships between the IPAT scale and time (the eight months
of the study) Sand the PSS scores. No correlation was identified
between. the IPAT anxiety scale scores and time. Correlations
were found between the P55 scores and the total 1
PAT anxiety
scores (r= .68, p<.05), the "overt anxiety scores (r= .67, p<.05),
and the frustration level scores (,r= .76,, p<.05). These
correlations indicated arelationship between her anxiety levels
(more specifically, the "overt anxiety and frustration levels) and
her perception of stress: they both increased and decreased at
approximately the same time. The systolic blood pressure also
correlated with the "covert" anxiety scores (r= .66., p<.05) which
indicated arelationship between these two sets of data: an
increase in her "covert anxiety" corresponded to an increase in her
blood pressure levels.
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Analysis of The Family Coping Resources

Hazel's F-COPES scores were within the norms throughout the
period of the study (see Figure 8.5). The external resources scores
decreased during and after the treatment period and increased
during the follow-up phase. The internal resources scores
decreased during and after the treatment phase and increased
slightly at the follow-up phase. In comparison with the blood
pressure, P55, and I
PAT graphs, the F-COPES scores decreased
after session two, the blood pressure levels and anxiety scores
increased, and the P55 scores decreased. After therapy her
internal resources increased while her external resources
decreased and her blood pressure returned to baseline level.
Pearson moment correlations were calculated between
F-COPES scores and time (the eight months of the study) and the
other instruments. F-COPES total scores correlated with time

(r= -.77, p<.O1) and the external resources also had asignificant
correlation with time (r= -.73, p<.O1). These correlations
indicated that, as time progressed, the external resources scores
decreased. No significant correlations were found between
F-COPES scores and the other instruments (i.e., P55 and IPAT
scores). The diastolic blood pressure correlated with the total
F-COPES scores (r= .86, p<.01), and the external resources scores
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(r= .72, p<.05). These correlations indicate that the diastolic
blood pressure followed asimilar trend to the F-COPES scores and
indicated apossible relationship between the two variables.

Family Assessment

The following family assessment is based on the therapist's
notes and on the observers' analysis of the five therapy sessions
that Hazel received as an adjunct treatment for her essential
hypertension. The following section includes areview of the
therapy sessions and the hypotheses that the therapists and the
observers formulated about the connection between their family
assessment and Hazel's blood pressure.
Family Development
This family was identified as being at stage six of the family
life cycle: families as launching centers

(Carter and McGoldrick,

1980). The tasks involved at this stage are: (a) establishment of
independent identities for parents and young adults, and (b)
renegotiation of marital relationship.
Hazel reported being very satisfied with her relationship with
her married daughter. Michelle does not seem to be overly involved
in Hazel's problems and, reciprocally, Hazel does not appear to be
overly concerned with any of her daughter's problems. As for
Martin, he may feel compelled to live with Hazel and take care of
her since she has mentioned to him that she would not be able to
live on her own because of her symptoms. However, Martin has a
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•good social network, is involved in sports activities (ski
instructor) and is doing well in school. He acknowledged being
worried about his mother's condition and is ready to help her in
any way possible. They both consider their relationship to be very
satisfactory.
Martin usually contacts his father by phone and through
letters afew times ayear. Hazel reported that her separation
from her husband was resolved and that she would usually only
contact him for financial reasons. She said that she did not want
to reconcile with him.
Family Functioning
This family dimension refers to how family members relate
to and influence one another. Family functioning is divided into
two categories: (a) instrumental functioning (e.g., activities of
daily living) and (b) expressive functioning (e.g., communication
patterns and problem solving skills). In this family, Hazel's
agoraphobia interferes with different instrumental tasks outside
the house such as banking, shopping, and driving the car.
Socializing and entertainment activities outside of the home are
impossible because of her health condition.
Hazel is quite averbal and talkative person but very vague and
unclear about certain sequences of events in her life. She
expressed her feelings and thoughts quite readily in therapy.
However, she frequently became tangential in her interactions
with the therapist and at times showed defensiveness. As for her
problem-solving skills, Hazel seeks help from health professionals
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but disqualifies their opinions and sometimes their
recommendations. She relies agreat deal on her family
(especially on her sister Martha and on her son) for help to cope
with her stress and problems.

Family Therapy Sessions

Hazel received five therapy sessions: one individual session,
three sessions with her sister Martha, and one session with her
son. During the month preceeding the first session, Hazel's blood
pressure was between 130/90 and 120/80 with amean of 123/85
and with astandard deviation (SD) of 3/6.
Session One
Only Hazel was present at the session.
Salient Interview Events
Hazel believes that only someone who has agoraphobia can
comprehend this problem. She reported that her own mother did
not understand her agoraphobia and thought that Hazel should
"fight it". The only people who sympathize with her are her
children and her sister.
When the therapist asked Hazel what contributed to her
agoraphobia, Hazel responded that it was caused by stress which
was related to her mother. She worries about her mother because
she lives on her own and believes the ideal would be for them to
live together, however, they do not get along. Hazel complained
that her mother is British and therefore has never shown warmth.
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She also stated that her mother has always been very negative
towards her. Hazel said that she experienced alot of guilt because
of the tenuous relationship with her mother.
Her second source of stress is her financial situation. She
believes that her agoraphobia prevents her from updating her
education and having amore enriching job. She said she fears the
future because she does not have apension plan. The final source
of stress is her need for amale companion or boyfriend to
alleviate her boredom. If she does not find one, she said she will
have to "hang On" to her son.
When the therapist asked Hazel what would indicate that she
was making progress in therapy, Hazel responded that if she
walked to work, exercised, and lost weight she would be very
satisfied.
Observers' Consensual Observations
Hazel appeared to challenge the therapist by saying that
anyone who did not experience agoraphobia could not really
understand it. She also questionned the therapists knowledge
about this illness and implied that she had read agreat deal of
information on agoraphobia. The therapist avoided becoming
symmetrical with Hazel and answered that she had worked with
agoraphobics in the past but could not guarantee asuccessful
outcome.
Observers' and TheraDists HyDotheses
1. Hazel's hypertension was probably related to several
factors such as her obesity, her smoking, and to the different

296
sources of stress that she described in the first session.
2. Hazel appeared to have minimal internal resources and
depended on her son and sister for emotional support.
3. Hazel's difficulty in dealing with her stresses increased
her dependence on her son and sister which may become
detrimental to all of them individually and to the relationships
between them.
4. Her agoraphobia served the positive function of keeping her
son and sister actively involved in her life.
Intervention
At the end of the session the therapist:
1. Told Hazel how they (she and her colleague behind the
one-way mirror) were impressed by her determination to continue
to seek help since 1972 for her problems of agoraphobia.
2. Agreed with Hazel that her agoraphobia might contribute
to her hypertension for the same reasons Hazel explained in the
session.
3. Gave an assignment to Hazel to write an essay on her
walks to work which would include what she observed about
herself and the environment, and how she rated her stress during
the walks.
4. Asked Hazel to bring her son and sister to the next session.
The assignment aimed at distracting Hazel's attention from
her fears of having apanic attack on her way to work and at
increasing her confidence that she can walk without experiencing
the same fears (if the distractions were successful).
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Session Two
The session was held two weeks after session one. Hazel and
her sister Martha were present. Between sessions one and two,
Hazel's mean blood pressure was 133/85 with aSD of 8/3. There
was aclinical significant change (more than 6mmHg) in the mean
systolic blood pressure between sessions one and two. Hazel
reported that she had visited her family physician and her blood
pressure was 150/90 at his office.
Salient Interview Events
Hazel had done the assignment. The day she wrote the essay
she described her walk and acknowledged that she had had to take
Valium before she left home and had resisted many temptations to
avoid the walk. She mentioned how stressed she was while
walking to work and all the different thoughts she had (e.g., she
found it physically and emotionally draining). The therapist
praised her for her efforts.
Hazel and Martha discussed the relationship they had with
their mother. They both acknowledged having difficulty relating to
heralthough Hazel is the most affected. Martha said that she has
been able "to let it go" andcopes with the situation better. Hazel
explained that she felt guilty because she could not help her
mother as much as her sister does (because of her agoraphobia).
Martha tried to reassure Hazel by telling her that she was
assisting her mother the best way she could. Martha tried to
assist Hazel in resolving her feelings towards her mother but was
not successful in doing so. Hazel expressed the desire to have her
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mother come to therapy. She claimed that she needed more
understanding from her mother. The less understanding her mother
is towards her problems, the less she wants to see her and
therefore Hazel feels hurt and guilty. Hazel reported that she
cannot discuss things with her mother without getting into an
argument because her mother is "too rigid", has "archaic ideas",
and never "admits her mistakes". If Hazel could say what she
wanted she would tell her mother that she needed more love from
her as well as from other members of the family. Hazel thought
that her mother needed to improve her relationship with her
1
1
children and grandchildren.
Martha explained that Hazel wanted her mother to believe that
if she could not meet her expectations, it was because of her
agoraphobia and not because she was "dumb". Hazel claimed that
her mother makes her blood pressure increase. After visiting with
her mother she takes her blood pressure and it is always higher.
According to Martha, their mother is not the only stressor with
which Hazel is coping. Her change of lifestyle following the
bankruptcy, the separation, and her weight are all sources of
tension. Martha reported that Hazel has become most worried
about her blood pressure during the past two years.
Observers' Consensual Observations
Hazel reported agreat deal of stress related to her lifestyle
and to her relationship with her mother. She appeared in less
control of her stress than her sister Martha who seemed to be
more settled and to have better coping abilities. Martha showed
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support towards Hazel without being overly.protective.
Observers' and Therapists Hypotheses
1. Hazel felt that she did not meet her mother's expectations
which reinforced her low self-esteem, poor self-confidence, and
feelings of guilt.
2. Hazel still needed her mother's approval and support and
thought she could obtain it through her illness.
3. Hazel somatized her stress through agoraphobia and
essential hypertension which distracted from otherilfe problems
and kept her family involved.
Intervention
At the end of the session the therapist:
I. Expressed appreciation to Martha for the information she
provided and validated her feelings of grief that she has
experienced with her own family.
2. Told Hazel that she was interested in the connection she
(Hazel) made between her blood pressure and her relationship with
her mother and therefore asked Hazel to try an experiment: In the
presence of her mother she should pretend that she is overcoming
her agoraphobia and should tell her at least three times aweek, "1
think Iam gaining control over my agoraphobia. Iam trying to be
more strong willed."
3. Told Martha that she should be a"back up to Hazel "and
make the same statement when talking about Hazel to her mother.
Both had to use the same words and note their mothers reaction.
4 Asked Hazel to write an essay entitled "My Mother and
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Agoraphobia"
5. Suggested inviting their mother to the next session.
Hazel reacted by saying that she did not want the therapist to
share any information that was discussed during this session with
their mother. The therapist acknowledged her request. When Hazel
stood up to leave the interviewing room she reported to the
therapist that she had not experienced any signs of agrophobia
when she had taken the bus and walked eight blocks to visit her
mother. The therapist avoided making any positive comments
about this report and was careful not to attribute any progress to
therapy. In avoiding showing sign of gratification, the therapist
minimized the risk of Hazel disqualifying the effect of therapy.
The intervention requesting Hazel to pretend that she was
gaining control over her agoraphobia was an "embedded suggestion"
of the possibility that she could gain control over her symptom. It
was also aimed at triggering areaction from Hazel's mother that
could create achange in their relationship.
Before session three the therapist contacted Hazel's mother
to invite her to atherapy session to assist her daughter with her
problem. Hazel's mother refused the therapist's invitation because
she did not want to be involved in her daughter's problems at that
time.
Session Three
This session was held two weeks after session two. Hazel
and Martha were present for this session. Between session two
and three, Hazel's mean blood pressure was 123/84 with aSD of
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4/5. There was aclinical significant decrease (more than 6
mmHg) in the mean systolic blood pressure in comparison with the
mean systolic blood pressure level between sessions one and two.
Hazel reported that she had again visited her family physician and
her blood pressure was 150/90. She reported on her blood
pressure recording sheet that her blood pressure was always
higher at the physician's office.
Salient Interview Events
Hazel had not written the essay entitled "My Mother and
Agrophobia" because she claimed she would have felt too guilty
about the things she would have written about her mother. She had
done the other assignment once (i.e., pretending to her mother that
she was overcoming her agoraphobia). Her mother's response was
to change the subject. She reported that her mother was
preoccupied by her grief surrounding her husband's death. Hazel
said that her father would have responded to her agoraphobia more
empathically and would have understood her not visiting him at the
hospital because of her condition. Martha reported that their
father would inquire about Hazel's problem but did not know that it
was agoraphobia. Hazel said she felt relieved when her father died
because she could not tolerate him suffering. Martha
acknowledged that their mother was still grieving their father the
most. The two daughters reported having grieved the most the
month preceeding his death.
The therapist asked Hazel if her agoraphobia helped her to
alleviate the pain of grieving her father. Hazel responded "yes"
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because her agoraphobia provided a"layer of protection" and
isolated her from pain. She then reported that her agoraphobia
was better. She was very proud of herself because during the two
weeks prior to the session she had gone to the ballet and a
restaurant with friends.
Hazel again discussed her relationship with her mother
reporting that her mother was more negative towards her than
towards her sister. Martha responded that she was "more in line"
with what her mother expected. She claimed that Hazel rebelled
against her mothers attempts to guide her (Hazel) and that is the
reason why their mother was more negative towards Hazel. Hazel
said that she disappoints her mother because she is not happily
married and rich.
When the therapist asked the two sisters who handled anxiety
best inthé family, Haze) answered that her mother did because
Nshe is not compassionate, is less sensitive and does not show her
anxiety". Marthadisagreed and said that her mother did show her
anxiety. Hazel acknowledged that she was the most anxious family
member since her agoraphobia developed 13 years ago but that her
sister who had died had been the most anxious family member.
The saddest event in Hazel '
slife was her sister's death. This event
corresponded with the beginning of Hazel's agoraphobia and she
believes that if her sister had lived, she (Hazel) would not have
developed agoraphobia. However, according to Martha, Haze) would
have had the same problems with her mother. Both sisters believe
that they are closer to each other than they were before their
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sister's death.
Hazel believes that she inherited hypertension from her
mother.
Observers' Consensual Observations
Martha is open and frank about her feelings and ideas and does
not hesitate to contradict Hazel. Martha is certainly less
protective and more direct with Hazel than Hazel seems to be
towards her mother. Hazel has difficulty confronting and
resolving issues with her mother. She therefore suppresses her
feelings about these issues which increases her stress.
Observers' Hypotheses
1. It appeared that Hazel's agoraphobia was related to her
losses: her sister, her husband, her lifestyle, and her father.
Agoraphobia was her way of dealing with grief or away of
protecting herself from the pain of grief. Her agoraphobia
prevented her from visiting her father and facing the pain of his
suffering while he was terminally ill in the hospital.
2. Her relationship with her mother involved suppression of
feelings that created tension which influenced her blood pressure.
TheraDist's Hypothesis
Hazel utilized agoraphobia as a"protective barrier" towards
loss, pain, and all types of disappointments in her life.
Intervention
The therapist positively connoted Hazel's agoraphobia as a
protective layer to guard against the pain of many losses: sister,
husband, father, money, and possibly the lossof amore positive
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relationship with mother. The agoraphobia was reframed as a
"friend" that protects her from more detrimental effects that her
losses could have had on her health. The therapist indicated it was
amistake for professionals to eliminate her agoraphobia until she
found another way of coping with her multiple losses. The
medication she took for her agoraphobia "numbs her against the
pain of the losses". Her agoraphobia was adiversion from the pain
of the multiple losses. The therapist also that she should not give
up her agoraphobia unless the pain of this illness was worse than
the pain of the losses.
This intervention suggests to Hazel that she could take
control over her agoraphobia if she decided to change her selfprotecting strategies. The other effect that the positive ref rame
could have had was to alleviate Hazel's tension which might have
decreased her blood pressure.
Session Four
This session was held two weeks after session three. Hazel
and her son (Martin) were present. Between session three and
f
our,, Hazel's blood pressure fluctuated between 150/100 (Hazel
noted next to this blood pressure result that she was
pre-menstrual) and 120/80 with amean of 127/84 and aSD of
9/4 No clinical significant change occurred between this mean
and the mean blood pressure between sessions two and four.
However, the systolic SD indicates that there were clinical
significant fluctuations in the systolic blood pressure (more than
6mmHg).
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Salient Interview Events
Martin was shocked when he learned about his mothers
agoraphobia two years ago. Before that he had always thought his
mother was "highstrung and nervous, especially when driving and
shopping. Martin said his mother was handling the separation alot
better than he expected. He said, "The first year after the
separation was hard on her but during the second year she acquired
more autonomy and independence."

According to Martin,

agoraphobia was his mothers greatest concern.
During the past few weeks, Martin had noticed that his mother
was quieter than usual and did not initiate any conversation. Hazel
did not comment on her son's observation and started to talk about
how satisfied she was with her relationship with her son. She
said that they communicated well, and particularly so since her
husband had left. Martin reported that his father never tried to
understand anyone but himself.
Martin acknowledged he was most concerned about his
mother's future, her happiness, and her financial security. Hazel
said that she didn't have any concern for her son's future because
he was avery responsible person. Martin reported that he did not
know how long he would live with his mother but at present they
were happy together. However, he acknowledged that he might
have to move out within the next year because of his schooling.
Hazel said that she may have to move in with her mother when
Martin leaves home. She would not live on her own because she
would fear having apanic attack without anyone there to rescue
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her. Although she claims that no one can help her when she has a
panic attack, she acknowledged being afraid of dying when she has
an attack and not wanting to be alone.
Martin said that the agoraphobia prevents Hazel from being
more independent. Hazel acknowledged that she did not have any
social life. However, she said that she had gone to the theater
during the past week and had started to walk to work more often.
Martin confirmed that his mother was more tense and angry in
the presence of her mother. Hazel added that she felt relieved
when her mother left.
Hazel commented on the therapists opinion at the end of the
last session. She reported that the therapist had put her in abind
by saying that she should not get rid of her agoraphobia because it
may be more detrimental to her health (her agoraphobia being a
layer of protection). However, she also did not want to live with
the consequences of her agoraphobia. The therapist responded to
her in the subsequent intervention as described below.
Observers' Consensual Observations
Hazel is very affected by her mothers behavior towards her
because of the anticipation of living with her when her son moves
out. Because she fears living alone, Hazel believes the only
alternative is to live with her mother which would increase the
stress of their tenuous relationship. Hazel experiences insecurity
because of previous losses and the eventual departure of her son.
She is involved in amaladaptive pattern whereby the more
insecure she is about the future (because of her illness), the more
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ill (agoraphobic and hypertensive) and insecure she becomes. She
then worries more about the future and thus depends more on her
family.
Observers and Therapists HyDotheses
1. Hazel seemed reluctant to acknowledge that her
agoraphobia was improving despite her increased number of
outings (restaurants, ballet). She might have feared decreased
attention from her son and sister if her health problems improve.
To acknowledge adecrease in her symptoms of agoraphobia would
contradict her belief that anyone who did not have agoraphobia
could not understand her. Therefore, she could not attribute any
improvement to therapy.
2. Hazels agoraphobia and hypertension helped to keep her
family involved.
I
nterventions
1. The therapist told Hazel and Martin that their reaction to
the end-of-session intervention at the last session was useful to
both team members. It changed both therapists positions on her
agoraphobia, however, they did not agree with each other. The
therapist shared both opinions with the family. One therapist
believed that life can only really begin for Hazel when she can give
up her agoraphobia. That therapist had thought previously that life
could only begin with agoraphobia because it was protecting her
from emotional pain.

Therefore, she would now try to work with

Hazel to give up her agoraphobia. The team member who was
behind the mirror had the opinion that it is premature for Hazel to
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give up her agoraphobia because it keeps her connected with other
friends and family, and solidifies her relationships with them. For
example, family members help by not leaving her alone and friends
give her aride to work. These types of activities increase good
feeling between Hazel, her friends and her family.
2. The therapists gave an assignment to Hazel and Martin.
She requested that for the next two weeks, on Mondays,
Wednesdays, and Fridays, Hazel should do something spontaneous
that she does not usually do because of her agoraphobia. On
Tuesdays, Thursdays, and Saturdays Hazel should tell one family
member or afriend one thing about her agoraphobia that they do
not know.
3. The therapist asked Martin to observe his mother's
behaviors on the different days to see which therapist's opinion
she mostly supports.
Hazel responded by saying that her greatest fear was dying.
She hated to be overweight but she did not do any exercises
because she feared astroke might occur because of her
hypertension. The therapist said she understood what she was
saying but asked Hazel to think about the two opinions and to give
her feedback on them at the next session.
The split-opinion and ritual interventions aimed at providing
Hazel with support by validating her need to be free of her.
agoraphobic symptoms while challenging her about the use of
symptoms to keep other people involved.
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Session Five
This session was held four weeks after session four. Hazel
and her sister Martha were present. Between sessions four and
five Hazels mean blood pressure was 122/83 with aSD of 5/5. No
clinical significant change occurred between this mean blood
pressure and the mean blood pressure between sessions three and
four.
Salient Interview Events
Hazel reported that she did not agree that her agoraphobia
connected her with family and friends because she is an
independent person. Martha challenged Hazel's belief about this
idea and claimed that Hazel had never been an independent person.
Hazel disagreed with her sister and reported that she had gone to a
fashion show, taken the bus afew times, went out with her aunt,
visited her mother, and had walked to work one day. According to
Martha walking to work was the most impressive improvement
followed by taking the bus and going to afashion show. Martha
agreed with the opinion that Hazel's agoraphobia connected her
with other people. She believed that Hazel was comfortable with
her agoraphobia even though she did not want it.
Hazel had experienced three "panic attacks" during the
previous week. Two of them were due to pains in her back after a
fall. The pain was so intense that Hazel thought she was going to
die. The therapist then explored Hazel's fear of dying and asked
what would be so bad about dying now instead of later. Hazel
answered that dying at 65 would be less scary for her and she
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would like to see her son finish school. The therapist asked how
her family would react if she died. Hazel responded that her
mother would also die because she would not be able to handle
another death in the family. Martha agreed that their mother did
not know how to handle emotional hurt. Hazel believed her
children would be "fine if she died.
Hazel reported that the third "panic attack" was related to a
phone call she made to her husband. She was very anxious at the
time of the call because she was giving an ultimatum to her
husband-assist their son through school or she wanted adivorce.
Martha responded that her sister wanted not only money from her
husband, but also for him to say that he still wanted her. Martha
believed it was adesperation move by Hazel because she still
"hangs on to her husband" and also uses her son as areason to
obtain money. Hazel disagreed and said that Martha felt as
rejected by her husband as Hazel did by her's. Martha
acknowledged having family problems, especially with her 15 year
old son. She was weepy and appeared depressed. The therapist
offered some family therapists' names who could assist. Martha
responded that they (Hazel and herself) were very stressed but
believed that she was more in control than Hazel because she took
one step at atime".
The therapist asked Martha to list in order of priority what
was most stressful for Hazel. She answered that her number one
problem was finances. She believed she should be more financially
independent and not consider moving in with her mother as a
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solution to financial problems.
Martha stated Hazel's second problem was her weight. She
believed that Hazel should exercise more and eat less. Hazel
responded that that would take amiracle. Martha told Hazel that
she did not have to work on her agoraphobia because it will resolve
itself. She stated, "After all, it's not that much of aproblem
since she can go to work.

Hazel responded that her financial

situation was worse than her agoraphobia.
Observers' Consensual Observations
Hazel covertly denied or disqualified any progress in her
therapy. She resisted the assignments and downplayed whatever
improvement she had made. She also avoided giving any credit to
therapy or the therapists. It was Martha's comments about Hazel's
dependency that prompted Hazel to report Improvement (e.g.,
listing the number of her outings).
Observers' Hypotheses
1. Martha confronted Hazel with the nature of her problems
(dependence/ Independence, relationship with her husband,
finances) which was an Intervention in itself. Hazel may make
more effort to demonstrate Independence In an effort to prove that
her sister is wrong.
2. Hazel idealized marriage and was uncomfortable being
single because she feared loneliness and financial insecurity.
3. These fears, coupled with her fear of dying, contributed to
her agoraphobia and consequently to her hypertension.
Theraoists' Hyoothesis
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Hazel's agoraphobia provided afunctional balance in her life
and had moved "problems" to the level of manageable "difficulties".
Hazel had improved her level of functioning (e.g., showing more
independence) and the remaining agoraphobic symptoms served a
positive function of keeping family members emotionally close in
Hazel's life.
Intervention
The therapist:
1.

Told the sisters that Hazel had pleased both therapists.

In some ways she has shown, that she has taken measures to give
up agoraphobia (e.g., walked to work, took the bus, shopped, and
visited hermother). In other ways she has been able to have two
agoraphobic attacks that connected her with her son to the point
that she was concerned that he was so worried.

They had shown

caring for each other.
2.

Proposed that, although the clinical team enjoyed working

with them, they had to resist the impulse to work with them any
longer. She explained that Hazel had many stresses in her life but
she could cope with them because they are now "difficulties of
daily living". The therapist said to Hazel,

"

When we started

working with you, you had two initial problems, hypertension and
agoraphobia. At that time they were problems but they have now
become difficulties of daily living that you can handle."
Hazel responded, "1 was going to tell you that we couldn't go
any further (in therapy) but that we have to help my sister with
her son. Ihave got as much as Ican from these sessions. You have
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been alot of help." The therapist responded, "You will face
anxious situations, you will get angry and you will do agoraphobia"
Hazel answered," Why can't 1scream and yell?" The therapist
replied," It's not your style, your style is agoraphobia."
The therapist inquired about Martha's family problems and
about her plans to seek professional assistance.
This intervention aimed at supporting Hazel in her efforts to
show that she was independent. By normalizing the problems and
reframing them as "difficulties of daily living", the therapist
hoped that it would increase Hazel's confidence in managing her
problems. If therapy were to continue, Hazel might perceive that
her problems were serious enough to solicit more family support
(through agoraphobia or hypertension).

The therapist also wanted

to initiate termination of therapy before Hazel would need to
resist therapeutic improvement in order to prove that therapy was
ineffective. Positive changes had begun and the therapists deemed
this as the signal to withdraw further therapeutic assistance.

Observers' Analysis of the Therapeutic Approach

The therapy provided for this family was based on systemic
and strategic family therapy models. The therapist utilized linear
and circular questions as assessment and intervention techniques.
Among other intervention techniques that were used, the most
salient ones are: positive feedback to the family, behavioral tasks
(monitoring of the symptoms), commendations of individual
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strengths, prescription of pretending abehavior, use of metaphors,
reframing with positive connotation (e.g., agoraphobia was a
protective layer that kept her connected with family and friends),
split-opinion, prescribing of aritual (odd day, even day),
normalization, and therapeutic termination.
The therapist maintained neutrality throughout the course of
treatment. She also avoided trying to convince Hazel that attempts
were being made to assist her with solving her problems. The
therapist avoided taking credit for any positive changes.
During the three months following the last session, Hazel's
mean blood pressure was 121/82 with aSD of 3/3. No clinical
significant change occurred between this mean and the mean blood
pressure between sessions four and five.

Follow-up Interview by Researcher

The researcher interviewed Hazel, Martin, and Martha six
months after the fifth session to obtain their evaluation of
therapy.
Hazel's Report
On Herself
She reported not having had any panic attacks since the last
session of therapy and no other agoraphobic symptoms in the last
three months. She occasionally walked to work, went regularly to
the movies, theatre, and restaurants. She said that her life was a
lot better now that her agoraphobia had disappeared for the first
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time in 13 years. She reported visiting her mother less because
her blood pressure increases in her presence. She said that her
mother was critical of her and of her male friends. Hazel believes
that her mother covertly discourages socializing with men because
it decreases the chances of Hazel living with her.
Hazel had continued to take her blood pressure twice daily and
it had maintained between 125/80 and 110/70. Because her blood
pressure was remaining low at home and increased only at the
physician'
soffice, Hazel decided to ask her physician to decrease
the medication. However, her physician refused so Hazel decided
to change physicians. A month after the last session, Hazel
visited her new physician and her blood pressure was "I 30/90.
This physician prescribed anew anti hypertensive medication but
the side effects were too disturbing so the following month the
physician prescribed the medication she had previously taken.
Since her blood pressure remained between 125/85 and 110/70 at
home, her physician decreased her medication, Diazyde (a
diuretic), from two to one aday. A month later, Hazel returned to
her new physician. Her blood pressure during her physical
examination was 150/100, however, Hazel reported that her blood
pressure remained low while at home.
The physician asked Hazel to bring her blood pressure cuff to
the next visit so they could compare results. Upon comparison,
their results were the same and the physician accepted Hazel
continuing to take only one "Diazyde" daily. During the month prior
to this follow-up interview Hazel had, with her physician's
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permission, decreased her medication to only half apill aday.
Hazel planned to wean herself completely from hypertensive
medication within the next few months.
Six weeks prior to this follow-up interview, Hazel had visited
an herbalist who reassured her about her fear of dying by sharing
with Hazel her religious beliefs about death.
On Therapy
Therapy helped Hazel to ventilate her tension which she had
never done before. She acknowledged that she was much less
anxious because her blood pressure had decreased. She felt more
assertive (e.g., "I don'
tlet anyone step over me like before.") and
she felt she, coped better with stress. She still "feared that the
fear might come back". However, she reported having higher
self-esteem, felt happier and acknowledged that she had a
wonderful sister and two very supportive children.
She said that therapy allowed her son and her sister to
acquire abetter understanding of her agoraphobia which made it
easier for them to talk about it which she finds helpful. Hazel
reported that her son was more relaxed because he worried less
about her.
Hazel claimed that therapy assisted her in understanding that
stress leads to agoraphobic symptoms which in turn lead to
hypertension. She reiterated that "her agoraphobia disappeared
like never before". Hazel explained that her decreased fear of
agoraphobia and the beginning of yoga exercises six weeks ago
reduced her blood pressure. Financial concerns, sadness, hurt, and
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anger increased her blood pressure but she could control her blood
pressure through breathing exercises and yoga. She acknowledged
that she has always had difficulty verbalizing anger and always
feared aheart attack if she ventilated her anger. She reported,
however, that during the last few months she has shown her anger
more by swearing and talking aloud to herself. Hazel added that
she does not let anyone take advantage of her and she realizes that
the only person that can help her is herself.
Martins Report
On His Mother
He claimed therapy helped him to acquire abetter
understanding of agoraphobia. He had noticed the following change
in his mother ageneral well-being as evidenced by being more
comfortable and at ease with herself. After each session he
thought that she felt better about herself and that at this time she
was up on ahill and looked very good". He believed that financial
concerns were still stressful factors for his mother and that
stress had an influence on her blood pressure. He claimed that she
previously did not have any outlet for her anger but now, although
she, still bottles it up, she eventually lets it out.
On Himself
He was now more comfortable when away from his mother
because he worried less about her. Therapy had helped their
relationship by "bringing the problem out in the open".
On Therapy
Therapy was most helpful to his mother and his aunt because
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• they ventilated their feelings which made them feel better.
Martha's Report
On Hazel (her sister)
She believed Hazel still had agoraphobia which was related
to her financial concerns and feelings of insecurity. However, she
noticed that Hazel was feeling better about herself although she
still had problems she needed to work on (i.e., gaining control over
her emotions, resolving her relationship with her husband and her
mother, exercising, losing weight, getting her finances in order
and overcoming her fear of dying). She reported that Hazel sees
less of their mother which has increased her guilt but she handles
it better than before. She claimed Hazel does not accept criticism
anymore from her mother and stands up for herself. She said that
Hazel still suppresses her anger.
On Theraoy
Therapy was helpful because it gave Hazel and her an
opportunity to learn about each other's opinions and feelings and to
discuss problems in the presence of 'a mediator.
When asked who benefitted most from therapy, Martha responded
that she had got alot out of it". She learned different ways of
approaching her children and her mother and had abetter
understanding of Hazel. She believed Hazel's hypertension was
exacerbated by her sister thinking about it too much.
Familiy's Report on The Therapist
All agreed that the therapist did not take anyone's side. They
thought she was competent, relaxed, friendly, pleasant,
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entertaining (she made them laugh), and they found it easy to talk
with her. However, they wished that the therapist would have
given them more concrete advice on how to handle Hazel's
agoraphobia, how to assist her when she had a"panic attack", and
what they could do to cure her. They all agreed that they would
return to therapy if necessary.
Physician's Report After Therapy
The physician (Hazel's new physician) believed that anxiety
was the main factor contributing to Hazel's hypertension and that
her weight was aminor factor. The doctor has recommended
physical exercises, arelaxation program, diet restrictions, and
medication. The physician considers significant clinical
improvement would be made if Hazel could maintain ablood
pressure of 130/90 during situations of stress such as avisit to
her physician.

Discussion

Physiological factors such as weight, smoking, and agenetic
predisposition (her mother has hypertension) could contribute to
Hazel's hypertension. However, emotional factors identified
during the therapy sessions played asignificant role in the
development and/or maintenance of her elevated blood pressure.
Based on the objectives of the study, these emotional factors are
discussed in the following section. In this particular case, the
self-report questionnaires assessed the family at the individual
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systems level. Therefore the discussion focuses on the
hypertensive patient's self-report on the measured variables (e.g.,
perceived stress, anxiety levels, major family life event, and
perception of the family coping resources) and on the data
obtained during the therapy sessions.
The first objective of the study was to identify aspects of
family functioning (e.g., interactional patterns) that could
contribute to apatients hypertension. In this family, Hazel's
agoraphobia which could have been related to family dynamics may
have contributed to her hypertension. Hazel was diagnosed with
agoraphobia and hypertension following the death of her sister
which could have been the stressful life event that triggered these
illnesses in Hazel. The recent death of her father exacerbated her
symptoms of agoraphobia and hypertension. Financial insecurity
(due to bankruptcy) and separation from her husband led to a
drastic change of lifestyle during the recent years which may have
violated her expectations and wishes for marriage and financial
security and increased her feeling of frustration. Also Hazel and
her 'son acknowledged that she had always had difficulty
verbalizing anger for fear that it would provoke aheart attack.
Her feelings of frustration and her difficulty expressing anger may
have contributed to her hypertension.
Hazel acknowledged being dependent on her son and sister for
emotional support. Her sons probable departure from home was a
threat to the stability of her social support which, therefore,
increased her insecurity. Hazel was involved in amaladaptive
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pattern whereby the more insecure she became about her future,
the more ill (hypertensive and agoraphobic) she felt. Her illness
thus increased her insecurity and dependence on her family. Social
support played aprominent role in stress-illness models. Shuval
(198 1)postulated that events such as separation and bereavement
are less threatening if one perceives these life events in the
context of strong social support that can alleviate the impact of
the event. Hazel had lost the emotional support of her husband and
more recently that of her father and she was anticipating even
further loss through the eventual departure of her son from home.
The threat of losing another important source of emotional
support, and of living on her own, increased her stress and
consequently may have had adetrimental effect on her blood
pressure.
Hazels "overt" anxiety scores were higher than her "covert"
anxiety scores which could be explained by her tendency to express
her anxiety through her agoraphobic symptoms. Her agoraphobia
served the positive function of expressing her feelings of
insecurity and of involving others by keeping them concerned.
Hazel reported that her stressful relationship with her
mother was an important source of stress which she believed
contributed to her hypertension. Unfortunately, this relationship
could not be further explored from Hazels mothers perspective
because she did not agree to paticipate in the family sessions.
However, amaladaptive communication pattern between Hazel and
her mother may have been asource of concern and tension for
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Hazel which affected her blood pressure. Hazel noticed that her
blood pressure always increased after avisit with her mother.
This stressful relationship may also have contributed to Hazel's
mother's hypertension.
In summary. Hazel was experiencing stressful life events and
was anticipating even more stress because of the imminent
departure of her son on whom she depended for emotional support.
Her stress and feelings of insecurity may have contributed to her
agoraphobia and to her hypertension which served the positive
function of keeping her family involved as coping resources.
Hazel did not mention on the FILE instrument any stressful
life events other than financial concerns and the loss of her
father. She did not check the item that would have identified her
problem with her mother (i.e., increased conflict with relatives).
This instrument is useful in identifying some stressful life events
but, as in this particular case, apsychosocial assessment by a
psychotherapist is necessary to complete the information obtained
on this self-report instrument to gain abetter understanding of
the psychosocial problems that ahypertensive patient may have to
confront.
The second objective of the study was to identify the
perceptions of family members regarding the impact of essential
hypertension on the family. Hazel acknowledged that her
agoraphobia was more distressing than her hypertension which she
perceived as aresult of her agoraphobia. Therefore, the
agoraphobia had more of an impact on the family than her
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hypertension which did not have apparent symptoms.
The third objective was to identify issues that family
members present in adjusting to the diagnosis of hypertension.
In this family only Hazel appeared to be concerned with her
hypertension. She already had ablood pressure instrument at home
to occasionally monitor her blood pressure. Hazel was concerned
that her agoraphobia contributed to her hypertension and therefore
was mostly concerned with the agoraphobia. She believed that if
she could control her fears related to her agoraphobia, it would
benefit her hypertension, thus, the hypertension increased the
pressure for Hazel to eliminate her agoraphobia which in turn may
have contributed to higher blood pressure levels.
The fourth objective of the study was to identify any
changes in the family dynamics which may result from the family
therapy interventions. In the follow-up interview with the
researcher, Hazel reported that therapy assisted her in ventilating
her fears and insecurities and also increased her son and sister's
understanding of her agoraphobia which facilitated their
communication about her, health condition. Hazel also
acknowledged that she, her son, and her sister realized that stress
led to agoraphobia and consequently to hypertension.
Duringtherapy, her sister confronted her about her
dependence on other people which seemed to have prompted Hazel
to show more autonomy in order to contradict her sister. Hazel
realized that she had to develop more internal resources and not to
depend extensively on other people to cope with stress. At the
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follow-up interview with the researcher, Hazel reported realizing
that the only person who will help her is herself. This could be
validated by Hazel's perception of the family external coping
resources scores which were higher than the norms before therapy
and decreased within the norms during therapy. Also her internal
resources scores which decreased during therapy increased after
treatment.
Hazel's perceived stress scores and I
PAT anxiety scores
k!

increased during therapy as did her blood pressure.

This

phenomenon could be explained by the stress of discussing and
working on her insecurities and personal problems. The stress and
anxiety could have been generated by the realization of her need to
decrease her dependency on her son and sister for emotional
support. The increase of stress and anxiety reported in the
questionnaires could also be explained by the stress she
experienced when anticipating agoraphobic symptoms as she
started to increase her outdoor activities.
After therapy, her P55 and IPAT scores decreased as her
internal resources scores increased and her external resources
scores continued to decrease. These results could be interpreted
as Hazel being more in control of her stress and anxiety due to an
increase in her internal resources.
At the follow-up interview with the researcher (six months
after the last session), Hazel reported having ahigher self-esteem
and being more assertive. Her son reported that she started to
verbalize her anger more often than she had before therapy. At the
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same time; Hazel's perceived stress scores and IPAT anxiety
scores decreased below the baseline results while her F-COPES
external resources score increased again within the norms.
Therapy seemed to have helped to substantially reduce Hazel's
agoraphobic symptoms as she had not experienced any since the
end of therapy. The decreased fear of agoraphobic episodes
allowed her to use relaxation techniques such as yoga exercises to
cope with her life stresses and consequently to control her
hypertension.
Therapy may have assisted Hazel in increasing her confidence
in her coping abilities and independency by normalizing her
problems and ref raming them as "difficulties of daily living" and
by minimizing her need for further therapy. Therapy was also
useful in decreasing Martins concerns and worries about his
mother which could promote his own autonomy and individuation.
Based on the systemic family therapy model, the therapists
did not take credit for Hazel's positive changes. This then allowed
her to develop confidence in her own abilities and to increase her
assertiveness and control over her problems. The positive ref rame
of the agoraphobia (i.e., protective layer that kept her connected
with other people) that was based on the systemic family therapy
model could have been useful in alleviating the pressure for Hazel
to get rid of the symptoms and also in challenging her dependence
on other people which motivated her to increase her efforts to
develop internal resources.
Therapy could also have taken another direction and have
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further assisted Hazel with her relationship with her mother who
was asource of stress and thus contributed to her hypertension.
If afamily therapy model had been utilized which emphasized
family of origin issues (e.g. Bowenian family therapy), Hazel's
conflictual relationship with her mother might have improved
which subsequently might have led to areduction in her blood
pressure levels.
It is also interesting to note that, during the course of
therapy, Hazels blood pressure increased. Perhaps adifferent
therapist or adifferent clinical team using the systemic
strategic model, another family therapy model or adifferent
psychotherapy approach might have been able to address and
intervene in Hazel's problems without an accompanying blood
pressure increase.
Therapy may have been responsible for the changes in Hazel
but other variables must also be considered. Her sisters
participation in therapy (e.g., her confrontation about Hazels
dependence) and the effect of the instruments could have
influenced the change in Hazel. "Any change could be attributed to
the effects of repeated assessment (Kazdin, 1962). Monitoring her
blood pressure on adaily basis might have also contributed to
some changes: Hazel observed that her blood pressure was
consistently lower at home than at the physician's office. This
observation prompted her to inform her physician and this led to a
decrease in her medication.
The fifth objective of the study was to determine the effect
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that post-therapy changes in the family may have on the blood
pressure of the hypertensive member. During the therapy period,
Hazel's blood pressure increased. The rise in her blood pressure
could be explained by the increased perceived stress and anxiety
as evidenced by her results on the self-report questionnaires (P55
and IPAT). Her blood pressure increased the most between
sessions two and three. During that period of time, Hazel was
asked to contact her mother. Hazel did so one time and that
interaction could have led to an increase in her blood pressure.
Hazel also reported having socialized with friends outside her
home (e.g., went to the ballet and to arestaurant). The fear of
experiencing agoraphobic symptoms during her outings may have
contributed to the increase in her blood pressure levels. After
therapy, Hazel realized the disappearance of her agoraphobic fears
and symptoms which reduced her stress and perhaps led to the
substantial decrease in her blood pressure levels. The decreased
blood pressure readings became clinically relevant according to
Luborsky and his colleaques (1982) criteria

(i.e., more than six

mmHg) afew months after therapy. Other factors such as her visit
to an herbalist, her new physician acknowledging the decrease in
her blood pressure and her yoga exercises all could have
contributed to the reduction in her blood pressure levels. This
decrease allowed her medication to be reduced.
Hypotheses
This case study allowed for the examination of the
relationship between ahypertensive patients functioning in the
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context of her family and her blood pressure levels. Some data as
discussed earlier supported other research findings. Some of them
are: (a) the suppression of anger is acommon personality trait in
hypertensive patients; (b) distressful life events could lead to
illness behaviors; (c) athreat to lose social support may
contribute to higher blood pressure levels; (d) stressful
relationships may contribute to hypertension. However, other
findings in this case study could generate hypotheses that could be
formulated as follows:
1. Because of its lack of apparent symptoms, the actual
diagnosis of hypertension has less impact on the patient and his
family than other illnesses that present disabling and
uncomfortable symptoms.
2.

Psychological disturbances such as pathological fears

(e.g., agoraphobia) that can be triggered by stressful life events
and maintained by family dynamics may contribute to essential
hypertension.
3. A family assessment (based on asystemic/strategic
model) of the hypertensive patient allows connections to be made
between the patients family functioning and his or her
hypertension.
4. Family therapy (based on asystemic/strategic model)
which increases apatients stress while he or she is working on
his psychosocial problems could lead to higher blood pressure
levels.
5. Family therapy (based on asystemic/strategic model) can
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assist in eliminating psychological disturbances that contribute to
essential hypertension and therefore result in alowering of blood
pressure levels.
ImDiications
These research findings have potential implications for
clinical practice and future research. A psychosocial assessment
should perhaps be offered to hypertensive patients to identify any
psychosocial problems that could contribute to their essential
hypertension. The self-report questionnaires used in this study
(FILE, F-COPES, P55, and IPAT) could be useful in identifying
stressful life events that the patient experiences, their family
coping resources, and their levels of stress and anxiety all of
which could lead to increases in the blood pressure. However, a
psychosocial assessment including family members could be
necessary to identify problems that apatient is reluctant to
report on aquestionnaire. It also helps to gain abetter
understanding of the psychosocial prqblems that contribute to his
or her hypertension. In future research it would be useful to ask
the subjects to identify their sources of stress or anxiety when
they report an increase in these variables. In this study the FILE
instrument was used to determine sources of stress for the
subjects, however, the instrument is alist of identified events
and the subject is not asked to add other stressful events to the
list. Therefore, in future research, the FILE instrument could be
useful if asection is added to allow the subjects to report other
sources of stresses that are not already mentioned on the
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instrument.
Family therapy based on asystemic/strategic model could
increase patients' blood pressure while working on their problems
and, therefore, their blood pressure should be monitored during the
period of therapy. When therapy is discontinued to allow the
patients to develop their own solutions and increase their
confidence in their ability to resolve their problems, it is
important to keep in mind that aperiod of afew months is
sometimes necessary before the patients can show their
improvement in their problem-solving skills.
Future research could be conducted to test hypotheses
generated by this case study and to explore the effects of other

forms of psychotherapy on the blood pressure levels of
hypertensive patients during and after therapy.
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CHAPTER SIX
ATTRITION FAMILIES

One family in each group (non-therapy and therapy) did not
provide sufficient blood pressure readings or respond to all
questionnaires as requested by the reearcher.
The family in the non-therapy group was to be assessed at the
parent-child systems level. The mother, aged 31, had essential
hypertension. Stressful family events (e.g., separation, adolescent
daughter running away from home, financial constraints) prevented
the family from completing all self-report questionnaires and the
hypertensive mother from taking her blood pressure and
anti hypertensive medication regularly. Because this family did
not provide sufficient data to meet the objectives of the study, it
could not be considered in the research project.
The attrition family in the therapy group was to be assessed
at the marital systems level. The father, aged 50, had essential
hypertension. The marital couple responded to only four
self-report questionnaires on an irregular basis and did not
provide any blood pressure readings. The family agreed to receive
family therapy but prematurely terminated the family therapy
sessions. Marital conflicts and financial concerns were identified
as very stressful for the family. The father was unemployed and
was actively seeking ajob. His preoccupation with his work
situation (he tried to start his own business) prevented him from
complying with the conditions of the study and from continuing in
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therapy. The fathers lack of receptiveness to therapy (because of
his work crisis situation) or therapy not being able to meet the
family'
sneed could explain the premature termination of the
therapy sessions. However, therapy succeeded in alleviating the
depression that the mother presented and in eliminating her
suicidal ideation. Because of the lack of blood pressure data, this
family also was not included in data analyses for the research
study.
Potential Implications

It appears that, for these two families, stressful life events
could have contributed to the subjects' hypertension and have
interfered with their participation in the research study. These
stressful events appeared to be related to the family, more
specifically to the marital relationship. For family three, the
parent-child relationship was also asubstantial source of stress
and concern for the hypertensive mother. In both families, the
hypertensive members work situation was another stressful
factor that could have contributed to their hypertension. Based on
these considerations, these families were likely to have provided
data that would have strengthened the hypotheses generated from
the data analyses of the other families in the study.
The research requirements may have been another source of
demands to which the family could not respond. Research could be
considered not only as an opportunity to assess and assist
families but also as an obstacle or burden for other families.
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Families may have to meet acertain baseline health to be
receptive to therapy. Therapy may not always be welcome if
families experience problems that place them below the baseline
health level. The families in this study who completed all the
therapy sessions may have experienced less serious problems than
the others and were therefore more receptive to therapy.
This information should sensitize future researchers to the
effect that their research conditions may have on certain families.
Not all families who agree to participate in aresearch project are
capable of meeting all requirements. Attrition is an important
factor to consider, especially in small scale studies in which the
number of subjects is so limited.
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CHAPTER SEVEN
DISCUSSiON

This study analyzed the relationship between psychosocial
factors and essential hypertension for six hypertensive families.
Three of the six families received family therapy as an adjunct
treatment to the medical approach. Family therapy aimed at
identifying and alleviating the psychosocial factors that could
contribute to the elevation of the blood pressure levels of
hypertensive family members. All six families were assessed
through self-report questionnaires that measured different
systems levels of family functioning, family major life events,
and family perceptions of their coping resources. For the families
who received family therapy, qualitative ,data were obtained to
complete and validate the results of these self-report
questionnaires and to examine the influence of therapy on family
functioning and on the blood pressure of the hypertensive subjects.
This study contributed to the research field in hypertension
by being one of the few research studies that provided both
qualitative and quantitative data for the analyses of the
relationship between hypertension and family dynamics and of the
influence of family therapy on hypertension. The following section
discusses how the results of this study concurred with the
findings of other research studies on essential hypertension and
how these results contributed to the research field by generating
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hypotheses for future research. The discussion of the results also
offers implications for clinical practice. The results are
presented and discussed based on the five objectives of the study.

Family Functioning and Essential Hypertension

The first objective of the study was to identify aspects of
family functioning (e.g., interactional patterns) that could be
related to the development and maintenance of essential
hypertension. Results from the study concurred with many
research findings on the psychosocial aspects of essential
hypertension. For example, the literature supported the hypothesis
that emotional stressors which interact with psychophysiological factors enhance an individual's vulnerability to
diseases such as hypertension (e.g., Myers et al., 1951; Scott et al.,
1970). Five families reported family-related emotional stress
(e.g., marital dissatisfaction, spousal abuse, parent-child
conflicts, dysfunctional communication patterns). These results
also concur with other research findings which claimed that
stressful relationships (e.g., mother-child relationships) in
families are predisposing factors to physical illness (McEwan,
1974; Meissner, 1966; Sperling, 1967). The families were
assessed at different systems levels and results indicated that:
(a) in family one, no relationship conflicts were reported but the
hypertensive mother acknowledged experiencing stress related to
her job dissatisfaction as ahousewife; (b) infamily eight,
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parent-child conflict was reported; and (c) in five families
(including family eight), marital conflicts based on dysfunctional
communication patterns were reported. These results support
Hafner and his colleagues (1983) who found evidence of
dysfunctional marital communication in both groups of males and
females diagnosed with essential hypertension. The results also
concurred with those of the Framingham study (Haynes et al.,
1978) which found that marital disagreements and personal
worries significantly correlated with the diastolic blood pressure
for men.
For most of the hypertensive subjects in this study, the
families provided little social support and were found to be more a
usource" than a"bufferTM of stress. These findings support research
studies which concluded that life stressors such as unemployment,
separation, and bereavement are less threatening to an individual's
susceptibility to illness in the context of strong social support
(Scott et al., 1970; Shuval, 1981). For the majority of the
families (five out of six), family dysfunctional communication
patterns appeared to have reduced the hypertensive subjects'
perception of social support. Two families who had experienced a
marital separation were at the launching phase of the family life
cycle which meant the potential of decreased social support
following the departure of the adolescent children. These results
concur with the study of Reiser and his colleagues (195 1) who
indicated that 50% of their 80 hypertensive subjects experienced
life events that led to feelings of rejection dominated by athreat
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of loss of affective security.
In this study, the blood pressure of all six hypertensive
subjects was found to be sensitive to their perceptions of family
coping resources: one or both of the systolic and diastolic
pressures increased as the perception of family internal and
external resources decreased. These results concur with other
studies that related high levels of social support to lower arterial
blood pressure levels (Dressier, 1982, 1986; Levine et al., 1969).
Perhaps the perception of reduced family coping resources prevent
the hypertensive patients from expressing their feelings of anger
or frustration fearing that their family would not be able to cope
with their feelings.
Five out of the six hypertensive subjects reported that they
had difficulty expressing their emotions and that they suppressed
feelings of anger and frustration. The characteristic of
suppression of anger has been found to be common in hypertensive
patients (Ayman, 1933; Ploeg et al., 1985; Thai leret al., 1985;
Dembrosky et al., 1985; Dimsdale et al., 1986). These subjects
might have learned to suppress their feelings and emotional
behaviors from their family of origin (Jorgenson et al., 1986) but
as Jorgenson and his colleagues hypothesized, they may also
withhold their feelings fearing negative consequences of their
expression. In this study, four hypertensive subjects validated
this hypothesis by reporting that their inability to ventilate
feelings of anger may have been related to the lack of
receptiveness by their spouses. However, in the families who
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received therapy, repression of feelings was part of a
dysfunctional communication pattern that prevented the resolution
of family conflicts. These results are also congruent with one of
the four characteristics that Minuchin (1978) identified in
psychosomatic families that is, the inability to resolve conflict.
The use of non-verbal cues to express anger and conflict
avoidance has been found to characterize families with
hypertensive fathers

(Baer & Vincent, 1980; Baer & Reed, 1983).

In this present study, the same characteristics were found in
families with hypertensive mothers. These families received
therapy and therefore were sufficiently assessed to support these
findings. The three hypertensive mothers indirectly expressed
their anger and avoided conflicts. According to Baer and his
colleagues findings, there was apotential for the children in
these four families to learn the same behaviors from their
hypertensive parent, which could enhance their own vulnerability
to hypertension.
It is interesting to note that in the three families who
received family therapy, the hypertensive subject also had another
major symptom or problem (e.g., migraine, agoraphobia, and
helplessness) that appeared to control or obtain secondary gains
from other family members. Hypertension being an inapparent
disease, the subjects used other problems that were visible as a
mode of communicating their feelings. For these families, the
other symptoms or problems, as well as the hypertension, were
triggered by stressful life events (e.g., separation, death of a
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sibling, and spousal abuse) that disrupted their family system.
These results concur with Schmale's (1
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postulate that adeath

in afamily can trigger undesirable illness behavior (e.g., Hazel in
family eight). The results also support Lal and his colleagues
(1982) who found that distressing life events weremore common
in ahypertensive group of patients than in anormotensive group.
All families reported financial concerns which may have been a
source of stress and/or frustration that could have contributed to
their hypertension.
In this study, relationships conflicts were not only identified
in the hypertensive families, but acybernetic perspective on these
conflicts found amutual relationship between these relationship
conflicts and the health issues related to the hypertension (e.g.,
migraines, suppression of anger, and agoraphobia). Family
conflicts were hypothesized as maintaining the apparent
symptoms (e.g., migraines, agoraphobia, helplessness): the
symptoms were part of the families' readjustment to the stressful
life changes. For example, in family eight, Hazel's agoraphobia
served the positive function of expressing her feelings of
insecurity and of involving others by keeping them concerned. This
systemic view of the relationship between family functioning and
symptoms concurs with Minuchin's (
1974) and Bloch's (1984)
theses on psychosomatic families and with Dym's (1987)
cybernetic model of physical illness. In this study, it was also
found that the hypertensive subjects who were assessed in
therapy were reluctant to relinquish their problems
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(e.g

,

migraines, agoraphobia, and helplessness) fearing athreat to

the system's stability: these problems appeared to serve a
positive function in the family.
The other characteristics of psychosomatic families
identified by Minuchin were found in the three families who
received therapy. These characteristics are: (a) enmeshment, (b)
overprotection, and (c) rigidity. Enmeshment was found in
families one, four, and six where the hypertensive mothers wanted
more connectedness in the family to the point of enmeshment.
Overprotection characterized Hazel's (family eight) and Eva's
(family five) families whereas rigidity was identified in the three
families (one, five, and eight).
Five out of the six hypertensive subjects reported sources of
stress related to their work situations (e.g., job dissatisfaction,
job insecurity, and interpersonal conflicts). These work issues
that could be considered as sources of stress and frustrations may
have contributed to these patients' hypertension because these
subjects were found to suppress their feelings. This hypothesis
supports Averill's (1982) and Cottington's (1986) findings which
postulated that dissatisfaction of job condition and job future, and
violation of expectations, hopes, and wishes generate frustration
and anger. If these feelings are suppressed they may lead to
hypertension.
Correlations were calculated to examine the relationship
between the blood pressure levels of the hypertensive family
member and those of his or her spouse. Only three families
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provided sufficient blood pressure readings to allow acorrelation
analysis between the blood pressure levels of the two spouses.
These families were all in the group who did not receive therapy
(in the group of families who received therapy, two hypertensive
subjects were separated). The results indicated significant
correlations in two families: in one family there was a
significant negative correlation between both spouses' diastolic
pressure; in the other family there were significant positive
correlations between both systolic and diastolic blood pressure
levels of the hypertensive member and his spouse's systolic
pressure levels. The results of these analysis for the three
families are so divergent that it is only possible to hypothesize
that there is asignificant relationship between the blood pressure
of ahypertensive patient and that of his or her spouse. However,
the nature of this relationship may be different in each family. In
the family where there is apositive correlation between the
spouses' blood pressure levels, it could be hypothesized that the'
couple has similar physiological responses to hypertensive factors
(e.g. family stressors, diet and exercises). In the family where
the correlation between the spouses' blood pressure is negative, it
could be hypothesized that the correlation symbolizes the
homeostasis" phenomenon in the marital system: if the
hypertensive spouse overreacts (psychologically and/or
physiologically) to different stressors, his or her spouse
maintains the "equilibrium by underreacting (physiologically
and/or psychologically). Further research should explore the
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relationship between spouses' blood pressure levels.
I
tis interesting to note that the two families who were not
able to continue participating in the study also experienced major
family stressors (e.g., marital conflicts, separation,
unemployment, parent-child conflicts). These major life stressors
contributed to the subjects' lack of compliance with the
requirements of the study. These subjects were too preoccupied
with their problems (e.g., unemployment and family conflicts) to
participate in research. However, it is possible to hypothesize
that their family and unemployment situations generated agreat
deal of stress and frustration that could have contributed to their
hypertension.
Hypotheses Relating Family Functioning
to Essential Hypertension
The results of each case study supported other research
findings and also generated the following hypotheses in relation to
the first objective of the study:
1. Hypertensive patients' suppression of angry feelings is
part of amaladaptive communication pattern in marital systems
which lead to unresolved conflicts that reciprocally reinforce the
suppression of feelings.
2. The maladaptive marital communication pattern reduces
any perception of social support (a significant mediator of stress)

from the marital system.
3. Feelings of frustration and insecurity surrounding marital
separation issues contribute to hypertension.
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4. A hypertensive patients perception of reduced family
internal resources contributes to an increase in her diastolic blood
pressure levels.
5. The threat of reduced social support after amarital
separation increases the hypertensive parents dependence
on the children., which affects their own individuation.
6. The perception of alack of connectedness between family
members and alack of flexibility in the family system contribute
to afemale patients essential hypertension.
7. Financial concerns are sources of stress that can
contribute to essential hypertension.
8. Psychological disturbances such as pathological fears
(e.g., agoraphobia) that can be triggered by distressful life events
and maintained by family dynamics contribute to essential
hypertension.
9.

Physiological problems that could be related to

hypertension (e.g.., migraines and agoraphobia) serve apositive
function in the family and, therefore, the family has difficulty
relinquishing these problems fearing athreat to the systems
stability.
10. There is asignificant relationship between amale
hypPr
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factors contributing to essential hypertension, they do not exclude
the importance of the biophysical and psychological system levels.
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These psychosocial factors are considered as coevolving with
other factors which were identified in some of these cases and
which have been found to contribute to hypertension: (a) genetic
predisposition, (b) lifestyle patterns (e.g.

,

smoking, diet, alcohol,

exercise), and (c) personality traits (e.g., type A personality and
supression of anger).

Impact of Essential Hypertension on the Family

The second objective of the study was to identify family
members perceptions of the impact that essential hypertension
had on the family. The families who received therapy were asked
about the impact that hypertension had on their family. They
responded that the other symptoms or problems (e.g., migraines,
agoraphobia, and separation issues) had more impact on the family
than did the hypertension. The symptom of migraine, that was
probably derived from higher levels of blood pressure, impacted as
amediator in family stress by interrupting family conflicts and
eliciting positive behaviors from other. family members (family
seven).
The hypertension, being asymptomatic did not have
as significant an impact on the other families as did the other
problems that involved discomfort, feelings of insecurity, and
frustrations. However, two hypertensive subjects (one male
patient in the non-therapy group and one female patient in the
therapy group) reported sexual difficulties. Although these sexual
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problems were not investigated, it could be hypothesized that
these sexual issues could have resulted from the side effects of
their anti hypertensive medication. Sexual problems in these two
families and the marital conflicts reported in five of the six
families support Mime and his colleagues' (1985) study on the
impact of hypertension on the family. These researchers found a
significant and unfavourable effect on marital functioning
following the diagnosis of hypertension (e.g., sexual difficulties
and dysfunctional communication patterns involving nagging about
medication or dietary compliance).
Hypotheses Regarding the Impact of Essential
Hypertension on the Family
Despite the limited amount of data that was generated on this
objective of the study, two hypotheses could be formulated:
1. Hypertension being asymptomatic does not have as much
impact on the family as do other illnesses with more apparent
symptoms.
2. Physiological consequences of hypertension (e.g.,
migraines, sexual problems) or other problems that may be related
to hypertension (e.g., agoraphobia, relationship conflicts) have
more impact on the family than the hypertension itself.

Adjustment to the Diagnosis of Essential Hypertension

The third objective of the study was to identify the common
issues that families present in adjusting to the diagnosis of
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hypertension. No instrument has been developed to assess the
impact of hypertension on the patient and his family and therefore
this variable was not measured in the families who did not receive
therapy. However, one physician mentioned that one of the nontherapy subjects got very anxious when her blood pressure
increased. In the families who received therapy, it appeared that
the three hypertensive subjects were concerned about their
hypertension but they did not report difficulty adjusting to the
diagnosis. Again, the lack of apparent symptoms in hypertension
could account for their minimal adjustment.
However, most of the hypertensive subjects indicated
(verbally or indirectly by irregular compliance) that they disliked
taking medication and that they hoped to minimize their
dependence on medication. These patients' difficulty in complying
to all medical recommendations could be considered as adifficulty
in adjusting to the treatment of hypertension. This difficulty
could be related to the medication's side effects or to family
relationship issues (e.g., issue of control with nagging spouse). No
additional hypotheses were derived from the results on this
section because the data support other research findings.

Effects of Family Therapy on the Family

The fourth objective of the study was to identify any changes
in the dynamics of families with hypertensive subjects which may
have resulted from family therapy. An important factor to
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consider in discussing the effects of therapy is based on von
Foerster's (1951) second-order cybernetics theory. This
metadiscipline that focuses on the observing systems emphasizes
the influence of the researcher and observers on the
therapist-family system which is under study. Therefore, the
researcher and the research context itself may have had an
influence on the therapy outcome. For example, the subjects or the
therapists may have been influenced by some of the researcher's
comments on the study. Social desirability is an important factor
to consider in this type of research. The subjects may have biased
some results to please the researcher or vice-versa. Therefore,
the therapist-family system cannot be examined without
considering the researcher and observers as being part of the
therapy research process.
The family therapy approach that was used in this study was
based on the therapists' interpretations of the systemic and
strategic models and therefore the therapy could have been
different with other therapists' application of the same model.
Thus, when analyzing the therapy approach in this study, it is
important to attribute some of the therapeutic outcome to the
therapists' skills and to their own interpretation of the systemic
and strategic models. Andreozzi (1955) stated that psychotherapy
models applications are difficult to analyze because research has
shown that therapists often use therapeutic techniques that are
associated with other models rather than with the one that the
therapists claim to practice. In this study, the observers
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identified most of the therapy approach as being systemic and
partially strategic but some techniques, such as the commendation
of strengths at the end of each session, was idiosyncratic to the
therapists.
Another important factor to consider in the analysis of the
outcome of therapy is the difficulty for the researcher to capture
the continuously unfolding process between the therapist-family
interactions and the outcome of therapy. All moments of contact
with the family by the researcher and the therapists are
influencing the outcome of therapy and all cannot be measured.
Therefore, it is important to note that not only the therapists'
interventions at the end of each session had apossible impact on
the family. The therapists' comments and questions during the
interviews may also have had an interventive effect on the family
system.
The analyses of the cases indicated that therapy was useful
in assisting each of the three families in resolving some of their
major problems (e.g., spousal abuse, lack of assertiveness,
hierarchical reversal, and agoraphobia). Therapy and daily blood
pressure recordings were useful in assisting the family to make
connections between their family stressors and the fluctuation of
the blood pressure of the hypertensive member. These connections
sensitized the patient and family to the need for reducing the
sources of family stress. Therapy also gave the hypertensive
subjects the opportunity to ventilate feelings and improve
communication patterns between family members. In two of the
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families there was achild who was modeling the hypertensive
parent's communication style. Therapy may have reduced the risk
of these children developing hypertension by assisting or
sensitizing the family to the importance of improving their
communication skills. The data also indicated that therapy
assisted the hypertensive patients in expanding their external
social resources and in utilizing family social support in amore
functional manner. Therapy seemed to have helped two subjects to
use their children as asource of emotional support without
interfering with the ch11dren5 individuation.
The therapeutic interventions that appeared to have been
useful for these families were: the commendation of family
strengths at the end of each session and the reframing of family
problems. The commendation of family strengths is an
intervention that is idiosyncratic to the therapists who
participated in this study and not to the systemic and strategic
models. This technique seemed to have facilitated the families'
engagement in therapy and to have increased the families'
receptiveness

to change.

It also seemed to have enhanced two

-

patients' self-esteem and confidence in their own coping abilities
as reported in the follow-up interviews by the researcher. The
ref raming techniques (e.g., ref rame of the spousal abuse, the
separation, and the agoraphobia), based on the systemic and
strategic models, may have also effected cognitive changes that
reduced sources of tension for the hypertensive patient.
However, therapy was not effective in maintaining all the
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positive changes in one family

(family seven). Nor was it

effective inassisting one other subject( family five) to cope with
stress related to problems that were not addressed in therapy.
The poorer outcome of therapy for these families may be related
to the therapist-family system and/or to other variables in the
research context.
The systemic/strategic model is based on certain axioms that
could have been misinterpreted or misunderstood by the therapists
in the study which may have led to different therapeutic decisions
than the models would purport (e.g., therapists decisions
concerning appropriate time to terminate). Also, it is important
to consider that not all members in these families were receptive
to change because the families did not seek therapy but rather
were approached about participating in aresearch study.
Therefore, treatment was within the context of research, not
within its natural context. It could also be hypothesized that the
context may have affected the way the therapists approached
these families and their therapeutic maneuverability.

This factor

raises the question: "Would family therapy for hypertensive
patients be more effective if one or more family members
themselves sought this type of professional assistance?"
It is interesting to note that most of the hypertensive
subjects were female and that the three subjects who accepted
therapy were also female. The fact that the incidence of
hypertension is greater in women may explain the higher number of
female subjects. However, why would the female patients be more
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receptive to family therapy than their male counterparts? The
female patients may be more receptive to professional support.
Male patients may have greater difficulty in discussing their
personal problems with professionals, and especially if the
professionals are female. The fact that both therapists, the
researcher, and the two other observers were female could have
had ainfluence on the therapy provided and on the case analyses.
It would have been interesting to see if amale co-therapist or a
male co-observer would have approached the therapy context and
the analysis differently (e.g., in the case where the therapists
tried to empower the female subject in the family system).
Hypotheses Regarding the Effect of Family
Therapy on the Family
These case studies suggest that family therapy may have
different outcomes on families with hypertension. From the
results of these case analyses, afew hypotheses were derived and
could be formulated as follows:
1. Family therapy (based on asystemic/strategic model) can
assist hypertensive patients in ventilating their feelings

of

frustration and insecurities which could, consequently, contribute
to short term decreases in the patients' blood pressure levels.
2. Family therapy (based on asystemic/strategic model) can
assist hypertensive patients in coping with only the family
stressors that areaddressed in therapy.
3. Family therapy (based on asystemic/strategic model) can
assist all family members in improving their communication skills
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and can help prevent family members from developing a
communication style that can lead to hypertension.
4. Family therapy (based on asystemic/strategic model) can
assist ahypertensive patient in developing healthier social
support and in relinquishing social support that is detrimental to
other family members.
5. Female hypertensive patients may be more receptive to
family therapy offered by female therapists than their male
counterparts.
6. Family therapy (based on asystemic/strategic model) may
not be as effective in creating substantial changes in families
who, despite prsenting significant problems, do not request
therapy but agreed to receive therapy in aresearch context.

Changes in Family Dynamics and Essential Hypertension

The fifth objective of the study was to determine the effect
that changes in family dynamics following family therapy may
have on the blood pressure of hypertensive subjects. The results

of this study supported the postulate that the family has an
important role in the development and maintenance of essential
hypertension. Therefore, if family therapy could alleviate family
stressors that contribute to apatients hypertension, his or her
blood pressure would decrease. In this study, the changes that
occurred in two of the families during the period of therapy
corresponded to adecrease in the blood pressure of the two

353
hypertensive subjects. Perhaps therapy provided an opportunity
for the hypertensive patients to ventilate suppressed feelings that
contributed to their hypertension. These results would concur
with Hokanson and his colleagues' (1 63) findings that indicated
the systolic blood pressure of subjects who experienced induced
feelings of anger and frustrations decreased after they had an
opportunity to ventilate these feelings.
The decrease in the blood pressure experienced by these
patients during the course of therapy could also be attributed to
the perception of social support from the therapists (who were
mostly positive and complimentary towards the family). The
hypertensive patients also reported improvement in their
communication patterns with other family members which may
have influenced their blood pressure. The fact that the blood
pressure decreased while both families reported improvement in
their family communication patterns during the period of therapy
substantiated the hypothesis that their family conflicts
contributed to the elevation of blood pressure levels. However, for
both hypertensive members in these two families, the blood
pressure increased again after therapy. One subject reported that,
despite the improvement of marital problems, some of the marital
issues re-emerged and accounted for the increase in her blood
pressure after therapy. The other subject had new stressors
related to her and her husband's work situations which contributed
to the elevation of her blood pressure afew months after therapy.
Therapy for these two subjects had apositive but short term
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effect on the blood pressure levels.
Therapy did not seem to create the second-order change that
could have maintained the reduction of blood pressure levels.
These results are similar to other studies on psychotherapy
approaches such as biofeedback and relaxation techniques
(Blanchard et al., 1977) which also found that psychological
approaches only had ashort term positive effect on essential
hypertension. These psychological techniques seem to assist the
patients in coping with specific sources of stress but not with
stress in general. Therefore, after the end of treatment, when
these patients deal with new stressful situations, they continue
to react physiologically (i.e., with an increase in their blood
pressure levels).
However, for the third subject, the blood pressure
occasionally increased during the therapy period but has
significantly decreased several months after therapy. The
increased blood pressure could be explained by the stress that the
subject experienced while experimenting with her agoraphobia and
woking on her problems. However, once her fears and symptoms
related to agoraphobia subsided, the blood pressure decrease was
sustained. Therapy appeared to have facilitated substantial
change in her agoraphobic problem that seemed to have contributed
to her hypertension.
In this research study, the family therapy approach
facilitated positive changes in three hypertensive families (e.g.,
eliminated spousal abuse and agoraphobia, empowered two
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hypertensive parents). These changes corresponded to atemporary
decrease in the blood pressure of two of the hypertensive subjects
during the period of therapy. For the third subject, the positive
changes corresponded to atemporary increase in the blood
pressure during the period of therapy but was followed by a
substantial decrease in the blood pressure which lasted for a
period of afew months. This decrease,in her blood pressure
resulted in areduction in her anti hypertensive medication.

Hypotheses on the Influence of Post-Therapy
Family Changes on Essential Hypertension
The data analyses for each case study allowed for the
generation of hypotheses about the influence of post-therapy
family changes on the blood pressure of ahypertensive patient.
The hypotheses were as follows:
1. Family therapy (based on asystemic/strategic model) can
assist ahypertensive patient in alleviating family stressors and
can contribute to atemporary decrease in his or her blood
pressure. However, if the patient faces new stressful situations,
or if some family stressors reoccur, the blood pressure of the
hypertensive patient increases again.
2. Family therapy (based on asystemic/strategic model) can
increase the stress of ahypertensive patient while working on his
or her psychological disturbances. This can contribute to an
increase in the patients blood pressure during the course of
therapy, but subsequently, therapy can lead to asubstantial and
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stable decrease in the patient's blood pressure levels by
eliminating his or her psychological disturbances.
It is important to note that many variables (at the
biophysical, psychological, and psychosocial systems levels) have
been identified as influencing apatient's blood pressure and
therefore it is difficult to attribute any changes in the family
system and in the blood pressure levels to aspecific variable.
However, this study was useful in contributing hypotheses about a
systemic perspective on hypertension and about apossible
therapeutic approach for this health problem.
In summary, results of this study were consistent with other
findings from research on the psychosocial component of essential
hypertension. The results suggest that the families can be a
"source" of stress for hypertensive patients and influence their
blood pressure. The results allowed for the generation of
hypotheses on the mutual relationship between the family
dynamics and hypertension. Results also suggested that the
hypertensive members can be involved in family conflicts that
contribute to their hypertension. The results of this study also
allowed for the generation of hypotheses about the influence of
the systemic-strategic family therapy approach on the blood
pressure of hypertensive patients.

Research Methodology

The type of research methodology used in this study
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permitted an analysis of qualitative data that contributed to a
better understanding of the relationship between essential
hypertension and specific family dynamics by complementing and
validating the results of self-report questionnaires. In addition,
the individual study of each family enabled a more precise
evaluation of the family therapy process: the effect it had on the
family and on the blood pressure of the hypertensive member.
However, the self-report questionnaires provided information
that was not identified in the family interviews (e.g., sexual.
difficulty and parent-child conflict identified by FILE and
perceptions of coping resources by F-COPES). Therefore, this type
of study should include self-report questionnaires to identify
family problems that are not addressed in therapy. The FILE
instrument was useful in identifying family major life events, it
would have been more informative if the instrument had included
an "other" section where the subjects could add other major life
events that are not mentioned on the FILE list. Also, if the FILE
instrument had been completed by all family members, perhaps
other life events could have been identified and related to the
patients hypertension (e.g., spouse abuse in family five). The
F-COPES questionnaire was useful in measuring the family coping
resources but it would have been interesting also to measure the
hypertensive patients individual coping resources to analyze their
relationship with these patients' blood pressure. The P55 scale
was useful in measuring the subjects' perceived stress but would
have been more informative if the subject could have specified the
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sources of their perceived stress on each questionnaire.
FACES 111ls avaluable instrument that measured important
variables (i.e., flexibility and cohesiveness) that could influence a
hypertensive patient's blood pressure. The IPAT scale was also
useful in measuring "covert" anxiety and feelings of frustration.
The scale was useful for subjects who were reluctant to disclose
their feelings of anxiety and to identify the relationship between
their feelings and their blood pressure. The ENRICH questionnaire
is athorough instrument which was very useful and informative
especially for the case study where therapy was not provided.
The discrepancy between the observers and therapists'
observations and hypotheses about the families was quite
minimal. One explanation could be that all of them were family
therapists whose practice is based on the systemic and strategic
family therapy models. It would have been interesting to see how
the analyses of the cases would have differed if the observers had
been family therapists who used adifferent therapeutic approach.

Limitations of the Study

Single-case research cannot be conducted without
limitations. In this study, the subjects were not randomly
assigned to the two groups of families (therapy and no-therapy).
The effects of therapy may have been different if therapy had been
conducted with the "non-therapy" families but all three refused to
receive family therapy. Another limitation was the lack of
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participation of two subjects. Unfortunately, these subjects did
not comply with all procedures of the study: one couple did not
provide any blood pressure results and did not complete the
questionnaires every month. Another subject stopped taking her
blood pressure and did not complete all questionnaires because of
stressful life events. These subjects who were to be assessed at
the marital (for the therapy family) and parent-child (for the
non-therapy family) system levels could have provided important
data that would have contributed to the generation of hypotheses.
For all subjects, the internal validity was threatened by a
variety of factors that influence the blood pressure of the
hypertensive subjects (e.g., medication, diet, stress, and exercise).
However, the effect of these variables was difficult to control but
was considered in the discussion of results for each family.
Mother limitation of this study for the group who received
therapy was the lack of consistency in some results during the
baseline phase. The inconsistency in some of the quantitative
baseline data generated ambiguity for the drawing of valuable
conclusions. For example, in family seven there was adiscrepancy
in the father's scores between his first and second F-COPES
questionnaires (i.e., 71 and 101). The difference in the results
could have been related to the, effect of the questionnaires on the
family.
Despite its limitations, this study enhanced understanding
and provided information about the psychosocial component of
essential hypertension. Kniskern (1985) and Rabin (198 1)

360
professed that uncontrolled research in family therapy can further
the field by generating hypotheses or new ideas that can later be
tested by more rigorous experimental methods.

Implications

This study generated data that have potential implications for
clinical practice and future research.
Clinical Practice
The study indicated that most of the hypertensive families
were experiencing family stressors that could have had an
influence on the hypertensive patients blood pressure. These
results suggest the importance of offering afamily assessment
and therapeutic assistance to families who present with problems
that could be related to apatients hypertension. Psychotherapists
may consider the importance of assisting the hypertensive patient
in coping with life stresses in general and not only with the
specific problems that the patients present. Marital difficulties
were identified in the majority of the families in this study.
However, are these marital difficulties characteristic of the
hypertensive families or found in the majority of couples with or
without other health problems? If any case, the results in this
study suggest that the marital system level should be assessed
more specifically in hypertensive families.
However, this study also has shown that children of
hypertensive patients may model their hypertensive parent's
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communication style which may increase the children's risk of
developing hypertension. Perhaps children should also be included
in the assessment and treatment of hypertensive families despite
the fact that only marital conflicts were identified in some
families.
The perception of social support is another important factor
that has been identified as possibly contributing to the patient's
hypertension and could be considered in the psychosocial
assessment of the patient. The importance of assessing the
patient's source of social support has also been suggested by the
detrimental effect of two patients' use of social support on their
adolescent ch ii drens' individuation process.
Family therapy demonstrated effectiveness in assisting the
hypertensive patients with some of their problems but one couple
avoided addressing their sexual issues that were identified in the
self-report questionnaires. This implies that therapists may
consider it useful to explore that particular issue with
hypertensive patients who are subject to experiencing sexual
difficulties because of the side effects of their medication.
This study suggest that family therapy can assist the
hypertensive families with major problems but the reccurrence of
some of these problems imply the importance of follow-up
sessions with the families to assess the maintenance of the
positive changes in the family.
Future Research
This exploratory study generated hypotheses that could be
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tested in future research. It would be useful to focus on the
marital system as the dependent variable and evaluate the effect
of marital therapy on the blood pressure of hypertensive patients.
More research is also required to clarify the role of psychotherapy
in the treatment and control of hypertension. However, to
facilitate the evaluation of therapy on psychosomatic families,
small scale studies seem the most appropriate because of the
difficulties in evaluating therapy outcome. Continued efforts
must also be made to develop research instruments that could
analyze the therapy process and the effects of aparticular therapy
on the family. Because no two families respond the same way to
the same family therapy approach, regardless of how faithfully the
approach is applied (Andreozzi, 1985), the systemic and strategic
models should be tested on other hypertensive families but with
different therapists.
The lack of compliance to the research requirements by the
two families who did not provide blood pressure readings may be
attributed to the patients preoccupation with family and job
stressors. In future research, it should be expected that
hypertensive subjects may find that taking their blood pressure
every day is too demanding. Therefore, attrition is important to
consider when estimating asample size in this type of research.
This study also generated questions that could be answered
in further research. The questions are as follows:
1. Do essential hypertension patients experience more
marital conflicts than other types of family problems?
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2. Would other measuring instruments such as the Family
Environmental Scale (Moos &Moos, 1976) and the Family
Assessment Measure (Skinner, Steinhauer, & Santa-Barbara, 1983)
identify different or similar family stressors or family issues in
hypertensive families?
3. Would there be more or less discrepancy between the
therapists and the observers analysis of the therapy process if
the therapists and the observers were from different schools of
family therapy?
4.. Since most families in this study presented mar tal
conflicts, would marital therapy be more useful than other types
of psychotherapy to assist hypertensive patients?
5. How would alternate models of family therapy or different
therapists with the same systemic/strategic approach differ in
their influence on the blood pressure of ahypertensive patient?
6. Would family therapy be more successful in contributing to
the decrease of the blood pressure in hypertensive patients if the
patient himself requested therapy?
7. If ahypertensive patient refuses psychotherapy, what
effect would family therapy have on his/her blood pressure if
therapy were provided to only those family members who agreed to
receive family therapy?
8. What percentage of physicians refer their patients who
have essential hypertension to psychotherapists for afamily or
marital assessment and what cues from the patients incite them
to do so? What characterizes essential hypertensive patients who
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acknowledge having family problems but refuse psychotherapy?
9. Are psychosomatic patients with apparent painful and/or
disabling symptoms more receptive or motivated to therapy than
hypertensive patients who cannot associate their symptom
(increased blood pressure) to family situations unless they have a
blood pressure reading?
These questions would be useful consider for future research
to increase the understanding of how the field of psychotherapy
could be more helpful to the hypertensive population.
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SUBJECT CONSENT FORM
Families Who Will Not Receive Therapy

We hereby give our consent to participate in aresearch
project designed to study the effect of family therapy as an
adjunct treatment for essential hypertension. Specifically, this
research study aims to: (a) identify interactional communication
patterns in families that could be related to the development and
maintenance of high blood pressure; (b) identify the perceptions of
family members of the impact of high blood pressure on family
dynamics; and (c) identify changes in family dynamics following
family therapy as indicated by family members and observers.
We understand the methods of the research are as follows:
this research study will employ aseries of case studies involving
eight families with ahypertensive member. All eight families
will be examined through self-report questionnaires as
family relationships and daily recording of blood pressures. Four
of these families will receive family therapy as an adjunct
treatment to the medical approach provided by their physician and
four will not. The family therapy sessions will be conducted at
the Family Nursing Unit, Faculty of Nursing, University of Calgary
by ateam of two nurse educators who are also experienced family
therapists. This team of two nurse/family therapists will assess
and intervene with each of the four families. The number of
sessions and the interval between sessions will be determined by
the clinical team and the family members.
The interviews will be videotaped and analyzed by three
observers (including the researcher) who will report on the
therapeutic process of each family session. A separate consent
will be obtained from our family for permission to videotape.
Written consent will also be sought for permission to use the
contents of the video materials for publication or presentation
purposes.
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The Director of the Family Nursing Unit, Dr. L.M. Wright, will have
complete responsibility for the videotapes and records. Dr. Wright
will authorize access to these videotapes only to the researcher,
observers, and family therapists involved in the study. The
videotapes and family records will be kept in locked files in the
Family Nursing Unit.
The information collected from the three observers' analysis
of the family and therapy sessions and from all the self-report
questionnaires will be examined by the researcher to generate
hypotheses on the effect of family therapy on the family relations
and on the blood pressure of the hypertensive subjects.
We have considered the above information and we understand
that we will have to answer questionnaires at least once amonth
and will not be asked to participate in any family therapy
sessions. We acknowledge that the medical treatment will not be
altered because of the research study. We understand that the
hypertensive family member and his/her spouse will have their
blood pressure taken every day at apredetermined time. The
procedure for taking the blood pressure reading will be taught to
two of oui family members by qualified health professionals. We
understand that all information will be strictly confidential and
that no names or addresses will be mentioned in any written or
oral report that developed as part of the study. We reserve the
right to withdraw our participation in the study at any time.

Date

Signatures of Family Members

Witness
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maintenance of high blood pressure; (b) identify the perceptions of
family members of the impact of high blood pressure on family
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The Director of the Family Nursing Unit, Dr. L.M. Wright, will have
complete responsibility for the videotapes and records. Dr. Wright
will authorize access to these videotapes only to the researcher,
observers, and family therapists involved in the study. The
videotapes and family records will be kept in locked files in the
Family Nursing Unit.
The information collected from the three observers' analysis
of the family and therapy sessions and from all the self-report
questionnaires will be examined by the researcher to generate
hypotheses on the effect of family therapy on the family relations
and on the blood pressure of the hypertensive subjects.
We have considered the above information and we understand
that we will have to answer questionnaires at least once amonth
and participate in approximately six family interviewing sessions.
We acknowledge that the medical treatment will not be altered
because of the research study. We understand that the
hypertensive family member and his/her spouse will have their
blood pressure taken every day at apredetermined time. The
procedure for taking the blood pressure reading will be taught to
two of our family members by qualified health professionals. We
understand that all information will be strictly confidential and
-that no names or addresses will be mentioned in any written or
oral report that developed as part of the study. We reserve the
right to withdraw our participation in the study at any time.
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