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ABSTRACT

Acquired immune deficiency syndrome (AIDS) is a universal health
threat that has no known cure. Persons suffering from AIDS (PWAs)
face extreme levels of stress in all levels of their lives. As a result,
psychosocial treatment is a critical aspect of total care. This explora-
~ tory. study, then, systematically examines the hypothesis that Heimler's
Human Social Functioning (HSF) is a treatment model that would provide
effective psychosocial care to PWAs.

The methodology employed to test the hypothesis was a single-
system analysis, specifically the ABA design. The study was replicated
with seven subjects, five of whom were homosexually oriented, one a
bisexual male and one a female intravenous drug user. Four subjects
completed the study, two died during the treatment phase and one with-
drew during the first Phase A.

The instruments used to measure the extent of the subject's psycho-
social needs across the three phases of the design included the Heimler's
Scale of Social Functioning (HSSF) and a self-anchored scale. The self-
anchored scale wasA specifically designed to measure the intensity of
subjective feelings and perceptions of memory and body-image changes
that had been noted to occur by other authors concerned about the
psychosocial aspects of AIDS. The feelings were: anger, guilt, anxiety,

independence and sinfulness.



The results, for the subjects who completed the study, indicate
that the treatment was effective at, or greater than, the predetermined
level of statistical”significance. More specifically, findings revealed that
PWAs experience stressors that permeate all dimensions of their lives:
physical, emotional, intellectual, socialiand spiritual. The treatment
method under study was able to address and alleviate concerns érising in
these dimensions. ’ |

Limitations of the study, implications for the social work profession

and for future research are considered.
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CHAPTER ONE

INTRODUCTION

Will AIDS patients ever reach a stage of acceptance
and peace? Yes, the same is true as with all other
terminally ill patients. If they receive and give
themselves enough permission to express their
anguish and other fears, their sense of impotence
against a vicious Kkiller virus and against a society
that discriminates, judges, blames . . . (Kubler-
Ross, 1987, pp.10-11).

Acquired Immune Deficiency Syndrome (AIDS) is a relatively new
viral disease that is viewed by society as one of the most dangerous
public threats of our times. To date there is no cure; consequently, it
is a terminal illness. Persons with AIDS (PWAs) do not, as a rule, die
quickly, rather they "waste away" over a period of one to two years
(Lamke & Marquardt, 1987). Moreover, it has been reported (Saturday
Night, 1988; The San Francisco Chronicle, cited by Seigal, 1988) that a
few PWAs have survived four or more vyears following diagnosis.
Therefore the side-effects of a chronic illness becomes an added
concern. In this light, a health care plan that focuses on every aspect
" of the PWA, not just the physical consequences of the disease, is
crucial,

Thus, a holistic approach is required, which, necessarily, involves
the expertise of many professional caregivers amongst whom the social
worker plays a prominent role. Psychosocial health-care is critical in
addressing the unique needs of this relatively young population. In

order to identify and respond to these needs, ‘this exploratory study

systematically examines the hypothesis that Heimler's Social Functioning
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(Heimler, 1967) is a treatment mode! that would provide effective

psychosocial care to PWAs.

Historical Background

To understand the psychosocial impact of an AIDS diagnosis on an
individual and his/her significant others, a ‘brie-rf history of the disease
is in order.

Beginning in 1979-1980 in the United States healthy, homosexually-
oriented young men began to die as a result of the development of rare
tumors and un‘usual systemic infections. Studies by the Centers for
Disease Control (CDC) in the United States, revealed that these persons
had suddenly and inexplicably lost their natural defences to infection'
(Cahill, 1983; Cantrell‘, 1986). They had an illness for which modern
medicine had neither a name nor a cure, as a resuit it was labelled Gay
Related Immune Disease (GRID). It soon became evident, however, that
the disease was not restricted to the gay population and, due to per-
sistent pressure from these groups and other citizens concerned about
the sociopolitical outcome .of such a stigma, the disease was renamed
AIDS (Cantrell, 1986; Furstenberg & Olson, 1984). Nevertheless, a
stigma lingers because risk groups engage in behaviours that our
society, in general, considers a deviation from the normal. Hence, they
are held in low social esteem.

Although anyone can contract AIDS there are some that are at
greater risk because of specific behaviours that facilitate the trans-
mission (explained later) of the virus. Homospxual and bisexual men
are the group at highest risk. For the most part research has focused

on these groups (Batchelor, 1984; Massie, Tross, Prince, Holland §&
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Redd, 1987; Williams & Hopps, 1988). Intravenous drug users are the
next major risk group. Heterosexual partners of infected persons are
also at high risk. Recipients of blood or Elood products, before the
screening for the virus became mandatory, were included in the risk
category. Today, the probability of contracting the infection throﬁgh
these means is low, approximately 460 out of three to four million each
year (Ward, 1988). Nevertheless, those reduiring blood or blood
products, fo'r example, hemophiliacs, still face a risk because of the
"window" periods that exists between initial virus entry and antibody
formation (Larke, 1988). Children born of mothers infected with the.
virus are a risk group of special concern because, due to ill health and
the resultant frequent separations, parental bonding and the achievement'
of developmental tasks are often compromised (Bennett, 1987; Lewert,

1988).

~Disease Implications for the Individual

AIDS has a mortality rate of more that 80 percent within two years
of diagnosis (Buckingham & Rehn, 1987). Furthermore, the prolonged
physical disability experienced by PWAs impact on every area of his/her
life: physiologic, social, emotional, spiritual and intellectual. For
example, bodily changes occur due to rapid, pronounced weight loss
and/or cancerous skin discolorations which, in turn, affect the person's
perception of Eis/her body image. A '"good physique" is a highly valued
attribute in our society but is even more valued by gay men, conse-
quently, such bodily changes negatively affect their self-esteem (Lamke
& Marquardt, 1987). Additionally, there are times when physical

fatigue, exacerbated by pain and opportunistic infections, reduces the
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PWAsV ability to pursue necessary self-care activities such as personal
hygiene. Thus, their sense of control over the most intimate tasks is
greatly decreased which not only magnifies low self-esteem but evokes a
sense of helples‘sness. Generally, physical disability precludes gainful
employment, consequently, economic independence, social roles and rela-
tionships, associated with one's employment, also are lost. According to
Heimler (1967, 1982) people tend to equate a sense of personal worth to
meaningful employment. Therefore, loss of employment adds to their
perceptions of low self-esteem and helplessness, and again, the result
becomes a sense of hopelessness.

Moreover, social relationships in general are jeopardized as a result
of contagion risks which Have been blown to panic causing proportions in
some areas by media coverage (Rosnér, 1987; Lamke & Marquardt, 1987).
For many PWAs intimate relationships with lovers, friends and family
members have been disrupted not only as a result of the fear of
contagion, but, also, as a result of homophobia (Phair, 1988). For
example, the fear of ostracism by neighbours, friends, co-workers and
employers influences the behaviour of relatives and significant others
(Stulberg & Buckingham, 1988) which often leads to rejection of the PWA
and/or the person testing positive (PTP). In addition, many parents
feel responsible for their son's sexual orientation (Newmark & Taylor,
1987; Stulberg & Buckingham, 1988), therefore, the subsequent guilt, if
unresolved, can lead to family discord and/or isolation of the PWA.

Consequently, the PWA is like a dislodged buoy tossed thither and
yon by the seas of his/her emotions: fear of living, fear of dying, fear
of rejection, anxiety, guilt, grief for self and others, anger at self and

others and loneliness are some of these emotions. Also, facing mortality
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at a stage of their development, when expectations of productiveness are
usually at their greatest, evokes a spiritual turmoil that can lead to
self-destruction and/or other destructive actions. -For example, drug
abuse and suicide attempts are frequent (Miller, 1986; Moynihan, Christ
& Gallo-Silver, 1988) as is the willful spread of the virus (Calgary
Herald, 1988).

Neurological complications experienced by the PWA affect cognitive
processes. Their intellectual dimension is impaired in terms of decreased
concentration, forgetfullness and confusion. AIDS Dementia Complex is
common in the advanced stages of the disease (Massie et al., 1987;
Buckingham & Van Gorp, 1988). Although neuropsychological symptoms
are typically more pronounced in the end-stage of the disease, they can
appear as the first signs of AIDS and the majority of AIDS patients
develop some neurological complications (Massie et al., 1987).

In this light, then, the AIDS problem permeates all levels of
society: the individual, the family, the community, our institutions, etc.
According to Kubler-Ross (1987) AIDS is the uitimate challenge; this
remains to be seen. But, it is clear that the challenge requires a team
effort involving many professional care-givers including the physician,
the nurse, the priest, the psychologist, the psychiatrist, the school

teacher and the social worker.

Implications for Social Work

As a result of the AIDS epidemic social workers are facing chal-
lenges never before encountered: for example, the incidence of AIDS is
highest amongst groups commonly looked upon as deviant and public

reaction has ranged from open hostility (physical abuse reported .in the
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Calgary Herald, 1987) to outright expressions that AIDS is a sign of
GCod's wrath for the sin of sexual perversion (New York Times, 1983;
Newsweek, 1983; Maclean's, 1987). More recently the United States
Surgeon General (quoted in the Calgary Herald, July 23, 1988) states
that a wave of American public retribution against groups whose prob-
lems are seen as of their own doing could spread to AIDS victims by the
end of the decade when the annual health bill for the disease reaches
five billion dollars. Although most academic publications allude to the
existence of homophobia, the popular press gives examples of open hos-
tility and, therefore, is a better gauge of public opinion in general.

As a consequence, there is a need for the social worker to be
active to insure that the legal and personal rights of these minority,
groups are not undermined. Moreover, in Calgary and other places,
cuts in the health-care budget are qlarming to the extent that the spe-
cial biopsychosocial needs of PWAs may be neglected. Therefore, social
workers must keep accurate records of‘ their observations/experiences in
order to document and publicize obstacles to treatment and/or gaps in
services.

As well, the lack of pharmacological, immunological and medical
interventions emphasizeé the need for psychosocial care because during
the disease process PWAs are bombarded with both internal and external
stressful experiences which, in turn, undermine the immune system, the
system already under attack from the virus. In this light, a social work
treatment aimed at alleviating excessive stress would also serve as a
protective measure for the immune system which, in turn, may increase

the quantity and quality of the PWA's life.
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Thus, the challenge for social workers is to assist the client in
coping with the various stressors by:

1) providing services in an accepting, responsive and non-threatening
manner (l.eukefeld & Fimbres, 1987);

2)  protecting the rights of PWAs and PTPs if discrimination, in terms
of quarantine and/or violation of confidentiality, is threatened
(Ryan, 1987);

3) distributing accurate information on the disease, its transmission
mode and its prevention, as well as information on available medical,
financial, legal and psychosocial resources (Macks, 1987); and

4)  providing comprehensive psychosocial supports that will help the
PWAs/PTPs, their families, lovers, spouses, children and friends
(Newmark & Taylor, 1987; McDonald, 1987).

5) providing a holistic format of psychosocial treatment.

Therefore, objective assessment of the psychosocial performance of
this population, as well as an effective method of treatment, would add’
to the general knowledge on how humans perform activities of daily
living, in particular, on how PWAs manage their daily tasks. In
addition, social work practice stands to be enhanced by such findings;
fpr instance, it is suggested that social workers practicing at an
individual, at a family or at a community level will benefit from knowing
the psychosocial functioning of AIDS clients because these needs are
significant in the treatment of the individual, his/her significant others
and the community in which they reside. As well, through publication
of observations and experiences, other professionals in the care-giving
field will benefit from such knowledge.

Moreover, such knowledge may be useful in the development of
social policies that pertain to the health-care system, the community, the

school, the workplace and other ‘sociél institutions (McDonald, 1987).

For example, our health-care system has limited monetary budgets.
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Therefore, alternative treatments, such as an effective psychosocial
intervention, that would alleviate ’the PWA's vulnerability to feelings of
helplessness and, subseéuently, his/her reliance on pHysicians and
medical prescriptions, may be more cost effective. Information from
research on life stress (Conant, Friedland & Jaffe, 1987; Martin §
Vance, 1984; Siegal, 1988; Simonton & Matthews-Simonton, 1985)
supports the position that psychosocial intervention, in terms of stress
management, can reverse or delay some disease outcomes.

In addition, policy-making activities must consider methods of
infection control. To date, the focus is on education aimed at behav-
ioural changes. The psychotherapeutic relationship oBtained in treatment
situations is ideal, not only for instigating behavioural changes but,,
also, for monitoring and reinforcing the desired behaviours.

Policies and governmental initiatives that protect the rights and
needs of PWAs are critical. Discriminatory actions against PWAs from
neighbours, co-workers, employers and/or professional caregivers are,
generally, shared with the clinician, who: in turn, can lobby for desired
changes. As well, adequate income has to be secured to insure that the
basic néeds of food, clothes and shelter are met. Therefore, knowledge
of psychosocial issues with respect to the psychosocial functioning of the
PWAs, has implications for policy-making activities that consider human
rights, human needs and ethical/legal concerns that arise as the human
race strives to cope with the public health crisis caused by the AIDS
virus.

In conclusion, AIDS is a global concern that has the potentiél for
changing our social fabric. For example, Mann, of the World Health

Organzation, stated at the Fourth I[nternational Conference on AIDS
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that it is more likely that AIDS will change the world before the world
changes AIDS (Larke, 1988). So;ial workers have a vital role to play,
both in halting the spread of the disease and 'improving the quality of
life for the PWAs/PTPs and his/her significant:others. Therefore, an
objective, systematic study of the efficacy of a psychosocial treatment
would confirm and/or add to the present knowledge base on the
psychosocial needs of and appropriate interventions for this growing
population.  However, before discussing a treatment model and it§
underlying theories, a review of the literature is proposed.

The next chapter discusses the medical and psychosocial aspects of

AlIDS as outlined in the literature.



CHAPTER TWO

LITERATURE REVIEW

This chapter discusses the medical and -psychosocial aspects of
AIDS: the virus, its classification, acquisition, transmission and preven-
tion. Then, psychosocial issues and themes revealed by the literature

are presented.

Medical Aspects

The discovery of the AI.DS virus is credited to Dr. Luc Montagnier
of the Pasteur Institute in Paris and Dr. Robert Gallo of the National
Cancer Institute in the United States.r Today, the virus is most
frequently known as the Human Immunodeficiency Virus or HIV, how-
ever, occasionally the term HTLV-III/LAV is seen in the literature, a
combination of -the original names given to it by its discoverers.

Simply put, HIV attacks T-cell lymphocites, specialized blood cells
that are vital in the body's defence against infectious organisms (Tortora
& Anagostakas, 1984). It atta;cks "its host with a virulence rarely seen
in an infectious disease" (Conant et al., 1987). Although antibodies are
produced by the imrﬁune system, they are not protective, therefore, the
hope for a vaccine is dim at this time (Larke, 1988). However, anti-
bodies are indicative of an active infection, that is, it can be transmitted
to others (Cantrell, 1986). Antibodies have been found in blood, semen,
saliva, tears, vaginal secretion and breast milk (Lamke & Marquardt,
1987).

Two tests have been developed to detect the HIV antibody: enzyme-

linked immunosorbant assay (ELISA) and Western Blotting. The ELISA
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test is considered the most sensitive while the Western Blotting is the
most specific; generally, both tests are used to confirm a diagnosis

(Conant et al., 1987; lLoveless, 1987).

Classification of HIV
HIV infection results in a range of illness states that are cate-

gorized by thé Centres for Disease Control for surveillance purposes.

Canada follows the guidelines set up by the United States and both

countries are influenced by the World Health Organization (WHO). Cat-

egories are:

Category | Refers to persons with infection that produce
mononucleosis-like symptoms and who have tested posi-
tive for the HIV (PTPs - Persons Tested Positive).

Category i Includes asymtomatic PTPs.

Category I Refers to PTPs presenting with persistent generalized
lymphadenopathy (PGL).

Category IV Has approximately five sub-groups:

A - Constitutional disease which refers to prolonged
immunodeficiency-related illnesses.

B - Neurologic disease which includes cognitive impair-
ment, motor disturbances and dementia.

C - Secondary infections that are specifically outlined
in the CDC definitions for AIDS (indicator
diseases).

D - Secondary cancers, the most common of which is
Kaposis Sarcoma.

E - Other conditions.

Persons in category IV, for the most part, are classified as having AIDS
(PWAs) and persons from this category comprise the sample for the

study.
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Acquisition and Transmission of HIV

Since the identification of AIDS in the United States, 93 percent of
all reported cases have been in men, 6.6 percent in women and 0.4
percent in children. Seventy percent of all male cases have involved
homosexual or bisexual men, 15 percent have involved intravenous drug
abusers, 2 percent have involved those with hemophilia or coagulation
disorders and 2 percent have involved heterosexual partners of
HIV-infected persons. Female intravenous drug abusers account for 51
percent of all female cases of AIDS. Twenty-seven percent of 7women
with AIDS are heterosexual partners of HiV-infected males and 10.4
percent have hemophilia or a coagulation disorder or have received blood
transfusions. Disease acquisition cannot be identified for 3 percent of
AIDS cases (CDC update, 1986). Because of careful monitoring, the
risks of HIV transmission through blood/blood product transfusions have
been greatly reduced but not eliminated (Conaht et al., 1987; Ward,
1988). HIV infection is transmitted through three specific routes: sexual
contact with an infected partner, parenteral exposure through infected
blood products, shared needles inrintravenous drug abuse, prenatal and
perinatal transmission from mother to fetus/infant (Cantrell, 1986;
Conant et al., 1987).

Although the virus has been isolated in a number of body fluids
transmission of the virus through these fluids have not been demon-
strated nor has the spread of the virus through casual contact, insect
bites or water been documented (Lamke & Marquardt, 1987). According
to Conant and associates (1987) there is no risk of spreading AIDS
among non-sexual contacts within a household if elementary infection

control procedures are observed because, outside the body, the virus is
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fragile and is readily destroyed by detergent or household bleach. More
recently, this position has been confirmed by Sanders (1988). Never-
theless, the number of PWAs continues to grow, likewise the number of
PTPs. However, the American CDC (1982, 1985) and other scientists at
the Fourth International Conference on AIDS (Calgary Herald, 1988)
aréue that large numbers of HIV carriers live in our society who are
ignorant of their potential for spreading this lethal virus.

According to CDC projection studies (Loveless, 1987), by the year
1991, the estimated number of Americans with AIDS will be over eng
million. In Canada, reported cases (Federal Centre for AIDS, [FCA],
March 21, 1988) amounted to 1,622 with 886 dead as of March 1988, while
an estimatéd cumulative total of 6,974 is projec;ced, using the polynomial
model, by tP;e year 1991. In Alberta, as of the end of June 1988, a-
cumulative total of 111 cases of AIDS has been feported, sixty of whom
reside(d) in Calgary. The size of the problem in Canada may not equal
that in the U.S., nevertheless, it behooves caregivers in general, social
workers in particular, to aggressively strive to halt the progression of

the AIDS epidemic.

Prevention

It is widely accepted, at this time, that education is the best, if
only, option available to halt and/or reverse the AIDS epidemic (Grant ¢&
Anns, 1988; Larke, 1988; Turner, Mclaughlin & Shrum, 1988; Shernof &
Palacios-Jimenez, 1988; Williams & Hopps, 1988). In response to the
éeriousness of the threat, agencies, centres, coalitions, networks, etc.
have evolved globally, supported by public and private fund, and whose

special mandates are to educate and/or to provide support. Education is
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offered to the general public, to professional caregivers, to special
interest groups and to high risk groups through a variety of means; for
example, popular media, pamphlets, ielephone hot-lines, presentations,
seminars, conferences and "drop‘—in" programs.

Evﬁdence of the success of these educational initiatives is seen in
the reduction of the estimated figures in the high risk category, homo-
sexual and bisexual men (Fourth International Coﬁference on AIDS,
Calgary Herald, 1988). In addition, reports (McKu;sick, 1985; Winkel-
stein, Samuel, Padian, Wiley, Lang, Anderson & Levy, 1987) indicate
that unsafe sexual behaviours have been decreased by homosexual males
at greatest risk, those with multiple partners. Through personal com-
munication, the writer has learned that other high risk behaviours such'
as drug abuse in general, is not so prevalen{ in gay clubs, bars or
other meeting places in the major cities in Canada. ‘

Although information is easily acquired this infection continues to
spread; for example, the number of heterosexua[s and intravenous drug
abusers diagnosed has increased (Fourth International AIDS Conference,
1988). Efforts are being made to reach intravenous drug abusers,
especiélly in Canada and the U.S., by sending trained teams into areas
where this population congregate for the purpose of demonstrating and
teaching sterilization methods ‘and for making sterile supplies available
(Larke, 1988).

The heterosexual population, however, presents a major problem
because many see AIDS as a disease restricted to the aforementioned
fringe Qroups in our society (Larke, 1988; Phair, 1988), therefore,
lifestyles remain unchanged. Although the Minister of Education in

Alberta reports that human sexuality education programs in the schools
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include information on AIDS, the disease, its transmission and preven-
tion, not every child receives this information as parental consent
is required (Betowski, 1988). The writer suggests that this could well
be true for university students as well because, during AIDS Education
Week at The VUniversity- of Calgary (1988), very few students
demonstrated interest, either by asking questions or taking available -
literature on AIDS. Those who sought information were: student
nurses, student teachers, student social workers and two graduate
students from biology and biochemistry who supervised laboratory work
that involved human blood.

In this light, then, social workers have a unique opportunity to
provide critical leadership in meeting the challenge posed to control the
infection because of their roles as clinician, advocator, educator, consul-
tant and researcher. In order to enhance thése roles, an adequate
knowledge base of both medical and psychosocial aspects are crucial

(Buckingham, 1987; McDonald, 1987).

Psychosocial Aspects

AIDS research has resulted in an outpouring of publications, most
of which relate to the medical aspects (Batchelor, 1984; Coates Temoshok
& Mandel, 1984; Schwartz, 1987). Many writers in the health care field,
however, acknowledge that psychosocial concerns are a major source of
stress for the PTP or PWA and his/her significant others and must be
considered in the overall treatment regime. - Also, a review of the
literature reveals that an interdisciplinary treatment approach is
preferred for this. disease, as in the treatment of any life-threatening

disease. Therefore, psychosocial counselling is employed to some extent
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by many professionals involved in client health care, for example,
physicians, nurses, pastors, psychiatrists, psychologists and social
workers.

Although newspaper and magazine stories focused on the psycho-
social issues of AIDS, few scientific articles addressing this aspect were
published prior to 1984. According to Batchelor (1984) only one article
appeared in a national scientific journal and that article was published
by a colleague and himself. Limited surveys about the national impact of
- AIDS were undertaken but are not easily located (Horstman & Carfagni,
1983, 1984; McKusick, 1983; Puchall & Van Ness [1983] cited by
Batchelor, 1984). Therefore, information on the psychosocial functioning
of this pola;ulation tended to be anecdotal and/or inferential. .

Other publications (Coates et al., 1984; Martin & Vance, 1984) drew
on prior research done on the effects of stress on the immune system
and established theories of illness and wellness to propose models for
assessing and treating psychosocial issues arising as a result of this
disease. Even today relatively few systematic studies have been located
by the writer.

Dilley, Ochitil, Perl and Volberding (1985) ‘describe three psycho-
logical themes observed in AIDS patients who were admitted to a large
city hospital. Their population consisted of eleven homosexual and two
bisexual males. The method employed to determine these themes included
a review of available medical and psychosocial histories, semi-structured
interviews and mental status examinations. The first theme noted
marked uncertainties surrounding the etiology, course and treatment of
the disease which, in turn, cause the patient to feel anger and resent-

ment towards their caregivers and to engage in passive/ aggressive type
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behaviours. The second theme involved social isolation both within the
hospital and other social networks. The high mortality rate, together
with the communicable nature of the diéease, were- believed to be the
reasons for isolation. The third theme observed was guilt. It was
suggested that patients experienced their illness as "just punishment"
for their sexual orientation and blamed themselves for their cir:cum—
stances.

Salisbury (1986) offers an additional psychological consequence of
.this illness, that of low self-esteem. She argues that as the disease
progresses the patient becomes more and more dependent on others
because of the decline in physical well-being and subseqﬁent fatigue.
Thus, the person's self-esteem is pervasively éssailed at the physical,"
social and psychological dimensions. Furthermore, she recommends that
the psychosocial goal of patient care should be twofold: firstly, patient
acceptance of the diagnosis, and secondly, patient maintenance of control
over his/her life.

Other nursing proféssionals (Bennet, 1987; Bohm, 1987; Flaskerud,
1987:; Graham & Cates, 1987; Kaylor, 1988; Reed, Wise 8" Mann, 1984;
Wells, 1987) report that care based on the understanding of humanitarian
needs is critical, therefore, examinétion of personal values and attitudes
is essential as this disease "respects neither territorial boundaries nor
sexual orientation." They suggest that caregiving involves dealing with
crises, grief, anxiety, depression, fear and despair, as well as issues
such as discrimination, rejection and economic loss.

In discussing the psychosocial implications of this disease, Lamke
and Marquardt (1987) state that these patients live in an uncertain world

filled with anger, denial, isolation and loss. They are angry at
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themselves for contracting the infection, they are angry at health
personnel “for not providing a cure, they are angry at the media for
exploitation and at friends (often family members) for rejection.

Denial is in accordance with the emotional stages experienced by the
terminally ill described by Kubler-Ross (1969, 1987). Batchelor (1984)
posits that all PWAs experience these stages and, therefore, these stages
should be the focus of intervention.

In addition to the loss of friends and family, the progressive
debilitation and generalized fatigue associated with this illness causes
: patients to lose their means of financial support and, as a result, hous-
ingz and medical coverage (Lamke § Marquardt, 1987). Moreover, these
writers suggest that progress made towards public acceptance of homo-
sexuality has beéen halted, and in some communities, the social stigmaﬁ
has increased. Other studies (Gillon, 1987; Kelly, St. Lawrence, Smith,
Hood & Cook, 1987; Reed, Wise & Mann, 1984) supported by the writer's
professional experience, reveal the existence of social stigmatization
amoﬁgst caregivers as well,

Authors from the social work profession (Buchingham & Rehm, 1987;
Furstenberg & Olson, 1984; Jones, 1987; Lopez & Getzel, 1984: Mack,
1987; Mack & Turner, 1986; McDonald, 1987; Moynihan & Christ; 1987;
Moynihan et al., 1988; Plotkin & Domanski, 1987; Rounds, 1988; Vass,
1987) agree that AIDS is a multidimensional phenomenon that concerns
not just matters of biology, physiology or of medicine and medical tech-
nology. They posit that the AIDS situation serves to pinpoint the fact
that every health condition (wellness, illness and disability) is at once a
physical, psychological, social, economic and political phenomenon.

Although they acknowledge that the social work profession cannot
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address all the dimensions of the AIDS situation, they argue that social
workers are uniquely'equ‘ipped to play a vital parf. For instance, social
work tasks involve caring for the psychosocial needs of persons with
AIDS, their significant others, their health caregivers, as well as activ-
ities at the community and policy-making lévels.

Physicians (Abrams, 1986; Conant et al., 1987; Frierson & Lippman,
1987; Massie et al., 1987; Rosner, 1987; Schofferman, 1986; Truax,
1987; Zuger, 1987) also recognize the need for psychosocial care in the
overall treatment of AIDS. They suggest the-lrt stress may accelerate
AIDS because of its adverse effects on the immune system. They agree
with the above writers that diagnosis of AIDS and its subsequent pro-
cesses place heavy demands on the coping capacities of the person.,
They confirm that, at this time, these people are faced with the conse-
quences of a terminal iliness; that is, they will brobably-suffer consider-
able physical pain, debilitation, bodil,y change and, possibly, physical
disfigurement. Moreover, the age of these pat-iénts (median age of 35
years) makes coping with this diagnosis particularly difficult, not only
for that person but also for family, friends and caregivers because death
is rare in this developmental stage of the life-cycle. As a result, again,
it is reported that many respond with denial of the diagnosis, anger,
guilt, depression and suicidal ideation.

Confidentiality, or rather the lack of it, is,_,another sourc;e of stress
for the HIV infected persons, insofar as those at greatest risk for con-
tracting the infection are homosexual males and/or intravenous drug
abusers. Therefore, fear of negative public reactions may cause the

individuals not only to deny the diagnosis but to prevent them from
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cominé forward for treatment (Gill, 1988; Conant et al., 1987; Rowe et
al., 1988; Williams & Hopps, 1988).

Kaplan, Johnson, Bailey and Simon (1987) support the above
authors in their statement that subjective distress and the subsequent
physiological responses influence the course of the disease in terms of
its undesirable effects on the immune system--the system already weak-
ened by the HIV. Also, they note the limitations in the existing liter-
ature which acknowledge the need for dealing with psychosocial issues,
for the purpose of reducing distress, in the overall treatment plan Sut
fail to do so in a systematic manner. For example, a few studies were
found (Christ & Weiner, 1985; Dilley et al., 1985) that examined PWAs
systematically, through the review of medical and psychosocial histor’ies,_'
semi-structured interviews, mental state e*amina-tions, interviews and
surveys in the search of psychosocial themes for the purpose of deter-
mining a more effective overall treatment for AIDS patients. Also,
Mandel (1986) implies that research is an ongoing matter for members of
the "Biopsychosocial AIDS Project" at the University of California;
nevertheless, the writer could not locate such studies.

In this light, then, an exploratory study designed to examine the
psychosocial functioning of this population with the main focus on inter-
vention is justified. Furthermore, it is proposed that the Heimler Social
Functioning Model is well suited for such a study because it is both a
diagﬁostic and intervention method. Research indicates that the HSF has
been used successfully in palliative care (Allis-on, Rodway & Gripton,
1983) extended to cancer patients; in identifying psychosocial predictors
of out-patient medical utilization (Burnell, 1988); in evaluating psy-

chosocial stress and dysfunction in persons scheduled for initial
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assessment for psychotherapy in a medical centre (Burnell & Norfleet,
19v82); in identifying problems in daily | living and
the efficacy of counselling (Burnell § Taylor, 1982). In addition, this
method was used to assess and monitor the social func"ci‘oning of artificial
kidney patients (Holcomb & McDonald, 1973); it was used to obtain infor-
mation with respect to attributes of individuals and/or environment that
elicit suicidal behaviour (Harrison, 1980} and lastly, it helped to identify
coping patterns that contribute to illness (Bates, 1988},

A review of the Iiterature; then, reveals that PTPs/PWAs face a
complex set of psychosocial needs and issues as they struggle to con-
front the impact of the diagnosis on their lives. [t is posited that
psychological responses and coping patterns are similar to those seen in
persons with other life-threatening illnesses, such as cancer and heart
disease. However, social, cultural and political issues complicate the
person's adaptation to the diagnosis because of public opinions regarding
sex, homoéexuality in particular, death, drugs and the drain on the
health-care budget.

Permeating the literature, regardless of the professional orientation
of contributors, are themes of uncértainty, anxiety, denial, depression,
anger,- passive-aggressive behaviours, guilt, social isolation, rejection,
loss of self-esteem, various losses and various ‘fears. Interventions are
addressed at alleviating these themes through criéis management, stress
management, group therapy and individual therapy.

In conclusion, there are many ways of alleviating despair, but first
and foremost caregivers need to acknowledge. that healing occurs at
levels other than the physical, such as at the emotional, social, cognitive

and spiritual levels. The next chapter briefly outlines influential
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concepts and theories rdevant-u)indhndualfunctkﬁﬁng and the healing

process.



CHAPTER THREE

UNDERLYING CONCEPTUALIZATIONS AND THEORIES

Although there are many theories and cbnceptualizations of person-
ality, development, adaptation and social functioning. congruent with the
HSF approach only a few will be discussed. The nature of this study
has influenced this choice, insofar as it relates to illness/wellness states
in people.g Therefore, theories and concepts related to palliative care,
stress and holism are considered appropriate. This chapter, then,
outlines the theories of Heimler's Human Social Functioning, Palliative
Care, Stress and Holism. Also, their relationship to the social  work

code of ethics is noted.

Human Social Functioning

Heimler (1967, 1975) developed a theory and method of counselling
referred to as Human Social Functioning:- (HSF), which is based primarily
on his own life experiences, both as a. social worker and a prisoner of
war. Basically, HSF holds that there are five major areas of both
satisfaction and frustration; chaﬁge in any area is reflected in other
areas, that is, there is a dynamic interaction of all areas at any given
time. The treatment focus is on areas of concern that are identified by
the client. Overall, this is a client-centered, short-term treatment
method that aims at creating a cognitive change which, in turn, facil-
itates positive self-initiated actions. |

The HSF approach to psychotherapy offers a structure which
includes an initial interview to determine the client's needs and goals,

the Heimler Scale of Social Functioning (HSSF) for measuring levels of
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satisfaction and frustration and to de;cer’mine coping capacity, and other
techniques which may be applied to individuals, couples and small
groups. Six structural principles, however, permeate all techniques
(Pratt, 1987). The principles serve as a framework for practice that
extends to the clinician an opportunity to engage in a creative (yet
scientific) exercise whereby he/she prov?des the structure, the client
provides the content; the result of which is a meaningful portrait for the

client drawn from his/her life experience.

The Structural Principles

1. The satisfaction/frustration balance infers that satisfaction and
frustration are part and parcel of the human condition. . Satisfaction.
facilitates the flow of energy while frustration tends to block or
impede the energy flow. The individual, then, seeks a balance.
There are occasions, however, when the burden of frustration
becomes so overwhelming that the person loses sight of existing
satisfactions, consequently he/she is helpless to initiate any action
which will reduce the despair associated with such helplessness. A
sense of despair/helplessness has been emphasized in the AIDS
literature. This pr'inciple, theréfore, would provide a general
framework within which the clinician could help the PTP/PWA to
obtain a clearer view of his/her situation in that self-awareness is
facilitated. The HSSF would reveal present levels of functioning or
coping, in terms of satisfaction or frustration, which can be quan-
tified and compared with established norms.

2. The process of externalization: :The HSF philosophy suggests that

the = route to self-awareness often starts with others.
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Externalization refers to drawing what is inside to the outside; that
is, thoughts that are reverberating inside the mind are brought
into the open by writing, drawing or talking, either to another
person or into a tape-recorder. The purpose is to create a
situation whereby the PTP/PWA dialogues between him/herself and
his/her experience. The process of externalization is facilitated by
the use of skills such as funnelling, summarizing and mirroring.
Funnelling', summarizing and mirroring: The clinician helps the
client to achieve seif-awareness through active listening. No inter-
preta‘tions are made nor does the social worker need to fully under-
stand the client's statements; what is important is that the client
understands that the worker hears what he/she is saying. The‘
funnelling, summarizing and mirro_ring elements of active listeningr
permit the PTP/PWA to reflect on what -he/she is saying,r hence
his/her experience is not only externalized but also brought into
focus.
The subjective focus: As already stated, except for the reading of
the scales, the PTP/PWA decides the interview contenf, the meaning
elicited from the content and the action(s) warranted. The social
worker maintains the structure and process to ensure that the
client makes sense of his/her experience and, subsequently, takes
appropriate action to foster desirable change (for the person and
society). In addition, the subjective focus acknowledges the
uniqueness of the individual insofar as the person knows his
circumstances better than anyone else.
Belief in action: This principle holds that the client has the ability

to find meaning in his/her life experience and to take action that
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will effect change, thus, the healing process is initiated insofar as

a sense of control is restored.

6. The peer relationship: A peer relationship ié a salient feature of
HSF that provides a framework within which the clinician and the
PTP/PWA can use each other in a therapeutic partnership that }s
nonjudgemental aﬁd not obscured by the customary social distance
of a professional/client relationship. This attribute is, therefore, a
major.' asset in consolida“‘cing a trusting link with persons that fear
societal retribution such as PTP/PWAs as neither their coping
defences nor tf‘meir confidentiality are threatened.

It follows, therefore, that HSF is an intervention well suited to
addressing the psychosocial concerns of PTPs/VPWAs because it identifies
existing levels of frustration and satisfaction in the main areas of daily
living, thus, many hours are not wasted attempting to disciose needs
and concerns. In this way, both the PWA/PTP and the agency benefit.
As well, HSF is congruent with social work values that foster self-
determination, respect for individual differences, the rights to confiden-
tiality and privacy and the dignity and worth of the PTP/PWA. More-
over, it is a responsible, ethical approach to effect our commitment to
the PTP/PWA and to society as counsellors, facilitators, educators and

researchers. In essence, it reflects the principles and practices of

therapy focused on the terminally ill.

Palliative Care

The principles and practices of palliative care (Saunders, 1976,
1987) are in agreement with those of HSF. That is, both approaches

emphasize helping persons achieve a fundamental balance between frus-
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tration/helplessness and satisfaction/self-determination. Allison, Gripton
and Rodway (1983) found in their study of terminally ill cancer patients
that Heimler's Scale of Social Functioning, which serves both as a diag-
nostic and treatment instrument, to be:

An efficient and non-demanding procedure for identi-
fying those aspects of a client's functioning that
were the locus of greatest stress; and for directing
the social worker's effort to help the client exert a
greater measure of independence and control over
his or her life (p.42). '

In addition, the authors of the above study propose that HSF is a
suitable model to address social issues and emotional concerns associated
with death and dying. They argue that HSF integrates the concepts
proposed by Butler (1979-) and Pilsecker (1975) which address the bene-
fits of a "life-review" in understanding how the pe;st influences the’
present and how the present changes one's perception of the past; this,
in turn, results in cognitions and actions that improve the quality of life
in the present and the outlook for the future. The author's professional
experience confirms these obse‘rvations.r As well, the above study noted
that HSF fits the positions of Mount (1974) and Saunders (1978) who
stressed the importance of accepting the defence mechanisms that dying
persons use, which is in agreemen’é with HSF's Subjective Focus Principle
noted above. Overall, t.he findings of the study indicate that HSF coun-
selling reducéd the prevailing sense of helplessness and lack of control
recorded in the beginning phase in five out of seven cancer patients.

Palliative care refers to the provision of services to persons for
whom treatment aimed at cure is no longer feasible but for whom

improved quality of remaining life is the main concern. Care is designed

to meet the physig:al, emotional, intellectual, social and spiritual needs of
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the dying person and their significant others (Holy Cross Hospital,
1986). These services include: the reduction and/or the control of
distressful physical symptoms, psychotherapy for both client and signifi-
cant others, encouragement and assistance to maintain interests and
hobbies, encouragement to utilize community services such as group
psychotherapy, relaxation programs, etc., and lastly, provision of spir-
itual support as requested. Palliative care, therefore, requires a
multidisciplinary approach.

In her article, "Hospice for Aids Patients," Dame Cicely Saunders
(1987} states:

The Principles of the Hospice movement, ever more
effective symptom control and communication at all
levels, . . . should not only apply to patients with
far advanced cancer, but should be the basis of care
and treatment of patients with any terminal illness
(p.7).

However, questions have been raised regarding the appropriateness
of hospice .care for PWAs (Pollatsek, 1987; Saunders, 1987} where
hospice refers to a special care facility for the .terminally ill and dying
(Garfield, 1978; Saunders, 1976). The issues of concern seem to center
around the difference in the average ages of PWAs and cancer patients,
the communicable nature of the HIV and the opportuniétic“: infections that
identify PWAs, the alternate lifestyles of PWAs“and, of course, lack of
resources/funding. These concerns suggest that PWAs have special
needs that require special skills and no one professional has all the
skills to meet all the needs.

AIDS is a terminal illness. PWAs must confront specific social and

psychological tasks in their efforts to deal with dying and death

(Kubler-Ross, 1987; Mcleod, Smith, & Willoughby, 1986; Moynihan et al.,
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1988). Social workers, offering palliative care to this population, must
take into account the disease process and its effect on body-image,
therefore, self-esteem; the developmental stage of the individual which is
more in tqne with productivity than death, consequently, denial, anger,
depression, guilt and suicidal ideation are some of the emotions evoked
(Miller, 1986; Moynihan et al., 1988); the social context of the disease
whereby the PWA may experience social isolation from loved ones and
peers because of fear of contagion and/or rejection by family and friends
because of social views on homosexuality, drug abuse and prostitution
(Dilley et al., 1985;' Kubler-Ross, 1987), and lastly, relatedness with
God or other metaphysical being is questioned in terms 6f AIDS being
seen as a punishment for sin (Dilley et al., 1985; New York Times,,
1983).

In essence, the goal of palliative care for PWAs is directed towards
achieving self-acceptance and a sense of control which, in turn, requires
self—awareness.’ HSF will be able to meet these requirements because its
basic principles are grounded in helping the client to get a clearer view
of his/her situation, in terms of satisfaction/frustration levels in the
present, so that he/she may take appropriate positive action to effect
change. In addition, the HSSF measures the levels of satisfaction and
frustration in all dimensions, for example, work/hobbies/interests, finan-
cial situation, friendships, primary and/or secondary family relation-
ships, intrapersonal situation, perceptions of physical health, mbods,
escape routes/habits and the meaning of life as well as other aspects of
a global outlook on life which may be linked to the spiritual dimension.

Further, the results may be compared with established norms which are
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kept current, thus, art and science are combined to promote self-
awareness and a sense of personal control.

The externalization process facilitates ventirl-ation of fears such as
those of dying/death and fear of abandonment, as well as grief for the
numerous losses, the most important of which is that of life itself. In
doing so, new realizations and answers may be recognized. This process
may be compared with Beck's (1976, 1979) cognitive therapy which posits
that "modification of cognitions leads to changes irn affect and behavior."
However, Beck's cognitive therapy is directive while HSF is non-
directive, yet structured and focused. HSF, also, encourages self-
determination and, in doing so, recognizes rthe uniqueness of the
individual, insofar as no interpretations are made but intervention_is'
geared to the special needs of the individual in his/her present situa—-
tion. In effect,' HSF motivates the client to take action that will reduce
the frustration or stress in his/her life while at the same time per-
ceptions of satisfaction will be increased. The peer relationship
enhances the client's ability to problem-solve and to maintain an accept-
able measure of control in his/her life in spite of illness. The nature of
this relationship is valued not only because it is nonjudgemental but,
also, it demonstrates comlpassion and caring, in that two people come
together to help each other. Thus, Saunder's (1976) poignant inference
"$uffering is intolerable only when nobody cares" and which also is
paramount in the literature on AIDS in terms of fears of isolation and
rejection, will not come to pass.

Ih the final analysis, just a;s the distress of birth can be eased
through the assistance of a skilled professionali so can the anguish of

dying for the PWA and his/her significant others be eased through the
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timely and appropriate intervention of a knowledgeable, caring social

worker.

Stress Theory

Stress theory and its relationship tor illness is the focus of an
emerging field of research called psychoneuroimmunology which appears
appropriate in addressing the psychosocial aspects of AIDS (Massie,
Tross, Price, Holland & Reid, 1987). Psychoneuroimmunology is the
study of psychological behayibural and environmental stress factors that
regulate immunity and immunologically resisted diseases such as
infections, or diseases related to immunologic abreaction such as allergies
(Coates, Temoshok & Mandel, 1984).

Cannon (1932, 1935) was the first to apply the concept of sfress as
a causative factor of disease. In developing his ideas of homeostasis,
when it could be said that the body state is in balance, he describes the
strains and stressesl that result when pressure is placed on specific
mechanisms that are necessary to maintain a balance.

Wolff (1950, 1953) carried the concept of stress further by defining
it as an internal force that is produced by external forces or loads.
Thus, stress is viewed as an interaction between the individual's internal
and external environment. Moreover, he argues that the person's past
experiences are major factors in determining his./her response to stress.
Also, Wolff suggests a "protective reaction pattern" which refers to a
complex reaction of the body to rid itself of stress that threatens its
integrity. He noted that the same stress reaction could be initiated by

symbolic and/or physical threats. Further, he states that the reaction



32
pattern is demonstrated in changes in feelings, body processes and
behaviour. |

Selye (1956), in "The Stress of Life," agrees with both Wolff and
Cannon when he defines stress as a "nonspecific response of the body to
any demand made upon it" and the body's adaptive responsés are -
aactivated in an attempt to bring about homeostasis. For example,
infection causes the body to produce antibodies which, generally, over-
come the infectious organism, thus, homeostasis is effected. Selye
believes that the ability to adapt is probably the most unique charac-
teristic of life, insofar as one's ability to adapt gllows for the complex-
ities of life, homeostasis and resistance to stress.

An ecological perspective to social wo.rk -practice, that fits the
above positions, is that of The Life Model (Germain, 1979, 1984; Germain
& Gitterman, 1980) which centers on three core cqncep'ts: adaptedness,
stress and coping. This approach views human functioning and develop-
“ment, including wellness and illness, as outcomes of continuous
exchanges between the individual, the social environment and the
cultural context. The exchanges, therefore, serve as feedback loops or
"transactional processes" in which internal and external messages about
the outcomes of the transactions are intellectually processed by the
person and, thus, shape continuing transactional processes. For
example, jefforts to cope with the stress of the illness, AIDS, feeds back
to influence the PWA's perception of the stressful demands and the
efficacy of the coping mechanisms engaged in to meet the demands. The
result serves as a guide in future efforts to deal with stress. Also,

coping can be enhanced by interventions that facilitate transactions/-
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exchanges that promote personal growth in the individual and a more
benevolent environment, such as HSF,

In this sense, then, the concept of adaptedness or person-
environment fit (Germain, 1984) may be compared with the concept of
homeostasis (Cannon, 1935; Selye, 197.6). Germain (1984) adds that
physiological, cognitive, emotional, social and cultural processles are
involved in seeking and maintaining adaptedness. Stress, in contrast to
adaptedness, presents a poor person-environment fit and arises when the
person makes a conscious or subconscious appraisal of discrepancy
between the demand and his/her personal and environmental resources
for meeti'ng the demand when it is important to do so. Other writers
(Coyne & Lazarus, 1980; Lazarus ¢ Launief, 1978) have distinguished,
between two basic life demands: harm or loss and threat. Harm or loss
refers to past or present damage such as serious illness, injury or
disability while threat alludes to the anticipation of inevitable or
threatened harm or loss in the future. In this light, the PWA/PTP
struggles to cope with matters of harm and loss in the present as well as
future threats of harm and loss.

.Coping, in the Life Model, also expresses a person-environment
relationship.and its effectiveness depends on both personal and environ-
mental responses (Germain, 1984). For example, the subjectiye experi-
ence of stress evokes coping responses-~the special adaptations called
upon to deal with the stressful demands. As stated earlier, .these affect
all dimensions of the person. For instance, in ‘the case of PTPs/PWAs,
the literature previously reviewed acknowledges that physiological
disabilities are expressed by fatigue, generalized pain, cancers and

lowered resistance to opportunistic infections; likewise, emotions such as
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anger, guilt and depression are evident; cognitive or intellectual
processes are affected and the result is demonstrated in behaviours such
as denial of the diagnosis, blaming the physiciran for being unable to
provide a cure, and suicidal tendencies as well as memory deficits and
dementia; social disruptions have also been reported in terms of rejection
by significaﬁt others including lovers, family members and members of
the gay community. And, in consideration of the above, the PWA loses
the usual opportunities of his/her developmental stage "to be productive
which, in turn, affects his/her perception of life's meaning and his/her
relationship to God.

The Life Model (Germain, 1979) concepts, therefore, essentially
agree with those of HSF (Heimler, 1975, 1985) and palliative care
(Kubler-Ross, 1987: Saunders, 1978) in that stress/frustration/help—.
lessness, although part and parcel of the human condition, can be such
that the ill person may become overwhelmed; thqé, his/her coping ability
is undermined. At this time, an intervention, for example HSF, is
beneficial to increase the person's self-awareness of internal and external
resources/satisfactions/self-discovery and self-acceptance which, in turn,
contributes to perceptions of control over -his/her' life.r Moreover, the

philosophy of holism permeates the above theories and concepts.

The holist‘ic model of health car-e is not iny compatible with con-
cepts and theories integral to HSF, palliative care and life-stress, it also
upholds social work and the code of ethics on which social work practice
is grounded, namely the dignity, worth and .uniqueness of the individual

and his/her right to self-determination. -
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‘The holistic model has been influenced by Chinese and Indian
thought, and by the more recent theories of humanism and existentialism
(Gordon, 1980). This approach views the person as a complex whole
affected by many variables at any given time. Even though these vari-
ables each exert a specific influence, each variable alters the person's
relationships with other influential forces. Thus, it is more meaningful
to view the client in terms of his/her relationships rather than examine
his/her various aspects in isolation. Moreover, holism views the total
person as being more than the sum of his/her dimensions or parts.

Five major concepts are accepted premises of holistic health éare
(Flynn, 1980; Gordon, 1985; Gordon, Jaffe & Bresler, 1984; Pelletier,
1977, 1979). Primarily, each person is considered to be mult'idimen-;
sional; one's physical, emotional, intellectual, social and spiritual
dimensions are in constant interaction with each other and with the
environment. Therefore, a physical disability sﬁch as a compromized
immune system has repercussions in all dimensions, as well aé in the
environmental coping patterns of the individual. Secondly, a person's
environment makes a significant contribution to the nature of his/her
existence. Thus, the person-environment fit, 'espoused by Qermain
(1979, 1984) is a crucial factor in determining the quality of life experi-
ence/str‘gss in both wellness and illness. Thirdly, each person: experi-
ences growth, development and change across his/her life-span. - In each
stage of development the individual expériences and confronts different
issues. That is, each person progresses through the stages of life,
from childhood to old age, with particular needs and issues affecting the
person at different times. As well, it is best to keep in mind that

growth and development in any one stage affects later stages and
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behaviour during the life cycle. Fourthly, .stress and adaptation are
primary factors affecting the health status. Any dimension may be a
source of stress and stress in any one dimension has -an impact on the
whole person. Therefore, a person's ability to cope with stressful
events is a significant factor in that person's experience of wellness
and/or illness. Since individuals perceive and respond to stress differ-
ently, their various dimensions are affected differently. Consequently,
what contributes positively to the health of one person may be detri-
mental to the health of another. ‘

Lastly, ultimately, the individual is responsible for the directions
and lifestyles, including health statuses of wellness and illness, that
he/she chooses. That is, each individual is an active participant in the,
maintenance of an optimal health status. Holism, therefore, does not
support the notion that a good health care system makes people healthy

(Pelletier, 1979). Each behaviour a person engages in may be seen as a

move towards or away from good health.

Several principles evolve from the preceding concepts that are in
agreement with HSF, palliative care and life-stress. These are: '

1. Each client is viewed as unique and the health status of the client
can be meaningfully considered only in the overall context of that
person's life. For example, the context within which wellness and
illness is respected includes personal, familial, social and cultural
influences.

2. lllness may be used as an oppor‘tunity, insofar as a person is often
able to realize a significant meaning or méssage in his/her .illness
‘and, as a result, experience growth and change. This is also true

for persons with terminal illness (Siegal, 1988). A person can cope
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with illness with renewed meaning in their lives and higher levels of
functioning.

3. The client/practitioner relationship is an integral part of the healing
process, therefore, both persons must be willing to pursue self-
awareness and self-responsibility. The healing relationship is a
partnership rather than a client/practitioner interaction.

4, Emphasis on health care permits the client to use the health care
system as a consultant, as opposed to an authority on his/her

health status.

The code of eti‘lics for the Canadian Association of Social Workers
(Ramsay, [ed.], 1983) states that the profession's philosophy is founded,
on humanitarian, egalitarian ideals:
Social workers believe in the intrinsic worth and
dignity of every human being and are committed to
the values of acceptance, self-determination and
respect of individuality (p.2, column 3}.

This is consistent with the philosophy of holism. Indeed, both philoso-

phies, social work and holism, support psychosocial care that urges:
Helping people develop individual and collective
social problem-solving  skills; enhancing  self-
determination and adaptive and developmental capac-
ities of people; advocating, promoting, and acting to
obtain a socially just distribution of societal
resources; and facilitating social connections between
people and their societal resources (Code of Ethics,
p.2, column 3).

In conclusion, this chapter examined concepts and theories underly-
ing the proposed treatment model. The principles and practices of HSF
and palliative care were compared as well as their relationship to the

philosophy of holism as it pertains to health-care. The notion of stress

was explored in terms of its contribution to illness and perceptions of
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helplessness. Fihally, it was positéd that these concepts meld well with
the social work Code of Ethics.

The next chapter looks at Methodology: the study design, the sub-

jects, the instruments and the procedures.



CHAPTER FOUR

METHODOLOGY

In this chapter, concepts are defined and the design is described.
The subjects, the agency, the instruments and the procedure are out-
lined. Lastly, ethical issues and study limitations are considered.

As postulated in the previous chapter, an individual is multidimen-
sional, therefore, measuring any single aspect of a person in the
absence of others is difficult; that is, variation in each part of the
system results in variation in other aspects of the system. Thus, it is
argued that change in social functioning will create change in all aspects
of an individual's performance. Moreover, as indicated by the literature‘
on AIDS, PWAs and PTPs are bombarded by stressors/frustrations tha'é
undermine their ability to perform well. ~

With this in mind, the purpose of the following study is to investi-
gate the efficacy of a social work treatment model, HSF, for the
psychosocial care of peréons that fit category four of the definition for
the virus infectio'n status, that is PWAs and persons with AIDS related
illnesses. The HSSF will be utilized to examine strengths and weak-
nesses pertinent to various dimensions of their functioning.

It is hypothesized, therefore, that HSF is an intervention that will
cause positive changes at the .05 level of signfficance, ‘in the psycho~-
social behaviour of this population, while the null hypothes;is states that
the no change will occur as a result of the treatment. In this light,
then, the target for change is psychosocial functioning. In essence, the
independent variable is HSF and the dependent variable is psychosocial

functioning.
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Definition of Variables

Psychosocial Functioning

Psychosocial functioning is defined by the HSSF in terms of mea-
sures of satisfaction and frustration perceived‘ by the client in the
present., Satisfaction is seen as the person's subjective perception that
he/she is making good use of his/her potential, while frustration is
regarded as his/her inability to transform his/her potential into satis-
factory life experiences. Integral to this position is the idea that, at
any given time, there cannot be satisfaction without some frustration nor
frustration without some satisfaction. The goal of treatment, therefore,
is to seek an acceptable satisfaction/frustration balance. Norms have
been developed for the scale that permits a numerical statement of the
balance existing between satisfactiﬁn, and frustration which is referred to.'

as the coping index (Bates, 1988; Coleman, 1984; Pratt, 1987). Thus,

the dependent variable 'is defined by the coping index.

Human Social Functioning

Before defining the independent variable, it is important to eluci-
date that clinicians practicing this treatment approach undergo intensive
theoretical and experiential training which leads to the authorized use of
the HSSF. HSF is a short-term treatment that focuses on activating‘the
individual's wish for self-help {Heimler, 1967; Heimler, 1985). Healing is
promoted in the élient through the close examination of his/her areas of
ﬂ;ustration and satisfaction, which, in turn, puts him/her .in a position
to implement change aimed at creating an éccepfcable balance. - A protocol
has been formulated that suggests an initial interview to determine the

client's concerns and goals. [f a second interview is required, the scale
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is administered to facilitate the identification of frustration/satisfaction
areas. Subsequent interviews, using a variety of HSF strategies,
address the client's strengths and weaknesses as revealed by the scale
and/or related problems until such time that the client feels in command

of his/her life,

Experimental Designs

The traditional extensive analysis research paradigm is the one
which is most typical of psychosocial research.- This paradigm focuses
upon the average performance of aggregates or groups of individuals
rather than on the performance of individuals. The investigator ran-
domly selects subjects from a representative population and randomly_‘
assigns each subject to a treatment or nontreatment condition, thus, by
random selection of subjects, random assignment of subjects to either the
treatment group or the control group and by averaging results extrane-
ous or ‘spur'ious variance is presumed to be controlled. Therefore, the
researcher can state with considerable confidence that the treatment
caused change or no change.

| Thé fact that the average subject behaves in a certain way does not
mean that any one individual subject within that group has actually
performed in that fashion (Chassan, 1979). This, then, constitutes a
substantial problem in the context of treatment for psychosocial problems
experienced by an individual. Indeed, many writers (Barilow, 1981;
Barlow & Herson, 1984; Bloom & Fischer, 1982; Chassan, 1967, 1979;
Fischer & Hudson, 1983; Gingerich, 1983; Gottman & Markham, 1978;
Creenberg, 1980; Kiesler, 1966; Kazdin, 1982; Safran et al., 1988; San-

dell, 1987; Strupp & Hadley, 1973) in the clinical field have commented
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on the inadequacy of the traditional research mpdel and recommended
that it be replaced or supplemented with intensive analysis
- procedures,

In contrast, the intensive analysis research paradigm, developed
from the case study and refined by behaviouralists, studies the perfor-
mance of individual subjects in detail by the continupus monitoring of the
target problem(s) before, during and following treatment. That is, the
researcher "manipulates" the treatment or independent variable in order
to study the effects of its removal on the target problem or dependent
variable. In this light, the subject serves as his/her own control
insofar as his/her measurements recorded before, during and following
treatment are compared to observe change (Bloom & Fischer, 1982). ‘It
is true, however, thatt alternative explanations may be offered for the
perceived change in tHe dependent variable other than the effects of the
independent variable (Kratockwill, 1978), therefore, controlling for
internal validity is essential so that a valid statement may be made with
respect to the efficacy of the independent variable. In essence, a
treatment is wvalid to the extent that the researcher is sure that it
caused the observed change.

Internal validity is claimed when the researcher controls for extra-
neous variables such as history, maturation, reactivity, instrumentation,
attrition, statistical regression and multiple intervention interference
(Bloom & Fischer, 1982: Chassan, 1979; Kazdin, 1980).

As well, design replication supports internal validity and permits
guarded statements with respect to external validity (Bloom & Fischer,
1982; Kazdin, 1982). However, some authér’ities (Bloom, 1983; Edging-

ton, 1984) emphasize that generalizability cannot be claimed if the
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ranc:iomization concept is excluded from the design. ~ With this caution in
mind, the writer considered randomly assigning subjects to varying
lengths of treatment but discarded the ideas because of practical and
ethical considerations. Other writers (Bloom §& Fischer, 1982; Chassan,
1979; Kazdin, 1982) posit that study replication, either direct (same
researcher) or systematic (different researchers) that produce similar
results over three or more systems is fair proof of external validity. |

The characteristics of single system experimental designs that
contribute to valid inferential statements .include repeated measures of
the dependent variables across all phases of the experiment. Phases
refer to specific time periods. For example, in the ABA design of this
study, phase A refers to the initial time period when baseline data -are
systematically collected to determine the frequency or intensity of the
depeﬁdent variable. This should be long enough to demonstrate data
stability. Phase B represents the time when the independent variable is
introduced while, at the same time, measurement of the dependent vari-
able is continued. The second Phase A refers to a time period when the
treatment is withdrawn while monitoring is pursued. Ideally, all phases
should be equal. Therefore, valid inferences may be drawn from the
observation of variance levels and trends reflected in the repeated
measures recorded for all phases.

Careful specification of variables also contribute to valid inferences.
That is, detailed specification of all variables that occur, or are likely to
occur, during the study is important. For example, definition of the
independent and dependent variables, the client and clinician charac-
teristics as well as specific goals and objectives (Bloom & Fischer, 1982).

Therefore, it is critical to hold variables constant so that a functional
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- relationship can be established between the independent and dependent
variables. Also, such clear specification of the conditions surrounding
the research is important for future replications.

Another noteworthy feature of single~-system experimental design is
its intrinsic flexibility (Bloom §& Fischer, 1982)5 For example, if the
desired positive change is not occurring in response to the treatment,

steps may be taken to correct and/or enhance the interventions.

The Study Design

The proposed method for testing the above hypothesis is that of the
experimental single-system design, more specifically, the ABA design.
The ABA design is considered experimental in the sense that the
independent variable is manipulated (Bloom & Fischer, 1982) and the data
records for the phases ABA are considered controls, insofar as variance
observed across the phases are compared for differences (Bloom §&
'Fischer, 1982; Chassan, 1979; Kazdin, 1980, 1982). However, the ran-
domization conéept, another assumption of experimental designs, is not
incorporated in the design because of the nature of the sample.

This design is considered appropriate because it permits the
researcher to make cause/effect statements with respect to the indepen-
dent variable, yet, each subject receives the behefits; of the above
variable; that is, there are no placebo/control -subjects. In addition‘,
the representative population is small, for example, at the time of the
study's commencement the population available.for recruitment to the
study amounted to sixteen. Moreover, many of them were in the final
stages of the disease. Therefore, to employ the traditional group/-

control design appeared unethical and limited. On the other hand, the
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single-system approach enabled the researcher to accept subject‘s‘to the
study over a period of time; that is, since each subject is a complete
system, replication of the study on subsequent subjects could be carried
out as they were referred to the researcher. Thus, given the small
representative populafion together with the nature of the subject's
health, the single system design is the most appropriate. Furthermore,
study replhication facilitates qualified statements with respect to gener-
alization.

The ABA design is, also, appropriate because it involves one
researcher, there is one major target problem and there is one inter-
vention. For example, inter-observer variance is not a threat to
internal_validity, and because there is one independent and one
dependent variable, the ABA design is the most apt. Additionally, this
design is appropriate as it permits the subject to continue with other
sources of potential therapy, such as support groups, "buddy" systems,
etc. because benefits from these resources would, most likely, be
evfdent in the Dbaseline data. Therefore, change observed in
measurements during the B phase, is assumed to be the result of the
independent variable. Nevertheless, it is possible that these support
systems may enhance the independent variable or vice versa, which, in
turn, could result in type | error (Kazdin, 1982). However, it is
suggested that baseline data measures the effects of pretreatment
psycbosocial influences and without the manipulation of the independent
variable, the baseline data would remain more or Igss the same.
Therefore, if treatment enhances other therapeutic resources, the
enhancement is still the result of the treatment and is, therefore,

regarded as change caused by the independent variable.
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As well, this design is appkopriate because the subject's
progression/regression is monitored on a continuous basis which puts the
researcher in a position whereby he/she may take steps, at any time, to
ensure that the subject is ‘not harmed in any way.. Thus, in the final
analysis, the single—system\approach to research, in particular the ABA
design, was chosen because it permitted the study to be combined with
ethical and accountable clinical practice. For example, the ethical
dilemma of subjecting clients to a questionable course of treatment and/or

to the iatrogenic effects of treatment is avoided.

Ethical Issues

- Since single system design suggests equal'phase lengths and the
lengths are determined by baseline data stability, which could involve
weeks,. critical concerns may arise if the initial assessment reveals a
c'risis situation for the subject. The éthical question is, then, should
the researcher continue to collect baseline data or instigate treatment
immediately? As well, withdrawal of treatment too soon to fit the phase
length may cause ethical‘ concerns. With a view of addressing such
issues proactively the study did not make the phases, ABA, equal. It
is important to note that the subject's needs were given priority over
research design considerations during all phases.

Additionally, ethical considerations, relevant to this study, involve
the sensitive nature of the data collected, that is, subjects are
requested to provide information of a sensitive and private nature
related to their physical, emotional, social, cognitive and spiritual

functioning at a very distressful time in their lives.
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Therefore, the researcher has taken every possible precaution to
ensure that: subject participation was voluntary and no special benefits,
except for the treatment, was offered; subjects were free to withdraw
from the study at any time without penalties; confidentiali’ty was assured _
by the assignment of numbers to records, to which only the subject, the
researcher and her supervisor had access, a contract (see Appen‘dix B)
was drawn up and signed by 5oth'subject and researcher which included

the above.

Limitations of the Study

The major limitation, with respect to this research, is the assump¥
tion that data on the target problem will return to baseline levels
following the withdrawal of the independent variable. This assumption
may be pertinent from a behavioral perspective where the intervention is
aimed at specific behavior control for the purpose of prediction ,‘ but it is
not relevant where intervention focuses on permanent change through a
shift in the subject's cognitive processes (Bloom §& Fischer, 1982;
McCullough, 1984b; Safran et al., 1988). For example, the thrust of
HSF is to activate self-help behaviours in the subject. Therefore, more
subtle psychosocial variables cannot be controlled by the presence, or
absence, of a specific independent variable in' the same way that
behavioural operants are.

A second limitation of concern, in ’the study, is the premise that
fairly rapid increase/decrease in the target problem is an indicator of
treatment efficacy (Bloom & Fischer, 1982). However, in reality, posi-
tive change may be slow in this population because of the multiple

stressors that invade all their dimensions. The tendency to deny their
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diagnosis may affect the data, especially in the baseline phase. Lastly,
PWAs in this study may experience opportunistic infections that result in
their demise.

A third limitation ié that of interactive effects, typical of multiple
treatments (Bloom & Fischer, 1982). Although this study involves the
administration of one treatment by one clinician, the subjects participate
in many other -activities such as medically prescribed drug therapy,
group therapy, relaxation thérapy and visual immagery.

A fourth limitation, that has already been mentioned,' is that of
randomization. Becausé of the nature of their illness and the small
population, it was impossible and unethical to consider either random
selection or assignment.

A fifth limitation lies in the paucity of available statistical analysis
tests (Bloom & Fischer, 1982; Kazdin, 1982; Safran, 1988). For exam-
ple, these authors argue that the traditional statistical tests designed for
gr;oup studies are not appropriate for the analysis of data pertaining to
single systems. Indeed, in the clinical field, there are many differences
of opinion among the specialists in this area with respect to statistical
and logical considerations for this type of research design (Bloom &
Fischer, 1982). For example, some postulate that-clinical significance,
by way of visual analysis of data, is what is most important while others
retort that statistical analysis of data is crucial to be confident in
making outcome statements and to prevent the occurrence of type Il
error. Moreover, Bloom & Fischer (1982) acknowledges that there are
not a large body of exemplers available for modelling purposes.

A sixth limitation that must be acknowledged is that of the

researcher and clinician being one and the same person. Although some
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authorities on intensive research paradigms (Bloom §& Fischer, 1982;
Kendall, 1982) argue that, in clinical practice, the clinician should also
be the researcher in order to avoid the contamination that could arise as
a result of personality differences between the researcher and the
clinician and differences in opinions with respect to the analysis of data.
Nevertheless, Bloom and Fischer (1982) caution that there is always a
risk that the researcher, doubling as a clinician, may be, unwittingly,
biased in a direction that would confirm his/her hypothesis. To address
this limitation, at least partially, the data are statistically analyzed.
Also, it is important to point out, as has been noted above, that the
administration of this treatment requires authorization and special train-
ing, therefore, fér practical and economical reasons, the researcher is
also the clinician.

Another limitation, relevant tolthe study, concerns the use of the
primary objective measure, HSSF, as both a treatment method and
measuring instrument.‘ To address the threats to internal validity that
this presents the HSSF was completed on alternate weeks during Phase B
when the items indicating the source(s) of frust;*ation became the focus
of treatment. During the baseline and withdrawal phases the responses
to items were not discussed with the subject.

The last limitation of concern involves the subjects' participation in
the study with respect to his/her completiﬁg the self-anchored scale
daily. Although the subject was asked to complete the scale at a speci-
fic time and in a specific manner, the researcher cannot be sure that
this occurred and, furthermore, the researcher ‘was not aware of every

environmental happening that occurred which could influence change in
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the dependent variable, for instance, telephone conversations with

friends, family, etc.

The Subjects

The sample consisted of six males and one female, all of whom vol~
unteered to be in the study. Five were diagnosed as having AIDS and
two as having AIDS related illnesses. Their ages ranged from 25 to 39
years, the average being 28.6 years. Subjects were recruited by the
support coordinator of AIDS Calgary Agency. Fourr subjects were
unemployed, three were engaged in part-time employment although for
one of the subjects this employment was of a volunteer type. All the
male subjects contracted the infection as a result of sexual behaviours
related to their homosexual orientation. One male was of a bisexual~
orientation. The female subject contracted the virus as a result of
intravenous drug use. The education level of the subjects ranged from
grade 10 to post-graduate university-level education. All subjects,
except for one, were receiving financial support in the form of AISH
(Assured Income for the Severely Handicapped). Furthermore, all
subjects participated in support group and buddy system activities,
however, some utilized these supports more than others. One male
subject had been married but was divorced. Two subjects lived with
their lovers in a monogamous relationship while the others were single.

In order to take part in the study, the s‘ubjects' health had to
permit adequate participation, at least in the beginning. An acceptable
health statys was defined as a mental health status that did not reflect
marked neurological complications such as memor‘y loss, confusion, etc.

and a physical health level that permitted the client to make his/her way
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to the Agency. For example, he/she was not too sick or disabled by
fatigue to travel. The health status was determined by the agency
representative who advertised the study through verbal communication
with the PWA group and a written notice of the study intent was promi-
nently displayed in the Agency.

A letter from the researcher (Appendix A) and a copy of the con-
tract (Appendix B) was available, in unsealed envelopes, for interested
persons. Those wishing to participate contacted the. researcher. No
remuneration or promises ‘of benefits were offered other than the treat-
ment. Still, subject recruitment presented some difficulties other than
their uncertain state of health and the relatively small population from
which to recruit. For example, the fear of violation of confidentiality
appeared to be a major concern for all potential subjects while others felt
that their situation was too hopeless to look for change of any kind.
That is, they relied entirely on medical technology for answers t.hat were
not forth-coming.

Three subjects did not complete the study.r One subject attended
the initial interview but did not appear at subsequent interviews due to
memory impair'ment. He has since died. The other two subjects died

during the B phase of their program.

The Agency

The AIDS Calgary Agency's primary mandate is to provide public
education and awareness of the disease, its transmission and its preven-
tion. The agency also provides emotional and practical support to people
living in Southern Alberta who are directly or indirectly affected by

AIDS. It is a non-profit organization whose services, for the most part,
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_are provided by trained volunteers. For example,. since the end of June
1987 to the end of May 1988, the agency has responded, by way of
volunteers, to 709 requests for educational presentations on AIDS from
various groups within the general public; during AIDS Awareness Week
. i‘nformation booths were set up in major public thoroughfares such as
City Hall, shopping centres and the university. Support is offered at
an individual and group level. For example, trained voluﬂnteers act as
"buddy-systems" and provide practical and emotional support to PWAs,
Thrée different support groups meet weekly, the PWA group, the PTP
group and the Significant Other glloup. At this time, 183 clients use
the agency's services. These consist of PWAs, PTPs and worried
persons from the high;risk categories. Also, the agency is developing a
library which includes articles, books, audio and video tapes and other
publications pertinent to AIDS. Weekly, the agency offers an open
house for anyone interested in learning about or doing research on

AIDS.

The Study Instruments

The primary objective measure'used in data collection was the
HSSF. This is a standardized scale that has well-developed norms for
comparison purposes (Heimler, 1975). The HSSF data was supplemented
by a subjective measure developed by the researcher.

The HSSF is comprised of 55 questions which are divided into three
parts: a satisfaction or positive index, a frustration or negative index
and a synthesis scale. The positive index consists of five main life
areas: work/interests, financial status in terms.of comforts and a sense

of security, friendships, family (primary and secondar;y) and intraper-
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sonal. The negative index, also, is comprised of five areas: energy
(blockage or paralysis of), health, personal influence, mood and habits.
Each area, within both the positive and negative indices, has five
related questions that are answered either yes, perhaps, or no (perhaps
refers to sometimes, | don't know or | am not sure)}. These responses
are scored four, two or zero respectively. The synthesis scale provides
a capsule view of a person's feelings and thoughts of his/her past,
present and future life and can be used as a check on the present life
situation as evidenced in the positive and negative indices.

The interpretation of the scale reflects the numerical values cal-
culated for the three indices that comprise the scale and the results are
compared with norms that are kept updated as a result of ongoing,
research on the validity and reliability of the scales. The analyses
considers the positive/satisfaction mean, the negative/frustration mean,
and their relationship to each other, that is, the coping index. The
swing within each index is calculated insofar as the existing difference
between the yeses and perhaps are compared with the norms. The sum
of the synthesis scores is compared with the satisfaction mean to deter-
mine a relations‘hip. Extreme scores are examined to assess best and
worst functioning levels and, then, each area is further analyzed in
detail for specific problems that require immediate attention and recur-
ring themes, related to problem areas, are noted for the purposes of
addressing all concerns and needs of the subject.'

The choice of this instrument seemed approbriate because it serves
as both an assessment tool and as part of the intervention process. It
is inevitable that the response to the questions focuses the subject's

attention on problem areas which, in turn, facilitates the healing
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process. So, in order to make good use of this situation, the HSSF
revelations are deliberately used to consolidate self-awareness. For
example, the subject may be asked, "what does it mean to you when you
say that your life has a meaning of two out of a scale of 1 - 20; or, can
you think of ways that would increase life's meaning for you?; or, tell
me how you would institute these changes?" It is true, however, that
this procedure presents a threat to internal validity but duriné the
baseline phase, when the scale was completed weekly, the subject was
asked not to analyze questions for meaning but, instead, to answer them
as they felt in the here and now. During the withdrawal phase the same
procedure was encouragéd.

As well, the 55 questions present a projection of the PWAs unique
subjective life-experiences on the physical, emotional, social, cognitive,
and spiritual dimensions; that is, it looks at life in its totality. Most
importantly, the scale is not threatening to the individual insofar as no
" secrets are kept from the subject in terms of results and it takes
approximately five to seven minutes to complete. Moreover, cémpleting
the scale is an exercise that provides the subject with an opportunity to
examine how past and present events influence the present and perhaps.
the future in terms of quality as opposed to quantity of life.

Furthermore, this scale was developed for use with single-systems,
therefore, it is considered >stable enough for repeated measures, espe-
cially if they are not too close in terms of time as is the case in this
study. Moreover, all items directly measure the target problem and,
because the scale is repeated at reasonable’ ‘intervals, the risk of

boredom, which may cause. error, is, also, reduced.
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(Lastly, the HSSF has demonstrated acceptable validity and reliabil-
ity; validity coefficients have been reported that rar‘mge from 0.47 to 0.80
and a reliability range of 0.51 to 0.84 (Griswold, 1977; Rodway, 1'977).
As noted .above, the use of valid, reliable instruments is critical to main-
tain internal validity in single system experimentation. It is acknowl-
edged that validity and reliability co-efficients of instruments used for
repeated measures should, ideally, be greater than 0.80 (Bloom §
Fischer, 1982) but, at this time, the number of instruments designed for
single-system research is limited, especially instruments related to social
functioning. With this limitation in mind, in terms 6f instrument decay
and/or reactivity, this scale was completed on alternate weeks except for
the baseline phase when it was done weekly. |

The second instrument, alluded to above, was a self-anchored scale
that measured intensity of feelings on a scale of 1 to 9, from least to
greatest (Appendix C). The selection of these feelings which included
angér, guilt, anxiety, sense of independence, feelings of sinfulness,
memory chqnges and extent to which body image has changed, was influ-
enced by psychosocial themes noted in the literature. Some of these
items are self-explanatory but others require clarification, that is, anger
towards caregivers, guilt and sin. Caregivers include lovers, family
members, politician;, the media and health-care p‘rofessionals. Usually,
the subject indicated who caused his/her anger. Cuilt refers to remorse
with respect to the failure to practice "safer sex" and also for the
likelihood that the subject transmitted the infection to others.
Sinfulness or the extent to which the subject felt a good person refers

to whether he/she feels that AIDS is a punishment for sins.
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Self—anc;hored scales refer to instruments that are constructed for
the purpose of measuring the intensity of specific constructs of interest
to the researcher or clinician (Bloom §& Fischer, 1982). These
instruments are self-anchored in the sense thatz the client anchors the
intensity of his/her feelings. experienced in: the here and now and
records the appropriate number on the scale, These scales, then, are
useful subjective measures when objective measures are unavailable
(Bloom & Fischer, 1982).

The purpose of devising -this scale was to augment, on a daily
basis, the findings on HSSF and to measure areas that HSSF did not
directly tap.

In addition, as noted above, the choice was influenced by psycho—J
social themes revealed by the literature, therefore, were based on the
best available information. Accor‘ding to Bloom & Fischer (1982) Mhest
information" refers to a measure that provides the most valid, reliable,
useful and direct information. Further, Bloom and Fischer (1982)
suggest that a customized approach to measurement may get at problems/-
situations that no other measure can. Lastly, the subject was permitted
to take an active part in his/her own evaluation insofar as he/she
responded to the questions on a daily basis. Admittedly, this increases
the possibility for high reactivity (Bloom & Fischer, 1982; Thomas,
1978); nevertheless, the same scientists argue that the subjective nature
of the measure represents the most accurate portrayal of the circum-
stances, the thoughts and the feelings of that individual. In recognition
of its lack of scientific precision and to increase its reliability and

validity, as outlined by Bloom and Fischer (1982), the need for honesty
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and accuracy was stressed, clear guidelines were given about when and

how to record the intensity of the concepts outlined in the scale.

Procedure

When a volunteer contacted the researcher, expressing an interest
in participating in the study, an appointment was set for an interview.
During the initial interview the study conditions, outlined in the con-
tract, were thoroughly reviewed and signed by both parties when the
subject agreed to be involved in the study. Then, the researcher
explained her holistic approach to care and a diagram portraying an
individual's multidimensionality was given to the subject (Appendix D).
Thus, the need for various professionals, in terms of total care, were
acknowledged. Nevertheless, the researcher noted all therapeutic activ-
ities in which the subject was engaged and requested that she should be
informed if the subject received treatment from a psychiatrist, psycholo-
gist, social worker or other clinician during the course of the study.
_The reasons for the. request were expléined. In this way threats to
internal validity due to history and multiple interventfons were con-
sidered. Likewise, the underlying structural principles of HSF were
explained (see Theory Concepts).

Confidentiality was defined as outlined in the contract. Addition-
ally, permission was sought to inform a significan‘t other, or someone of
the subject's choice, should suicidal ideation become a concern requiring
intervention beyond the researcher's ability.

Finally, the scales and their [:;urpose were explained after which the
‘HSSF was administered and a week's supply (7) of self-anchored scales

were given to the client with specific instructions to complete the scale
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at night before retiring and not to reread or think too much about the
meaning of the questions. An appointment was set up to meet w%th the
same researcher, at the same time, on the same day and in thé same
place for the following week; thus, threats to internal validity were
considered. |

At the beginning of the second interview the HSSF was adminis-
tered, self-anchored scales collected and more issued, thereafter, the
subject was given some time, fifteen to thirty minutes, either to ask
questions relevant to the study or to ventilate feelings or thoughts.

Following the administration of the scale on the third interview, the
HSF method was applied. Interviews lasted approximately one and one-
half hours. After the baseline data were collected, the HSSF was,
completed on alternate weeks while daily measures of the self-anchored
scale continued. Thus, phase A of the study involved two weeks, phase
B approximately twelve weeks and phase A, the withdrawal phase, four
weeks. The withdrawal phase occurred after mutual agreement on the
subject's readiness, by both researcher and subject. During this phase,
the subject continued to collect data on a daily basis and the HSSF was
completed by the researcher over the telephone, at an appointed time,
two weeks later. This choice was mutually agreed upon because it
appeared the best route to prevent the withdrawal phase becoming an
extension of the B phase. The researcher considered having the subject
complete the scale at home, however, this resolution was discarded
because of the inconvenience of returning it to the researcher and,
moreover, the scale is copyrighted.’

On completion of the last Phase A, a terminal interview occurred

during which completed scales were collected, the HSSF completed and
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subjective views of the study benefits and deficits were discussed. As
well, all subjects agreed to contact the researcher for maintenance treat-
ments of HSF when and if they needed it. In this way, then, ethical
concerns regarding treatment withdrawal/termination are taken into
account.

It is seen, then, that during the procedure every effort was made
to consider ethical concerns and internal validity issues of reactivity,
history and instrument decay. Other validity threats such as matura-
tion, attrition, statistical regression and multiple treatment effects were
not overlooked. For example, maturational effects, in terms of physical
change, is not relevant to this sample because the average age was 28.6
years. Besides, the expected physical change is deterioration rather,
than maturation. However, psychological maturation is expected to occur
because the efficacy of the treatment relies on cognitive changes that, in
turn, leave lasting behavioral changes. Attrition did occur but this was
involuntary, that is, it was not due to low motivation or dissatisfaction
with the treatment but with the death of the subjects.

The statistical regression threat is not considered a major issue
with this sample because extreme scores are expected due to the nature
of their illness, insofar as the rpultiple stressors experienced by the
subjects are not likely to decrease unless effective treatment is‘initiated.
The multiple treatment effect was controlled fbr insomuch as no néw
treatment activity was commenced after the study began. For example,
all the subjects were receiving medical attention, all attended a support
group and all had a "buddy" support person in progress prior to the
commencement of the study. Therefore, change in measure should

reflect, for the most part, the HSF outcome.
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In conclusion, this chapter focused on the methodology of the
study. . The research question was restated and the major concepts were
defined. The design was outlined, the subjects and instruments were
described and the procedure was drafted. The next chapter will

address the results of the study.



CHAPTER FIVE

RESULTS

Analysis and Evaluation of Results

This chapter presents the data analysis for each of the seven sub-
jects in ;che sample, The interpretation of the HSSF (Heimler, 1975) is
summarizéd, HSSF scores are graphed for the purpose of clinical and
statistical analyses. Likewise, the self-anchored scales are analyzed
visually and statistically for significance. Table 1 describes the relevant
characteristics of the subjects in terms of referral source, age, sex,
education, marital, employment and economic status, mode of disease
transmission, diagnosis, drug treatment for AIDS, presence of support
systems and, finally, where the HSF treatment was given. This table~
serves as both a guide for the purpose of replication and for demon-

strating the homogeneity of the sample.



TABLE I
DEMOGRAPHIC DAS'A OF SAMPILE

RECRUITED { AGE | SEX EDUC. MARITAL| MODE OF |EMPLOYM.| ECONOM.| DIAGNOSIS|® DRUG SUPPORT HSF
BY LEVEL STATUS TRANS. STATUS STATUS TREATM. SYSTEMS SETTING
AIDS experim.| psychiat. agency
AIDS 39 M grade divor. bisexual| unemp. | AIHS related drug . 2 buddies hosp.
Calgary 12 behav. illness for AIDS| support
group
univ.
post-~ experim.| buddy agency
AIDS 32 F grad. single IV drugs|{ part- salary AIDS drug A.A. group| hosp.
Calgary level use time for AIDS| PWA "
some experim.
AIDS 24 M univ.. single homo- part- salary AIDS drug b:ggxts Uag:ngy
Calgary credits sexual time AISH for AIDS p
behav.
‘ part- experim. agency
AIDS 24 M 3 years| single homo- the AISH ; AIDS drug buddy hosp.
Calgary univ, sexual vol. ! for AIDS}PWA group
. behav.
grade
monog. homo- unemp. | AISH :
AIDS 29 M 12 plus rel. sexual AIDS experim. partner agency
Calgary tech. beh drug PWA qrou
dip. ehav. for AIDS group
grade
AIDS 10 plus|{ monog. homo- unemp. | AISH AIDS no partner agency
Calgary 29 M job relat. |[sexual PWA group
trained : behav.
AIDS
ALDS 23 M grade single | homo- unemp . A1SH related no PWA group agency
Calgary 10 sexual disease
behav.

9



63

Profile for Subject #1

Personal data.

This relatively well-nourished 39-year-old man looks younger than
his years and represents the only bisexually oriented subject in the
study. He is divorced and is the fathelf of two children whom he sees
- regularly although they were in foster care at his entry to the study.
This subject also represents one of the two cases in the study that have
been diagnosed as having AlDS-related illnesses. He participates in an
experimental drug research program on AIDS. He is unémployed and
receives a government pension for the handicapped (AISH). He has:
completed a grade 10 education level. He attends the PWA support
group weekly, he has two buddies and sees a psychiatrist every two
weeks. He was referred by AIDS Calgary and interviews took place in
the agency except“ for when he was hospitalized. He contracted the

disease through homosexual behaviours.

Analysis of the HSSF

Phase A (Baseline).

The baseline data is trzansformed to obtain a mean of means for the
purpose of conducting a summary analysis using the Heimler interpreta-
tion format. In comparing the data with those of the norms it is seen
that this subject's satisfaction level is just below the borderline that
suggests good functioning while the frustration index upholds this posi-
tion. The coping index suggests that this subject could benefit from
counselling or other form of support. The swing within both the posi-

tive and negative indices suggests that this subject is experiencing
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greater uncertainty than what is expected in terms of the sources of
both his satisfactions and frustrations. |

In addition, during the times of his best functioning levels of satis-
faction and frustration are such that this subject manages his life well,
that is, in absence of evidence to the contrary. However, at times of
his worst levels of functioning he would benefit from counselling or some
other form of support.

The syﬁthesis scale suggests a very optimistic outlook on life,
however, when viewed in relation to the mean of the positive index, it is
seen that this outlook is overly optimistic if not unrealistic. Overall,

then, it ié assumed that this subject would benefit from HSF counselling.

Phase B.

In light of the deterioration in scores obtained during the fourth
interview (second treatment) a brief interpretation of the scale is jus-
tified. .Perceptions of satisfaction are now qverwhelmed by those of
frustration. Satisfaction is within a range which indicates that the
person is in need of intensive treatment and, perhaps, residential care.
Frustration levels support this position and the tcoping index r‘evea.ls his
score to be in the range seen in psychiatric pa;cients. It is also note-
worthy that the synthesis measures dropped too, but are within a range
that suggests, in terms of its relationship to levels of satisfaction, the
subject is now in touch with reality. Based on the information obtained
from the scale and the subject's request (see conditions of the contract)
‘a staff member of the Agency contacted his psychiatrist who admitted
him to a psychiatric unit of a general hospital for observation mainly .

because of indications of serious suicidal ideation. No new treatments
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were prescribed and the subject was discharged after three weeks at his
own request and with his psychiatrist's permission.

A brief summary of the last measures in Phase B ‘suggests that this
subject has adequate satisfaction and frustration for good functioning
and the coping index supports this position. His outlook in life remains
very optimistic but, viewed in relation to thé satisfaction mean, he
appears to be in touch with reality. Further, HSSF outcomes for the
withdrawal phase indicate that this situation is maintained. Therefore,
overall, the interpretation suggests that the independent variable caused

some change (see Appendix E-1/Profile #1 for further analysis).

Visual Analysis )

An inspection of the baseline phase (Figure A-1) reveals an
fncreasing trend in the synthesis scores which suggest improvement is
occurring. The satisfaction measures decrease somewhat in the second
entry but show a noticeable increase in the last entry for this phase.
Again, the trend suggests improvement. The measures representing
frustration show a marked decreasing trend which supports the
suggestion that improvement is occurring from the first contact. )

The first records in Phase B (which should have occurred the
following week but,  due to the decline in the subject's psychosocial
health, was completed before application of the second treatment) reveal

that perceptions of frustration have increased sharply while those of

satisfaction and outlook of life plunge alarmingly.
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This immediate and marked change, then, suggests that the treatment
has caused deterioration of the subject's functioning. But, subsequent

measures of bothr satisfaction and synthesis scores 'show noticeably
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increasing trends in the desired direction which is maintained when
treatment is withdrawn. At the same time frustration scores drop and
continue to do so, except for one score, until they stabilize in the zone
that suggests good functioning in the absence of evidence to the
contrary. Further, this position is maintained during the withdrawal
phase.

The visual analysis of the data, therefore, presents difficulties in
determining the efficacy of the independent variable because baseline
data suggests that the desired outcome is already in progress before
tre‘atment initiation.  Therefore, with the goal of addressing type II
error and examining the data for significance, a statistical analysis is

conducted.

Statistical Analysis.

Statistical analysis of the dependent variable (Figure B-1) utilizing
the Proportion/Frequency method (see Appendix G-1 for test des;ription
and justification of its use) indicates that a statistically significant
change occurred at the .05 level of probability as a result of the appli-

cation of the independent variable.



68

PHASE A PHASE B PHASE A
{ |
2.5
L |
- |
i :
_ |
» |
~ - |
%
3 1.5 {— |
s -
2 |
-l bee
& [
- B I
5 ol N
§ 1.0 o |
8 |
) -
U
s L] |
g |
Q n
: | |
g -
9]
& 0.5 ] I
o l
e e\ _.__ UNDESIRED | ZONE . —
""'\ - DESIRED
R | |
°-°llllll[lllllLlllJlllll
0 5 10 15 20

WUELKS

Fig. B-1 Graph showing the proportion/frequency approach:
the desired and undesired zones.

Analysis of the Self-Anchored Scale

Visual Analysis.
Figure C-1 shows the computerized, graphic representation of the

data obtained from the self-anchored scale for the subject. The items
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remain in the same numerical order as is seen in the scale (Appendix
C), however, their verbal descriptioné are reduced for reproduction
convenience. Thus, "extent of anger towards physicians" becomes

"anger-1" and is situated in the top panel, "extent of anger towards
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Fig. C - 1 Graphic illustration of the daily
data obtained from the self-anchored scale.

The in‘l':errupted lines represent the levels/trends
occurring across the phases.

caregivers" is renamed "anger-2" and is in the second panel from the
top. This order continues to panel 6 where the item "extent to which
you feel independent" is changed to the word "cope" and panel 7 con-

tains an abbreviated form for item seven in the scéle. That is, "extent
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to which you feel a good person" is changed to the word "sin." The
order is maintained ‘in this manner until the ninth or final item cor-
responds to the ninth or bottom panel in Figure C-1. The interrupted
line denoting the magnitude and/or rate is the "lin-e of best fit." The
technique used is linear regression by the method of least squares
(Weinberg & Schumaker, 1974). This format is maintained for all

subjects.

Phase A (Baseline),

Visual analyses of the data for anger-1, anger-2 and anxiety show
that a marked increasing trer)d is occurring in this phase. The inter-
rupted line demonstrates the direction and boldness of the slope. The
data for memory also shows an increasing trend but it is not so pro-
nounced. The data recorded for anger-3, cope and sin, s}wow very little
variation while that of guilt suggests that this item is irrelevant for this
supject. In addition, scores for items anger-3, cope and sin are low
indicating these are not problematic for this pHase. The data for body
image shows an overall variance: that tends towards a slight decreasing

trend as is evidenced by the direction of the interrupted line.

Phase B.

In the beginning of this phase, the cieteriorating trend continues in
the data recorded for anger-1, anger-2, anxiety and memory, while
data for anger-3, guilt, sin and body image refnain approximately the
same. This is followed by a period for which no data are recorded and
this corresponds to the time when the subject was hospitalized. Overall,

the data for the remainder of this phase, for the items of concern



71
(anger-1, anger-2, anxiety and memory) indicate that a décreasing trend
occurs until it stabilizes and this stability is maintained during the
second Phase A. It is noteworthy that the data for "cope" and "body
image' show a noticeable increase when data recordings reoccur in Phase
B and then decrease again until stabilizations occurs at a score low
enough to indicate that the problem is minimal. Moreover, this position
continues during the withdrawal phase.
To summarize, visual analysis of variance occurring between Phases
A and B suggests that change in the desired direction occurred for the
items that ‘were viewed as problematic because their scores indicated
greater intensity which -showed an increasing trend during baseline
recordings. This trend, however, reversed in Phase B. Although this:
is in agreement with the HSSF findings, definite conclusions cannot be

drawn because data was not entered consistently during Phase B.

Statistical Analysis.

The autocorrelatioﬁ tests (Box & Jenkins, cited in SPSSX User
Guide, 1986) were conducted on all relevant items (see Appendix H-1)
and the data were found to be independent except for the first three
lags in anger-1 and the first lag in anger-2. Therefore, the assumption
that data must be independent before statistical significance tests are
conducted is met. The t-test statistic was applied to the data to
dete.rmine whether a significant difference exists.- between the means of
Phases A and B and Phases A and A. The results (Figure D-1), which
compare Phases A and B indicate that a significant difference (greater

than the preset probability level of .05) is obtained for anger-t,
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anger-2, anxiety, cope and memory while a significant difference was not

obtained for anger-3, guilt, sin and body M (body image]).

sroup 1 - gFOU® £a 1.
GROUP 2 =~ GROUP EQ 2.
SEPARATE VARIANCE ESTIMATE
VARIABLE NUMBER STANOARD T DEGREES OF 1-TAIL
OF CASES WEAN DEVIATION YALUE "FREEDOM PrOS,
ANGER? ’
GROUP 1 20 3.3300 1.367 .
4.61 22444 C. 000
GROUP 2 48 1.2941 1.023
ANGER2
GROUP 1 20 3.0000 1.747
2.60 33.00 0.007
6ROUP 2 68 1.8235 1.376
ANGER3
SROUP 1 20 1.0500 0.224 .
¢ ~1.24 71 .47 0.10
BROUP 2 68 1.1471 0.497 :
GUILT
GROUP 1 20 1.0000 0.000 -
. 0-00 0000 -5
6ROUP 2 1.} 1.0000 0.000
ANXIETY
6ROUP 1 22 6.1500 1.599
9.40 35.55 0.000
6ROUP 2 48 2.1765 1.860 :
COPE
GROUP 1 20 1.1500 0.489
=354 84,86 0.001
GROUP 2 68 1.8971 1.488
SIN
GROUP - 1 29 1.1200 0.447
-0,03 31.89 0. 49
GROUP 2 68 1.1029 0.462 .
MEMORY
SROUP 1 22 3.56000 0.754 -
12,04 31.59 0.000
GROUP 2 68 1.2794 0.770
BOOYN'
GROUP 1 20 4.0500 0.826 .
~0.40 $7.52 0. 3¢
SROUP 2 68 4.1618 1.724 .

Figure D-1 The #—test results where group 1 refers to phase A
and group 2 to phase B.
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In comparing the means of baseline and withdrawal phases (Figure E-1)
the t-tests. support the position that the significant differences obtained

as a result of treatment have been maintained except for cope.

GROUP 1 = GRIUP €Q 1.
GROUP 2 = GROUP Ed 3.
. - . SEPARATE VARIANCE ESTIRATE
VARIABLE NUMBER STANDARD T DéSREES OF 1l-TAIL
OF CASES MEAN BEVIATION VALUE FREEDONM PROB.
ANGER )
GROUP 1 20 3.3000 - 1,867
5051 19.00 0.000
GROUP 2 31 1.0000 0.000
ANGER2
GROUP 1 20 3.0000 1.747 .
] 5612 19.00 0.000
GrROUP 2 3 1.0300 0.000 ’
)
ANGER3
GROUP 1 2] 1.0500 0.224
1,00 19.00 0.160
6ROUP 2 31 1.0000 0.000
GUILT
GROUP 1 20 1,000 0.000
0.00 0.00 1.000
GROUP 2 31 1.0000 0.000
ANXIETY
6ROUP 1 29 6.1500 1.599
16,41 19,00 0.000
GROUP 2 31 1.0000 0.000
COPE
SROUP 1 20 1.1500 0.489
137 19.00 0.09-
GROuP 2 31 1.0000 0.000
SIN
GROUP 1 23 1.1000 0.447
1.00 19.00 0..i6
GROUP 2 3 1.0000 0.000
MEMORY
GROUP 1 29 3.6000 0.754
15442 19.00 0.000
GROUP 2 31 1.0000 0.000
BODYM
GROUP 1 20 4.,0500 0.826
761 28,35 0.000
GROUP 2 31 2.4839 0.508 ’

Figure E-1 The {-test results where group 1l refers to phase A
and group 2 to withdrawal phase A.
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Subjective Evaluation

This subject felt that the treatment helped him to understand
himself and to motivate him in seeking his life's ambition. The subject's
progress was confirmed by his physician (AIDS Specialist) who
commented on the subject's increased confidence in his coping ability. It
is posited, therefore, through the visual and statistical analyses of data
over the phases that positive chénge occurred at a statistically

significant level.
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Profile of Subject #2

Personal data.

This single, 32-year-old, part-time employed woman represents the
only female in the sample. She differs, also, in that she contracted the
virus through intravenous drug abuse while the other subjects cont-
.racted the disease through sexual behaviours. As well, she had com-
pleted post-graduate education at the university level while the others
had not. She was receiviné experimental drug treatment for AIDS. She
had a buddy and attended the PWA support group. She was( not receiv-
ing any income other than from her part-time work. At the time of
entry to this study, the subject was newly diagnosed as having AIDS.
The negative health symptoms she experienced were considered to be
related to drug withdrawal symptoms. She had stopped taking drugs
approximately three months before through the assistance of an Alco-
holics Anonymous (AA) program and she was still actively engaged in
- group activities. She was referred to the study by AIDS Calgary

Agency. Treatment was applied in the agency and in hospital.

HSSF Interpretation

Phase A (Baseline).

A summary analysis of the data, according to the Heimler model,
indicates that there is not enough satisfaction in this subject's life to
cope well and this is exacerbated by unusually high levels of frustra-
tion. The balance suggests an overload of frustration; for example,
according to the established norms a mean negative score greater than 30
percent of the mean satisfaction score indicates a crisis situation.

Moreover, she is uncertain of the sources of satisfaction in her life. On
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the other hand, her perception of frustrations in her life is at a level
which indicates that she is very sure as to the sources of her frustra-
tions.

The synthesis index reveals a very pessimistic global outlook which,
viewed in relation to her perceptions of satisfactions, indicates that she
is in touch with reality. Additionally, even at times of her best levels
of functioning, her satisfaction/frustration balance reveals that she is
experiencing frustration overload. In essence, according to the HSSF,
this subject requires intensive psychosocial support, therefore, treatment
was introduced after completion of the scale dur‘ihg the second interview
instead of the third. (See Appendix E-2, Profile #2 for further analy-

sis.)

Visual Analysis.

Satisfaction, frustration and synthesis scores (Figure A-2) show
that baseline scores do not vary greatly, however, a marked deterio-
ration occurs in the third week, Phase B, which coincides with the
subject's admission to hospital and commencement of an experimental drug
treatment regime for AIDS. The next scores, delayed for three weeks
due to poor physical health and during which time HSF was maintained
for half-hourly ses§ions three times a week, shows that perceptions of
satisfaction have increased somewhat while those of frustration have
decreased noticeably and the synthesis, or global view of life, has
increased sharply. Scores for two weeks later show similar measures.
Although the first scores in Phase B reveal a marked deterioration and
one set of measures are missing, the general data trend suggests a

significant change in the direction expected.
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Statistical Analysis.
Statistical analysis was performed on the coping index (Figure B-2)

which reflects the satisfaction/frustration balance; that is, the dependent

variable.
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The two—standa‘rd deviation band approach (Shewart, 1931 cited by éloom
& Fischer, 1982) was calculated (Appendix F-2) and the results suggest
that change in the desired direction is statistically significant at the 0.05
levexl. (For a déscr‘iption of the Shewart chart and reasons for the
choice, see Appendix G-2.)
Although visuai and statistical analyses suggest that the HSF was
effective, it must be stressed that all phases were not complete and that
Phase A had only two data points, therefore,. it was impossible to check

for data independence, an assumption of this approach.

Analysis of the Self-Anchored Scale

Visual Analysis.
Phase A (Baéeline).

lnspection'of data (Figure C-2) recorded for all items of this scale,
with one exception, reveal high score levels. This indicates that the
subjéct is experiencing considerable stress as a result of the intensity of
her feelings with respect to the items. Moreover, the trend, indicated
by the interrupted line, is increasing in the direction which reflects a
heightening of the intensity of her feeling. The exception refers to the
memory item for which there are no records because this item did not

apply to the subject at that time.
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Phase B.

Although the data are incomplete for this phase, and overall, the
scores remain high, the line indicating the slope of the data suggests
that desired change is occurring in all items except for,anxiety‘ and
body-image. Anxiety shows an increasing trend but the slope of the
line is less than what is noted in the baseline; that is, a shift in magni~"

tude is noted. The data for body image reveal a leveling, however, the
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high score indicates that the subject is very concerned about her body
image. It is noted that in Phase B the subject starts to record data for
memory. This indicates that the subject did not perceive any change in
her memory until after she was admitted to hospital for treatment of
opportunistic infections.

In summary, visual analysis indicates that slight change occurred in
the desired direction following the application of treatment in most of the
items. However, the fact that her memory is seen to deteriorate, her
level of anxiety to increase and her body image to remain a major source
of concern, no definite conclusion can be drawn with respect to visual
analysis alone. Further, statistical analysis was not conducted on the
data because, due to incomplete data and phases, results would be erro-

neous.

Subjective Evaluation

At the end of each interview, subjects were asked for their subjec-
tive opinion with respect to the treatment. This subject felt that the
treatment helped her to get to know and to accept herself. In turn, she
became more accepting of others and, overall, she felt more in- control of
her very stressful situation. Thus, the positive HSSF results are sup-

ported by the consumer's opinion.
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Profile for Subject #3

Persona!l Data.

This subject presented as a very slim, tired-looking and sad young
man who contracted AIDS as a result of sexual behaviours related to his
homosexual orientation. He first learned, eight months before, that he
had the HIV when he was admitted to hospital suffering from a type of
pneumonia which is recognized as "an indicator disease" of full-blown
AIDS. This subject did not participate in support groups because he
found them "depressing." However, he had a '"buddy" with whom he
felt comfortable except for issues pertaining to confidentiality. In. addi-
tion, he had a very supportive family, supportive to the extent that the
subject felt overly protected. Interviews occurred in The University of
Calgary except for the first three interviews which took place at the
agency. The reason for the change of location was because the subject
perceived that the agency violated his confidentiality. Also, this subject
is self-employed on a part-time basis to supplement his governmental
pension for the handicapped (AISH). He is receiving an experimental

drug treatment for AIDS.

Analysis of the HSSF

Phase A {Baseline).

A summary analysis of the mean, according to established norms
(Heimler, 1975), indicates that satisfaction levels are such that this
subject would definitely benefit from rprofessional counselling as scores,
although at the upper border, fall into that category. Levels of
frustration support the proposition that counselling is indicated because

these levels exceed the expected levels suggested by the norms, for
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satisfactory functioning. The Coping. Index, or the Satisfaction//Frus-
tration Balance suggests that this subject falls in a category level that
requires counselling or other form of support. In addition, the level of
uncertainty experienced by this subject, with respect to hiS' perceptions
of sources of satisfaction and frusEration', extend well beyond the norms.

The synthesis scales, however, suggests a very optimistic outlook
on life. But, when viewed in relation to the satisfaction scale, this
outlook is wunrealistic. Even at his best levels of functioning, this
subject would benefit from suppor‘f of some kind while during his worst
levels of functioning the coping index suggests that intensive counsel-
ling, if not residential care, is required. In the final analysis, the
HSSF interpretation of baseline measures reveals that this subject is
definitely in need of counselling.

For the purpose of comparison, a Heimler interpretation of the HSSF
scores during the second Phase A suggests that levels of satisfaction
remain in the category requiring support, however, the score is in the
upper range. Perceptions of frustration, on the other hand, are at
levels low enough to permit good functioning. The coping index sup-
ports this position by revealing a level that presents adequate coping in
the absence of evidence to the contrary. Although levels of uncertainty
remain greater than the norms for satisfactory functioning they are
borderline. i

The synthesis index shows a little greater perception of optimism
regarding his global outlook on life, but, in contrast to baseline
measures, the synthesis is within a hormal range with regard to its
relation to the satisfaction index whi;:h suggests that this subject is now

in touch with reality. Moreover, at his best levels of functioning he
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experiences a lot of satisfaction and very little frustration. lndeewd, his
coping index indicates that he is coping well in the absence of evidence
to the contrary. At times, when his functioning level is at his worst,
his perceptions of satisfactions are such that support of some sort is
beneficial. However, the frustration lrevel is within the expected range.
for good social functioning. The coping ‘index shows that he needs
counselling or some other form of support. Therefore, according to the
HSSF interpretation, the HSF treatment caused bositive change (see

Appendix E-3, Profile #3, for further analysis).

Visual Analysis.

Visual inspection of the data (Figure A-3), recorded for the
baseline phase, show some variation in synthesis, satisfaction'and frus-
tration scores but no marked fluctuations. The synthesis scores show
an increasing trend while the satisfaction data entries show a decreasing
'frend. Although the frustration score decreases for the second data
point, it remains unchanged for the third entry. ‘

During Phase B, a general inspection of the data shows a change in
scores for the three variables. The synthesis, already at'optimistic
levels, shows an immediate increase after the first administration of
treatment, then a levelihg off occurs and is maintained until the termina-
tion of the study. Likewise, the first data entry for satisfaction,
following treatment initiation, shows a change ffom a decreasing to an
increasing trend in the desired direction and this trend continues except
for the fifth week of treatment when there is a decrease to a level seen
in the baseline phase. Scores related to frustration show a marked

decrease immediately after the application of treatment which is followed



85
by another marked decrease which, thereafter, levels off in the zone of

the expected range of scores associated with satisfactory levels of func-

tioning.
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The last Phase A, or the withdrawal phase, has one entry instead
of two because the subjectrwas out of town. Overall, this phase shows
that some change has occurred in two variables while the third, the
synthesis, remains the same. The syﬁthesis score which reflects a
global perspective of the subjects life is, and has been, at levels which
suggest optimism. The satisfaction score has decreased noticeably while
the frustration score increases slightly. Therefore, although the scores
did not return to baseline levels, which was not expected in light of the
nature of the treatment, this phase does reflect a slight deterioration of
the dependent variable. Therefore, it may be stated that the indepen-
dent variable has sc;me'effect because, when withdrawn, a change in
trend is noted (Bloom & Fischer, 1982; Kazdin, 1980).

A summary of the visual analysis, then, indicates that clinical sig-
nificance (Bloom §& Fischer, 1982) of treatment efficacy has occurred.
because in comparing data recorded across the phases it is noted that
the level between Phases ABA changes, the change occurs immediately in
the B and A Phase and the observed change in Phase B shows a marked
overall trend in the desired direction which reverses in Phase A.
Nevertheless, this is a tentative correlation approach and it is not con-
sidered errorless because all phases are not equal, in particular, the
baseline phase has only three measures. In order to establish stability
of data, at least five score are required in the baseline (Bloom ¢&
Fischer, 1982). Also, although the Phase B shows an immediate change,
Bloom and Fischer (1982) suggest that there is "considerable leeway" in
interpreting raw data és supporting one's hypothesis. Therefore, the
same data is transformed to a single score, the coping index, and a

statistical analysis is calculated for statistical significance.
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Statistical analysis was performed on the coping index (Figure

B-3), that is, the dependent variable. The two-standard deviation band

approach is calculated (Appendix F-3) and a statistically significant

PHASE A PHASE B PHASE A
2.5 I -
B l
—~ |
- |
— |
2.0 l
- |
- I
= - |
X
s |
[~
= - I
g |
Hal -
3 |
8 -y
- I
3 I
51,0 l—
g |
U’ =
u I
=
ey | UPPER BAND
o _—‘ - —— —— v e e e e
[=4 P O — - — — —_ —— —— -y -
s — LOWER BAND
-
2
0.5 fem |
= !
- |
- |
B |
°-°JI|I||IIIII|1LLIIIII||I
15

0 5 10
W:EKS

Figure B-3 Graph showing the two standard deviation bands

above and below the mean (The Shewart Chart)



88
change is noted to occur at the 0.5 level of probability. Two or more
observations falling outside of the bands during the treatment phase
indicate. a statistically significant change.

Although visual and statistical analyses supports the hypothesis
that the independent variable caused positive change, it is stressed that
all phases were not equal. In particular, the baseline did not have
enough data to test for independence, an assumption of the Shewart
appr‘oéch, and treatment was not applied in the same location across the

phases.

Analysis of the Self-Anchored Scale

Visual Analysis.
Phase A (Baseline).

The data collected for this phase (Figure C-3) indicate that an
increasing trend or deterioration is occurring for most items; the
exceptions are "cope'" and "memory." That is, the subject's sense of
independence or his ability to cope shows an overall decreasing trend or
a positive change. The extent to which he feels his memory has
changed reflects relatively high scores that remain stable over the
phase. Also, it is observed that the items which denote anger-3, that is
anger towards self, guilt and sin have low scores albeit the trend tends
towards a heightening of intensity. Additionally, it is noted that scores
for anger-1, anger-2 and anxiety fall within a relatively high intensity

range.
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o

Phase B.

During this phase, data for all items show more or less some insta-
bility, nevertheless, the general trend is of a decreasing nature which,
in turn, indicates desired change. As well, it is noted that data are
consistently recorded except for four entries, dayé 35, 48, 59 and 60.
It is also observed that the intensity of most items tend to spike

irregularly over this phase, most notable are the items reflecting anger—1
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and anxiety. In contrast, the high scores recorded in the baseline for
memory and body image are seen to decrease and then stabilize at a
score low enough to suggest that these items are no longer considered
problems. Furthermore, during the second Phase A Vvisual inspection of
data suggest that the gains seen in Phase B are maintained for all items.

Overall, then, visual analysis of daily data indicate that change has
occurred in Phase B when compared with Phase A and this change is
continued, as is expected, in the second Phase A. Nevertheless, since
the phases are not equal, and without the computerized slope drawing, it
would be difficult to draw definite conclusions from the data with respeét

to clinical significance. Therefore, a statistical analysis is conducted.

Statistical Analysis.

The autocorrelation tests (Box & Jenkins, cited in éPSSX User
Guide, 1986) were conducted on the data for the nine items ahd some
scorés are seen to be serially dependent in the first few lags of Phase A
(Appendix H-3). For example,-anger-1, anger-2, memory and body M
(body image) are moderately correlated, however, the tendency
disappears quickly. Therefore, this data is considered independent; an
assumption necessary for the performance of a t-test.

Therefore, t-tests we-re conducted to test for significant difference
at .05 level between the means of Phases A and B and Phases A and A.
The results (Figure D-3) indicate that a significant difference.greater
than the predetermined alpha level was obtained for anger-1, anger-2,
anxiety, cope, memory and body M (body image) while no significant
differences are seen in the items: anger-3, guilt and sin. This

information is in agreement with that obtained in the visual analysis.



GROUP 1 - GROUP €@ 1.
GROUP 2 = GROUP EQ 2. .
SEPARATE VARIANCE ESTIMATE
VARIABLE NUM3SER STANDARD T DEGREES OF- 1 =TAIL
OF CASES MEAN  DEVIATION VALUE FREEDOM PROB.,
ANGER1 . '
GROUP 1 19 7.1579 0.688
17.53 88.63 0.000
GROUP 2 106 2.5849 2.138
ANGER2
GROUP 1 19 6.0526 1.508 :
11.21 23.65 0.300
GROUP 2 106 1.8962 1.373
ANGER3
GROUP 1 19 2.0000 1.291
. 1.58 23,63 0.06
GROUP 2 106 1.5000 1.173
GUILT
GROUP 1 19 1.5789 1.387
053 21.68 0.30
GROUP 2 106 1.4057 0.881
ANXIETY
GROUP 1 19 642632 0.806
: 1237 60,02 0.200
GROUP 2 105 3.9566 1.871"
COPE :
GROUP 1 13 2.6842° 1.108
1,77 25.99 0« 04
GROUP 2 106 2.1887 1,188 -
SIN
GROUP 1 19 1.3158 0.946
Oabd 21.12 0ep2
GROUP 2 105 1.2170 0.647
e cemcccemene—~————— e mmne—————————— - -
MEMORY
GROUP 1 19 5.5789 0.692
8.45 123 0.000
GROUP 2 105 2.2736 1.636
BODYM
gROUP 1 19 6.0526 0.911
9.59 123 0.000
GROUP 2 106 2.0849 1,757

Figure D-3 The t-test results where group 1 refers

phase A and group 2 to phase B.

to

91



‘92

Figure E-3 shows 'the significant differenqes that exist between
baseline and withdrawal phases. It is noteworthy that anger-3 and guilt
now show that a significant difference occurred relative to the alpha
level .05. In this light, then, visual and statistical analysis of those
items which were considered problematic for this subject indicate that a
significant change occurred in the right direction as a result of the

treatment.

Subjective Evaluation

This subject stated that the treatment helped him to see that any
change in his situation would be the result of his own efforts. As a
result, he sought and found a medical research program that accepted
him for the experimental testing of drugs intended to combat the virus's

virility.
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GROUP 1 = GROUP £ 1.
GROUP 2 =~ GROUP £Q 3.
SEPARATE VARIANCE ESTIMATE
VARIASBLE VUM3ER STANDARD T OEGREES 0F 1-TAIL
OF CASES MEAN  DEVIATION VALUE FRE EDOM PROB.
ANGERT T
GROUP 19 7.1579 0.688
22.50 50.25 0.000
GROUP 34 1.6176 1.101
ANGER2 B
GROUP 19 6.3526 1.508 .
12.93 21.27 0.000
GROUP 34 1.3824 0.604
ANGER3
GROUP 13 2.0000 1.291
1.75 26413 0.04
GROUP 34 1.4412 0.705
GUILT
GROUP 19 1.5789 1.387
1482 18.00 0. 04
GROUP 34 1.0000 0.000
ANXIETY
GROUP 19 6425632 0.806
: 22.10 26467 0.000
GROUP 34 1.8235 0.459
COPE
GROUP 19 2.6842 1.108
4.98 21.92 0.000
GROUP 34 1.3529 0.485
SIN
GROUP 19 1.3158 0.946
- 1.46 18.00 0.163
GROUP 34 1.0000 0,000
MEMORY
GROUP 139 5.5789 0.692
28.16 19.24 0.000
GROUP 34 1.0294 0.171
500YM
GROUP 19 640526 0.911 "
26417 18.00 0. 000
GROUP 34 1.0000 0.000

Figure E-3 The t-test results where group 1 refers to
phase A and group 2 to withdrawal phase A.
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Profile for Subject #u4

Personal Data.

This tall, slim 24-year-old male was part-time employed in a volun-
teer activity and relied on income security (AISH) for finances. = His
education included three years in general studies at the university level.
He contracted AIDS as a result of sexual behaviours; he was diagnosed
as suffering from full-blown AIDS six months previously and ;/\/as receiv-
ing experimental drug treatment as a participant in. a medical research
program on AIDS. He was of a homosexual orientation but did not have
a monogamous lover relationship. He participated in the PWA support
group but did not utilize a buddy. Interviews took place in the agency
except while he was in hospital. He did not complete the study because
of his demise. In all, five intervievs;s occurred, two of which involved

the application of treatment.

Analysis of the HSSF

Phase A (Baseline).

A brief interpretation of the HSSF mean of means shows that this
subject is functioning well insofar as his perceptions of satisfaction in
his life are high enough and those of his frustration are low enough to
permit good functioning. This is supported by his coping index which
is in the expected range for good functioning in the absence of evidence
to the contrary. The swing within the positive index is within the expec-
ted range while the swing in the frustration is greater than what is
expected. The synthesis scale shows an optimism that is in agreement

with his positive mean. However, at his worst levels of functioning, his
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coping index suggests that he is in need 6f counselling or other form of
support.

For comparison purposes, an interpretation of the last scale
recorded in Phase B presents information similar to that seen in the
baseline insofar as this subject has high enough satisfaction and low

enough frustration to function well.

Visual Analysis

Inspection of the satisfaction index (Figure A-4) shows an increas-
ing trend in the data, in an improvement direction, for Phase A that,
during Phase B, decrease which indicates a negative response to treat-
ment. The synthesis data, however, indicate an irregularity in the
baseline which tends to increase in Phase B, therefore suggesting that
his global view of life is improving. The frustration measures show a
decreasing trend in the baseline which levels but increases initially in
the B Phase and then drops to a level below that recorded in the base-
line. Therefore, visual analysis does not permit a clear statement to be
made with respect to clinical significance. Moreover, the study is
incomplete and because there are not enough data, statistical analysis is

withheld.
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Analysis of the Self-Anchored Scale

Visual Analysis.
Phase A Baseline.

Figure C-4 shows that, for the subject, only threé items were rele-
vant. For example, he did not feel any angers, 1, 2 or 3; he did not

experience any feelings of guilt or sin and, for this phase, he felt quite

independent insofar as coping presented no problems.
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However, the extent to which he felt anxious js seen in fairly high,
unstable scores which, according to the interrupted line, reflect an'
increasing, or worsening, trend. In contrast, scores reflecting memory

and body image show a decreasing trend or improvement.

Phase B.

The data reflecting anxiety intensity indicates the subject's percep-
tion of anxiety is reduced in this phase and that, overall, this reduction
is maintained. For example, in contrast to the increasing trend of the
interrupted line in Phase A, the level of the line has dropped and shows
no gradient for Phase B. During this phase it is noted that the subject
perceived a small change to occur in the item, cope.

Visual analysis presents difficulties in that data for all phases are
incomplete, therefore, no conciusions are possible. Moreover, for the

same reasons, statistical analysis cannot be conducted.

Subjective Evaluation

This subject felt that the treatment helped him to focus on the
present; thus, he was able to live each day at a time to its fullest

rather than to dwell on the termination of his iife.
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Profile for Subject #5

Personal Data.

This very slim, fragile-appearing male has recently been diagnosed
as having AIDS. He had resigned his job because of the inherent risks
therein for infection transmission and because persistent fatigue excluded
the necessary activities required to keep his job. At the time of his
entry to the study, he had no income but his application for AISH was
in process., He lives with his lover and has a relationship which is
monogamous. He has a "buddy" and he attends the PWA group but both
these support systems are utilized irregularly because he feels that
neither of them satisfies his needs. He completed high school education

and earned a post-graduate diploma related to his career.

Analysis of the HSSF

Phase A (Baseline).

A summary analysis of the mean of means of the data recorded for
the baseline indicate that this su_bject would benefit from counselling.
His satisfaction levels are similar to those that suggest the person is
definitely in need of counselling while his frustration levels also confirm
that he is definitely in need of counselling. The analysis of the coping
index suggests that intensive counselling is required. |

The swing within the positive index, mean of baseline measureg, is
greater than expected, while that of the frustration levels is even
greater than expected indicating that he is uncertain of both the sources
of his satisfaction and frustrations. The synthesis score reveals a
gloomy outlook on life. However, in relation to his perceptions of satis-

factions in his life, he is overly pessimistic in his evaluation of his total
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situation. Moreover, at times of both his best and worst levels of func-
tioning, thfs subject is in a category V\;hiCh again kconfir’ms that he is
definitely in need of counselling as his perceptions of frustration over-
wheim those  of satisfaction. Moreover, his global outlook on life is
overly gloomy.

A brief comparison of baseline HSSF data with those recorded for
the last entry in the B Phase indicate that change has occurred in satis-
faction, frustration and synthesis levels. His levels of satisfaction are
now in the category which suggests good social functioning while those
of frustration are low enough to permit a satisfactory balance. Analysis
of his coping index suggésts that he is in the category of persons who
have been seen to cope well in absence of evidence to the contr:ary.

The swings, for both indices, remain greater than expected but are
closer to the upper limits, in particular, that of the frustration index.
This, then, suggests that he is somewhat more sure of the sources of
his satisfaction and frustrations. His outlook on life has changed dra-
matically in terms of his synthesis data. Moreover, when examined in
relation to the positive mean, it is seen that he is in "touch with
reality." Even at his worst levels of functioning, this subject is experi-
encing high enough levels of satisfaction and low enough levels of frus-

tration for good social functioning (see Appendix E-5 for a closer

analysis).

Visual Analysis of Data
Inspection of baseline data (Figure A-5) indicate a deteriorating
trend. - The satisfaction and synthesis scores decrease while those of

frustration increase in the second data recordings. This position
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appears to stabilize over the following two data points but this is not

certain as there are too few data records.
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The B Phase shows that imﬁediately following the application of the
‘independent variable a change occurs. The satisfaction and synthesis
scores increase noticeably while those of frustration show an exceptional
decrease. The increasing trend in satisfaction and synthesis scores, for
the most part, is seen to continue across this phase. It is obséerved
that the frustration scores continue on a decreasing trend across three
data points and then stabilizes at an acceptable level.

During the withdrawal phase, a change is noticed only in the satis-
faction score and the direction of the change indicates a decrease in
satisfaction upon withdrawal of treatment, however, scores on synthesis
and frustration are maintained. As previously noted, this is expected
beca‘use the independent variable creates lasting change.

The visual analysis of measures recorded across Phases A, B and A
suggest that the independent variable caused change in the dependent
variable because the change is noticeable and immediate early in Phase B
and the trend of change continues in subsequent scores. Also, the
upward trend in the synthesis stops .in the second Phase A and that of

satisfaction drops, the level of the frustration score is maintained.

Statistical Analysis
Shewart's two-standard deviation band statistic was conducted
(Appendix F-5) and the results (Figure B-5) indicate that the treatment

was effective at a statistically significant probability level of .05,
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Analysis of the Self-Anchored Scale

Visual Analysis.
Phase A (Baseline).

Inspection of data (Figure C-5) reveal that the items of greatest
concern are anger-2, anxiety and cope. The trend for anxiety and
cope suggests a deterioration is occurring while a very slight decreasing
trend is detected for anger-2, Anger-1 shows an unstable but
increasing trend. Data for anger-3 is also unstable and sometimes
moderately intense but the overall trend, as indicated by the interrupted
line, is in the decreasing direction. The data for guilt also shows an
increasing trend while those of memory andu body image reveal a
decreasing trend. It is noted, however, ’éhat in the beginning of this

phase, the subject's perception of memory change is relatively high.

Phase B.

Early in Phase B a change in data intensity is observed for most
‘items. The change is immediate, noticeable and in ’ghe desired direction.
The excteptions are memory and body image and the data for these items
stabilize and maintain stability over the phase. The remaining items also
acquire a stability that is more or less maintained. It is observed,
however, that anger-2 exhibited a marked increase over a period of days
and then subsided to a level below previous records. In addition, data
for the second Phase A suggest that gains seen in Phase B are main-
tained as is expected.

An overall visual inspection of Phases A and B indicate that desired

change occurred as a result of the application of treatment.
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Statistical Analysis

The autocorrelation tests (Boxla Jenkins, cited in SPSSZ User
Cuide, 1986) indicate that the data is independent except for scores 1, 2
and 3 for the items guilt, anxiety andrcope and in score one for sin and
memory. Since serial dependency is not continued statistical analysis is
conducted by way of‘b¢e§ts. The t-tests are applied to Phase; A ana B
and Phases A and A to determine if there are significant differences
existing between these phases. It is observed (Figure D-5) that a
significant different does exist between the phases for all items except
for body M (body image). Further, for most items the level of
significance obtained is greater than the predetermined level (.05). An
examination of the results for Phase A relative .to the withdrawal phase
(Figure E-5) supports the view that the significant positive change
achieved in Phase B has been maintained as is expected.

Overall, visual and statistical analyses of the items in the
self-anchored scale suggest that a significant changé, in the desired
direction, has occurred as a result of treatment. The exception is for
item #9, body image, which was not considered to be in a problem
range. Therefore, findings of the self-anchored scale support those of

the HSSF.
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GROUP 1 - GROUP EQ 1.
GROUP 2 - GROUP ERQ -2e
SEPARATE VARIANCE ESTIMATE
VARIABLE NUMBER STANDARD T DEGREES OF 1-TAIL
OF CASES MEAN  DEVIATION VALUE FREEDOM PROB.
ANGER1
GROUP 1% 13 1.6923 1.251
1.83 12.25 6.047
GROUP 2 94 1.0532 0.340
ANGER2 7
GROUP 1 13 4.1538 2.230 i
3.26 13.30 0.003,
GROUP 2 94 2.0851 1.381
ANGER3
GROUP 1 13 3.0769 1.256
4.84 13.46 0.000
GROUP 2 94 1.3404 0.824
GUILT
GROUP 1 13 2.6154 0.768
7.02 13.19 0.000
GROUP 2 94 1.0851 0.456
ANXIETY
GROUP 1 13 5.4515 1.127
9.28 13,60 0.000
GROUP 2 94 2.4681% 0.772 :
COPE
GROUP 1 13 4.5385 1.050 :
6472 13.51 0.000
GROUP 2 94 2.5213 0.699%
SIN
GROUP 1 13 2.0769 0.494
6230 16.64 0.000
GROUP 2 94 1.1702 0.431
MEMORY
GROUP 1 13 3.1538 1.214
] 4,08 12.51 0.00L
GROUP 2 94 1.7660 0.474
800YM
GROUP 1 13 2.2308 0.927
0.77 12.20 0.230
GROUP 2 94 2.0319 0.230

. Figure D-5 The t-test results where group 1l refers to phase A
and group 2 to phase B ;



GROUP 1 =~ GROUP £Q 1.
GROUP 2 = GROUP EQ 3.
SEPARATE VARIANCE ESTIMATE
VARIABLE NUM3ER STANDARD T DEGREES OF 1 -TAIL
OF CASES MEAN  DEVIATION  VALUE FRE ED OM PROB.
ANGER1
GROUP 1 13 1.6923 1.251
2.00 12.80 0.03
GROUP 2 22 1.0000 0.000
ANGER2
GROUP 1 13 4.1538 2.230
5.01 12.13 0.000
GROUP 2 22 1.0455 0.213
"ANGERS3
GROUP 1 13 3.0769 1.256
5.96 12.00 6.000
GROUP 2 22 1.0000 0.000
GUILT
GROUP 1 13 2.6154 0.768
7.58 12,00 0..000
GROUP 2 22 1..0000 0.000
ANXIETY ﬂ
GROUP 1 13 5.6615 1.127
11.11 12,51 0.000
GROUP 2 22 1.9545 0.213
COPE
GROUP 1 13 4.5385 1.050 ‘
8.72 12.00 - 0.000
GROUP 2 22 2.0000 0.000
SIN
GROUP 1 13 2.0769 0,494
7.87 12.00 0.000
GROUP 2 22 1.0000 0.000
MEMORY
GROUP 1 13 3.1538 1.214
640 12.00 0.000
GROUP 2 22 1,0000 0.000
8ODYM
GROUP T 13 2.2308 0.927
0.90 12.00 0.193
GROUP 2 22 2.0000 0.000

Figure E-5 The t-test result
and group 2 to withdrawal ph

s where group 1 refers to phase A
ase A. .
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Subjective Evaluation

This subject believed that he benefited from the treatment insofar
as the meaning of his life changed. For example, the treatment helped
him to accept the terminal nature of his iliness which, in turn, caused
him to attend to the necessary business of making a will, arranging and
paying for his funeral, etc. Thereafter, the subject made the most of
each day in terms of building on his relationships withihis loved one(s).
In addition, his physician felt that the treatment helped the subject in
that he noted the subject was coping well and had a very positive

attitude.
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Profile for Subject #6

Personal Data.

This 29-year-old, unemployed male was referred to the study by
AIDS Calgary Agency. He is diagnosed as having AIDS and contracted
the infection through engaging in homosexual activities. He has a
monogamous relationship with his lover and receives Income Assistance
(AISH). He has a grade ten level of education but he, also, received
some training related to his career. He attends the PWA support group
but does not use a "buddy." This subject presented as being very thin
pale, lethargic and shy. He didlnot commence treatment until after the
completion of the fourth scale because, being a holiday season, he did

not want to give the time required for a treatment session.

Analysis of the HSSF

Phase A (Baseline).

A summary analysis of the HSSF, according to the prescribed inter-
pretation, shows that this subject's levels of satisfaction and synthesis
are too low for good functioning while that of frustration is too high.
The mean scores for the baseline indicate that this subject is definitely
in need of counselling as both his satisfaction 'and frustration scores are
in this category of the established norms. The analysi_s of the coping
index compares with norms expected in psychiatric patients.

The swings within each index are within the expected range. The
synthesis score infers a gloomy outlook, however, in relation to the
positive mean, it is within the range that suggests the subject is in
touch with reality. - Lastly, even during his best levels of functioning

this subject needs intensive counselling.
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Phase B

A HSSF interhpretation of the data for the last entries for Phase B
show that the satisfaction level is such that counselling or other form of
support could be beneficial while the frustration level is in a category
which has been observed in persons who function well, The analysis of
the coping index suggests that he is probably coping well in the absence
of evidence to the contrary. '

The swing within éach index is in the-expected range. The syn-
thesis score is in a range that suggests an optimistic outlook on life
and, when examined in relation to the satisfaction mean, it is suggested
that this subject is in touch with reality. Lastnly, during his best levels
of functioning, this subject copes well; however, at his worst levels, hef
would benefit from counselling or other form of support (see Appendix

E-6 for further analysis).

Visual Analysis

Inspection of baseline data (Figure A-6) shows a marked decreasing
trend in the synthesis data v;/hich stabilizes ~ at the fourth entry;
satisfaction scores show an unstable decrease/increase/decrease pattern,
that is, no trend can be observed. The frustration scores reveal an

overall decreasing trend in a direction that suggests improvement.
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PHASE A 4 .PHASE B . I PHASE A
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Figure A-§ Graph showing the extent of the subject'§
perceptions of satisfaction, frustration and synthesis
across phases A, B and A.’

LEGEND
0.: Synthesis
0 : Satisfaction -
A : Frustration,

Visual analysis of Phase B shows a noticeable and immediate change

in synthesis, satisfaction and frustration scores following the intro-

duction of the independent variable. Thus, according to single-system
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research theorists (Bloom & Fischer, 1982; Chassin, 1979; Kazdin, 1982;
and others) this is an indication that the treatment is responsible for the
change because without effective treatment the trend noted in the
baseline would probably continue. Further, visual inspection of this
phase reveals that this trend continues until satisfactory levels of
synthesis, satisfaction and frustration scores are achieved.

Following withdrawal of treatment, Phase A, it is seen that the
synthesis scores increase somewhat and then level off, the satisfaction
score drops somewhat but then increases to a prewithdrawal level and
the frustration scores increase and then decrease to a prewithdrawal
level. Although the scores do not return to baseline levels, the
decrease in the satisfaction score in conjunction with the increase in the
frustration score may be viewed as a result of the initial withdrawal of
treatment. However, as previously stated, the second Phase A data is
not expected to return to baseline levels. Nevertheless, an overall
inspection of the three phases does support the opinion that change has
occurred in the desired direction. A statistical analysis is broposed to

~confirm or deny this position.

Statistical Analysis

The celeration line statistical test was computed (Appendix F-6) on
the coping index data (Figure B-6) and the results indicate that a sta-
tistically significant change has occurred in the right direction at the
.05 level of‘ probability (see Appendix G-3 for description of the

celeration line approach and the reasons for its use).
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PHASE A PHASE B PHASE A

Index)

(Coping

Frequency scores

WEEKS

Figure B-g Graph showing the celeration line projection from
Phase A across Phase B.

Analysis of the Self-Anchored Scale

Visual Analysis.
A cursory inspection of Figure C-6 indicates that although Phase A
is prolonged only ten data points are recorded. As well, it is observed

that data is not recorded for several days during Phase B. The reasons
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for incomplete data, as previously mentioned, are due to holidays and

house guests.

Phase A Phase B Phase A
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Fig. C-6 Graphic illustration of the daily

data obtained from the self-anchored .scale.

The interrupted lines represent the levels/trends
occurring across the phases. ’

Phase B.

Some change appears to occur in this phase in that the overall
intensity of scores are reduced. Specifically, the levels and trends of
anger-2, cope and sin have decreased. For example, thé initial drop in

anger-2 has changed the level of the interrupted line and over the
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remgining data points the decreasing trend is gradual. Likewise, data
for anger-1 reveal an initial marked decrease that appears to stabilize
and the interrupted line indicates that a slight decreasing trend is
maintained for the phase. Data for anger-3 suggest the subject experi-
ences bursts of fairly intensive anger towards himself but the overall
trend is a decreasing one. Although the data for guilt also reveals a
decreasing trend, the variance in the data is pronounced. The same is
noted for anxiety and cope. As well, data for sin show a reversal of
trend which is maintained. Records for memory indicate that a change
in level has occurred which, although appearing unstable is maintained.
The decreasing trend noted in Phase A for body image has changed in
level and, then, continues in a decreasing manner.

The second Phase A reveals that the intensity of most items have
leveled and for the rest of the items the trend continues in the desired
direction. In essence, visual examination of data tends to support the
view that clinical significance has been achieved, however, because o'f
the difference in phase lengths and due to missing data, no definite

conclusions are drawn at this time.

Statistical Analysis.

The autocorrelation tests (Box & Jenkins, as cited in SPSSX User
Guide, 1986) for serial dependency was conducted. Since dependency
was observed (Appendix H-6) in lags 1 only for items guilt and body M
(body image) data independence is assumed. The t-tests were conducted
to determine if significant changes occurred between Phases A and B and
Phases A and A. The results (Figure D-6) indicate that a statistical

significance, greater than the preset probability level, occurred in all
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items for the Phases A and B comparisons. An examination of the
results for phases baseline and withdrawal (Figure E-6) reveal that

significant differences exist for all items.

GROUP 1 = GROUP £Q Te

GROUP 2 - GROUP £Q 2. :
SEPARATE VARIANCE ESTIMATE
VARIABLE NUMBER STANDARD T vecrees of 4 -tapf.
OF CASES MEAN  DEVIATION  VALUE FREEDOM PROB.
ANGER1
srouP 10 4.5000 2.321
3.85 10,34 J. 0@
GROUP 54 1.5741 1,449
ANGER2
GROUP 10 4.2000 2.616
3.24 7.53 0.006
GROUP 54 1.4815 1,041
ANGER3
GROUP 10 4.2000 1.314
4.38 10.73 0.00)
6ROUP sS4 1.5741 1.283 -
GUILT
GROUP 10 7.1000 1.853
6452 11.50 0.000
GROUP 54 3.0370 1.566
ANXIET
GROUP 10 7.0000 2.000 -
: 5.39 10462 0.000
6ROUP (13 L YV 1.369
coPe
GROUP 10 649000 1.729
5.90 12.53 0.000
6ROUP 54 3.3889 1.720
SIN
GROUP 10 6,3000 1.829
5.78 10.17 0.000
sROUP S4 2.3519 1.071
MEMORY .
GROUP 10 $.4000 0.843
515 15.74 0.000
srROUP 54 3.8148 1.134
BODYM
GROUP 10 649000 0.994
12.53 19,19 0.000
GROUP 54 2.0926 1.617

-~

Figure D-6 The t-test results where group 1 refers to phase

4 and group 2 to phase B.
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Therefore, gains seen as a result of treatment are maintained following

the withdrawal of the treatment as was expected.

then, suggest the independent variable caused desired change.

GROUP 1 - GROUP ) 1,
GROUP 2 = GROUP EQ 3.
SEPARATE VARIANCE ESTIMATE
VARIABLE NUMBER STANDARD T DEGREES OF J4-TAIL
OF CASES MEAN  DEVIATION VALUE FREEDOM PROS.
ANGER1?
GROUP 1 10 4.5000 2.321
4,77 9.00 0.001
GROUP 2 29 1.0000 0.000
ANGER2 )
GROUP 1 10 4.2000 2.616
3.87 9.00 0.004.
GROUP 2 29 1.0000 0.000
ANGER3
GROUP 1 10 4,2000 1.814 .
Se58 9.00 0.000
GROUP 2 29 1.0000 0.000
GUILT
GROUP 1 10 7.1000 1.853
9.28 10.00 0. 000
GROUP 2 29 1.5172 0.738
ANXIET
GROUP 1 10 7.0000 2.000
7.27 7448 0.000
GROUP 2 .29 2.3448 0.553
COPE :
GROUP 1 13 6.9000 1.729
. - 8.89 9.30 0.000
GROUP 2 29 2.0000 0.378
SIN
GROUP 1 10 6.3000 1.829 .
Tehtb 7.00 0.000
GROUP 2 29 2.0000 0.000
MEMORY
GROUP 1 10 5.4000 0.843
12475 3.00 0.000
GROUP 2 29 2.0000 0.000
800YM
GROUP 1 10 6.9000 0.994
15458 .00 0. 000
GROUP 2 29 2.0000 0.000 .

-etus -

Figure E-€ The t-test results where group 1 refers to
phase A and group 2 to withdrawal phase a.

Statistical analyses,
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Subjective Evaluation

¢

This subject stated that the treatment helped him to identify ‘and to
focus on the major problems in his life. In doing so he accepted the
terminality of his life, made his will and funeral arrangements and
commenced to seek family members for the purpose of mending relation-
ships. Also, this subject noted that the treatment helped him to seek a
balance in terms of his own personality. For example, instead of
behaving in the shy, retiring manner customary for him, he assumed
leadership roles in activities designed to create required change and to

help others understand what it is like to have AIDS.
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Profile for Subject #7

Personal Data.

This 23-year-old, homosexually oriented young male had lost his
lover, of a long-standing monogamous relationship, just prior to entry to
the study. Although his lover died as a result of the HIV infection,
both of them were diagnosed as having AlDS-related illnesses. Although
this subject appeared keen to participate in the study, he withdrew
voluntarily because he could not remember to keep his appointments. At
this time, his forgetfulness was not considered to be related to his
disease but later he was diagnosed as having a brain tumor. For this
reason, only one measurement is recorded for the HSSF and no daily
data for the Self-Anchored Scale were obtained. This subject is now

deceased.

Analysis of the HSSF

Phase A (Baseline).

This subject's perception of satisfaction is within a range that sug-
gests good functioning while his synthesis level reyeals a very optimistic
outlook on life. On the other hand, his frustration score is within a
range which suggests that the subject is definitely ih need of counsel-
ling. His coping index is also in the range that indicates intensive
counselling would be beneficial.

‘This chapter, then, examined the results of the data obtained from
both the HSSF and self-anchored scales. The HSSF scores were inter-
preted according to established norms and graphs were visually and
statistically analyzed. Likewise, measures obtained "from the self-

anchored scale were visually and statistically examined. The next
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chapter discusses the conclusions and implications of the results of the

study.



CHAPTER SIX

DISCUSSION AND CONCLUSIONS

This chapter outlines the results and co\nclusions of the study.
References to pertinent literature are made with regard to identified
psychosocial themes. The significance of the study is considered as well
as its limitations. Implications for social work and future research are

delineated and, finally, a summary of the study is provided.

Discussion

The results have indicated that a statistical significance was
achieved fo‘r the four subjects who completed the study. However, some
findings require further explanations, therefore, a brief subject profile

follows which is intended to respond to data discrepancies.

Profile for Subject #1.

In the visual analysis of the HSSF data, the change occurring
immediately following the introduction of treatment was in a direction
opposite to what was expected. It is suggested that the reason for the
marked deterioration is indeed the result of treatment but it is not
regarded as a negative outcome. On the contrary, since the focus of
the treatment is to create self-awareness, the first applicatrion may have
caused the subject to take a closer, more realistic view of his situation
rather than one based on denial. Consequently, the observed negative
change (s seen as the first step taken towards self—responsibilify
insomuch as he permitted himself to recognize and to express the extent

of frustration in his life. Additionally, he accepted hospitalization as a
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route that would promote the healing process. Moreover, in collaboration
with his psychiatrist, psychiatric therapy was terminated. Therefore,
the unexpected negative outcome is interpreted as being positive.

This position is supported by data from the HSSF subscales. For
example, in the comparisons of the synthesis indfces with those of satis-
faction it ‘was noted -that during the baseline phase the subject's outlook -
of life was unrealistic while data for dthe withdrawal phase indicated that
he was in touch with reality. Also, visual analysis of some items on the
self-anchored scale and the HSSF revealed a decreasing trend during the
baselines, thus, it may be assumed that improvémeﬁt is already in pro-
gress. However, Bloom and Fischer (1982) comment that such a phenom-
enon has been known to occur and they suggest that it may be due to
an optimism evoked in the subject by the prospect of therapy. Conse-
quently, these authors emphasize that baselines should be continued
until a pattern indicating aata stability is achieved. [t has been men-
tioned previously that a lengthy baseline was considered unethical for
the subjects participating in this study, therefore, baselines were not
long enough to establish stability of data. It is suggested, however,
that entry to the strudy may have resulted in the optimism noted by the

above writers.

Profile for Subject #2

[t was postulated that some improvement was evident in the data
obtained from both scales. In particular, a mar‘ked'change was noted to
occur (Appendix E-2) in the Subject's outlook of life, that is within the

synthesis scales.
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[t is suggested that this change came about as a result of the sub-
ject becoming more accepting of herself and others. For example, she
came to recognize that she was a high achiever and that she had
achieved many of her goals; hope for the future which originally was
perceived as a cure for her illness changed to mean freedom from pain
(in all dimensions) which would come with her death; life's meaning
changed too, insofar as this subject viewed death as another stage in
her development.

It is noteworthy that as the disease progressed and physical pain
increased the subject became more and more concerned about the pos-
sibility of having to ingest analgesics to which she had been addicted.
That is, she felt that if such drugs were required to alleviate pain, she

would lose her sense of dignity, worth and self-control.

Profile for Subject #3.

It was noted that data for the self-anchored scale items, pertinent
to this subject, tended to "spike" frequently, particularly in those areas
reflecting anger towards physicians and caregivers.

It is posited that this tendency is the result of the subject's expe-
rience. For example, since the treatment motivated the subject towards
self-help, that is, he became a consultant with respect to his own health
care, many caregivers, including physicians, viewed him as a threat to
the health care decision-making process. Although the subject under-
stood the helplessness sensed by caregivers insofar as they could offer
no cures, there were occasions when behaviours and verbal remarks
justified the subject's anger. For instance, the fact that this subject

made his will and funeral arrangements indicate that he understood the
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terminal nature of his illne'ss, yet, because he sought to participate m
an experimental drug treatment for AIDS, insisted on healthy nutrition,
refused to participate in unrewarding group activities, refused to take
prescribed medication known to affect his AIDS treatment, took active
steps to change existing unfair policies with respect to the availability of
AIDS treatment drugs for all PWAs and PTPs, and made every effort to
maintain. his handsome personal appearance, he was frequently accused of
being unrealistic to a degree that psychiatric care was prescribed. In
turn, this situation caused changes to occur periodically in other items

in the scale as well as in the angers-1 and -2.

Profile for Subject #4.

Although no statements can be made with respect to the efficacy of
the independent variable for this subject, results of both scales tar‘e such
that some explanations are required.

The HSSF results indicate that the subject is experiencing
satisfactory coping levels and this is supported by the results of the
item cope in the self-anchored scale. In addition, many items such as
angers-1, -2, -3, feelings of guilt and sin are denied, yet, the cir-
cumstances surrounding the subject's situation were s.uch that a reversal
of the obtained results would be more likely. Therefore, it is suggested
that this subject may have relied on the defence mechanism denial to
cope with his very stressful situation. This observation is in accordance
with the literature (Kubler-Ross, 1969, 1987; Lamke & Marguardt, 1987;
Salisburg, 1986; Saunders, 1978) on the péychosocial aspects of AIDS.
Additionally, it is, essentially, in agreement with the subjective evél—

uation offered by the subject. It is important to note that the treatment
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under examination accepts such mechanisms as ways of coping until such

time as the subject is ready for change.

Profile for Subject #5.

The dramatic changes observed in the -synthesis scales (Appendix
E-5) require further explanations. For example, following treatment it
is noted that the subject's hope for the future increased from 2 out of
20 to 20:20 and life's meaning changed from 3:20 to 20:20. As was
noted for Subject #2 it appears that the treatment helped the subject to
accept. his mortality and other frustrations that are evoked as a conse-
quence of the disease. In an attempt to turn these frustrations or
stressors into satisfaction, the subject attended to the necessary busi-
ness of settling his estate and last rites. Thereafter, he focused his
attention on personal growth in terms of reviewing his life's achieve-
ments, social relationships, and recognizing relations between the
present, the past and the future. In this way, the subject dealt with
his feelings of guilt, sinfulness, insecurities, depression, potential loss
of his own life, loss of friends, etc. This stage of accep;cance to termi-
nal illness has been noted by other authors and is a suggested goal of
psychosocial treatment (Butler, 1979; Kobler-Ross, 1969, 1987; Salis-
bury, 1986; Saunders, 1978).

In addition, the above tasks appeared to be facilitated by the
subject's interest in literature that promoted a holistic view of life espe-
cially as it pertained to the spiritual dimension and the utility of

maintaining a sense of humour.
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Profile for Subject #6

For this subject, as with Subjects #2 and #5, exceptional changes
are noted to exist between pre- and post-treatment synthesis scales.
Again, the same reasons that were offered for Subject #5 are reiterated
for this sué)ject because as soon as the subject expressed the fact that
no cure was forthcomihg for his illness and that his early demise was
inevitable,.he voiced the need to formally make his will, his funeral
arrangements and to say his goodbyes. Upon completion of these tasks
the subject became more outgoing and felt himself to be more in control
of his life. Nevertheless, as may be observed in ’ghe visual examination
of the self-anchored scale, the | subject continued to experience
frustration, however, the intensity was not perceived to be so acute an'd?

he felt in control despite frequent frustrations.

Summary

Notwithstanding the statistically significant improvement noted for
the four subjects who completed the study, it is suggested that subjects
will, at times, as the disease progresses, experience overwhelming
amounts of frustration relative to total satisfactions arnd at such times
effective professional intervention should be available.

At this time, for this sémple, appropriate psychosocial counselling
is not ﬁeadily available within the Agency. Moreover, these subjects did
not feel that the available support systems met their needs. For
example, incidences of confidentiality infractions were cited by subjects
after counselling sessions, support group interactions and mee'éin-gs with
"buddies." In addition, support group fellowship was seen to cause

problems rather than to alleviate them. For example, some subjects
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viewed the group-interactions as "sehéeless, depressing, bitching
sessions." This, then, presents a problem for those subjects who
completed the study and whose maj‘or goal is to pur.sué personal growth
and to experience the joys of living for each day. That is, their focus
is on the positive rather than the negative aspects of living with a ter-
minal illness. -

Essentially, the treatment under study fulfills the criteria for an
effective intervention as outlined by professionals caring for this popu-
lation (Bennett, 1987; Bohm, 1987; Flaskerud, 1987; Graham & Cates,
1987; Mack & Turner, 1986; Macks, 1987; Mandel, 1987; Reed, Wise §
Mann, 1984; Salisbury, 1986; Wells, 1987) insofar as crisis situations,
grief, anxiety, depression, fears, despair are acknowledged and dealt
with in the course of treatment. Further, the treatment facilitates the
person's acceptance of the disease and its implications as well as the
promotion of behaviours that encourage personal coping as is suggested
by Salisbury (1986).

In addition, the treatment incorporates the suggested principlés for
the psychosocial care of the terminally ill (Allison, Gripton & Rodway,
1983; Kubler-Ross, 1969, 1987; Moynihan, Christ & Gallo Silver, 1988;
Saunders, 1976, 1978). Moreover, it embodies opportunities for learning
stress management by utilizing frustration to create satisfaction, in that
subjects learned to identify internal and external resources (Germain,
1979, 1984; Germain & Gittermgn, 1980) and used these resources to
increase their coping powers and their perceptions of self-discovery.

Additionally, the study confirmed the existence of prevailing themes
related to AIDS sufferers that other writers (Buckingham, 1987; Buck-

ingham & Van Gorp, 1988; Christ & Wiener, 1986; Conant et al., 1987;
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Dilley et al., 1985; Frierson et al., 1987; Furstenburg & Olson, 1984;
Kaplan et al., 1987; Kelly et al., 1987; Phair, 1988; Plotkin & Domanski,
1987; Rowe et al., 1988; Stulberg & Buckingham, 1988) noticed during
their interaction with PWAs and PTPs. Themes of depression, suicidal
ideation, financial insecurity, anger, denial, anxiety, fatigue,
uncertainty, social isolation, rejection by family members, friends and
lovers, guilt, hopelessness, feelings of sinfulness, violations of confiden-
tiality,‘homophobia and stigmatization were observed to be present in the
life~experiences of these subjects.

As well, other themes were disclosed during the treatment process
that are noteworthy. Subjects did not appear to have an accurate under-
standing of the disease transmission. This resulted in self~-imposed
restrictions with respect to intimate activities with lovers which, in turn,
created strains on the relationship and poor communication patterns.
That is to say, although sexual gratification is an important part of
human welfare, it is particularly so for homosexuals. Nevertheless, it is
emphasized that for this group safer sex behaviours were equally, if not
more, important.

Boredom is another theme that became evident. Because these
subjects were physically incapable of adequately meeting full-time or
part-time job expectations in their fields, the subjects' sense of "useful-
ness" seemed to be compromised. It is also true for the part-time
employed subjects. This is in agreement with Heimler's (1967, 1982)
position when he suggests that, in our society, meaningful employment

correlates highly with a person's sense of self-worth. To compound the
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issue, some subjects were acutely aWare that their "life's ambitions"
would never be realized.

Further, it was observed in'the beginning phase of treatment that
subjects responded to the HSSF question, "To what extent does your life
have a meaning?" in such a way as to indicate that: meaning was the
result of external factors. The same was true for the question relating
to "hope for the future." In essence, this appeared to contribute, even
to complicate, the sense of helplessness/hopelessness noted by other
writers (Allison, Gripton & Rodway, 1983; Kubler-Ross, 1969, 1987). As
the treatment progressed, however, these observations were reversed
insofar as the subjects pérceived life's meaning .#to be within them,
something they were responsible for; likewise, hope for the future lay in
their own thoughts and behaviours.

Interestly, Allison, Gripton & Rodway (1983) observed that the
young subjects in their study of the’ terminally ill had greater difficulty
in accepting and acknowledging life's termination and they suggested
that their stage of development made it difficult to give up "one view of
the world and accept another for which théy we‘re not prepared." That
is, socialization tends to emphasize productivity in terms of economic and
material gains while philosophical increments are not valued by society,
at least in this stage of development. Yet, as inferred above, young
people can understand and accommodate philosphical aspects of life.
Also, it was revealed that subjects did not have a happy nor a secure
childhood all of the time and most of them did not see their childhood as
being a good preparation for adulthood, however, as they became more
aware and acceptin'g of their own uniqueness, family relationships

appeared to improve.
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Lastly, education in terms of a holistic approach to health care and
knowledge of the disease process, its transmission and prevention
appeared to assist the subjects' in achieving a sense of control. Indeed,
it is suggested that possibly their illness became a catalyst for change

and persona!l growth,

Limitations of the Study

Single-system research on human subjects cannot be conducted
without some limitations. Unlike laboratory studies where control over
internal validities is presumed to be constant, the clinical situation is
such that environmental control can never be assured. Moreover,
traditional experimental criteria such as randomization ofr treatments,
randomization of subject selection, placebo group and large populations
have not b‘een possible in this study. As was previously explained, it
was not possible to establish stable baselines because of the subjects!
health statuses. Moreover, threats to internal validity were difficult to
control because many professionals contributed to the subjects' care.
Also, they engaged in é variety of supportive activities. Further, the
attrition rate was high due to the terminal nature of the disease from
. which the subjects suffered.

Finally, single-system designs requires the wuse of instruments
demonstrating high (».80) reliability and validity coefficients and this
study did not fully meet this requirement because of tl'.le, paucity of

available instruments for this type of research. Other limitations of the

study were recorded previously.
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Implications for Social Work Practice and For Further Research

The findings of this study indicate that the Heimler approach to the
psychosocial care of persons suffering from AIDS provides a unique and
effective treatment.

HSF is unique in thaf the person's needs are immediately identified
through the administration of the scale. Also, recognition of maladaptive
behaviours such as suicidal ideation, drug abuse, unsafe sexual activity
and actions that cause trouble to self an;‘j others are facilitated. This
method is also unique in that is espouses a holistic approach to health
care; for example, the physical, emotional, intellectual social\ and
philosophical aspects of life are examined in a non-threatening manner.
This, in turn, facilitates self-awareness and self—acceptancé.

Therefore, the Heimler appr’oach is particularly effective in the
psychosocial care of the terminally ill. The study demonstrated that it
is possible for young persons to gain deeper meanings of their lives and
to turn frustration to satisfaction although it is acknowledged that times
occur when p'erception of frustrations are likely to be such that profes-
sional counselling will be required to re-establish a balance.

The Heimler method is also effective in that it helps to identify and
to respond to the many uncertainties reported and found to be prevalent
in this pdpulation. The study revealed that subjects were not aware of
areas in their lives that contributed to either their sources of satisfac-
tion or frustration. Therefore, as a result, it is inferred that their
levels of anxiety/distress is increased. This situation :may have been
responsible for the headaches and other aches and pains noted before

treatment was initiated and which were void after treatment. Further-
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more, it was observed that drug use for relaxation purposes had
decreased or was stopped by subjects who completed the study.

The Heimler Scale proved to be a useful tool in determining the
subjects' coping ability. [n essence, information from the scale has the
potential to assist the numerous professionals that are necessary for the
provision of effective, compassionate health care to this relatively young,
terminally ill population. Since this approach considers the uniqueness
of each individual's lifestyle it also considers the uniqueness of each
individual's terminality.

Although this treatment has been used successfully in the care of
the terminally ill (Allison, Gripton & Rodway, 1983) and the method is
practiced by many social workers, some physicians, some psychologists
and some nurses, not many research articles have been published. Publi-
cations have dealt mainly with clinical practice. Most practitioners of
this method find it accurate in terms of diagnosis as well as efficient and
effecti\(e as a treatment method. "However, there are others who state
that it is time consuming in terms of interpreting the scale and they feel
that clients in their practice require a more directive treatment
approach. -

Replication of the study is recommended to establish external
validity. That is, if replication produced the same results the findings
of this study would be more conclusive. As well, a longitudinal
group/control study that would commence with the person's diagnosis of
HIV positivity and continue as the disease progresses to its final stages,
would be beneficial in terms of determining the extent to which stress
effects prolongation and quality of life. That is, it is hypothesized that

the group receiving HSF would not experience emotional breakdown or
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suicidal behaviours to the same extent as the control group. Additi(;n-
ally, it was noted that the existing support groups do not serve their
expected function effectively, therefore, a study/survey designed to
identify inadequacies of dynamics in existing support groups and to
determine the special needs and expectations‘of group members would not
only establish consumer satisfaction it would also contribute to agency
accountability.

Lastly, it was inferred in Chapter Two that many‘ young peoplie,
specifically university students, are not aware of their vulnerability with
;'espect to the HIV. More specifically, many of them are unfamiliar with
"safer sex" behaviours, yet many are exposed, for the first time, to
situations where sexual activities and drug abuse (alcohol) are socially
applauded. Therefore, it is hypothesized that a study designed to
determine the students' understanding of the hazards of this disease
would be a beginning step towards an effective education program.

In summary, then, this exploratory study examined the effects of a
treatment model, HSF, for the psychosocial care of persons suffering
from AIDS. A r;view of the literature was provided and underlying
theories and conceputalizations were outlined. The methodology was
described and limitations/difficulties were identified. :The overall find-
ings suggest that the treatment produced significant change at the pre-
scribed probability level for four out of seven subjects. The remaining
subjects died before completion of the study. Further replications of the
study were recommended to establish external validity. Finally, areas

for possible future research were outlined.
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Room 1043
Faculty of Social Welfare
The University of Calgary
Tel. 220-7412

239-0489 (home)

Dear

[ would like to welcome you to the study and to thank you for your
willingness to participate in my research,

I am enclosing a copy of the consent/contract form to give you an
opportunity to read it at your leisure before signing it at our interview,

| shall expect you to contact me in the very near future to set up
a convenient time for us to meet. | am available at the above number

during the week, except for Thursday, from 9 AM to 3 PM and at home
in the evenings.

Thanks again.

I am,
Yours sincerely

lrene Orgnero
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CONSENT/CONTRACT FORM:

| understand that:

- The purpose of this study is to examine the effectiveness of a
specific short-term treatment, Heimler's Social Functioning, for
counselling AIDS sufferers.

- Participation. in the study is completely voluntary and | may
withdraw from the study at any time without penalty.

- I will attend weekly interviews with the investigator, Irene
Orgnero, until the treatment is completed. K

- Confidentiality will be maintained insofar as my identity will not be
released unless under certain circumstances, which have been defined to
me, at which time my consent will be requested; written records and/or
audio tape-recordings will be identified by a number or other pseudonym
of my choice.

- The study will continue over a period of twenty weeks, three weeks
for collecting data in order to identify specific individual problems,
twelve weeks for counseling, and a follow-up interview four weeks later
for the purpose of determining change.

- One inventory will be completed by me during the first, second and
third interviews, thereafter every second week for twelve weeks and
again at the follow~up interview, 1| will complete the scale devised by
myself and the researcher, as agreed, on a daily basis over the twenty
weeks.

- My responses (to the scales) will be analyzedr and the results of the
study will be written for the ‘purpose of disseminating information.

- On completion of the study, all original written records/notes will
be destroyed by burning or erasing as in the case of tapes.

- The investigator, Irene Orgnero, will respond to my questions to
the best of her ability under the guidance of her supervisor, Dr. Peggy
Rodway. '

- Results of the study will be passed to me if | so desire.

Investigator: ' Participant:

Date: Date:
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SELF-ANCHORED SCALE CONSTRUCTED BY THE AUTHOR
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4 5 6 7
moderate

your feelings of anger towards care-givers

3 4 5 6 7 8
moderate

your feelings of anger towards yourself.
3 4 5 6 7 8
moderate

you feel guilty that you contracted

which
3 4 5 6 7 8
I am somewhat
to blame

which you feel anxious.
3 4 5 6 7 8
Some tension

9
angry enough
to hurt someone

angry enough
to hurt someone

9
angry enough
to hurt myself

AIDS.

9
I am fully
to blame

9
Very uptight
all the time

which you feel independent.
3 4 S 6 7 8 9
Moderate Dependent on
others all
the time
which you feel youare a good person.
3 4 5 6 7 8 9
Moderate Sinful
which you feel your ability to remember has changed.
3 4 5 6 7 8 9
Often 1 Often
forget confused
which your body has changed.
3 4 5 . 6 7 8 9
Moderate Total

change
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APPENDIX D

DIAGRAM OF DIMENSIONS



APPENDIX D

A Diagram that Illustrates the Interrelationships 152
among a person's dimensions

PERSONAL WELLNESS WHEEL

A dot to dot activity! Directions:
l.Place a dot on each spoke indicating where you are.
2.Connect the dots
3.Does your wheel roll?

FLEXIBLE|~

ADAPTIVE |
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APPENDICES E

HSF INTERPRETATIONS
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APPENDIX E-1

PROFILE FOR SUBJECT #1

A brief examination of the subscales within the three indices which
comprise the HSSF is conducted to locate sources of problems. Although
the outer limits of satisfaction levels in the areas of work, finance,
friendships and intrapersonal are considered satisfactory, those relative
,to‘ both family of origin and secondary family are critical. For example,
his childhood was neither secure nor happy, also he would not want his
family members to share their problems with him. Yet, his childhood is
seen as a good preparation for adult life; With respect to his secondary
family he feels he understands his ex-wife and he Can discuss money,
work and other problems with her. However, he is not interested in her
hobbies, nor in family life and he feels that he is not understood. On
the intrapersonal dimension the question of concern is his inability to
relax.

'A glance at the negative index shows that energy., health and
moods are areas of concern., For example, he feels overworked and is
sometimes too tired to work. Also, he is sometimes too tired to enjoy
life and he feels frustrated because he is prevented from doing things
properly. He is concerned about his health as he suffers frequent
headaches and other aches and pains, however, sex is not unwelcome
and his imagination is not painful. In addition, this subject is often
depressed, feels vaguely insecure and wishes that he were dead. He
takes prescription drugs for depression. |

The synthesis scale reflects that this subject's life has total

meaning (20:20), scope for self-expression has also been complete
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(20:20) and life is worth the struggle (20:20). Yet, he has achieved his
life's ambition 5:20 and his hope for the future is 15:20.

A brief review of the interpretation of the HSSF measures for the
last scale of Phase B shows that both families are now sources of
moderate satisfaction. He sees people in his childhood as being really
caring. Also, in his childhood, there were times when he felt happy
and secure. As well, he feels he can relax and he is in the process of
withdrawing from the drug treatment for depression.

His relationship with his secondary family has aiso changed insofar
as he now enjoys family Ilife, he is interested in his ex-wife's
hobbies/activities. He no longer feels that he fully understands his
ex-wife and he feels that sometimes she understands him.

The negative index reveals that sometimes he is too tired to work;
although his health is still a concern he has no headaches but sometimes
he has other aches and pains. In addition, he sometimes feels very
depressed and he sometimes takes prescription drugs. Lastly, with
respect to the synthesis index, the area of greatest change is that which
refers to the extent that he has achieved life's ambition; this is now

17:20.
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APPENDIX E-2

PROFILE FOR SUBJECT #2

A closer look at the three. indices, starting with. that of
sat_isfaction, reveals that this subject's greatest satisfaction comes from
her friendships; her personal situation is one of moderate satisfaction
although she does not enjoy sex and she has difficulty relaxing. The
area of least satisfaction, and this is at a critical level, is that of her
financial situation. She lives less comfortably than two years before,
she is unable to save and she is, and feels, financially insecure.
Although she has a part-time job (her only source‘of income), which she
likes, it does not offer opportunities for advancement. Moreover, she‘
does not have any satisfying hobbies. With respect to her primary
family she does not fe,el that her childhood was happy, she is uncertain
as to whether people in her childhood really cared, whether it was
secure and whether it was a good preparation for adulthood. However,
she would want her family members to furn to her with their problems.

The area of greatest frustration is that of health which is at the
upper limits, thus, it represents a crisis situation. She suffers from
frequent headaches, other aches and pains, painful images and she is
very concerned about her health.

The next area of concern is that of moods which supports the
positi'on that this subject is very depressed and suicidal. The area
related to energy suggests that a great deal of her energy is blocked.
The area reflecting personal influence indicates some sense of injustice
or persecution is being experienced, and, lastly, the habits area

suppor;cs her statement regarding drug abuse, insofar as she does not
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-drink alcoholic beverages and she does not ingest prescription nor

non-prescription drugs to help her to relax nor for other purposes.
She does, however, tend to eat too much "junk" food .and she tends to
get overexcited. But, she does not do things that would cause trouble
for herself and others.

The synthesis index, which is measured on a scale of 1v‘to 20 (least
to greatest), discloses that this subject sees herself as having achieved
her ambition in life 11:20; the extent to which she feel Hopeful for the

future is 3:20; the extent to which she feels life has meaning is 5:20;
the extent to which life has giver; her scope for self-expression is 12:20;

and the extent to which life was worth the struggle is 2:20. The last

HSSF shows that her perceptions of satisfactions are increased for all

areas, most notably in the area of her primary family. In areas of
frustration, her health remains her greatest concern but not at the
crisis level previously noted. Her sense of persecution is reduced and,
although she sometimes feels depressed, suicidal ideat,ion is denied‘. As
well, her outlook on life is changed for the be;cter: her hope for the
future increased from 3 to Ill; the extent to which life had meaning
changed from 5 to 14 and the extent to which life was worth the

struggle rose from 2 to 12,

~
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APPENDIX E-3

PROFILE FOR SUBJECT #3

A more detailed analysis of the first scale completed by this subject
shows that his part-time job is a source of high levels of satisfaction,
except for uncertainty with respect to the people with whom he works
and available opportunities for advancement, he is sure of this source of
satisfaction. Friendship and primary family are also areas of moderate
satisfaction that present uncertainties within expected limits. Regarding
his primary family, he is unsure that his childhood was a good prepar-
ation for adulthood. Finance and personal are areas of low satisfaction.
For example, his financial situation does not permit him to live as
comfortably as in the past; he is unable to save but sometimes he is
reasonably secure financially. However, he does not feel financially
secure. His personal area shows that although he likes being single, he
does not enjoy the company of the opposite sex, nor does he like
children. Sometimes sex brings enjoyment and sometimes he can relax.

The frustration index suggests that energy is blocked in that,
-although not overworked nor frustrated by being prevented from doing
things properly, he feels too tired to work, his mind is sometimes
underactive in terms of intellectual stimulation and sometimes he is too
tired to enjoy life, His health scores are an area of maximum frustration
insofar as he suffers from frequent headaches and other aches and
pains. Sex is ‘an unwelcome activity, he is concerned about his health

and his imagination is painful. The moods area indicate that this subject
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sometimes feels very depressed and at times wishes that he were dead.
With respect to habits this subject does not drink alcoholic beverages.
However, he does use prescription drugs to help him relax, Also, he
eats too little and he is driven to do things that cause‘ trouble for him
and others.

This subject's outlook on life is very bright. Out of a scale of 1
to 20, he has achieved his amb'ition 14:20; his hope for the future is
14:20; life has meaning 18:20; his life has given him enough scope for
self-expression 16:20; and life was worth the struggle 19:20.

A similar reading of the last scale completed for Phase B will help
the reader to determine areas in which .change has occurred. Part-time
work brings complete satisfaction. Finances, friends and family are all
sources of high levels of satisfaction. Intrapersonal satisfaction, also,
has increased; changes disclose that being single is not always a source
of satisfaction to this subject. As well, he likes members of the opposite
sex and sometimes’ he likes children, sex brings enjoyment and he can
relax.

A review of the negative index reveals that no energy is blocked.
In regard to he;]Ith, this subject remains concerned, however, he
experiences no headaches, aches or pains and sex is not an unwelcomé
activity. However, his imagination is painful sometimes. The moods area
shows that he no longer feels very depressed, nevertheless, there are
times when he feels insecure and wishes he were dead. A look at habits
indicates that he still does not drink alcohol, nor does he take
prescription drugs to help him relax and neither does he do things that

would cause trouble to himself and others.
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The synthesis scores have increased in terms of hope for the
future, the extent that life has meaning, and scope for self-expression.

Overall, then, positive change has occurred.
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APPENDIX E-4

PROFILE FOR SUBJECT #i

A Dbrief exmaination of areas within the indices, satisfaction,
frustration and synthesis, may be helpful in understanding the needs of
this subject. The outer limits of satisfaction for work, finances, friends
-and intr‘aperso;ﬁal indicate moderate levels of satisfaction while those of
primary family reveals an unhappy childhood which was sometimes
insecure. Although he did not always feel that there were people who
cared, he did feel that childhood was not a good preparation for adult
life.

In the negative index, energy is blocked by a feeling of tiredness
and an underactive mind. Health is an area of concern in that he
suffers aches and pains, sex is unwelcome and he is worried about his
health, With respect to mood, this subject feels very depressed
sometimes and in regard to habits, he sometimes gets overexcited, eats
too little and is driveﬁ to do things which cause trouble for himself and
others.

The synthesis index, which is a scale of 1-—V20, reveals that this
subject has achieved hi§ life ambition half-way or 10:20; his hope for the
future is 7:20; his life has meaning 20:20; life has given him scope for
self-expression 18:20 and lastly, hé saw life as being-worth the struggle

15:20.
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APPENDIX E-5

PROFILE FOR SUBJECT #5

A further analysis of the first HSSF, as it pertains to areas within
the three indices, permits a clearer picture of this subject's situation on
entry to the study. This evaluation is then compared with that of the
last scale which was completed four weeks after the treatment was
withdrawn.

The area of least satisfaction is that of finance. His financial
situation is critical insofar as he does not live as comfortably as before,
he is not and does not feel financially secure and, although he is unable
to save, he feels at ease about spending. The next area of concern is
that which pertains to the personal area of his life. He is satisfied with
his relationship with his lover and he is confident that his lover cares
about him, however, sex does not bring enjoyment, he does not like to
be with children and he is unable to relax. Although both families are
considered to be sources of some satisfaction, it is noteworthy that his
childhood was insecure and not a good preparation for adult life. His
family life with his lover shows that they enjoy lifer together and can
discuss money matters and other problems, but he does not always
understand his partner nor does his partner always understand him;
Also, he is not always interested in his partner's hobbies. Lastly, his
greatest source of satisfaction comes from his friendships.

‘The area of greatest frustration is that of energy in that he feels
too tired to work, his mind is underactive, and he feels too tired to
enjoy life sometimes. Health is also an area of concern as he experi-

ences aches and pains, sex is an unwelcome activity, he is worried about
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his health and his imagination is sometimes painful. The mood area
indicates that he is sometimes very depressed, sometimes he feels guilty,
sometimes he wishes he were dead and he often feels insecure.

The area addressing habits shows that he takes prescription drugs
to help him to relax, that he eats too little and sometimes he tends to
get overly excited. |

‘ Lastly, the synthesis areas reveal that out of a scale of 1 to 20, he
has half-way achieved his life's ambition; his hope for the future is
2:20; the extent to which life has meaning is 3:20; life has given him
scope for self-expression 15:20 and, in looking back, he sees life as
being worth the struggle 10:20.

An analysis of areas within the satisfaction index for the HSSF
completed at the termination of the study show that finance remains an
area of low satisfaction. The areas of friends, family and personal are
seen as good sources of satisfaction. The areas within the negative
index present no problem areas, further, the area concerned with habits
shows that he does not take prescripfion drugs to {help him relax. In
terms of the synthesis index, it is noteworthy that out of a scale 1-20,
his hope for the future increased to 20:20, likewise, the extent to which

he feels that life has meaning.
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APPENDIX E-6

PROFILE FOR SUBJECT #6

An examination of the areas which comprise the positive index
suggest that insufficient satisfactions are perceived by the subject in
all areas. The subscale relating to finance is lowest and those of
friendships and secondary family form the highest scores. The area
relating to his primary family is void except for one item which indicates
that he felt‘that there were people who cared for him. His childhood
was neither happy nor secure. Further, it was not seen as a good
preparation for adulthood and he would not want family members to come
to him with problems. With respect to intrapersonal perception of
satisfactions, he is dissatisfied with his partnership although he feelsr
that his partner really cares for him. Sex does not bring enjoyment,
sometimes he likes to be with children and sometimes he is able to relax.

In the negative or frustratign index, the areas of greatest concern
are those of energy, health and habits. He feels tired, his mind is
underactive and he feels too tired to enjoy life. Also, he has frequent
headaches, aches and pains, he is worried about his health and
sometimes his imagination is painful. A look at the habits area reveals
that he drinks (alcohol} too muc;h, he takes p}'escription drugs to.help
him to relax, he gets overexcited, eats too little and sometimes, he is
driven to cause trouble for himself and others. |

The areas within the synthesis index indicate that on a scale of 1
to 20 he has achieved his ambition 8:20, his life has meaning 7:20, life
has given him enough scope for self-expression 15:20 and, when he

looks back, he feels life was worth the struggle 20:20.
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For the purposes of comparison, the last scale before termination is
reviewed and it is observed that the areas which comprise satisfaction
are all at moderate levels except for finance. The area of greatest
concern in the negative index is that of energy insofar as he ;till feels
too tired to work and his mind is underactive. With respect to habits,
he sometimes drinks too much but he does not take prescription drugs to
relax.

Also, his outlook on life shows marked improvements. For example,
he feels he has achieved his ambition 14 out of a scale of 1 to 20; his
hope for the future is 19:20; life has meaning 18:20; life has given him
scope for self-expression 20:20; and life is worth the struggle 19:20. In
essense, in comparing these scales, it is noted that problems evident

before treatment have been alleviated by the treatment.
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HSSF CALCULATIONS
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APPENDIX F-1

HSSF DATA FOR SUBJECT #1

Computation for the Proportion/Frequency Test; steps to test for

statistical significance.

1.

Find typical zone which lies between the desired zone and the

undesired zone.

_ According to HSSF Norms 0.3 is considered an approximate cut off

score, therefore, greater than 0.3 is an undesired zone while less
than 0.3 is a desired zone.

Determine how many times during the baseline that scores were in
the désired zone and this is once.

Find the proportion of the specified occurrence during the baseline;
that is, it occurred once out of three incidences or 0.33.

Determine the number of scores in the desired zone during the
intervention phase which is 5, then compare Vwith proportion

frequency table to determine significance. For example:

Table showing the number of observations during Phase B for a
statistical significance at the 0.05 level (Bloom & Fischer, 1982,
pp.416-417).

Proportion of

Observations in Number of Observations in Phase B
Phase A
4 @ 8 10 - - -
.25 y y 5 6 '
.30 4 5 6 6

@ 4 B s 7

To have a statistical significance at the 0.05 level five scores must occur
in Phase B correspondnnq to the Phase A proportion of observations.
For B - 1 data this is .33 (1/3).
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APPENDIX F-2
HSSF DATA FOR SUBJECT #2

Calculations for the Two-Standard Deviation Band Approach

Calculation Steps:

1. For Baseline data only (S = Score)
St = 1.56
S2 = 1.45

2. Sum scores (ES) ES = 3.01

3. Calculate the mean (X = ES/N)

X =3.01/2 = 1,51

4, Compute Z(S - X)2 for all scores

= (S1 - X)2 = (1.56 - 1.51)2 = .0025
= (S2 - X)? = (1.45 - 1.51)2 = ,0036

(Purpose to get the Standard deviation) -
Z(s - X)* = .0061

5. Calculéte Standard deviation

\/ (s - X)2 = \/ .0061 = .08
n -1 4

6. Calculate two Standard deviations = .08 + .08 = .16

7. Two Standard deviation band above X = 1.51 + .16 = 1,67
1.51 - .16 = 1.35

8. Two Standai‘d deviation band below X

9. - If two or more consecutive data points fall outside the band in the
desired zone during the treatment phase, the change is statistically
significant at .05 level of probability (Bloom & Fischer, 1982]}.
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APPENDIX F-3
HSSF DATA FOR SUBJECT #3 :
Calculation for the Two Standard Deviation Band Approach

Computation Steps:

1. Baseline data only record of observed score(s)
ST = .69
S2 = .67
S3 = .68
2. Sum scores (8S) 2S = 2.04
3. Calculate the mean {x = SS/N) X =2.04/3 = .68
4, Compute X(S - X)? for all scores
= (S1 - 2_()2 =( .69 - .68)2 = .0001
= (S2 - X)z = ( .67 - .68)2 = ,0001
= (S3 - X)2=( .68 - .68)2 =0
(Purpose to get the Standard deviation) _
(S - X)2 = ,0002

5. Calculate Standard deviation

\/ (S - X)? = \/.0002
TTN-1 7

: = .01

6. Calculate two Standard deviations = .01

7. Two Standard deviations above mean = .68

8. Two Standard deviations below mean = .68
. -.02
.66

9. If two or more consecutive data points fall outside the band in the
desired zone during the treatment phase, the change is statistically
significant at .05 level of probability (Bloom & Fischer, 1982).
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APPENDIX F-5
HSSF DATA FOR SUBJECT #5
Calculation for the Two Standard Deviation Band Approach

Baseline data only- record of observed score(s) .

St = .67
S2 = 1.52
S3 = 1.52
Sum scores (8S) &S = 3.71
Calculate the mean (X = &S/N) X =3.71/3 = 1.24
Compute £(S - X)2 for all scores
' = (S1 - X)2 = ( .67 - 1.24)2 = .33
= (S2 - X)* = ( 1.52 - 1.24)2 = .09
. = (S3 - X)}? =( 1.52 - 1.24)2 = .09
(Purpose to get the Standard deviation)
: (S - X)? = .51

Calculate Standard deviation.

\/ (S - X)? ~ =\/.51 =.5
N-1 ‘ -2

Calculate two Standard deviations =, 5x2=1.0

1.24
+1.00
= 2,24

Two Standard deviations above mean

1.24
-1.00
.24

‘Two Standard deviations below mean

If two or more consecutive data points fall outside the band in the .
desired zone during the treatment phase, the change is statistically
significant at .05 level of probability (Bloom & Fischer, 1982).



1. Baseline data only record of observed score(s)

2. Divide Base by 2
1st half
2nd half =1

3. GCet mean for each half and

APPENDIX F-6 °
HSSF DATA FOR SUBJECT #6
Celeration Line Computation Steps

3.55

record

4, Connect the two intersections with

4,05

S1 =1.7
S2 = 2.35
S3 =1.55
S4 = 2.00
= x = 2,025 =
=x=1,775 =
on graph.
a line.
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5. Extend the celeration line into the intervention phase.

6. Compare number of observations in intervention period with Table
in baseline period.
Baseline proportion is obtained by dividing number of data points
above/below celeration with total number of data points.

in relation

proportion of observations

Table: Representing Significance at the .05 Level

Proportion' of
Observations in

(Bloom & Fischer, 1982, pp.416-17)

Number of Observations in the

Intervention Phase

Baseline Phase 4 ©® <> 10 -
.5 .05 2 2 3 3
.10 3 3 3 b4
.125 3 3 4 y
.15 3 3 8 3
U5 L 6 7 8
2/4 .50 - @=<—e® 9

Seven observations fall below the line (Figure B-6) therefore, statistical
significance is at the .05 level of probability.
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DESCRIPTION OF STATISTICAL TESTS
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APPENDIX G-1

DESCRIPTION OF THE PROPORTION/FREQUENCY STATISTICAL TEST

The proportion/frequency approach to the statistical analysis of
single system designs is a technique that compares the typical patterns
of events during the baseline with the outcome emerging from the
treatment, using expanded binomial distributionrtables provided for this
purpose (Bloom & Fischer, 1982, pp.116-117, 448-453). Typical referks
to a representative class or set of events; for example, the coping index
represents the satisfaction/frustration balance perceived by the subject
and norms have shown that a person experiencing greater than 30
percent (.3) frustration (in relation to satisfaction) is not able to cope
adequately with the demands of living. On the other hand norms have
shown that a person showing a coping index of less than .3 copes well
with the stress of daily living demands. Therefore, for the analysis of
this data, two zones are considered: the desired and the undesired
zones (Figure B-1) (See Appendix F-1 for calculation stéps).

This statistic is chosen because, according to Bloom and Fischer
(1982), it is an efficient analytical method which can be used when there
are more intervention records than baseline data points. Further, this
Subject's data does not lend itself to other statistical tests for the single
system design approach. It is, however, pointed out (Bloom & Fischer,
1982) that baseline data should be stable and independent for the use of
this test. Therefore, the results may be erroneous because it was not
.possible to meet these assumptions, insofar as baseline data points are

too few to establish stability and/or to test for independence.
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APPENDIX G-2

THE TWO-STANDARD DEV!IATION BAND (Shewart, 1931)

This method of statistical analysis was developed by Shewart almost
sixty years ago for the evaluation of industrial quality control (Bloom &
Fischer, 1982). These authors consider this tool useful for the analysis
of data generated by the single subject research approach. Briefly, the
mean level of baseline measures is identified, then two standard deviation
bands are constructed above and below the mean. Successive
observations falling outside of the bands during the treatment phase (in
the'desired zone) indicate statistical significan;e. For example, Bloom
and Fischer (1982) cite Gottman and Leiblum as having noted that two
successive observations occurring in the treatment phase indicate
statistical significance at .05 probability level.

This statistic is considered appropriate not only because it was
developed for intensive research but also because it can be applied to
any number of baseline data, even less than five (Bloom §& Fischer,
1982). That is, the-computation of the band widths consider the actual
number of baseline observations. As well, this statistic is recommended
for fluctuating data. However, data is assumed to be independent,
therefore, baseline observations should be tested for autocorrelation.
The mathematical formula, however, requires at least five data points for

the test to be carried out.
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APPENDIX G-3

A DESCRIPTION OF THE CELERATION LINE STATISTICAL TEST

According to Bloom and Fischer (1982) the celeration line is one of
the simplest analytical approaches fo'r the determination of statistical
significance in data. This method is also known as the semi-average
(Neiswanger, 1956) and the split-middle test (Kazdin, 1982). Like the
two standard deviation band statistic, it was first developed for use in
business.

The celeration line refers to a line that connects the midpoints of
the two halves of the baseline data (Figure B-6) drawn in such a way
that the celerating, or decelerating, line extends across the intervention
phase. That is, the line follows the trend noted in the baseline. The
statistical significance is estimated by observing the number of data
recorded on the desired side of the line during the intervention phase
(Bloom & Fischer, 1982). Then, the observed data number is compared
to data provided in a specially constructed table of the cumulative
Binomial Probability Distribution Tables (Bloom & Fischer, 1982, pp.416-
421)1. For example, the binomial applied to the test wou«ld be the
probability of obtaining x data points above/below the projected slope

given the null hypothesis states no change will occur.

1Tables of the cumulative Binomial Probability Distribution were
originally constructed by the staff of the Harvard Computational
Laboratory "under the direction of Dr. James Norton, Jr., Indiana
University, Purdue University at Indianapolis, 1973.
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This test is considered appropriate because the Two Standard
Deviation Band test could not be applied to this data. The baseline
scores are too high, as a result, the upper band extends beyond the
data boundary. In addition, the celeration line considers data depen-
dence because the trend of the data is taken into account in the
calculation of the line. As well, the techni.que is well-suited to the logic
of single-system designs as it examines change across time phases by

projecting the baseline slope across the phases.
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APPENDICES H
AUTOCORRELATION CALCULATIONS
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APPENDIX H-1
ANGER2 ANGER3
CORR. LAG  CORR.

LAG

CORR.
0.719

ANGER1

Except for the first three lags of anger-1, and the first lag of anger-2
LAG

Autocorrelation tests for the data obtained from the self-anchored scale.

data are independent.
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APPENDIX H-3

Autocorrelation tests for the data obtained from the self-anchored scale.

First scores for anger-1,

memory and body M are serially

anger-2,

dependent.
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APPENDIX H-5

Autocorrelation tests for the data obtained from the self-anchored scale.

Serial dependency is noted for the first lags only in guilt, anxiety, cope

and memory.
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APPENDIX H-6
Autocorrelafion tests for the data obtained from the self-anchored scale.

Serioal dependence is noted for the first lags in guilt and body image.r
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