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CHAPTER 1 ' .: . ~. ·, ' ' 

INTRODUCTION 

Health care is no longer limited to treatment,of 

disease, but also is involved in the maintenance of a 

state of wellness. This is especially true as the .. 

knowledge of disease detection increases. 

In the previous 2 decades there has· been a growing 

interest in the role of stress in health. Technolog.ical 

advances made during this time period have resulted in 

an environment which is physically less demanding, but 
' 

for many, more emotionally taxing. This stress has 

been suggested as a contributing factor in many specific 

physical ailments. Recently, investigations have probed 

into possible relationships between stress and general 

and minor illnesses, accidents, and psychiatric dis-

orders. Some of the causes of disease have been iden-

tified and proven. It remains unclear why certain· 

individuals become ill and others remain healthy when -

both are exposed to the same conditions (Holmes, 1979). 

Stress is becoming recognized as one of the corn-

ponents of any disease (Rabkin & Strue.ning, 1976). If 

stress is related significantly to changes in physical.:· .. 

1 
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and mental health, the question arises as to its influ-

ence on behavior in seeking health care. The nurse-in 

the emergency department is usually one of the first 

persons contacted for management of these seemingly··· 

non-ill individuals. A fuller understanding of some 

of the aspects of these visits is necessary, in the 

opinion of this investigator, for the nurse to meet 

the needs of the non-emergent patient. 

Statement of Problem 

The problem under study was to determine whether 

or not a relationship existed between recent stressful 

life events of Hispanic female patients and a non-

emergent visit to the emergency department and the 

variables of age, marital status, and economic back-

ground, related separately 

Justification of Problem 

The emergency department is often the point of entry 

into the health care system for patients with minor com-

plaints. A large amount of important information may 

be obtained during the initial history and physical ~ 

examination. The majority of this information may be 

collected informally, i.e., during conversation with~the 

-. ! ..... _/ 



patient or his family. Anderson and Pleticha (1974) 

stated that the nurse has the opportunity to "act as 

a screening agent for life stresses that need thera-, :·:: 

peutic intervention" (p. 382). The emergency depart

ment nurse, by identifying patient life stresses, · :

could initiate remedial procedures, thus lessening 

the chances a stressful period would be encountered._. 
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In much of the United States, the emergency depart

ment is the one continuously available point of access 

for patients seeking medical care. It is the focal~

point for treating myriad problems ranging from simple 

to severe (Sadler, Sadler, & Webb, 1973). Since World 

War II there has been an increase of more than 60% in 

the number of emergency visits in many hospitals. It 

is well documented that an increasing number of these 

patients is present for a non-emergent condition. 

The result of these non-emergent visits is that there 

is a poorer quality of care for both emergency and non

emergency patients. The effort on the part of the 

staff to treat acute emergencies is thwarted by large 

numbers of non-urgent patients who confuse and distract 

the staff (Pisarcik, 1980) . 

A chief source of dissatisfaction and frustration 

for emergency doctors, nurses, and patients is that the 



department is forced to carry a much larger burden than 

has been provided for in its planning and staffing.~ 

This results in limited patient education, satisfaction 

and care, and a high degree of frustration for per

sonnel trying to give quality patient care (Pisarcik, 

1980). 

Studies have indicated that stress is associated 

with various health problems and accidents (Anderson 

& Pleticha, 1974; Rahe & Lind, 1971; Rahe & Paasikivi, 

1971; Seltzer & Vinoker, 1974). The nurse working in 

the emergency department in caring for the "whole" 

individual and working toward a goal of optimum health, 

must help prevent, mitigate, or alleviate stress 

(Dumas, 1966) • 
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The increased use of emergency department facilities 

and concomitant increase in visits for non-emergent .. 

conditions is a growing concern for health care pro

fessionals. In one particular study (Beloff & Paris, 

1967), 89% of city hospitals and 75% of suburban hos

pitals reported that non-emergent patients constitute 

a significant problem. Besides the fact that care of 

emergency patients was hampered, Beloff & Paris (1967) 

thought overuse reflected "the malfunction~ng of the 



community health care system" (p. 143) and suggested 

the solution to the problem would be found outside the 

hospital. 

While the increased use of the emergency depart...;. · 

ment is a fact, the reasons for the increase have 

remained vague and contradictory. At Beth Israel 

Hospital in Boston, a study was done refuting the :· ·· 

popular notion that a lack of knowledge concerning 

the outpatient department increased non-emergent 

visits to the emergency department (Lee, 1960). 

Forty-five percent of the sample had been to the 

emergency department previously. The study offered 

as possible reasons for people turning to emergency 

department personnel: (a) economic considerations 

revolving around medical insurance provisions (third 

party payment of. emergency care, but not clinic care) ; 

(b) arrangements for private care; and (c) outpatient 

policies (Lee, 1960). 

Lee came to the conclusion that there were als·o 

underlying causes for the non-emergent use of the 

emergency department. First, the hospital was the 

center for causal medical care, unlike formal appoint

ments and referral medicine associated with private 



physicians and clinics. Second, the comprehensive 

technical facilities in a hospital emergency depart

ment made the private and clinic doctors seem not so 

competent by contrast. Third, Lee (1960) cited patient 

mobility as a cause for non-emergent use of the 

emergency department; i.e., people moving from city 

to city and not establishing a certain doctor or place 

of medical care. 

Studies done at Tufts University found reasons for 

overuse by non-emergent patients of the emergency 

department to be "barriers • . of distance, money, 

inconsistent eligibility standards, and shortage of 

baby sitters'' (Maloney, 1967, p. 110). Ignorance and 

apathy concerning the use of the emergency department 

were observed but undocumented (Maloney, 1967). 

6 

Some findings in the field of social psychology 

were thought to be pertinent, since the low status 

groups account for a majority of the patient popula

tion in the emergency departments of larger metropolitan, 

non-private hospitals. It was shown that low status 

persons give greater priority to meeting immediate 

needs than to the achievement of long-range goals 

(Simmons, 1958). 



Another factor that generally distinguishes the' 

poor from the economically more advantaged has been~ 

the poorer classes' feelings of helplessness and 

psychological inability to cope with a hostile en

vironment. Just as such feelings characterize poorer 

groups' responses to local government and social wel.:.. 

fare, it has been suggested that this concept of anOmie 

carries over into responses to health matters (Herzog, 

1963). This seems reasonable and points to the use 

of the emergency department for health care. · l 

Pisarcik (1980) in studying non-emergent visit~ 

to the emergency department found several causes for 

this type of situation. The largest number of people 

was concerned with immediacy or 11 speedy service. 11 

Those patients felt that they waited less time for 

care in the emergency room than anywhere else. 

A Chicago study by Gibson (1970) attributed the 

increased use of emergency departments to: (a) popula

tion factors, such as a 2% _growth rate per year, an 

increase in incidence of chronic disease, higher acci

dent rates, and a mobile population; (b) physician 

factors, including physicians leaving the inner city, 

the physician's unavailability on weekends, holidays, 

7 



and specialization of practice: (~) hospital factors, 

reflected by the patient's faith in costly equipment 

only available in hospitals, public confidence in 

hospitals, and the view of the hospital as the only 

place where care is available 24 hours a day: and 

(d) external factors, including health insurance plan 

benefits for emergency care in contrast to other ambu

latory care for which no benefits were available, and 

legal issues (Gibson, 1970) . 

Other studies concerning non-emergent visits to 

8 

the emergency department and life stress levels were 

available after a survey of the literature. The present 

study examined the life change events of Hispanic female 

patients making non-emergent visits to the emergency 

department. Knowledge of excessive number of life 

crises obtained during an assessment would enable the 

nurse to help these patients effectively through proper 

referrals and/or education. In this manner nurses 

can make a valuable contribution in assisting the 

patient toward health maintenance. 

Theoretical Framework 

The theoretical framework for this study was based 

on Selye's (1976) theory of stress and adaptation. 



The concept of life changes developed by Holmes and 

Rahe (.1967) -v1as also utilized as a basis for this 

study. 

In his early works, Selye (.1946) used the term 

"st-ress" interchangeably with the term "stimulus." 

Selye later introduced the concept of stress as the 

"state manifested by a specific syndrome which con

sists of all non-specifically induced changes within 

a biologic system" (Selye, 1976, p. 54). Stress is- : 

seen as a reaction to a stimulus. The term "stressor_" 

was used by Selye (1976) to refer to the initiating 

stimulus. Selye's view of stress, though not uni- , 
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versally accepted (Rees, 1976) is widely used and 

forms the conceptual basis of the present study. 

Exposure to an actual or perceived stressor results 

in a number of physiological reactions within man. Two 

primary mechanisms--the hypothalamus hypophysis

adrenomedullory system--have been identified showing 

the effects of stressors on the human body (Selye, 

1976). 

Stress not only affects the adrenal cortex and 

medulla, but also other organ systems. Studies involv

ing different areas of the gastrointestinal tract have 



shown it is capable of automatic response to stimuli. 

Neural regulating sites are found in the cerebral 

hemispheres, brain stem, spinal cord, as well as in 

the peritoneal cavity. Wolf (1971) suggested that in 

stress reactions, the higher cerebral centers can over

ride and disturb the automatic regulatory mechanisms 

of the gastrointestinal tract causing aberration in 

function. 

The hypothalamus hypophysis-adrenomedullary system 

has been observed to cause a set of manifested symptoms 

which appear together. Selye (1976) labeled this set 

of circumstances the General Adaptation Syndrome (GAS} • 

The effects of hypothalamus hypophysis-adrenomedullary 

system can be altered or modified by hormones, diet, 

heredity, nervoui reactions, and tissue memories of 

previous exposure to stress. Malfunction of the GAS 

can produce the disease known as stress diseases or 

diseases of adaptation (Selye, 1976). 

Today there is an increasing number of deaths and 

illnesses related to the diseases of civilization or 

degenerative diseases, which are primarily stress- .·· 

related. High blood pressure, peptic ulcers, heart. 

attacks, and migraine headaches are a few examples of.· 

10 



these "wear and tear" diseases. These diseases are 

not the direct result of a pthogen, but of defective 

physical or mental reactions to the stresses en

countered in daily life (Selye, 1976). 

The additional fact that stress can be pleasant 

(eustress) as well as threatening (distress) has been 

described by Selye (1976). Stress is a ·necessity in 

attaining quality of life and can be interpreted or 

adapted by each individual in his own unique fashion. 

Some individuals will do well with: stress and interpret 

it as a pleasant stimulus rather than a threatening 

one. Other individuals will interpret all stress as 

threatening or distressful. Personal interpretation 

of stress is based on: (a) selection of goals and 

self-motivation principles, (b). identification of 

individual's unique stress level, and (c) altruistic 

egotism (Selye, 1976). 

l·i' 

The subconcept of stressful life events has evolved 

from the works of Adolf Meyer (cited in Graham & Steven

son, 1963) in the beginning of the 20th century, as well 

as from the noting of stress as a response to a stimulus. 

Meyer (cited in Graham & Stevenson, 1963) used a life 

chart to compile data concerning events which commonly 



happened to people in day-to-day life cycles. These 

events as well as episodes of physical or mental ill

ness were then plotted along a time line (Graham & 

Stevenson, 1963). 

Holmes and Rahe (1967) began to collect life

event data in the late 1940s studying the quality and 

quantity of life change events that appeared to cluster 

around the onset of illness. Holmes and Rahe devised 

a tool to assess the impact of these events, the 

Social Readjustment Rating Scale (.SRRS) : This scale 

included both desirable and undesirable events, such 

as vacations and loss of a job, respectively. A 

common theme was found in all events present on the 

scale whether desirable or undesirable. The theme 

was the occurrence of each. event usually evoked or 

was associated with some coping or adapting behavior 

on the part of the involved person. The emphasis of 

the event was on the change made from the already 

existing state, not on the psychological meaning, 

emotion, or social desirability (Holmes & Rahe, 1967). 

From these findings, the major premise regarding re- _·; 

search efforts was that the adjustment a person makes' 

to the ongoing changes in his/her life tended to be 

12 



associated with the onset of an illness (Holmes & 

~1asuda, 197 3) • 

Stressors evoke various responses \'Thich can be 

measured in biochemical or physiological terms. On 

the basis that stress results in a wide variety of 

physiological changes with~n the individual, research

ers have investigated the relationship between stress

ful life events and physical illness. 

Assumptions 

For the purposes of this study, the following 

assumptions were made: 

1. People have differing life experiences 

which, due to individuality, affect them differently; 

2. Life change events are inherent in living. 

3. Life change events are stressful. 

4. Stress has been implicated as a cause for 

health seeking behavior. 

5. Life change events can be measured. 

Hypothesis 

The following hypothesis was tested in this study: 

There will be no significant relationship between 

the level of life change unit (LCU} scores of Hispanic 

13 



females making non-emergent visits to the emergency 

department and the variables of age, marital status, 

and economic background, each related separately. 

Definition of Terms 

14 

For the purposes of this study, the following terms 

were defined: 

1. Life change event--the kind of life changes 

that are part of normal existence that are identified 

by Holmes and Rahe tl967) as requiring adaptive be

havior and measured by the SRRS. 

2. Life change units tLCU)--quantitative values 

reflecting the average degree of intensity of life 

change required by an event as measured by the Schedule 

of Recent Experience (SRE} questionnaire, an instru

ment developed by Holmes and Rahe (1967). Mild stress 

is rated as 150-199; moderate stress as 200-299; 

and severe stress, 300 and above. 

3. Non-emergent visit--any visit other than for a 

gunshot wound, stabbing, laceration, broken bone, motor 

vehicle accident, assault, or any act of violence. 

4. Triage area--area in the emergency department 

where patients are classified as to seriousness of 

reason for the visit to the hospital. 



Limitations 

The following limitations which might have influ

enced the conclusions of this study were: 

1. The study was conducted in one geographical 

location. 

2. The sample size was limited to 30 subjects. 

3. The ability to recall past events may have 

varied among the subjects. 

4. The subjects were in varying degrees of dis

comfort--be it physiological, psychological, or socio

cultural in nature. 

Summary 

Stress has been implicated as a potential cause 

of general illnesses, accidents, and psychiatric dis

orders. Stress is also the subject of many studies 

concerning its relationship to life change events as 

the precipitating cause of illness, disease, or injury. 

During the past 2 decades increased non-emergent 

visits to the emergency department have been named 

as a major problem in the emergency department and 

the health care system. Limited research has been 

documented which studies the cause for the growing 

numbers of non-emergent visits. The results of these 

15 



limited studies have been vague and contradictory. 

The health care system continues to have limited 

information and little direction to work toward 

ending these non-emergent visits. 

16 

Recently the role that nurses.play in identifying 

stress and intervening to prevent and/or minimize stress

ful reaction has been noted. Nurses, as the first health 

professionals to deal with the non-emergent visit, have 

an opportunity to identify stress, or a potentially high 

stress level, and to assist the patient with education 

and/or proper referrals for management. 

The problem of this study was to determine the 

stressful life events of Hispanic females making non

emergent visits to the emergency department and to 

determine if the variables of age, marital status, and 

economic background had any significant relationship 

to the recent stressful life event. 



CHAPTER 2 

REVIEW OF LITERATURE 

The concept of stress and its effects on man has 

been the focus of much discussion and research. over the 

past 2 decades. This chapter reviews the recent litera

ture dealing with (_a} stress, {_b) life change events, 

(c) non-emergent visits to the emergency department, 

and (d) the role of the nurse in dealing with both 

stress and non-emergent visits to the emergency depart

ment. 

Stress 

Stress has been studied by various disciplines 

including nursing. Many of these studies are about 

the implications of the effects of stress on the physio

logical and psychological function of the organism. 

Illness itself is generally associated in its 

early onset with a number of potential factors: (a) the 

presence of a stressful environment, (b) perceptions 

of the individual of the stress, (c) the person's ability 

to adapt to these conditions, (d) genetic predisposition 

to a disease, and (e) the presence of a disease agent. 

17 



In this context, the stress concept can explain why 

some people are more prone to illness than others .. 

Stress is a broad concept describing the organism's 

response to environmental demands. Stress encompasses 

external events that influence individuals and their 

perceptions and interpretations of such events (Rabkin 

& Struening, 1976). 

Stress has been described not only as the "spice 

of life" but as "life itself" by Selye (1976). In his 

writings on stress and organism response, Selye (1976), 

defined stress as the "non-specific response of the 

body to any demand m·ade upon it" (p. 83) • The demand 

is referred to as a stressor and the response to-it 

is dependent upon the General Adaptation Syndrome (GAS) 

of the individual. Relationship between the stressor 

and the GAS is individual and is based on individual 

perceptions of the.stress (Selye, ·i976). 

The degree of stress manifestation is dependent 

upon the individual's perception of the event and on 

his/her coping and adaptive mechanisms. How an indi

vidual deals with stressors is also dependent to a 

large degree on the amount of knowledge possessed of 

the stressor and on the amount of perception of control 

18 



he/she has over it. If a person ·perceives an internal 

locus of control, stress can be managed. However, 

perception of external control can have debilitating 

effects (Huckaby & Jagla, 1979). 

Do stressors affect all persons in the same way 

or is there an idiosyncratic response for each person? 

This question represents the central controversy in 

the area of stress research. Cassell (1974) stated 

that the effect instituted on the organism when faced 

with stressors was a function of the level of abstrac-

tion of which the organism was capable. 

If we can identify the characteristic or 
properties of these signals or symbols which 
generally evoke major neuroendocrinal changes 
in the recipients, we will have identified a 
general class of stressors even if the par
ticular circumstances or relationships creating 
those types of symbols or signals differ for 
different people. . . . It may well be that 
the same relationships or social circumstances 
within a given culture (or perhaps subculture) 
regularly produce such a class of signals). 
(Cassell, 1974, p. 479) 

In summary, research has shown many views on stress 

and how and why individuals react as they do when con-

fronted with a stressor. These views are contradic-

tory. Researchers do agree, however, that stressors 

are confronted by every living person. 

19 
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Life Change Events and Stress 

Rahe (1974) proposed that life events involved 

changes that were filtered out by psychological defenses 

as being significant, caused a psychological reaction 

to the change, and were coped with by means of an ill

ness or illness behavior. In this manner, Rahe sought 

to authenticate the relationship between life change 

events and illness. 

Holmes and Rahe (1967) attempted to provide a 

quantifiable measure of social stress which these 

authors referred to as life change. By measuring 

life stress in life change units, quantification of 

the amount of change to which. one adapts during a 

lifetime is possible. Studies have demonstrated a 

significantly greater clustering of life events in 

groups prior to onset of disease than in nonsick con

trol groups (Rahe & Holmes, 1979}. 

Holmes and Masuda (1973) suggested that persons 

with adequate coping skills and resources to combat 

life change do not perceive change as a threat and 

thereby experience no stress. Therefore, Holmes and 

Masuda considered the important things about stress 

as being (a) the adaptive demand and (b) the negative 



consequence of the stress experience. By focusing on 

the physiological aspects of the disease, it is pos

sible to overlook etiological factors arising from 

employment, physical environment, relationships, and 

the community. It would appear a necessity to focus 

on all aspects of life to determine the covert factors 

causing stress. 

Investigations of the relationship between stress 

and general illness patterns have also been reported. 

Early studies utilizing the Schedule of Recent Events. 

(.SRE) examined stressful life events and illness pat

terns. Rahe, McKean, and Arthur (.1967) conducted a 

longitudinal study of 50 military personnel discharged 

from the service after a diagnosis of psychiatric 

illness was made. Military personnel were used be

cause of the careful health and personnel records kept 

on them. The subjects had a mean age of 28 years, 

with a mean time in the service of 10 years. The health 

records of the subjects were carefully analyzed for 

stressful life events and illness episodes. The follow

ing episodes were calculated: (a) the mean life change 

unit total per year for the entire sample, {b) the mean 

life change unit total for the year preceding either a 
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single minor illness or a cluster of minor illness, 

and (c) the mean life change unit total for the year 

preceding a severe illness or cluster of severe ill

nesses. These means were significantly different from 

each other at the • 0 5 (minor) and . 0 01 (severe) level 

of significance. In addition, mean life change unit 

values increased with the severity of illness (Rahe 

et al., 1967). However, it should be noted that all 

of the data came from health. records, rather than 

personal interviews and may not have been accurate 

or complete. The sample was also biased, as only 

individuals with documented psychiatric illness were 

studied. 

22 

Rahe (1968) conducted a prospective study to 

ascertain if life change data could serve as a predictor 

of future illnesses. Approximately 2,500 Naval officers. 

and enlisted men stationed aboard three cruisers were 

surveyed using the SRE for the 6-month period immedi

ately prior to a cruise which would last approximately 

6 months. Total life change unit scores were calculated 

and rank-ordered, with the upper 30% being designated 

as being at high risk for future illness and the lower 

30% being designated as being at low risk for illness. 



At the end of the cruise, illness records were ana

lyzed. The most striking finding was that the high 

risk group reported significantly more total illnesses 

each month than did the low risk group (Rahe, 1968). 

It was concluded from the results of the study in 

which more of the reported illnesses were relatively 

minor, 11 subjects prone to merely minor illness patterns 

may be readily identifiable in illness prediction 

studies 11 (Rahe, 1968, p. 1126). 

Rahe and Arthur (1968) reported their findings 

regarding patterns of life change surrounding the ill

ness experience. An attempt was made to clarify 

whether the clustering of life events was a cause or 

result of disease onset. Recent life change patterns 

in individuals reporting illness were compared to life 

change patterns from identical time periods of persons 

with similar social and cultural backgrounds but with

out health changes. There was twice the number of 

life changes reported among subjects suffering illness 

as those without health changes. The findings of the 

study indicated that life change intensity measured in 

life change units rose over health baseline averages 

before, during, and after illness occurrence. The peak 

23 



of the lif~ changes occurred 6 months prior to the 

illness period. There was the existence of a nearly 

symmetrical life change unit fall-off follow{ng illness 

experiences. Life change resulting from illness was 

equal in timing the intensity to those life changes 

having a causal relationship to the illness (Rahe & 

Arthur, 1968). 

24 

In reporting studies of specific diseases, a simi

lar culmination of life events was reported. Prospec

tive and retrospective controlled studies of fatalities 

from myocardial infarctions in~Swedish and Finnish 

populations demonstrated significantly higher life change 

6 months prior to the myocardial infarction in fatal 

cases than in survivors. These life change peaks in 

fatalities were 3 to 4 times the baseline values reported 

in survivors. Myocardial infarction patients reported 

increasing feelings of discord which were not reported 

in control groups (Rahe, Bennett, & Ramo, 1973; Rahe & 

Lind, 1971; Rahe, Ramo, & Bennett, 1974; Theorell, Lind, 

& Floderus, 1975; Theorell & Rahe, 1971). 

A number of studies has been reported regarding 

cardiovascular disorders and stressful life events. 

Rahe and Lind (1971) conducted a retrospective study 
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which included relatives of 39 men.~ These men were 70 

years of age or less and victims of sudden cardiac.death. 

Information was obtained regarding life changes during 

the last 3 years of the victims' lives. . ..-_: 

Ten of the 30 subjects had no previous history or 

symptoms of coronary heart disease (CHD) • The remain-:-~ 

ing subjects had histories of angina pectoris, previous 

myocardial infarction, or vascular disease. Life change 

unit data were obtained for each quarter of a year for 

the 3 years prior to death. Mean year-quarter life '> 

change unit totals were obtained for each of the two 

subgroups (no previous CHD and previous CHD or vascular·· 

disease). The subjects without previous CHD showed a 

substantial increase in mean life change unit totals 

beginning in the 3rd year-quarter prior to the deaths 

over those of the previous 2 years. The difference 

between the mean life change unit total 6 months prior 

to sudden death and those of the latter halves of the 

3rd and 2nd years prior to death were significant at 

the .01 level (Rahe & Lind, 1971). 

In the group with prior CHD histories, the increase 

in mean year-quarter life change unit totals began in 

the last year-quarter of the 2nd year preceding death 
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and continued through the last year of life. When 

6-month mean life change unit totals for the 6 months 

prior to death and the latter 6 months of the 2nd and 

3rd years prior to death were subjected to a one-tailed 

~-test, the differences between the means for the 

2nd year and year of death were significant at the .05 

level (Rahe & Lind, 1971). 

Rahe and Paasikivi (1971) conducted a study to see 

if time of interview in relation to myocardial infarc-

tion had any effect on reports of recent life events. 

In addition, life event data were collected to see how 

much change occurred as a result of a myocardial infarc-

tion. Thirty male outpatients who had experienced a 

myocardial infarction from 1 to 3 years prior to the 

study were surveyed using the SRE. Mean life change 

unit totals were obtained for each year-quarter of the 

previous 4 years. 

Except for an unusually high mean LCU total 
found for year-quarter 5 prior to infarction, 
a gradual rise in mean LCU totals up to 54 LCU 
was seen over the year and one-half prior to 
infarction. (Rahe & Paasikivi, 1971, p. 36) 

Following the infarction, there was a gradual decrease 

in mean life change unit totals over the next year to a 

baseline of 20-30 life change units. The difference 



between the mean life change unit totals for the 6 

months prior to and following the infarction was sta

tistically significant at the .025 level (Rahe & 

Paasikivi, 1971). 

When closely examining life events and changes, 

a variability between subjects' reaction to changes 
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and events was noted. Holmes and Holmes (1974) designed 

a schedule of daily events that specified daily life 

changes that take place and cause stress. These re

searchers hypothesized that signs and symptoms are 

dependent not only on the magnitude but also on the 

variability of life change. People having a great 

deal of daily variation in their life change units 

experience a higher incidence of signs and symptoms 

due to a constant demand for adaptation to the dif

ferent amounts of life change. The results of the 

study indicated that a small number of life change 

events accounted for most of the day-by-day life change 

and a few body systems accounted for the majority of 

signs and symptoms of everyday life (Holmes & Holmes, 

1974). 

The signs and symptoms reported mos·t frequently 

concerned the skin, eyes, ears, nose, throat, gastro

intestinal, and musculoskeletal systems. These are 



the signs and symptoms in closest contact with the 

environment. The study of Holmes & Holmes (1974) 

showed individuals with the highest number of changes 

experienced more symptoms than those with an average 

or lower number of daily change units. Individuals 

with the most signs and symptoms were those with some 

form of chronic illness although the chro~ic illness. 

appeared to be unrelated to the signs and symptoms 

experienced. Females in the study e:>:perienced more 

signs and symptoms than the male subjects. People 

experiencing life change unit related signs and 

symptoms seemed to have them more or less continuously 

(Holmes & Holmes, 1974). 

Rabkin and Struening (1976) suggested that social 

support systems provided buffering of life changes and, 

therefore, should be included in studies of.life events. 

Social support systems consisted of incuring inter

personal ties to a group of people who provided emo

tional maintenance, assistance, and resources in time 

of need, who provided feedback, and who shared stan~ 

dards and values (Rabkin & Struening, 1976). 

In summary, studies were reviewed and indicated 

that clustering of life change takes place prior to 
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illness onset. The more serious the health change,·: 

the more magnitude in life change units. Life changes 

occurring in some socioeconomic groups are more severe 

than in others. Yet, some persons experience life 

change and do not become ill. Some persons perceive 

and cope with change more effectively and efficiently 

than do other persons. The methods of perception and 

coping are possible reasons for the adjustment without· 

illness that are found in some persons. 

Non-emergent Visits to the 
Emergency Department 

The increased use of the emergency department . 

facilities and concomitant increased visits for non~ 

emergent conditions is a growing concern for health 

care professionals. Gibson (1970) discovered that 89% 
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of city hospitals and 25% of suburban hospitals reported 

that non-emergent "walk-ins" constituted a significant 

problem to both the public and the staff. Studies con-

tinue to point toward a continuation of the growing 

number of non-emergent visits to the emergency depart-

ment (Pisarcik, 1980). 

Emergency departments have turned to triage syst·ems 

in order to distinguish true emergencies, redirect, and 



re-educate the public regarding health care resources, 

only to find patients continue to return and in grow

ing numbers. During relatively quiet periods, some., 

health teaching and counseling may be offered. Fre

quently, the patient is interviewed in an abrupt 

manner, in a room with other people listening, and 

by preoccupied personnel. Access to medical records 

is limited in a busy emergency department and communi

cation with other agencies caring for the patient is 

almost impossible. James (1966) noted that the emer~ 

gency departments were capable of treating patients 

with acute conditions, but were incapable of caring 

for persons with chronic problems. James cited only 

30% to 40% of patients corning to the emergency depart

ment as being true emergencies. The majority of 

patients presenting to the emergency department 

required long-term, continuous, and comprehensive health 

care (James, 1966). 

Patients with chronic conditions are at risk of 

receiving less than thorough consideration in such a 

milieu. These patients frequently receive a speedy. 

diagnosis and are prescribed treatment for the immedi

ate symptoms. Thus, the patients are satisfied enough 
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that they frequently ignore follow-up appointments 

(Pisarcik, 1980). 

Although the numbers for non-emergent visits to 

the emergency department increase, the reasons for 

these visits remain vague and contradictory. Some 

reasons found in studies for non-emergent visits to 

the emergency department were: (a) a preference for 

quick treatment in the emersency department (Pisarcik, 

1980): (b) an increasingly mobile population (Gibson, 

1970): (c) lack of knowledge of outpatient facilities 

(Pisarcik, 1980); and (d) economic consideration 

stemming from medical insurance provisions (Lee, 

1960). 

Pisarcik (1980) stated that a subcategory under 

immediacy, as a cause for non-emergent visits to the 

emergency department, appeared to be "situational 

medicine." People's responses showed that they did 

not value personal rapport with the physician or -

consistency of care, and that they 'did not accept 

or seek preventive or diagnostic health services::· 

These people appeared only to want one problem taken:·

care of at the time of the emergency visit. A sur

prisingly large number of responses from the 
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non-emergent patients concerning clinics and the 

emergency department suggested that patients pre

ferred the atmosphere of the emergency department 

because the attention received was more personalized 

and the staff was more sympathetic (Pisarcik, 1980). 

A large number of the persons studied came to 

the emergency department because of nowhere else to 

go. These people were not included in the final 

results of Pisarcik's (1980) study, but the author 

felt they were worthy of some attention due to the 

large number of non-emergent visits in which they were 

involved. These persons included alcoholics (.whom:::: 

the police did not want to take to jail), admissions 

to psychiatric wards and detoxification centers, and 

indigents. The referrals made from the emergency ·· 

room assured these persons places to go for food and 

shelter (.Pisarcik, 1980). 

Seltzer and Vinoker (1974) conducted a study using 

96 subjects involved in fatal motor vehicle accidents -: 

to determine if a relationship existed between vehicular 

accidents and psychopathology, social stress, and acute 

disturbances. A control group matched for age, sex~ 

and home county was selected from state driver 
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registration files. Social stress was divided into 

personal crises and vocational-financial stress. 

Fifty-two percent of the subjects under study experi

enced one or both of the types of stress during the 

12 months prior to the accident as compared with 18% 

of the control group (Seltzer & Vinoker, 1974). 

Twenty percent of the 96 drivers involved in fatal 

accidents were found to have been "acutely upset by 

events that occurred during the six-hour period 

irmnediately preceding the fatal accident" (Seltze·r· 

& Vinoker, 1974, p. 905). 

Studies concerning stress as a potential reason 

for non-emergent visits have not been reported. Stress 

has been implicated as a cause for accidents, coronary 

problems, mental illness, and general illness. Stress 

may feasibly be viewed as a potential cause of this 

ever-growing problem. 

Anderson and Pleticha (1974) surveyed 52 emergency 

room patients as to their life change unit scores. The 

mean life change unit score for these subjects was.l40. 

The significant difference found between this mean life 

change unit score and that found by Rahe and Paasikivi 

(1971) was felt to indicate that "emergency unit 
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patients may be, indeed, in the process of adjusting 

to more life stress than 'healthy' individuals" 

(Anderson & Pleticha, 1974, p. 381). However, because 

the study population was not described as to the 

various illnesses and/or injuries involved, it was 

not possible to draw any conclusions as to the mean-

ing of this relatively high_ mean life change unit 

score in relation to accidental injury. 

The Role of the Nurse 

Nursing is an open system whose purpose 
is to assist man in adapting to stress so that 
he can attain, maintain, and retain a high 
level of wellness. (Baughn, 1976, p. 15) 

In order to fulfill this purpose, nurses must first :·be 

able to identify the stressors which are operating and 

the adequacy of the individual's adaptational capa-

bilities in coping, interpersonal relationships with 

fellow workers, and job dissatisfaction (Baughn, 1976). 

If it is the case that stressful life events have a 

relationship to non-emergent visits to the emergency 

department, the nurse in the setting can practice pre-

ventively by strengthening adaptation techniques and 

helping workers to deal successfully with life changes 

experienced by patients. 
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Thus, the nurse is held to a standard which in

cludes assessment of real o~ potential stressors, c 

intervention aimed at real or potential reactions,; 

evaluation of the plan implemented, and revision as 

needed {American Nurses' Association, 197 5; McNeil & 

Pesznecker, 1977; Neuman, 1980). In the emergency 

department, the nurse comes into contact with patients 

who have already experienced an injury. Here, the 

nurse's role includes that of appropriate referral· 

and follow-up. These actions allow intervention. with; 

stressors which may still be present, or others which 

may occur as a result of the accidental injury. 

In the triage setting, unique opportunitiesrexist 

for the nurse to identify stressors and aid the patient 

in coping with such stressors. Clinesmith {1976) con

ducted a study, the purpose of which, in part, \vas to 

assess the ability of nursing personnel to identify 

stress levels in patients. Twenty-four nurses and 

nursing personnel were interviewed using an instrument 

developed by Clinesmith (1976) to evaluate whether or 

not they were aware of emotional stress which had.been 

experienced by patients. Emotional stress experienced. 

by the patient population was measured by the SRE. 
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The results showed that nurses did not exhibit "a sta

tistically significant awareness of stress caused by 

life changes•• (Clinesmith, 1976, p. 69). Clinesmith -

recommended that nursing personnel consciously assess 

stress levels so that interventions aimed at stren'gthen...: 

ing coping styles could be initiated. 

An area of nursing practice in which assessment 

of stressors is particularly important in relation~~

non-emergent visits is the emergency department nur's

ing. The American Nurses' Association (1975) incl'uded 

as a standard of practice the "emotional response, 

coping ability, and interactions of the individual or 

significant others to various patient problems" (p. 6) • 

Another standard of practice listed by the American 

Nurses' Association (1975) was appropriate referral. 

In order to achieve this standard of practice, the 

nurse must adequately assess the stressor or stressors 

for which intervention is deemed necessary. 

Although the emergency department is often con

sidered a "chaotic milieu" (Jenkins, 197 5, p. 27) , 

the nursing process, including these steps of evalua-

tion and revision, can still take place. The emergency 

department nurse, frequently the first health professional 



with whom a patient has contact, must institute a plan 

of nursing care based on the assessments made and the 

nursing diagnoses identified (American Nurses' Associa

tion, 1975; Jenkins, 1975). This plan, although it 
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may be revised as needed, may be utilized as the patient 

enters different areas of the health care system upon 

discharge from the emergency room. 

Studies have indicated that stress is found to be 

associated with various health problems. Thus, the 

nurse, in order to care for the whole organism and 

work toward a goal of optimum health, must help 

"facilitate the prevention, mitigation, or allevia

tion of stress" (Dumas, 1966, p. 195). 

Summary 

A survey of the literature yielded much informa

tion concerning stress and its effects and how stress 

has been implicated in certain disease processes. 

The literature search revealed a paucity of informa

tion concerning the problems of emergency room abuse 

by people and subsequent implications for the public 

and health care professionals in the health care system. 

A discussion has been presented of the role of 

the nurse in the emergency department setting. The 



nurse's obligations to patients and potential ways 

of assisting the patient in dealing with stress and 

the manifestations of such stress in a preventive 

manner have also been discussed. 

:' 
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CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

This study was an investigation into the relation-

ship of recent stressful life events of Hispanic females 

making non-emergent visits to the emergency department 

and the variables of age, marital status, and economic 

background. A descriptive correlational study based 

on ex post facto data was utilized. Kerlinger (1973) 

defined ex post facto research as: 

Systematic empirical inquiry in which the 
scientist does not have direct control of 
independent variable because their manifes
tations have already occurred or because 
they are inherently not manipulated. (.p. 379) 

This design appeared appropriate to the study as 

the life change unit score of the subject was the inde-

pendent variable and manipulation of this variable would 

not have been possible. In addition, all subjects were 

surveyed as to life changes which could have occurred 

during the preceding 6 months. 

Setting 

One Southwestern county hospital emergency depart-

ment was utilized to collect data from patients. This 
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350-bed hospital is a county-general hospital affiliated 

with a medical school, and sees approximately 3,100 

patients per month through the emergency department. 

This hospital was chosen for data collection because 

it provides the majority of emergency services for the 

county in which it is located. The triage area, where 

the patient is first seen by health care personnel, was 

used to screen for prospective subjects. 

Population and Sample 

Thirty subjects were selected from the population 

of patients presenting in the hospital emergency depart

ment. A sample was acquired by the convenience method 

at the triage area. Each subject had to meet the follow-

ing delimitations: (a) 18 years of age of older; 

(b) female and of Hispanic origin; (c) mentally oriented 

as to person, place, and time; (d) no validated psy

chiatric problems; (e) not pregnant at the time of the 

interview; (f) able to read, write, and speak English; 

(g) had not been a victim of a gunshot wound, stabbing, 

laceration, broken bone, motor vehicle accident, or 

assault; (h) denied use of any alcohol or non-prescription 

drugs; (i) had not been seen by a physician for 6 months. 



Protection of Human Subjects 

The proposed study was sanctioned by the Human 

Subjects Review Committee of Texas Woman's University 

(Appendix A) . Permission to conduct the study was 

also received from the graduate school (Appendix B) 

and from the agency to be used (Appendix C) . 
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An oral description was delivered from a written 

presentation to the subjects (Appendix D) and was used 

to inform prospective subjects of the purpose of the 

study and nature of expected participation in the 

study. Each subject was assured that the decision to 

participate was voluntary and would not affect their 

care in any way. Subjects were assured that they could 

withdraw from the study at any time without penalty. 

Anonymity and confidentiality were assured by the use 

of a numerical coding system where no names were placed 

on the questionnaires. After completion of the ques

tionnaire, subjects were instructed to pla~e their 

questionnaires into a provided envelope so the re

searcher would be unable to identify responses with 

specific subjects. In the reporting of the findings 

neither the names of the institution nor the subjects 

were mentioned; only group data were dealt with in 

reporting data. 



Instruments 

Two instruments were used for collection of data 

for this study. The first instrument, the demographic 

data information sheet (Appendix E), was developed by 

the researcher. These data were used to describe the 

age, marital status, and economic background of the 

sample. 

The second instrument used in this study was the 

Social Readjustment Rating Scale (SRRS) by Holmes and 

Rahe (1967} (Appendix F). Permission was obtained in 

writing to use the most recent revision of the SRRS 

(Appendix G) . 
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In 1949, Holmes and Rahe (cited in Peznecker & 

McNeil, 1975} devised a list of 42 life change events 

common to the majority of the population. These life 

change units (LCUs) were combined to make the Social 

Readjustment Rating Scale (SRRS). These change units 

are all stressful in varying degrees in nature; however, 

all items have one common theme--the individual's per

ception of the amount of stress in each event (Peznecker 

& McNeil, 1975). 

Holmes and Rahe (1967) utilized the concept of 

stress as change. These authors defined stressful life 
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as those events which required adaptive or coping 

behavior by the person involved. Emphasis is placed 

on the fact that the events need not be bad, for even 

an event such as marriage, though usually desirable, 

requires a certain amount of adaptation. From these 

concepts, Holmes and Rahe (1967) developed the Schedule 

of Recent Experiences (SRE) to provide a means by 

which one could measure the number and magnitude of 

stressful life events an individual experiences at 

any given time. 

Reliability 

The Social Readjustment Rating Scale was developed 

by asking 200 subjects to rate the 43 life events found 

in the SRRS as to the amount of readjustment each re

quired. Marriage was assigned a value of 500. Each 

subject was asked to give a value to each of the other 

42 items by deciding if it needed more or less readjust

ment than marriage. The mean value for each item was 

then divided by 10 as the item's score in life change 

units. Marriage was assigned 50 points and the other 

items were either above 0 or below 50. This scale is 

designed to reflect the magnitude of the change neces

sary in a person's life adjustment as he/she experiences 



each of the listed events. The values and scores are 

referred to as life change units (Holmes & Masuda, 

1973). From empirical results of research, Holmes 

and Rahe (1967) identified a mild life crisis as 

150-199 LCUs, a moderate life crisis as 200-299 LCUs, 

and a major life crisis as 300 LCUs and over. 

The main prem£se in the research was any change 

in one's life pattern necessitated change in ongoing 

life adjustment and these changes were associated with 

the onset of illness (Holmes & Masuda, 1973). The 

greater the magnitude of the LCU, the greater the 

probability there would be a change in health status. 

This hypothesis has been supported in a number of 

retrospective and prospective studies over the past 

10 to 20 years, which have found a high degree of 

association between life change crisis and health 

changes (Holmes & Masuda, 1973; Rahe & Arthur, 1968). 

A method generated by psychophysics was used to 

construct the Social Readjustment Scale (SRS), con

sisting of 43 life-event items that require change in 

individual adjustment. Information about the time and 

frequency of occurrence of life change events has been 

gathered in several populations by a standardized 
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paper-and-pencil test, the Schedule of Recent Experi

ences (SRE}. The magnitude of life change was observed 

to be highly significantly related to time of disease 

onset. The greater the magnitude of life crisis, the 

greater the probability that the population at risk 

would experience disease. The major health changes 

observed covered a wide range of psychiatric, medical, 

and surgical diseases. 

The degree of similarity between populations 

within the sample is impressive. A high degree of 

consensus suggests a ~niversal agreement between groups 

and among individuals about significance of life events 

under study that transcends differences in age, sex, 

marital status, education, social class, generation, 

religion, and race (Holmes & Rahe, 1967). 

Mendels and Weinstein (1972) conducted a reliability 

study using three groups of medical students, two groups 

of which were restudied after 1 year. The students were 

divided into four subgroups. Two different sets of in

structions were used. One was the original instructions 

used by Holmes and Rahe (1967) and the other a modified 

set of instructions. Coefficients of intergroup corre

lations {Spearman £) were all above .90. Intragroup 



correlations ranged from .50 to .60, giving credence 

to the supposition that the SRRS was more useful in 

comparing groups rather than individuals (J1endels & 

Weinstein, 1972). 

A study was done by l-iuhlenkarnp, Gress, and Flood 

(1975) using an elderly population as the original 

sample from which the life change unit values were 

obtained and did not contain individuals over the age 

of 70 years. This study investigated significant 

differences between the normative population with. 

regard to ranking and scoring of events in the SRRS. 

No significant differences were found between the two 

populations in rank-ordering of the life events. A 

significantly higher magnitude was assigned to 25 of 

the life events by the elderly population. This find

ing supports the belief that change is more stressful 

for the elderly than for younger adults (Huhlenkamp 

et al., 1975). 

For the Muhlenkamp et al. (.1975} study, it was 

felt that the SRRS was appropriate for the elderly 

because of the significant similarity in rank-ordering 
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of events. The differences in assignment of magnitude 

were not felt to present a problem due to the probability 

of obtaining many subjects in this age bracket. 



Validity 

Validity, according to Kerlinger (1973), is 

"representativeness of sample adequacy of content 

.. the substance, the matter, the tooic . of a 
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measuring instrument" (p. 4 59) . Heasurements of stress 

in life events researched since 1967 have been done by 

adoption or modification of the 43-item checklist of 

Holmes and Rahe (.1967). This instrument has been 

adopted as one which identifies common situations 

that could signify or require change in adjustment by 

the individual (Rabkin & Struening, 1976). 

Data Collection 

Before beginning data collection, approval for 

the study was obtained from the Texas Woman's University 

Human Subjects Revier.·! Committee, the graduate school, 

and the participating agency. The time between the 

9 a.m. to 9 p.m. shifts in the emergency room was 

chosen due to the number of patients presenting to 

the emergency department at these times. The sample 

was obtained from the hours of 9 a.m. to 9 p.m. until 

at least 30 subjects completed the questionnaire. The 

use of one investigator eliminated the possibility of 

problems with investigator effect. 
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Data were collected by convenience sampling done 

from the patient population presenting in the emer

gency room triage area. The selected subject was 

triaged prior to interview. The subjects were informed 

of the study and associated risks and benefits. A· 

statement was included on the top of each questionnaire 

which read: CO~..PLETION AND RETURN OF THIS QUESTIONNAIRE 

~V'ILL BE CONSTRUED AS INFORMED CONSENT. The subjects 

were then asked to complete the demographic data sheet 

and the SRRS. Each participant was asked to complete 

the forms and to place them in the envelope provided 

in the triage area. The subject ,.,as then directed to 

the waiting area, as is the normal procedure in the 

emergency department. This procedure was continued 

until 30 subjects had been obtained for the study. 

Treatment of Data 

The life change unit score for each subject was 

tabulated. Measures of central tendency were used to 

tabulate the demographic data. The multiple regression 

analysis was employed to analyze the data to ascertain 

if there was a significant relationship in the sample 

scores of the life change unit scores as compared to 

the variables age, marital status, and economic 



background. For purposes of this study, the level of 

significance was set at .05. 
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CHAPTER 4 

ANALYSIS OF DATA 

Chapter 4 presents the results of the statistical 

analysis of data. The sample is described and trends 

of the study are discussed, as structured by the 

hypothesis. Finally, a summary set of statements 

regarding the findings of the study is formulated. 
'r. 

Description of Sample 

The sample consisted of 30 Hispanic female subjects 

in a city-county hospital emergency department located 

in a Southwestern city of the United States. The sub

jects varied in age from 18 to over 66 years. Twenty

two subjects were between 18 and 30 years of age, 3 

subjects were between 31 and 35 years of age, 4 sub

jects were between 36 and 65 years of age, and 1 sub

ject was over 66 years of age. 

Seven subjects were single and 11 of the subjects 

were rna+ried. Two of the subjects were widowed, 5 sub-

jects were married, and 5 subjects were divorced. 

Fourteen subjects were in the 0-$500 a month 

economic bracket, 11 subjects were in the $500-$1,000 
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a month bracket, 3 subjects were in the $1,500-$5,000, 

a month bracket, and none of the subjects were found 

to be in the $5,000-$10,000 a month bracket. Two sub

jects claimed to be in an economic bracket other than 

the ones stated on the demographic questionnaire. 

Findings 
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The hypothesis for this study stated: There will

be no significant relationship between the level of life 

unit change (LCU) scores of Hispanic females making 

non-emergent visits to the emergency department and 

the variables of age, marital status, and economic 

background, each related separately. The raw data 

collected for this study are shown in Appendix H. 

In the 18-30 years of age group, 2 subjects' LCU 

scores placed them in a mild level of stress (150-199 

LCUs), 5 subjects' LCU scores placed them in a moderate 

level of stress (200-299 LCUsl, and 14 subjects' LCU 

scores placed them in a severe level of stress (300 

LCUs or above) (Table 1) . The mean LCU score of the 

18-30 years of age group was 343 life change units. 

The inference for this part of the sample was that these 



patients may have experienced a high level of stress' 

6 months prior to the non-emergent visit to the 

emergency department. 

In the 31-35 years of age group, no subject's 

LCU scores fell in the mild level of stress or in the 

moderate level of stress, and 3 subjects' LCU scores 

placed them in a severe level of stress. The mean LCU 

score of the 3 subjects 31-35 years of age group was 
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52. The inference for this part of the sample was .,'., 

these women may have experienced a high level of stress 

6 months prior to the non-emergent visit to the emer

gency departrnen t. Due to the limited number of subjects 

in the sample, accurate inference concerning this age,, 

group is difficult. 

In the 36-65 years of age group, no subject's 

LCU scores placed them in a mild level of stress, 1 

subject's LCU score placed her in a moderate level of 

stress, and 2 subjects' LCU scores placed them in a 

severe level of stress (Table 1) . The mean LCU score , 

for the 4 subjects 36-65 years of age group was 322 

LCUs. The inference for this part of the sample was 

these women may have experienced a high level of stress 

6 months prior to the non-emergent visit to the 
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emergency department. Again, due to the iimited number 

of subjects in the sample, an accurate inference con

cerning this age group is difficult. 

In the 66 years of age group and over, there was 

only 1 subject whose LCU score was 548 (Table 1). No 

inference can be made from th.is part of the sample, 

due to the limited number of only 1 subject in this 

age group. 

When analyzing data by age groups in relation to 

the LCU scores using a multiple regression analysis, 

no statistically significant relationship was shown 

between the two variables (F = • 96255, df = . 2, E < • 21) . 

The age group 18-30 years (containing 22 subjects) had 

a mean score of 343 life change units (severe stress) . 

The group ranging from 31-35 years of age (containing 

3 subjects) had a mean score of 525 life change units 

(severe stress) . The group ranging from 36-65 years 

of age (containing 4 subjects), had a score of 322 life 

change units (severe stress). The 1 subject in the 66 

years and over group had a score of 548 life change 

units (severe stress). 

From the data an inference can be drawn that age 

may have no significant effect on the number of life 



change units exhibited by a Hispanic female making a 

non-emergent visit to the emergency department. The 

data showed, however, that the majority of subjects 

had life change unit scores placing them in a severe 

level of stress. From the data, no inference could 

be made from the effects of the variable of age 

on the life change unit scores of Hispanic' f·emales 

making non-emergent visits to the emergency depart

ment. This fact was due to the limited number of 

subjects in high age groups (31 years of age to .66 

years and over) (Table 1) . 

Table 1 

Stress Levels by Age 

No Mild Moderate Severe 
Age Stress Stress Stress Stress 

18-30 yrs. 0 2 5 14 

31-35 yrs. 0 0 3 0 

36-65 yrs. 1 0 1 2 

66 yrs. 
0 0 1 and over 0 

n = 30. 
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Marital Status 

Of the 22 subjects in the sample between 18-30 

years of age (Table 2) , 6 stated they were single, 8 

subjects reported to be married, 2 were divorced, 1 

was widowed, and 5 were separated. Of the 3 subjects 

in the sample of 31-35 years of age,_l was single, 1 

was married, and 1 was divorced. Of the 4 subjects 

in the sample of 36-65 years of age, 2 were married 

and 2 were divorced. The 1 subject in the sample of 

66 years of age and over was widowed. 

vlhen analyzing data by marital status in relation 

to the life change unit scores, using a multiple 

regression analysis, no statistical relationship was 

shown between these two variables (.£:_ = • 0 0 5, df = • 3, 

E.< .21}. 

Table 2 

Marital Status Distribution 
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Age (yrs) Single Harried Divorced vlidowed Separated 

18-30 

31-35 

36-65 

66 and over 

n = 30. 

6 8 

1 1 

2 

2 1 5 

1 

2 

1 
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Descriptive statistics showed the mean life change 

score of the single group was 317 life change units . 

(severe stress) (Table 3). The mean life change score 

of the married group was 412 life change units (severe 

stress), the mean life change score of the divorced 

group was 260 life change units (moderate stress), the 

mean life change score of the widowed group was 419 

life change units (severe stress), and the separated 

group was 412 life change units (severe stress). 

A possible meaning is that although marital status 

does not have a statistically significant effect on 

the number of life change units exhibited by Hispanic 

females making non-emergent visits to the emergency 

department, these subjects overall had life change unit 

scores placing them in a severe stress level. 

Stress 
Level 

No stress 

Mild 

Moderate 

Severe 

n = 30. 
..... 

Table 3 

Life Change Unit Rating and 
Marital Status 

Marital Status 
Single Married Divorced Widowed 

1 0 1 0 

0 0 1 0 

2 1 1 1 

4 10 1 0 

Separated 

1 

0 

1 

1 



Economic Background 

In the 18-30 years of age group, 10 subjects 

stated that their income was in the 0-$500 per month 

group, 10 subjects stated their income was in the 

$500-$1,000 per month group, 1 of the subjects re

ported to be in the $1,500-$5,000 per month group, 

no subject stated her income was in the $5,000-

$10,000 per month group, and 1 subject reported her 

income fell in the other category. In the 31-35 

years of age group, 2 subjects stated their income 
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to be in the $0-$500 per month income group, 1 subject 

reported her income to be in the $0-$500 per month 

group, 1 subject reported her income to be in the $500-

$1,000 per month group, 1 subject reported to be in 

the $1,500-$5,000 per month group, no subject reported 

to be in the $5,000-$10,000 per month group, and·l 

subject stated her income fell into the "other" cate

gory. The 1 subject in the sample in the 66 years of 

age and over reported her income to be in the $0-$500 

per month group (Table 4). When analyzing the data 

by economic background in relation to the life change 

unit scores, no statistical relationship was shown 

between these two variables (F = 1. 64, df = .1, E.< • 21) . 



Age $0-$500 
(years) (month) 
-

18-30 10 

31-35 2 

36-65 1 

66 and over 1 

n = 30. 

Table 4 

Economic Background Distribution 

$500- $1,500- $5,000 
$1,000 $5,000 $10,000 
(month) (month) (month) 

10 0 0 

0 1 0 

1 1 0 

0 0 0 

Other 

1 

0 

1 

0 

Ul 
(X) 
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When analyzing data regarding economic background 

using descriptive statiitics (Table 5) , the mean number 

of life change unit scores of subjects in the $0-$500 

per month economic group was 370 life change units 

(severe stress) , the mean number of life change unit 

scores of subjects in the $500-$1,000 per month group 

was 327 life change units (severe stress) , and the 

mean number of life change unit scores of the subjects 

in the $1,500-$5,000 per month group was 530 life 

change units (severe stress). No subjects reported be

ing in the $5,000-$10,000 group, and 2 subjects reported 

being in an income bracket other than the ones 

listed. The mean life change unit score of these 2 

subjects was 213 (moderate stress). 

Summary of Findings 

The findings of this study are summarized below: 

1. The majority of the Hispanic females making non

emergent visits to the emergency department did demon

strate severe life crisis scores (LCU greater than 300). 

2. There was no significant relationship in the 

LCU scores of Hispanic females making a non-emergent 

visit to the emergency department and the variable of 

age. The greatest number of subjects was in the 18-30 



Stress 
Levels 

No stress 

Hild Stress 

Moderate Stress 

Severe Stress 

n = 30. 

$0-$500 

2 

1 

2 

9 

Table 5 

Life Change Unit Ranking and 
Economic Background 

Economic Background 
~soo---- - ~r--;-soo- ~s, ooo-
$l,ooo 5,ooo $lo,ooo 

1 0 0 

0 0 0 

3 0 0 

7 3 0 

Other 

1 

0 

1 

0 

0"\ 
0 



year old age group and so demonstrated the greatest 

number of over 300 LCU scores. 

3. There was no significant relationship in 

the LCU scores of Hispanic females making non-emergent 

visits to the emergency department and the variable 

of marital status. 

4. There was no significant relationship in the 

LCU scores of Hispanic females making a non-emergent 

visit to the emergency department and the variable 

of economic background. The lower economic groups 

($0-$1,000 per month} exhibited higher and greater 

numbers of LCU scores (greater than 300 LCUs} than 

did the $1,000-$10,000 per month. group. 
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CHAPTER 5 

SU~1ARY OF THE STUDY 

This study was conducted to determine whether or 

not a relationship existed between recent stressful 

life events of Hispanic females and non-emergent 

visits to the emergency room. Also, the relationship 

of life change unit scores and the variables of age, 

marital status, and economic background was investi

gated. The null hypothesis of this study stated: 

There will be no significant relationship between the 

level of life change unit (LCUl scores of Hispanic 

females making non-emergent visits to the emergency 

department and the variables of age, marital status, 

and economic background, each related separately. 

Summary 

A descriptive correlational study was conducted 

in one health facility of a Southwestern city. The 

subjects were Hispanic females making non-emergent 

visits to the emergency department. The subjects were 

selected by means of convenience sampling and consisted 

of 30 patients. Data were collected by the questionnaire 
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method using Holmes and Rahe' s (1967) Social Readjust

ment Rating Scale (SRRS) . 

The SRRS rates by life change units 43 events 

found to be of significance in the American way of 

life. Each event was rated to determine the magni

tudes of psychological readjustment required to cope 

when the 43 life events occur. The magnitude is 

measured in life change units. The life events were 

chosen on the basis of 5,000 case histories indicating 

significant events that preceded illness onset (Holmes 

& Masuda, 1973; Petrich & Holmes, 1977). 

The multiple regression analysis was used to 

determine significant relationships between the life 

change unit scores of the sample and the variables 

of age, marital status, and economic background. The 

findings showed no statistically significant relation

ship of the life change unit scores of Hispanic females 

and the variables of age, marital status, and economic 

background. However, the subjects consistently demon

strated high life change unit scores (severe stress). 

The 18-30 years of age group contained the majority 

of subjects and most of these subjects had scores 

which placed them in a high stress level according 

to their LCU scores. 
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Discussion of Findings 

In the category of marital status, the married 

group contained more subjects with life change unit 

scores which placed them in a severe stress level 

category (mean LCU score of 417) . The divorced group 

had the lowest mean life change unit score of 220, 

indicating a moderate level of stress. The lower in

come group, $0-$1,000 per month income, contained 

the highest number of subjects vli th life change unit 

score, indicating a severe level of stress. 

The findings of the present study tend to agree 

with the findings of Rahe & Holmes (1979) concerning 

clustering of life events prior to illness onset. 

Rahe & Holmes found a significantly greater cluster

ing of life events prior to the onset of disease 

than in non-sic~ control groups. Although the findings 

of the present study were not statistically signifi

cant, the majority of the subjects had clustering of 

life events 6 months prior to the non-emergent visit 

to the emergency department. 

The trends of the present study are also in 

agreement with the study of Holmes and Masuda (1973) 

concerning the necessity of focus on all aspects 
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of life in determining covert factors causing stress. 

Subjects in the present study apparently viewed many 

factors other than physiological aspects as stressful 

(Appendix I) • Analysis of the trends of the present 

study indicated that there was not a significant 

effect on the number of life change units exhibited 

prior to a non-emergent visit to the emergency depart

ment and the variables of age, marital status, and 

economic background. 

The sample contained more subjects in the 18-30 

years of age group. The mean life change score for 

this group was 343, indicating severe stress. The 

other age groups had less subjects, but all groups 

had mean life change unit scores of over 343. The 

findings of the present study are consistent with the 

literature which has noted that younger subjects tend 

to have higher numbers of life change units than do 

older subjects (Holmes & Rahe, 1967). No other 

studies were found in the literature concerning life 

change units and the variable of age. Thus, no further 

comparisons could be made. 
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t-lari tal Status 

~vhen analyzing the mean number of life change unit 

scores in regard to marital status of subjects, no 

significant relationship was found. This study had 

the most subjects in the married group, with a mean 

life change unit score of 417, indicative of a 

severe stress level. The other groups had less 

subjects, thus were not so well represented. The 

majority of the groups' mean LCU scores fell in a 

severe level of stress. The exception was the 

divorced group whose mean life change unit score 

was 260, indicating a moderate level of stress. 

Only 2 subjects were in the widowed group, therefore 

making accurate inference concerning these subjects 

difficult. This finding does tend to resemble 

Madison and Viola's (1968} findings which showed 

widows and widowers demonstrated significantly in

creased illness rates, compared to a control group, 

within 1 year following death of a spouse. It is 

possible that non-emergent visits to the emergency 

department are due to a collection of life change 

events and are the forerunner of more serious maladies. 



No other studies concerning marital status and 

non-emergent visits tci the emergency room were found 

in the literature reviev.1. Thus, no comparisons can 

be made with the findings in this study. 

Economic Background 
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When analyzing the data relating life change unit 

scores to economic background, no significant relation

ship was found. The data analyzed regarding economic 

background showed 14 subjects in the $0-$500 per month 

group with a mean life change unit score of 320, 11 

subjects in the $500-$1,000 per month group with a mean 

life change unit score of 326, 3 subjects in the $1,500-

$5,000 group with a mean life change unit score of 536, 

and no subjects reported their income to fall into 

the $5,000-$10,000 per month group. Two subjects 

reported their monthly income to be in the "other" group. 

From the findings of this study, it appears that the 

lower economic groups had the highest level of life 

change unit scores. The higher incomes were not well 

represented in numbers of subjects in each group. 

This makes accurate inference concerning the higher 

incomes difficult. 
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No pertinent literature was found in a search of 

the literature concerning life change events and economic 

background in relation to non-emergent visits to the 

emergency department. Therefore, no comparisons could 

be made using the findings of the present study. 

Conclusions and Implications 

The conclusions of this study may be stated as 

follows: 

1. Since Hispanic females making non-emergent 

visits to the emergency department may exhibit severe 

life stress in the 6 months prior to these visits, 

it may be concluded that Holmes and Rahe's (1967) 

findings concerning clusters of illness relating to 

clusters of stressful life change events are an 

appropriate base for this study. 

2. Selye's (1976) stress theory also appears 

appropriate for this study as Selye stated stress 

caused adaptational activity in the person perceiving 

a stressor. Thus, this adaptational activity could 

be the non-emergent visit to the emergency department. 

There were no significant findings made in this 

study. Therefore, no implications can be stated. 



Recommendations for Further 
Study 

As a result of this study, the following recom

mendations were made: 

1. A study should be done using variables other 

than the ones used in this study to ascertain "Ylhat 

relationships they have on life change unit scores. 

2. A further recommendation for study is that 

this study be replicated using a larger sample with 

equal amounts representing the different age groups. 

This would help to validate the existence of a rela-
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tionship between stressful life events and non-emergent 

visits to the emergency department. 

Retrospective approaches for research yields 

needed information concerning the existence of rela-

tionships, but usually is unable to define exactly 

what those relationships are. Problems with inac-

curacy of recall may cause potential difficulty in 

obtaining accurate information (Paykel, 1974}. The 

degree with which the accuracy of recall is affected 

depends upon the composition of the population being 

studied. use of a prospective approach for research-

ing this subject under study may help to ascertain why 

individuals differ in their responses to variables. 
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'IEXAS \\'CMAN Is UNIVERSITY 
Box 23717: 'IWU Station 

Denton, Texas 76204 

1810 Inwood Road 
Dalla.s Inwood cant>us 

Name Of Investigator: Suzanne Marie Mansfield 

Address: 1810 Inwood Road #501 

Dallas, Texas 75235 

Dear Ms. Mansfield: 

Center: Da 11 as 

Date: 8/13/81 

Your study entitled Life Change Events and Non-Emergent Visits to 

the Emergency Department 

has been reviewed by a comnittee of the Human SUbjects Review Carmittee 
arxi it appears to rreet our requirements 1n regard to protection or the 
1rxi1 vidual ' s rights. 

Please be reminded that both the University and the r.epartment of 
Health, Education, and Welfare regulations typicall:; require that 
s~tures irxU.cat~ 1nfor.red consent be obtained fran all hunan 
subjects 1n yCXJ.r studies. 'Ihese are to be filed with the Human SUb
jects Review ~.ittee. Any exception to this requirement is noted 
below. Furtherrr'J:)re, according to IEEW regulatioos, another review by 
the carmi ttee is required if your project changes. 

Any special provisions pertain1ng to your study are noted below: 

Add to infonned consent fonn: No rredical service or can
--pensaticn 1s provided to subjects by the University as a 

result of injury fran participation 1n research. 

Add to 1nforned consent form: I t.JNIERST.AND 'IHAT 'mE REWRr~ 
--OF MY QUESTION!WRE G'O-JS'l'I'l'U!ES MY DJFOR·iED CXXJSEl'ir TO Adr 

AS A SU3JEC1' IN T'rliS RESEARCH. 

71 



'Ibe filing of signatures of subjects with the Human SUbjects 
--Review Ccmnittee is oot required. 

~Other: Include in your oral presentation to subjects the statement 
that participation or non-participation in the study will not 
affect their care in anyway. 

__ No special provisicns apply. 

.Rincere~v • 

:. Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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TExAs WOH.AN"s UNIVERSITY 

Dmn-ox. Txx.u -reao. 

Ms. Suzanne Marie Mansfield 
1810 Inwood, #501 
Dallas, Texas 75235 

Uear Ms. Mansfield: 

October 23, 1981 

I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 

Sincerely yours, 

·Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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THE 

TEXAS WOr4AN 'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

-------------------------------------------
GRANTS TO Suzanne:: r.:ansfield 
a student enrolled in a program of nursing leading to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following problem. 

Life Change Sventfl and ~~·)n-Emergent 'I is its 

to the z~j:)rgency Department 

The conditions mutually agreed upon are as follows: 

1. The agency (-fM!'Y) (may not) be identified in the final 
report. 

2. The names of consultative or administrative personnel 
in the agency (~) {may not) be identi.f'ied in the 
final report. 

3. The agency (wants) (deee fte~ "ant) a con.f'erence with 
the student when the report is completed. 

4. The agency is (willing) (\ifmilling) to allow the 
completed report to be circulated through interlibrary 
loan. 

5.. Other ____________________ _ 

) I 

Date : _.......,.CJ"-'-f...-:.;;J.::-A.Li...,&~~._.l __ n-------< 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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Verbal Explanation to Subjects 

Hello, 

My name is Suzanne Mansfield. I am a registered 

nurse attending the graduate school at Texas woman's 

University in Dallas. I am conducting a study of find

ing ways to improve care of the patients in the Emer

gency Room. I have permission from your hospital to 

carry out this study and would like very much to have 

your help in this study. 

The enclosed questionnaire asks you to fill in 

your age, marital status, and economic range. The 

Social Readjustment Rating Scale asks you to put a 

check mark by all events which happened to you for the 

past 6 months. 

Your help in this study is voluntary and your choice 

to participate (or not) will not affect your medical care. 

Your privacy will not be violated in any way. If you 

choose not to complete the questionnaires, please place 

them in the envelope. Do not include your name on the 

envelope or on either of the questionnaires. 

The possible benefits of your help in this study will 

be to help health care workers gain a better understanding 



of ways we can help you receive better care in the 

Emergency Department. 
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You may stop and rest if you become tired and then 

finish the questionnaire. You may drop out of the study 

at any time by not completing the questionnaires. It 

may be uncomfortable for you to recall certain events 

that occurred in your life. If you feel upset because 

of the information the questionnaire asks you to recall, 

I will be glad to talk to you and answer any questions 

that I can. 

Let me remind you that completion of these ques

tionnaires will be construed as informed consent to 

participate in the study~ I will leave you now and 

return later to pick up the questionnaires. Do you 

have any questions? Thank you very much for your 

time and attention. 
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COMPLETION AND RETURN OF THIS QUESTIONNAIRE WILL BE 
CONSTRUED AS INFO&~D CONSENT 

Demographic Data Information 
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Instructions: Please place an X to indicate appropriate 
information related to you and your situation. 

Age: (years) 

18-30 36-65 

31-35 66 and over 

Harital Status: 

Single Widowed 

Married Separated 

Divorced 

Economic Group : 

0 - $500 per month 

$500 - $1,000 per month 

$1,500 - $5,000 per month 

$5,000 - $10,000 per month 

Other 
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COMPLETION AND RETURN OF THIS QUESTIONNAIRE WILL BE 
CONSTRUED AS INFORMED CONSENT. 

SOCIAL READJUSTMENT RATING SCALE 

Instructions: for each life event item listed below, please 
do the following. Think back on the event and decide if it 
happened during the last 6 months. Indicate if it happened 
by placing an X in the column labeled 0-6 months ago. If 
the event did not happen to you during the last 6 months, 
please indicate by placing an X in the column under "no." 

Rank 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 

12 
13 
14 
15 
16 
17 
18 

19 

20 
21 
22 

23 
24 

Life Event 

Death of spouse 
Divorce 
Marital separation 
Jail term 
Death of close family member 
Personal injury or illness 
Marriage 
Fired at work 
Marital reconciliation 
Retirement 
Change in health of family 

member 
Pregnancy 
Sex difficulties 
Gain of new family member 
Business readjustment 
Change in financial state 
Death of close friend 
Change to different line of 

work 
Change in number of arguments 

0-6 mos. ago 
Yes 

with spouse 
Mortgage over $10,000 
Foreclosure of mortgage or loan 
Change in responsibilities 

at work . 
Son or daughter leav~ng horne 
Trouble with in-laws 

No 
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Rank 

25 

26 
27 
28 
29 
30 
31 

32 
33 
34 
35 
36 
37 

38 
39 

40 
41 
42 
43 

Life Event 

Outstanding personal achieve-
ment 

Wife began or stopped work 
Begin or end school 
Change in living conditions 

·Revision of personal habits 
Trouble with boss 
Change in work hours or 

conditions 
Change in residence 
Change in schools 
Change in recreation 
Change in church activities 
Change in social activities 
Mortgage or loan less than 

$10,000 
Change in sleeping habits 
Change in number of family 

get-togethers 
Change in eating habits 
Vacation 
Christmas 
Minor violations of the law 

0-6 mos. ago 
Yes No 
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UNIVERSITY OF \V ASHINGTON 
SEATTLE, WASHINGTON 98195 

School of Medicine 
Department of Psychiatry and Beha-z:ioral Sciences RP-10 

Suzanne Mansfield 
1810 Inwood Road 
Dallas, Texas 75235 

Dear Ms. Mansfield: 

July 16, 1981 

Thank you for your interest in our research. I am pleased to give 
you permission to use the Social Readjustment Rating Scale and the 
Schedule of Recent Experience (SRE) for your proposed research. 
Please note that the SRE is the questionnaire used to obtain the 
subject's life change and the values from the Scale are used to 
score the SRE. 

I am enclosing both the one-year and the three-year SRE for your 
consideration as well as the price list. 

We checked our files and came up with two references which may be 
of interest to you. They are as follows: 

Andersen, M. and Pleticha, J. M.: E~ergency unit patient's percep
tions of stressful life events. Nursing Research _ll: 378-383, 1974. 

Satin, D. G.: Life stresses and psycho-social problems in the 
hospital emergency unit. Social Psychiatry 1:119-126, 1972. 

I am also enclosing other reprints which I hope will be of interest 
to you. 

If we can be of further assistance please let us know. 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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Ms. Suzanne Mansfield 
1810 Inwood t/501 
Dallas, Texas 75235 

Dear Ms. Mansfield: 

DEPARTMENT OF THE NAVY 
NAVAL REGIONAL MEDICAL CENTER 

L.ONG BEACH, CALIFORNIA 90822. IN REPLY REFER TO: 

Code l02l:bab 
6000 
16 March 1981 

In response to your request concerning information about my Recent Life Change 
Questionnaire (RLCQ), I am enclosing a packet of information which describes the 
deviation of this instrument from its parent questionnaire - the Schedule of 
Recent Experience. This packet also provides suggestions for scoring the RLCQ. 
Tne topic of scoring recent life events was also addressed by me in an editorial 
in "Psychosomatic Medicine". 

Unfortunately, I know of no studies utilizing Life Changes measurement in an 
Emergency Room setting. You are certainly welcome to use the RLCQ in your study. 
I am afraic:i I cannot suply 50 copies. Hopefully, you have photocopying facilities 
available to you. 

Best of luck in your research. 
Sincerely, 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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Questionnaire Marital Economic LCU 
Number Age Status Background Score 

1 18-30 yrs. Married $500-$1,000/rnonth 324 

2 18-30 yrs. Married $500-$1,000/rnonth 416 

3 18-30 yrs. Single $500-$1,000/month 326 

4 18-30 yrs. Separated $500-$1,000/rnonth 256 

5 18-30 yrs. ~~idowed $500-$1,000/rnonth 290 

6 36-65 yrs. Married $500-$1,000/rnonth 345 

7 18-30 yrs. Married $0-$500/month 443 

8 18-30 yrs. Single $0-$500/rnonth 0 

9 18-30 yrs. Single $0-$500/rnonth 229 

10 18-30 yrs. Divorced $0-$500/rnonth 174 

11 36-65 yrs. Divor~ed Other 213 

12 18-30 yrs. Divorced $1,500-$5,000/rnonth 360 

13 18-30 yrs. Separated $0-$500/month 701 (X) 

\0 



Questionnaire Marital Economic LCU 
Number Age Status Background Score 

14 36-65 yrs. Divorced $0-$500/month 55 

15 18-30 yrs. Married $0-$500/rnonth 317 

16 18-30 yrs. Single $0-$500/rnonth 532 

17 18-30 yrs. Single $500-$1,000/month 382 

18 18-30 yrs. Married $0-$500/month 439 

19 18-30 yrs. Separated $500-$1,000/rnonth 109 

20 18-30 yrs. Married $500-$1,000/month 419 

21 31-35 yrs. ~1arried $1,500-$5,000/month 557 

22 18-30 yrs. Separated $0-$500/month 502 

23 31-35 yrs. Married $0-$500/rnonth 502 

24 31-35 yrs. Single $0-$500/month 518 

25 18-30 yrs. Separated $500-$1,000/month 494 

26 31-35 yrs. .tvlarried $1,500-$5,000/month 673 

27 66 yrs. & 
over Widowed $0-$500/month 548 

\0 
0 



Questionnaire Marital 
Number Age Status 

28 18-30 yrs. Married 

29 18-30 yrs. Single 

30 18-30 yrs. Harried 

Economic 
Background 

--
$0-$500/month 

$0-$500/month 

$500-$1,000/month 

LCU 
Score 

370 

232 

229 

~ 

1-' 
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Frequency Distribution of Choices of 
Items of Questionnaire 

Number of Number of 
Item Times Chosen Item Times Chosen 

1 1 27 10 

2 4 28 23 

3 4 29 18 

4 1 30 4 

5 12 31 11 

6 21 32 19 

7 4 33 1 

8 4 34 17 

9 2 35 8 

10 2 36 18 

11 17 37 4 

12 2 38 19 

13 11 39 16 

14 8 40 19 

15 5 41 3 

16 21 42 0 

17 5 43 3 

18 4 

19 10 

20 1 

21 1 

22 5 

23 4 

24 16 

25 2 

26 0 
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