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CHAPTER 1 

INTRODUCTION 

Adolescence is a time of rapid growth and change. 

I ntrapersonally, cognitive and physical development are 

a ccelerated. Relationships are changing rapidly within 

t he family, at school, and with peers. During this 

period of self-definition, the need for parental support 

diminishes as comraderie with peers increases. 

As the child progresses from childhood through early, 

middle, and late adolescence, the scope of his world 

increases, bringing new opportunities and choices, but 

also the unfamiliar doubt that accompanies being respon

sible for oneself. The thrill, yet fear, of impending 

adulthood with its lure of freedom but consequence of 

responsibility are suddenly brought into focus for the 

adolescent. Growth is not a constant, steady process, 

but individual, irregular, and often disproportionate, 

sometimes leaving remnants of the dependent child to deal 

with a sexually maturing body. 

As difficult as the process of maturation is for 

the individual, the parents are confronted with their 

child who has decreasing needs to be fed, clothed, and 
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protected by them. They must now see him as being on his 

way to adulthood. Not only does this force parents to 

face their own aging, but they must now watch the product 

of their nurturance struggle to find a place for himself 

in the world. His growing pain is also their growing 

pain. 

In the face of all of this anticipated change, the 

adolescent also must adjust constantly to the demands put 

upon him by his external environment. Interpersonally, 

the normal conflicts with peers become intensified as peer 

relationships have become tantamount to accepting oneself. 

Family quarrels, problems in school, and dating relation

ships bombard from all directions. How does an adolescent 

who is in the process of adjusting to an evolving self 

handle these additional stresses? 

Selye (1975) called stress "the spice of life" 

(p. 83). Stress is inherent in man's daily life, but at 

what cost? Scholars and scientists have searched for the 

link between stresses in man's daily life and their 

influence on his health, but no definitive answers have 

been found. 

Often, the adolescent who has some difficulty in 

meeting the new demands of his body and his life seeks 

care at a facility that deals specifically with adolescent 
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pr oblems. Professionals familiar with the developmental 

p r ocesses of adolescence are available to him to provide 

s e r vices ranging from medical and nursing care for acute 

a nd chronic health problems to counseling services for 

pr oblems with family, school, or peers. The adolescent's 

s ymptoms and chief complaints are often inadequate to 

explain the source of the distress. For some adolescents, 

nothing more than reassurance of normalcy is needed. 

Underlying physical disorders may complicate the develop

mental tasks of others. 

Do these adolescents seeking care at a clinic suffer 

from more distress than what is apparent? Perhaps some 

measure of the actual number of stressful events the 

adolescent must adapt to in his daily life could provide 

caregivers with a clue of what life is actually like for 

him. 

The aim of this study was to identify and compare the 

life event scores of a group of adolescent patients who 

were being treated at an outpatient adolescent clinic for 

a variety of complaints with the life event scores of his 

adolescent sibling who was not receiving any treatment. 

Perhaps by examining the adolescents' recall of the number 

of events, and the event's frequency of occurrence over 

the preceding 12-rnonth period, some initial insight could 
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be gained into how the life of an adolescent progresses, 

and particularly stressful periods could be identified. 

Problem of Study 

Do the number of life events and the life event scores 

of the adolescent patients receiving treatment in an 

outpatient clinic differ from the number of life events 

a nd the life event scores of their healthy adolescent 

s ibling? 

Justification of Problem 

The exact nature of the effect of life changes on 

adolescents still remains a question. Individual 

perception of an event has been found to be significant 

in adults as an indicator of the amount of readjustment 

with which they themselves were faced (Hinkle, 1977). 

Adolescents, theoretically a group vulnerable to the 

environmental stresses that they must face in the light 

of their own developmental tasks, become an important group 

to study. 

In his book Future Shock, Toffler (1970) wrote 

Take an individual out of his own culture, and 
set him down suddenly in an environment sharply 
different from his own, with a different set of 
cues to react to--different conceptions of time, 
space, work, love, religion, sex and everything 
else--then shut him off from any hope of retreat 
to a more familiar social landscape, and the 
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dislocation he suffers is doubly severe. Moreover, 
if this new culture is itself in constant turmoil, 
and if, worse yet, its values are incessantly 
changing, the sense of disorientation will be 
further intensified. Given few clues as to what 
kind of behavior is rational under the radically 
new circumstances, the victim may well become a 
hazard to himself and others. (pp. 11-12) 

Al though Toffler (1970) described the phenomenon of "future 

shock," his statement could apply accurately to the process 

t hrough which the adolescent in society must evolve during 

the transition from childhood to adulthood. 

The need is crucial for a means by which health care 

professionals could help prepare adolescents for the 

changes that commonly occur in their lives during the 

second decade. By examining the life events occurring in 

the patient population of an adolescent clinic in compari-

son with the life events of the adolescent siblings, some 

evidence of the nature of the most frequently occurring 

events can be gained. This study has proposed an initial 

step toward the development of a system by which adoles-

cents at risk for developing problems due to adaptation 

failure may be identified. 

Theoretical Framework 

The theoretical framework for this study was based on 

the theory of stress developed by Selye (1975). Selye 

(1975) described "stress" as the "non-specific response on 
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t he body to any demand made upon it" (p. 14). Because of 

the constant struggle to maintain homeostasis or balance 

in the inner self, anything that is encountered that 

e licits a response may be considered a "stressor." Selye 

(1975) stated that 

no matter what you do or what happens to you, 
there arises a demand for the necessary energy 
required to maintain life, to resist aggression 
and to adapt constantly to changing external 
influences. (p. 19) 

Through Selye's physiological research to determine 

the nature of the effect of a chemical stressor on the 

body, he theorized that all stress, regardless of the 

nature of the stressor, would evoke a three-fold reaction 

which he labelled the "General Adaptation Symdrome" (GAS). 

The adaptability inherent in the body will determine the 

rapidity and intensity a stressor may bring on the 

mobilization or "initial alarm phase," characterized by 

"surprise and anxiety because of our inexperience in 

dealing with a new situation" (Selye, 1975, p. 78). Once 

mobilized, if exposure to the stressor continues, the 

Stage of Resistance begins in which Selye (1975) theorized 

"we have learned to cope with the task efficiently and 

without undue commotion" (p. 72). 

The outflow of adaptation energy invested by the 

individual to resist continued assault by the stressor 
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predi sposes the body to exhaustion, hence death. The 

c oncept of adaptation energy defined by Selye (1975) as 

t he body's finite adaptability is important as it deter

mines the length of the resistance preceding exhaustion. 

Superficial resistance energy is available on demand. 

Selye (1975) equated it with a bank account from which one 

may adjust the balance easily by periodic withdrawals and 

deposits. Deep adaptation energy comprises a reserve, 

yet irreplaceable, supply which is spent at an individual 

r ate over the course of a lifetime. According to the 

author, one can never return to full capacity following 

any encounter with a stressor. The fatigue that develops 

with the expenditure of deep adaptation energy leads to 

exhaustion. 

Although somewhat specific in nature, all stressors 

induce the GAS. The question of why some individuals 

react more intensely than others to an equal stressor 

remains unanswered. Selye (1975) attributed this to 

conditioning factors which determine sensitivity. 

According to Selye (1975), "a normally well-tolerated 

degree of stress can become pathogenic and cause 'disease 

of adaptation' selectively affecting the predisposed body 

area" (p. 34). Selye asserted that stress plays a 

significant role in the development of al l diseases. 
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The second theory utilized in this study was that of 

i dentity formation in adolescents (Erikson, 1968). From 

b irth through childhood, a child struggles with the stages 

o f psychosocial development that precede an "identity 

c risis" which occurs during adolescence. Erikson (1968) 

def ined "crisis" as "a necessary turning point, a crucial 

moment, when development must move one way or another, 

marshaling resources of growth, recovery, and further 

differentiation" (p. 16). 

The trust that one learns as an infant by having 

physical needs met allows the autonomy experienced as 

toddlers. Having mastered mobility, initiative develops 

through further exploration. Successful ventures encourage 

industry during ·the early school years. Having completed 

the tasks occurring during childhood dependence, the 

adolescent is faced with his first independent challenge, 

to synthesize all his past experiences into a realistic, 

solidified individual who will soon be responsible for his 

control, success, and survival (Erikson, 1968). 

During this process, physiological changes of growth 

and puberty occur in the adolescent's body. This 

drastically changing body that was once mastered seems 

awkward and out of control. The mind that had previously 

seen things in an orderly, simple fashion expands 
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dramatically to allow a wider window through which to view 

the world. The ability to think abstractly and to apply 

l ogical thought processes may become flooded with images 

a nd ideas that were previously inconceivable (Daniel, 

1977). 

These processes occur simultaneously although 

a synchronously. The rate at which these changes occur 

i s individual, and often leads the adolescent to seek 

confirmation of his normalcy from other adults and 

especially from peers who have now become the most impor

tant source of support. Identification with those who 

must bear-up under the same burden becomes an important 

step of developing one's own identity (Daniel, 1977). 

The developing identity is fragile and to maintain 

what could be called a homeostatic balance is difficult. 

If Selye's (1975) stress theory is applied to issues of 

adolescence, it becomes apparent that the General 

Adaptation Syndrome should be in nearly continuous 

operation during the adolescent period, and any additional 

stress could diminish the adaptation energy resources. 

Those adolescents experiencing many stressful life events 

may be at increased risk of developing diseases of 

adaptation. 
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Assumptions 

For the purpose of this study, the following 

as sumptions were made: 

1. The developmental processes that occur in an 

individual during adolescence are unique to that person. 

2. Chronological age is not an accurate deter

mination of developmental level. 

3. Adolescence is the period between the ages of 

1 2-18 years. 

4. The family will also be affected by the develop

mental process of its adolescent members. 

5. All developmental tasks of adolescents are 

interrelated but not interdependent for completion. 

6. Siblings residing in the same household will 

be subject to the same socioeconomic level and attitudes 

toward seeking treatment. 

Hypotheses 

For the purposes of this study, the following 

hypotheses were tested: 

1. Adolescent patients who have sought or been 

referred for treatment at an adolescent outpatient clinic 

within the past 6 months will have a higher number of life 

stress events occurring within the past 12 months than 

will their healthy adolescent siblings. 
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2. Adolescent patients who have sought or been 

r e ferred for treatment within the past 6 months will have 

a higher life events score than will their healthy 

a dolescent siblings. 

Definition of Terms 

For the purposes of this study, the following 

d efinitions were used. 

Adolescents--males and females between the ages of 

1 2-18 years. 

Patient--an adolescent seeking or presently receiving 

treatment at the adolescent outpatient clinic. The 

condition for which treatment is being given or sought 

has not existed longer than 6 months and is not considered 

to be routine maintenance. Treatment may include medical, 

nursing, social work, nutritional, or psychological 

interventions. 

Treatment--individual medical therapy and/or 

counseling for an acute problem common in adolescents 

including but not limited to exacerbations of chronic 

illnesses, anorexia nervosa, obesity, enuresis, encopresis, 

behavior problems, school phobias, and truancy. 

Sibling--a healthy natural, adopted, or stepbrother 

or stepsister residing in the same household as the 

identified adolescent patient. For the purposes of this 
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study , the adolescent sibling closest in age to the 

patient was requested to be the sibling participant in 

the study. 

Healthy--the adolescent sibling who is not receiving 

any long- or short-term therapy and/or counseling for any 

exi s t ing health problem, including chronic disease. The 

r outine preventive care considered to be the realm of 

h ealth maintenance (including medical examinations, 

or thodontic care, dental examinations, or eyeglasses) 

was not considered to be treatment. 

Life events--any event occurring in the adolescent's 

daily life over which he may or may not have control 

but which requires some adaptation in his usual behavior. 

These events may be either desirable or undesirable, and 

were measured according to the Life Events Scale for 

Adolescents as designed by Coddington (1979). 

Life events score--the weighted value of life events 

as measured by Coddington (19 72a) based on the frequency 

of occurrence and assigned weight of each event. 

Limitations 

For the purposes of this study, the following 

limitations were identified: 
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1. The developmental stage within adolescence, 

b i r t h order, sex, ethnic, and socioeconomic background 

o f the adolescents in the study varied. 

2 . The source of referral to the outpatient 

a dolescent clinic varied. 

3. The structure of the family unit (single parent 

v e r sus intact) and the number of children in the family 

va ried. 

4. Previous experience of the family with health 

c a re professionals may have varied. 

5. The reliability and validity of the instrument 

has not been identified in the literature. 

Summary 

The normal developmental crisis occurring during 

the adolescent period between the ages 12-18 years is an 

understandably stressful one. According to Selye (1975), 

even desirable events evoke a response in one who is 

forced to adapt from a previously steady state. However, 

the exact effect of stressful life events in addition to 

normal developmental tasks occurring during this period 

remains an important question. 

This investigation was conducted as an initial step 

in the development of a potential means by which those 
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a dolescents unable to successfully adapt to life stresses 

c ould be identified, hopefully, prior to the development 

of deviations in emotional and physical health necessi

t a ting treatment. 



CHAPTER 2 

REVIEW OF LITERATURE 

Si nce 1920, the question has been raised repeatedly 

as to t he effect of life situations on health. The major 

f ocus of research in this area has been directed toward 

s tudying adult subjects. As preventive medicine and early 

i n t ervention programs gained momentum, interest has turned 

toward the effect of early life stresses on the develop

ment of illness in children and adolescents. 

Adolescence 

Before the influence of stressful life events on 

adolescents can be studied, an understanding of the normal 

developmental tasks of the period of adolescence is 

necessary. Historically, adolescence has been described 

as a period of storm and stress, which is greater than any 

occurring during other decades of life (Jersild, 1963). 

Philosophers frequently described the complexities 

of the transition between childhood and adulthood. As 

described by Roy (1975), sexual maturation, especially of 

females, results in passionate, trusting, brave 

individuals. The bravado of youth, as described in 

early literature, however, often resulted in strict 

15 
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d isciplinary action to replace the earlier leniency of 

childhood. These very inconsistencies contribute to the 

intens ity of the confusion inherent in the period of 

adolescent development. 

Hal l (1916) published a classic study of the adoles

cent per iod in which he elaborated extensively on the 

metamorphosis through which the child must emerge to 

r each adulthood; because of this work he has been 

identified as the discoverer of adolescence. In Hall's 

writing, however, environmental and cultural influences 

were given little attention. 

The rapid industrializ~tion of the United States has 

been alluded to frequently in the literature as one of the 

major influences in the development of the cultural 

phenomenon of adolescence (Roy, 1975). As industry 

replaced farming, and the focus shifted from apprentice

ships to formal education, society's view of the second 

decade of life also shifted. Child labor laws, compulsory 

education, and the implementation of juvenile justice 

represent several of the modifications which directly 

elongated the process of the child to adult transition 

(Jersild, 1963). 

Health care has also been the source of some dissatis

faction among adolescents who are unable to exercise 
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c o ntrol over the right to seek care. By granting health 

car e providers the legal right to treat minors without 

p a r ental consent, adolescents are becoming a growing area 

of concern for pediatricians and generalists alike because 

o f t he complexity of adolescents' problems. The right to 

s e ek care and receive care has prompted an increased 

i nt erest in meeting the needs of this specific age group 

(Daniel, 1977). 

Adolescent development can be n~turally divided into 

t hree major areas according to Jersild (1963). Although 

interwoven, these areas are not interdependent, nor 

necessarily synchronized which compounds the complexity of 

t he adolescent experience. Physical maturation, emotional 

maturation, and cognitive maturation comprise the three 

major areas, each of which will be described briefly with 

reference to the stresses that are interwoven into the 

maturational process (Jersild, 1963) . 

Physical Maturation 

According to Chinn (1979), the pubertal process 

includes not only the maturation of the reproductive 

system, but encompasses the concurrent maturation of the 

endocrine and structural systems. The author emphasized 

that all organ systems undergo change during this period. 
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Although physical changes may drastically alter the 

child who enters the adolescent period from the adult who 

emerges at its completion, evidence has not supported the 

speculation that the physiological changes of puberty are 

p recursors to emotional instability. However, evidence 

does support the hypothesis that given individuals may be 

c oncerned by the effects of their physical development in 

add ition to other developmental tasks occurring during the 

s a me period (Chinn, 1979). 

Physical changes are most dramatically seen in the 

development of secondary sexual characteristics. Although 

there are no specifically documented links between the 

pubertal changes and the psychosocial maturation also 

ongoing during adolescence, both of these processes are 

found to be influenced by social expectations leading 

some researchers to include biologic maturation in their 

more comprehensive theories of adolescent developmental 

processes (Muuss, 1968). 

Katchadourian (1977) divided pubertal changes into 

two major biological outcomes. First, is the attainment 

of the physique and physiological capabilities of an adult, 

including full reproductive function. Secondly, the major 

adult physical sex differences become established which 

facilitate increased sexual dimorphism. 
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Researchers have postulated that pubertal onset is 

infl uenced by environmental factors such as geography, 

c l imate, attitude, and nutrition. Individual factors 

i nclude heredity, general health status, socioeconomic 

c l a s s , and emotional factors (Katchadourian, 1977). 

F ive major biological changes that occur during the 

pube rtal period include: 

1. Adolescent growth spurt 

2. Alteration of body composition 

3. Increased development of the circulatory system 

and respiratory system resulting in increased strength 

and endurance 

4. Sexual maturation 

5. Neural and endocrine changes which regulate 

the total process (Tanner, 1962) 

It is beyond the scope of this study to discuss these 

changes comprehensively; however, they provide clinical 

referents upon which to base the assumption that puberty, 

or the physical maturation process, has been completed. 

As is true with the onset of puberty, exact starting and 

stopping points of the process are difficult to define. 

Describing the biological and physical processes that 

transform the child into an adult is insufficient to 

truly analyze the concept of puberty. Many of the changes 
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are internal; however, the most significant factor to be 

considered remains that the child now looks like an adult. 

Hi s phy sical size, strength, and endurance allow him to 

compete in an adult world, and because of this, society 

e x pects adult behavior. The ability to reproduce becomes 

a ma jor concern during this period (Katchadourian, 1977). 

Jersild (1963) indicated that the early onset of 

puberty resulting in early menarche and physical maturity 

wa s a stress for adolescents. This early development leads 

to heterosexual interest at an earlier age, an age at 

which emotional and cognitive development may not have 

yet reached the appropriate level. Jersild described the 

adolescent as "in many ways a marginal character: too 

old to be treated as a child, too young to have the rights 

of an adult" (p. 14) . 

Emotional Maturation 

Erikson (1968) defined the period of adolescence as 

the time in which the individual establishes his identity 

which involves having a realistic, internalized view of 

himself that is congruent with the impression of signifi

cant others. In a rapidly changing body, this is 

extremely difficult as appearance, size, and capabilities 

are not constant. 
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The definition of one's self requires the adolescent 

t o f use past experiences, present impressions, and 

f u t ure goals into a reasonable, acceptable individual, 

b o th to himself and to society around him. The ability to 

de f ine and accept sex roles and to establish a hierarchy 

of goals for the future are crucial for the integrated 

a d ult, and these tasks must be first encountered during 

a dolescence (Jersild, 1963). 

Of primary importance to the development of one's own 

i dentity is the process of emancipation from parents. The 

adolescent must become capable of self-direction with 

gradually diminishing needs to remain dependent or 

defiant toward external authority. Through this process 

of becoming independent of parents, the adolescent becomes 

increasingly dependent on the support of his peers for 

confirmation and direction. The constant flux occurring 

equally in the peers who are expected to provide support, 

makes this necessary period very stressful. Hopefully, 

the emerging adult will have learned to make reasonable, 

safe choices, have developed purposes and goals, and, most 

importantly, have internalized a strong hope for a 

successful future (Jersild, 1963). 
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So gn itive Maturation 

If an individual is to accept responsibility for his 

nwn ac tions and to set reasonable future goals, he must 

h· v e developed the ability to think abstractly. The 

pr e ado lescent child has limited cognitive ability when 

fac ed with situations that are not concrete, specific, and 

c l e ar . As the transition from concrete bhought progresses 

( t he Piagetian Preoperational thought period), the 

a do l escent experiences an expansion of the horizons of 

hi s ability to reason and generalize. Through his 

experiences and maturation, he begins to think at the 

Piagetian level of formal operational thought. This level 

of thought is characterized by the ability to think about 

t he thought process, and to reason in a logical, adult 

fashion. Although not all adults achieve the formal 

operational level of thought, it is this type of thought 

which allows moral choices to be made by the ability to 

deal with abstractions (Jersild, 1963). 

The adolescent begins to form relationships with 

members of the same and opposite sex peer group, requiring 

emotional intimacy, tenderness, and the ability to give 

and receive affection. These relationships require that 

he be able to think abstractly, to fantasize, and to 

imagine, but more importantly require that the adolescent 
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understand the relationship of his actions and interactions 

wi th their outcomes. This becomes crucial, for example, 

when dealing with a physically capable adult, who is 

unable to conceptualize the cause of a pregnancy (Daniel, 

19 77). 

Whether or not adolescence may be called an inherently 

s tressful period has been debated throughout the litera

ture. Statistics document higher delinquency rates 

occurring during the teenage years than in any other age 

group. Teenage pregnancy, runaways, and drug abuse rates 

all illustrate that the deluge of changes that accompany 

maturation may indeed be stressful to many (Jersild, 

1963). 

Jersild (1963) substantiated this belief in his 

description of the conflicting forces operating during this 

period. The desire to assert individuality is important 

to most adolescents but is countered by an intense need 

to conform. The desire to be big spurred on by rapid 

growth is matched with a lingering desire for protection. 

Alternating desires to be loyal to friends and family 

oppose the impulse to rebel. 

These very oppositions demonstrate the internal 

stresses of adolescence which occur regardless of external 

forces in an individual's environment. According to 
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-Je r sild (1963), during this period, the desire to grow is 

s t r o ng, motivating the adolescent to move onward against 

h i s own internal unrest. 

Historical Background of Li f e Stress Research 

The study of life events has been reported in litera

t ur e dating back to the 1920s when Cannon first documented 

t he connection between an individual's health and critical 

events occurring in his life. Early research done by 

Cannon (1932) provided some evidence that the illnesses 

s u ffered by some of his patients subsided when the 

s tressful situation ended. 

Cannon's observations were further substantiated by 

Meyer (1935), a research physician at Johns Hopkins 

University during the 1930s. Meyer proposed the use of a 

"life chart," a sequential record of illnesses and critical 

events kept as a part of each patient's medical record. 

By utilizing this tool in his own practice, the researcher 

was able to demonstrate that events varied in their 

intensity and did not consistently appear to be cata

strophic in nature although influencial on the health status 

of his patients. 

Meyer (1935) was able to demonstrate that prior to 

his patient's need for medical care, certain events 
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(marriage, death, job changes) had frequently occurred in 

clu sters. He compiled a list of these events which he 

u sed as a tool in making medical diagnoses. An assertion 

mad e by Meyer was that even common, frequently occurring 

eve n ts that are normal and necessary are potential 

c on t ributors to the development of medical conditions. 

Wolff (1950) substantiated Meyer's work by reporting 

r e s earch findings that indicated a correlation between 

str essful events in an individual's life and physiological 

r e sponse to them. Wolff hypothesized that illness resulted 

f r om an individual's inability to adapt to certain environ

mental demands. He furt'her expanded this explanation to 

include that an individual's perception of the event could 

i n f luence the intensity to the individual's reaction to 

i t. His psychological, biological, and sociological 

characteristics would determine the intensity of the effect 

of the stress (Wolff, 1950). 

Based on the findings of earlier research demon

strating that the clustering of stressful events which 

require life adjustment by an individual could be corre

lated with the time of illness onset, researchers at 

the University of Washington developed a tool by which the 

magnitude of stressful events could be measured directly. 

A group of scientists headed by Holmes and Rahe 
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inv e ntoried commonly occurring events through interviews 

of 5, 000 patients (Rahe, Meyer, Smith, Kjaer, & Holmes, 

19 64) . 

Following the compilation of this list, a technique 

known as psychophysics,was applied which entailed having 

a g r oup of subjects rate the most commonly occurring 

e v ents by assigning a numerical value. Psychophysics 

i s the study of man's ability to assign a magnitude to 

a s ubjective experience. The series consisted of both 

d esirable and undesirable events with the common denomi

nator being that all events could be associated with 

some adaptive behavior on the part of the individual 

(Ma suda & Holmes, 1967). 

The results of this research was the Social 

Readjustment Rating Scale (SRRS) which was based on 

subjective recall of events including their frequency, 

length, and intensity. Numerous investigations utilizing 

this instrument have been conducted on a variety of 

American subjects and cross-culturally indicating that 

subjective recall provides a reliable means for quantifying 

an individual's experiences (Holmes & Rahe, 1967). 
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Ped iatr ic Research 

Until recently, all published research has been 

conducted on adult subjects as the life events on the 

sca le a ppl ied to adult life events. Coddington, a c hild 

Qsychiatrist , began work on a comparable instrument for 

use wi th children and adolescents. He felt that if a 

means c ould be developed by which one could determine 

how s ome children are able to adapt successfully to 

unusual environmental pressures, other children could be 

taught to do so. 

In 19 68, Coddington began developing four age-specific 

lists compiled with the help of childcare workers, 

educators , and pediatricians. Each list was then rated 

according to the relative stressfulness of each event with 

an estimate of the amount of readjustment or adaptation 

necessary. A comparison between the value of each event 

assigned by professionals, and the values assigned by 

children (and their parents) showed the scale to be a 

reliable means of quantifying each event. Similar to the 

adult scale, the amount of social-psychological readjust

ment experienced by a child over a specific period is 

determined by summing the Life Change Units (Coddington, 

1972a) . 
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Fo l lowing completion of the instruments, research 

us i ng a normal, healthy population of children in Ohio 

~~ = 36 20) was conducted to establish normal values based 

on a ge , sex, race, and socioeconomic class. No social 

~la s s o r racial differences were determined; however, age 

wa s found to be significant with a large variation in the 

~ 1ormal values appearing at age 12-14 years with the onset 

of a dolescence (Coddington, 1973). 

The third phase of investigation utilizing Coddington's 

~cale surveyed pediatric patients from five populations. 

Resul ts stated that juvenile rheumatoid arthritics, 

general pediatric, surgical, and psychiatric patients had 

exp e rienced more frequent and/or mo~e severe life events 

pr i or to the onset of illness than did the normal popu-

lation. Hemophil~acs were found to have fewer life events 

tha n all other children studied which was attributed to 

their more protective environments. From these data, 

Heisel, ReaiT4 Raitz, Rappaport, and Coddington (1973) 

surmised that 

The child required to face major changes in 
his environment must adjust his internal 
milieu both psychologically and physiologically 
or, more likely, both. Failure to make this 
adjustment may result in either physical or 
mental disease. (p. 122) 
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Gersten, Langner, Eisenberg, and Orzeck (1974) studied 

67 4 children and adolescents in Manhattan to determine 

whether a correlation existed between behavioral impair

me nt and life events. They utilized Coddington's scale, 

p s ychological impairment inventories, and reports by 

tno ther s of the subjects regarding the child's behavior. 

Ev ery dependent variable relating to behavior was signifi

c a ntly correlated with the total event score suggesting 

a positive relationship between increased stressful life 

e vents and behavior problems. Results cited the need for 

u til ization of multiple measures for accurate assessment 

of behavioral impairment. 

Gersten et al. (1974) implied that merely studying 

the quality of the event (desirable versus undesirable) 

i s too limited a measure, and they suggested that non

events should also be included. The adjustment required 

by a child for an anticipated event which did not occur 

~ay be equally significant as those events which did 

occur. 

In 1979, an investigation was conducted by Sandler 

and Block of children in Phoenix, who were reported by 

teachers in four inner city elementary schools as 

maladaptive. The question was raised as to the influence 
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o f soc i al environmental factors and the occurrence of 

s t r essful life events. Welfare recipients and nonwelfare 

c e c ipients from both the maladaptive and control groups 

we r e compared based on the hypothesis that maladapting 

c h i ldren would experience significantly higher numbers of 

s t r essful life events during the previous year than the 

ma t ched controls. Their results indicated that nonwelf~re 

ma l adapting children experience more life events than 

e i ther the nonwelfare controls or the maladapting welfare 

c h i l dren. No correlation was found between life events and 

p a r ental ratings of behavior problems for either the 

we lfare maladapting or the controls. 

Adolescent Research 

Since 1979, Coddington's work has focused on the 

adolescent age group using a revised scale specific to 

events frequently occurring in subjects between 12-18 

y ears of age. A healthy population of 748 adolescents in 

Ohio has been used to standardize the Life Event Scale 

for adolescents. The variable of race could not be 

studied as there were so few Blacks in the Ohio group. 

The question of the utility of weighted scales 

versus nonweighted life events scales was raised by 

Gersten et al. (1974). The highly significant correlation 
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c oeffi cient resulting when both scales were used on an 

i dentical sample supported the conclusion that the pre

d etermined weights were unnecessary. However, Coddington 

(19 79) asserted that his research supported the continued 

u se of weights. 

A sample of 207 subjects participated in an investi

gat ion conducted by Yeaworth, York, Hussey, Ingle, and 

Goodwin (1980) also in Ohio to compare the weights assigned 

t o Coddington's scale by adults and the weights which the 

adolescents themselves assigned. Events relating to 

death and separation were consistently rated as the most 

stressful by both adults and adolescents. The adults and 

adolescents rated all other areas similarly also. Further 

s tudy with a larger, more racially and socioeconomically 

diverse sample was recommended by the investigators. 

The current Life Event Scale for Adolescents 

(Coddington, 1979) was administered to a group of 362 

male adolescents in a prospective study to determine 

whether football players who had experienced a high number 

of life events during the preceding year were at increased 

risk of injury compared with those players who had lower 

scores, and as compared to scores of a matched nonplaying 

control group. 
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Coddington and Troxell (1979) determined that players 

had lower life event scores than nonplayers, although not 

r eaching a level of statistical significance. Players 

consistently had a higher number of desirable events 

t hough lower in undesirable and object loss scores when 

i nd ividual items on the scale were analyzed. Among players, 

tho s e adolescents who had experienced significant injury 

a ccording to coaches' reports, had experienced a higher 

number of parental separations, divorces, and illnesses or 

deat h s of parents leading the investigators to postulate 

tha t a player's emotional state influences his risk of 

i nj ury. Replication of the study was suggested with a 

l arger number of subjects utilizing more standardized 

control of injury reports. 

An earlier investigation was conducted by Bramwell, 

Masuda, Wagner, and Holmes (1975) with college athletes 

using a modified version of the SRRS. Their findings 

reported that players with lowest scores had an injury 

rate of 35%; those with medium scores had 44% injury 

rate; and high scorers were injured at a rate of 72%. 

Adolescent pregnancy, a major concern of health 

professionals, was studied retrospectively by Coddington 

(1979) to determine whether any relationship existed 

between the number of life events in the year preceding 
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p regnancy and become pregnant, compared with scores of 

matched controls of nonpregnant females. Pregnant girls 

h ad a higher mean score than did controls with a signifi

c antly higher number of pregnant subjects who reported 

death , divorce, and illness of a family member than did 

nonpregnant controls. Racial and socioeconomic class 

d iff erences existed between pregnant and control groups 

i ndicating the need for a prospective study with more 

c ontrol over confounding variables. 

Due to the limited use of the Life Events Scale for 

Ado lescents with Blacks, little data are available for 

comparisons of normal values for White subjects with 

normal values for healthy adolescents of other racial 

groups. Beaty (1980) studied Black adolescents seeking 

c ounseling and medical care at an outpatient clinic in 

Texas; she determined that Black adolescent controls 

experienced stressful events more frequently in the sample 

than did Coddington's controls in Ohio. Those adolescents 

who repeatedly sought treatment at the clinic scored 

significantly higher than those receiving initial care for 

health maintenance supporting the hypothesis that stressful 

life events seem to precipitate physical, emotional, or 

behavioral problems. Due to the small sample size, no 

conclusive evidence could be cited; however, the value of 
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f urther comparison of the influence of racial factors is 

i ndicated. 

Although research has provided evidence supporting 

t he t heory that higher life event scores occur more 

f r equently in subjects experiencing illness or injury, 

t h e e xact nature of how this occurs is still unclear. 

Pe rsonality traits which would support the notion that 

i n div i dual perception of events contributes to the patho

g enicity of required adaptation is a relatively unexplored 

a rea . In a prospective study conducted over a 20-year 

per iod, Moriarty and Toussieng (1976) studied the coping 

~ tyles of 54 midwestern children from birth through 

a dolescence. Two distinctly different coping styles 

emerged, which they labeled as "censors" and "sensers." 

These labels were derived from the observation of the 

i nvestigators that 28% of the subjects, the "Censors," 

derived their sensory experience from their value systems 

while 72% of the group, the "sensers," developed their 

value system out of their sensory experiences. Although 

a continuum exists between extremes in each group, 

definite personality traits can be observed in these 

adolescents leading to the speculation that perhaps the 

experience of stressful life events during the adolescent 

period would be perceived differently resulting in 
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d if f erent pathogenicity between these subjects. No 

r e c ording of life event scores was included in this 

r esearch, however. 

From the findings of previous research in the area 

o f a dolescent life events, it becomes apparent that the 

i nfluence of stress is multicausal and multidimensional. 

I ndividual factors such as biological, psychological, and 

s oc i o logical characteristics, as well as perception of 

t h e event all contribute to the effect of a stressful 

l ife event on the individual. 

Summary 

The historical development of research in the area 

of stressful life events has been presented tracing the 

d evelopment of a tool specific for use with adolescents 

to measure the number and magnitude of their life 

experiences during the preceding year. Numerous investi

gations conducted with adult, pediatric, and specifically 

adolescent subjects support the hypothesis that subjects 

who have demonstrated high life event scores tend to 

experience a greater number of physical, emotional, and 

behavioral problems than those adolescents with lower 

scores. Implications for further research with more 

subjects of varied racial and socioeconomic backgrounds 

are provided. 
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Further research is also indicated to provide more 

documentation of the possible influence of personality 

c haracteristics on the experience of stressful life 

e vents. Clearly, no definitive evidence exists as to the 

e xact effect of life events on health but many indications 

o f the value of further study are provided. 



CHAPTER 3 

PROCEDURE FOR COLLECTION 

AND TREATMENT OF DATA 

The design for this study was that of survey research 

u tilizing matched pairs of adolescent patients and their 

closest-aged adolescent siblings. Survey research is 

defined as "that branch of research activity that focuses 

on the status quo of some situation and which normally 

collects this information directly from the group" 

(Polit & Hungler, 1978, p. 195). 

Setting 

The setting used for this study was a multidisci

plinary adolescent clinic in the outpatient department of 

a 100-bed teaching and referral hospital for pediatrics 

in a large urban area in the Southwest. The adolescent 

clinic is staffed by professionals representing medicine, 

nursing, social work, psychology, and nutrition. 

Adolescents seeking care at this clinic are referred 

by either the inpatient units of the hospital, school 

systems, community agencies, or adolescents may directly 

contact the clinic requesting services. No routine, 

maintenance care is given by this clinic. Referrals 

37 



38 

to the adolescent clinic are made because of complications 

of existing conditions, exacerbations of chronic illness, 

or i nitial onset of symptoms requiring evaluation. 

Pa t ient treatment by this clinic includes short- and 

l ong-term medical ·therapy, individual counseling, evaluation 

and referral, group therapy, and family therapy. Distri

b ution of cases among the disciplines represented is 

i nitially determined by an evaluation. The patient 

enrollment at this clinic is approximately 300 patients 

per year. Follow-up treatment is given in the adolescent 

c linic for approximately 90% of the initial evaluations. 

Written permission from this agency was acquired 

through personal contact with the Administrative Director 

of the clinic. After reviewing this proposal, the 

Director was requested to sign the written agency consent 

form (Appendix A) . 

Population and Sample 

The target population from which the sample was 

acquired included those adolescents living in the referral 

area of the adolescent clinic. The nonprobability sample 

was gathered through a convenience sampling technique. 

The sample consisted of 18 matched patient-sibling pairs. 
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The sample was acquired by the investigator for new 

referrals being scheduled for evaluation at the clinic 

and from cases currently being treated at the adolescent 

clinic. The problem necessitating referral and treatment 

must have occurred within 6 months of this study for an 

adolescent patient and the adolescent sibling to be 

included in the sample. The investigator explained to 

the clinic manager, with whom the initial telephone contact 

wa s made by the patient, the purpose of the study and 

criteria for inclusion of the adolescent subjects. The 

clinic manager was requested to notify the investigator 

of new patients who had adolescent siblings residing in 

the same household. The investigator also requested 

permission to review the charts of all patients currently 

being treated at the adolescent clinic by all disciplines 

to acquire a list of patients meeting the criteria for 

this study. 

When appropriate patients were referred or determined 

by chart review by the investigator, the investigator 

contacted the parent of the adolescent patient by 

telephone. The investigator explained the purpose of the 

study (Appendix B) and requested permission from the parent 

to arrange a convenient time at which the investigator 

could personally meet with the parent, adolescent patient, 



40 

and closest-aged, healthy adolescent sibling at the 

adolescent clinic. If possible, arrangements were made 

fo r this appointment to concide with the next scheduled 

appointment for treatment at the clinic or for the same 

day as the initial evaluation. Where this was not 

possible, another time was requested. The data collection 

phase of this study was conducted during the summer of 

19 80 and, therefore, did not disrupt school attendance for 

either the adolescent patient and/or the adolescent 

sibling. 

Protection of Human Subjects 

Following approval of this research proposal by the 

Human Subjects Review Committee of Texas Woman's 

University (Appendix C), the investigator secured written 

permission of parents and subjects for participation in 

this study. As previously described, initial contact 

with the family was made via telephone by the investigator. 

At the time of interview at the clinic, the investi

gator reviewed the explanation of the study and provided 

a written copy (Appendix B), prior to providing the 

parent, adolescent patient, and adolescent sibling with a 

written consent form to be signed by all three (Appendix D) . 

The interview took place in a private setting at the clinic. 
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Questions regarding the purpose of the study or methodology 

were answered by the investigator at this time. 

Prior to signing the consent form, all parents and 

subjects were informed of the benefits as well as the 

risks involved in the study. The investigator emphasized 

that all participation in the study was voluntary, and 

t hat consent to participate or refusal to participate 

would not affect either the quality or availability of 

a ny present or future health care for any family member 

a t the clinic. 

Although minors, written permission from all subjects 

was acquired. Each subject was given a copy of the signed 

informed consent form for future reference. 

All subjects were informed that their anonymity 

would be maintained throughout the study as all question

naires were numerically coded. All data were pooled prior 

to analysis. Each subject was provided with a private, 

comfortable location in which to answer the questionnaire. 

Instruments 

Two instruments were utilized in the collection of 

data for this study. The demographic data form (Appendix 

E), designed by the investigator, was utilized by the 

investigator to maintain a record of the subjects and to 
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gu arantee that all subjects included in the study met t h e 

c riteria for inclusion. 

Data including age, sex, race, whether the subject 

wa s being treated at the clinic or was a sibling, reason 

f o r treatment, and length of treatment were entered by 

t he investigator based on initial telephone contact. Each 

demographic data sheet was numerically coded. Adolescent 

p a tients were identified as Group A subjects and adolescent 

siblings were identified as Group B subjects. Each pair 

(adolescent patient and sibling) was also numbered. 

I nformation on the demographic data sheet was confirmed 

i ndividually at the time of the appointment with the 

subjects following the acquisition of their signed consent 

to participate. If it was determined at this time that 

the subjects did not meet the inclusion criteria of the 

study, they were thanked for their participation to that 

point and an explanation for why they were ineligible was 

given by the investigator. 

Once demographic data had been confirmed, each subject 

was asked to complete a 50-question paper-and-pencil 

inventory of life events. The instrument used in this 

study was the Life Event Scale for Adolescents developed 

and copyrighted by Coddington in 1979. Permission for 
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u s e of this instrument was obtained from the author 

(Appendix F). 

The instrument requires approximately 20 mi nutes to 

complete. The subjects indicate the frequency o f occur

rence of an event by circling the number of times it has 

occurred in the past 12 months. Calculation of the score 

was done by the investigator by matching an answer key 

with the assigned weights to the questionnaire. 

Events included on the Life Events Scale for 

Adolescents are commonly occurring situations in the daily 

life of all adolescents. Possible scores range from 0 to 

6 ,803.· The listed events related to family, school, 

s ocial, and personal situations which may occur only once 

in a year such as graduating from high school, to several 

times such as receiving a compliment from a friend. The 

validity and reliability of the tool are not available in 

the literature. 

Data Collection 

Following verification of the demographic data, 

each subject was individually taken to a private location 

in the clinic in which to complete the Life Events Scale. 

A comfortable chair, adequate lighting, and writing 

instruments were provided. The location, an office in the 
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clinic, was kept free from interruptions during the time 

in which the questionnaire was being answered. Adolescent 

patient and sibling were given separate locations in 

wh i ch to work to avoid conversation which could influence 

t he results. 

The subjects were given a coded questionnaire which 

matched the code number on the demographic form. Each 

s ubject was instructed to read each item on the question

naire and indicate in the column on the right side of the 

paper that corresponds to each event, the number of times 

within the past 12 months that the event had occurred. 

If the event had not occurred, the number 0 was to be 

circled. 

The investigator also emphasized that there were no 

right or wrong answers; each question was to be answered 

as honestly as possible. Subjects were informed that they 

were free to terminate their participation at any time. 

Subjects were provided with adequate time to complete 

the questionnaire which took approximately 20 minutes to 

complete. Following completion of the questionnaire by 

the subjects, the investigator rechecked the coding of the 

answer sheet to verify that it was the same as the demo

graphic sheet. Each subject was thanked for participating, 

and informed that a copy of the completed study would be 
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a vailable in the clinic should they be interested in seeing 

the results at a later date. 

Treatment of Data 

The completed answer sheets were scored manually by 

the investigator according to the answer key provided by 

t he developer (Coddington, 1979). The life events scores 

were also calculated from the frequency of events multi

p lied by the assigned weight. The actual numbers of 

e vents were also determined. 

The data from the questionnaires were put onto data 

sheets and were subjected to a paired t-test using commer

cial programs available through the Texas Woman's 

University ·computer facilities. This statistical method 

was chosen for analysis of the data, which are at a ratio 

level, based on the matched pairs of subjects. Polit and 

Hungler (1978) described this analysis as appropriate for 

use in making comparisons between two related samples. 

The level of significance utilized for this investigation 

was .E. < • OS. 



CHAPTER 4 

ANALYSIS OF DATA 

Using a sample comprised of 18 pairs of adolescent 

o utpatients and their adolescent siblings, the number of 

stressful life events and life event scores of each group 

were compared to determine whether any differences 

e xisted. An analysis of the data as well as summarized 

r esults will be presented in this chapter. 

Description of Sample 

Demographic data including age, sex, .and race were 

acquired from all subjects during an interview with the 

investigator and were recorded on a data sheet. All 

subjects resided in the geographic area served by the 

adolescent clinic utilized for data collection. Each 

pair resided in the same household as stipulated in the 

participation requirements. 

Descriptive statistics for the two groups revealed 

that the mean values of each covariable (age, sex, and 

race) were extremely close. Mean age was found to be 

13.8 years in the patient group, with 14.5 years the mean 

age in the sibling group. Males comprised a total of 

47% of the sample, with 28% of the patient group and 56% 
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of the sibling group being male. Sixty-seven percent of 

the sample were Caucasian compared with 32 % others, 

consisting of Black, Hispanic, and American Indian subjects. 

The patient group (Group A) consisted of 18 adoles

c ents ranging in ages from 12-17 years. The patient group 

wa s. comprised of 5 males (28%) and 13 females (72%). 

The sibling group also consisted of 18 adolescents 

r anging in ages from 12-18 years. The sibling group 

was comprised of 10 males (56%) and 8 females (44%). 

Findings 

The first hypothesis stated that adolescents who have 

sought or been referred for treatment at an outpatient 

adolescent clinic within the past 6 months would have a 

higher number of life stress events occurring within the 

past 12 months than would their healthy adolescent siblings. 

The values for the number of life events experienced by 

the patient group and the sibling group were submitted 

to the computer for a paired t-test. 

The number of life events ranged from 3 to 66 in 

the patient group as compared to 2 to 73 in the sibling 

group. Standard deviation in the patient group events 

and sibling group events was determined to be 16.5 and 

17.2, respectively. The standard deviation of the 
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dif ference between groups was 14. The median number of 

life events in Group A, the patient group, was determined 

to be 16.5 compared with the median of 18.0 in Group B, 

the healthy siblings. The results of the paired !-test 

yielded!= 0.403 with 17 degrees of freedom, p = .692, 

or ~ > .05. The level of significance was set at .05. 

The hypothesis was not supported, and this inferred that 

there was no significant difference between Group A and 

Group B with regard to the number of life stress events. 

A summary of the data is presented in Table l. 

The second hypothesis stated that adolescents who 

have sought or been referred for treatment within the past 

6 months would have a higher life events score than would 

their healthy adolescent siblings. A paired !-test was 

also performed on data regarding the total life event 

scores. 

Group A, the patient group, had a mean score of 742.3 

compared with Group B, the sibling group, mean score of 

791.3. The difference between the group means was found 

to be -49. Median scores for Group A and Group B were 

630.5 and 641.0, respectively. 

The range of scores in Group A was determined to be 

81 to 21,82. Group B ranged from 63 to 2,918. The 

difference between the patient and healthy sibling groups 
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ranged between -143 to 932. Standard deviation in Group 

A was 591.2 in comparison with 665.6 in Group B. The 

standard deviation of the difference was found to be 528.6. 

The significance was again set at the .05 level. The 

r esults of the paired !-test yielded t = -0.393 with 17 

d egrees of freedom, E = 0.699 or~> .05; thus the 

hypothesis was not supported. These results inferred that 

no significant difference existed between the life event 

scores of the adolescent patients and those of the healthy 

siblings. The results of the paired t-test for life event 

scores is summarized in Table 2. 

An analysis of covariance was performed to determine 

whether the covariant variables of age, sex, or race could 

have been a threat to internal validity. Significance 

level was set at .05. Analysis yielded F = .19; df = 1, 

31, E > .05; therefore, the covariants of age, sex, and 

race were not found to be significant. Results of the 

analysis of covariance are summarized in Table 3. 

Summary of Findings 

A comparison of those adolescents who were receiving 

treatment at an outpatient adolescent clinic and a group 

of their healthy adolescent siblings did not reveal any 

significant differences between the number of life events 
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experienced by each group in the preceding 12 months. 

Results did not support the hypothesis that adolescent 

patients would have a higher number of life events than 

would their healthy siblings. 

The life event scores of adolescent patients compared 

with the life event scores of their healthy adolescent 

siblings did not reval any significant differences. The 

covariants sex, age, and race were not found to be 

significant. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The purpose of this study was to compare two groups 

o f adolescents to determine whether those adolescents who 

sought or were referred for treatment at an outpatient 

a dolescent clinic had experienced a higher number of 

stressful life events in the preceding 12 months than had 

the group comprised of their healthy adolescent siblings. 

I n addition to the total number of life events, a compari

son was also made between the life event scores of each 

group according to the weighted values for each event 

assigned by Coddington (1979). ,In this chapter, a summary 

of the study will be presented followed by a discussion 

of the findings and implications for further study. 

Summary 

According to Selye's (1975) work in the field o f 

stress physiology, the individual exposed to multiple 

stressful events which require adaptation, may become 

depleted of energy resources. The adolescent, who is 

required to adapt to a physiological, cognitive, and 

emotional maturation (Erikson, 1968) may be at increased 

risk of developing diseases of adaptation when bombarded 
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by additional stressful events. Based on this theoretical 

f ramework, this investigation attempted to determine 

whether adolescents who had sought treatment at an 

outpatient adolescent clinic had, in fact, experienced a 

higher number of life events than had their healthy 

adolescent siblings. 

Eighteen pairs of adolescent patients and their 

healthy adolescent siblings were selected to comprise a 

convenience sample from the population of adolescents 

seen as outpatients at an adolescent clinic in a pediatric 

hospital located in a major Southwestern city. Each pair 

was individually asked by the investigator to complete a 

50-item pencil-and-paper questionnaire listing events which 

commonly occurred during the period of adolescence, ages 

12-18 years. Subjects were asked to base their responses 

on their recall of events occurring in their lives during 

the 12 months prior to the investigation. 

Each completed questionnaire was then tabulated to 

determine the total number of life events and the life 

event scores. These data were subjected to paired !-tests 

to determine whether significant differences existed 

between the two groups. 

The first hypothesis stated that adolescents who have 

sought or been referred for treatment at an outpatient 
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adolescent clinic within the past 6 months would have a 

h igher number of life stress events occurring within the 

past 12 months than would their healthy adolescent 

siblings. The results of the paired !-test yielded 

! (17) = -0.403, E = .692, or p > .05, resulting in the 

rejection of the first hypothesis. 

The second hypothesis stated that adolescents who 

have sought or been referred for treatment within the past 

6 months would have higher life events scores than would 

their healthy adolescent siblings. Results of the paired 

!-test yielded! (17) = 0.393, p = .699, orE > .05, 

resulting in the rejection of the second hypothesis. 

An analysis of covariance of the variables age, sex, 

and race was performed to determine whether significant 

intervening variables were present. Results of the 

analysis of covariance yielded F = .19, df = 1, 31, 

p > .05, indicating that no significant differences 

existed between groups of patients and siblings. 

Discussion of Findings 

As stated in the first hypothesis, the adolescent 

patient group was expected to have experienced a higher 

number of stressful life events than would their healthy 

adolescent siblings. Statistically, this was not suppo~ted 

in the results of this investigation. 
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The findings of this investigation do not concur 

with those reported in the literature review which 

repeatedly provided evidence that those subjects who 

have comprised a patient population have reported a 

higher number of life events when compared with the reports 

of healthy control groups (Coddington, 1979). Past 

research utilizing the same instrument with samples 

including pregnant adolescents, adolescents with behavior 

problems, psychiatric patients, and medical patients have 

repeatedly supported Coddington's belief that the docu

mentation of high incidences of stressful life events may 

be utilized as a means by which adolescents at risk for 

developing adaptational failures can be identified. 

No analysis of the actual events experienced by the 

adolescents in either group was carried out on the 

questionnaires to determine whether any particular type 

of event or specific event had occurred more frequently. 

Events listed on the questionnaire consisted of desirable 

as well as undesirable events. Because frequency of 

occurrence of specific events was not part of the analysis 

of data, it is impossible to determine from the results of 

this investigation whether the patient may have experi

enced a higher number of undesirable events as opposed 

to a higher number of desirable events which may have 
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b een experienced by their healthy siblings. This could 

account for the similarity in the number of events 

e xperienced between groups. 

The analysis of data was performed using pooled data. 

However, an examination of individual pairs of patient and 

sibling revealed that seven of the pairs reported similar 

numbers· of events resulting in close scores. 

The second hypothesis stated that adolescents who 

sought or were referred for treatment at an outpatient 

adolescent clinic would have a higher life event score 

than would their healthy adolescent siblings. No signifi

cant difference in iife event scores was determined in 

this investigation, which again is in opposition to 

previously reported findings utilizing the same instru

ment (Coddington, 1979). Patient groups have reportedly 

experienced a higher life event score regardless of their 

diagnosis than have healthy controls. 

In attempting to analyze these findings, it is 

necessary to review the limitations of the study to 

provide some insight into possible intervening variables. 

An analysis of covariance was performed on the data to 

determine if the variables of age, sex, or race of 

subjects could have influenced the results. No significant 
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differences were found. Therefore, these limitations 

did not appear to have any influence on the results. 

The socioeconomic background of the sample was 

not controlled, which may have influenced the nature of 

t he events experienced by the adolescents in each group. 

However, because the control group was comprised of 

siblings of the patient group, it was expected that the 

socioeconomic status would be the same in each pair. 

Referral sources to the adolescent clinic for each of 

the patients were not controlled by the investigator. 

Differences in the sensitivity of the referral source in 

detecting those adolescents in need of services may 

account for why some adolescents were referred for 

treatment while other adolescents with similar or even 

potentially more severe problems were not referred. 

The objectivity of each referral must be considered as a 

variable with the possible exception of specific medical 

diagnoses based on laboratory determinations. Because it 

cannot be assumed that siblings will consistently interact 

with the same individuals on a daily basis, with the 

exception of their own families, the opportunity for 

referral by agencies such as schools and medical facilities, 

or individuals such as teachers or guidance counselors 

was not consistent. 



60 

No earlier research utilizing siblings as controls 

f or patients could be found in the literature; this 

raises the question of whether the similarities between 

s iblings override their differences. Many of the events 

listed on the questionnaire deal with events occurring 

within the family such as divorce, separation, or death 

of parents, change in family economy, and changes in 

residence. Because these events would be experienced by 

both siblings who reside in the same household, as did 

all the subjects comprising the sample, a portion of 

the number of events and scores should be identical. 

No provision was made in this investigation to control 

for this similarity. 

Although the assumption was made that the health 

beliefs of parents would be the same for all their 

offspring, there was no way that this could be ascertained. 

The past medical history of the extended family as well 

as the nuclear family may have an undetectable influence 

on how a family determines which offspring is in need of 

outside assistance consisting of either medical treatment 

or one of many types of therapies offered by the clinic. 

Because of the differences which exist between 

adolescents within the parameters of cognitive maturation, 

although chronological ages may be identical, it is not 
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c lear that all of the subjects were able to accurately 

r ecall the past 12 months. Many of the subjects reported 

t hat the questionnaire was difficult to follow and under

stand. Frequently, the adolescents reported that they 

were unable to remember when an event had occurred. 

Younger adolescents particularly had difficulty completing 

the instrument. 

Gersten et al. (1974) stated in their findings that 

the nonoccurrence of anticipated events may be equally 

as significant as those events which do occur. No provi

sion was made for the subjects to include life nonevents 

or to list those events which did occur but which were 

not among the choices. The diversity of ages within the 

sample could account for a large number of missing events 

that were not measured in any way. 

The utility of this instrument in the population of 

which the sample was representative is questionable. The 

investigator was unable to find documentation of the 

reliability and validity of the instrument in the 

literature which makes interpretation of the findings 

difficult. Because no earlier research was done by 

Coddington (1979) utilizing racial groups other than 

Caucasians, the generalizability of earlier research 

findings onto a racially mixed sample such as the sample 
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u tilized in this investigation is questionable. Beaty 

(1980), however, reported consistently higher scores in 

both study and control groups utilizing a sample derived 

f rom a similar population as was utilized in this 

i nvestigation. 

The small size of the sample utilized in this investi

gation cannot be overlooked as a possible threat to 

internal validity. Previous research utilizing this 

instrument had been conducted on larger samples allowing 

for greater differences between groups to be determined. 

Conclusions and Implications 

Based on the results of this investigation, several 

conclusions can be drawn. First, the size of the sample 

on which this investigation was conducted may not have 

been large enough to allow differences between groups to 

emerge. Had a larger sample been utilized, perhaps more 

significant differences could be detected. 

Although Coddington (1979) designed this instrument 

for use with adolescents between the ages of 12-18 years, 

many of the events listed on the questionnaire were not 

applicable to the younger subjects, and may have been too 

difficult for younger subjects to understand. 
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The influence of the family unit on the effect of 

life event scores raises the question of whether the 

results of this investigation highlighted the need for a 

more family-oriented assessment. Beavers (1976) 

described a theoretical basis for family evaluation, 

and among the criteria for a functional family existed 

the ability to adapt to changes among individual members. 

Further investigation focusing on the entire family unit 

is indicated to adequately determine the influence of the 

family unit, and to determine whether siblings are 

adequate and valid controls for their siblings who are 

receiving treatment. If life events are implicated as 

a factor in the development of adaptation failures, the 

influence of the family cannot be overlooked. 

Recommendations for Further Study 

Clearly, more research is needed utilizing adolescent 

subjects. Although the relationship between the occur

rence of stressful life events and the onset of illness 

has been studied in adults since the 1920s, research in 

this area using adolescents has been recent and limited. 

In order for further valid research to be conducted 

utilizing this population, the results of this investi

gation inferred the need for the development of an 

instrument whose validity and reliability have been 



64 

established using large diverse samples of adolescents. 

Further investigation utilizing nonwhite populations to 

establish normal values for Black and Hispanic subjects 

in different geographic regions needs to be conducted. 

Due to the nature of the results of this investi

gation, the suggestion is made that further research in 

the area of the effects of repeated exposure to stress of 

entire family units be studied. If the indications that 

entire family units become dysfunctional as a result of a 

cluster of stressful life events, the development of a 

life event tool to be utilized by an entire family is 

indicated. This tool may be used to measure the total 

number of stressful events experienced by all members and 

may be a valuable means by which to identify those 

individuals, whether adult, adolescent, or child who is 

at risk of adaptation failure. Rather than focus solely 

on the identified patient in a family system, the entire 

family unit must be assessed and treated as an inter

related system. A shift from the Eriksonian developmental 

theory to a family systems-oriented theoretical approach, 

as described by Beavers (1976) may be a more valuable 

means by which to utilize the information gathered. 
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TEXAS \\'()-·IAN Is UNIVERSITI 

COLLEGE OF NURSING 

AGENC{ PER/ItiSSTON FOR CONDUCfT NG STUDY* 

Adolescent Clinic -------------------------------------------------------------
GRANI'S TO Susan J. Mullen 

-----------------------------------------------------------------
a student enrolled in a program of nursing leading to a ~~ster's Degree 
at -Texas Woman's University, the privilege of its facilities in order 
to study the following problem. 

Do the number of life events and the life event scores 

of adolescent patients receiving treatment at an outpatient 

clinic differ from the m.nnber of life events and the life 

event scores of their h~althy adolescent ~ibling? 

The conditions mutually agreed upon are as follows: 

1. The agencyQ (may not) be identified in the final report. 

2. 

3. 

4. 

The nam~ consultative or administrative p~rsonnel in the 
agency~ (may not) be identified i!l the final report. 

The agency~ (does not want) a conference with the 
student whe~eport is completed. 

The 
report 

5. Other 

Sib~turc of faculty AJv1sor 
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EXPLANATION OF STUDY TO PARENTS AND SUBJECTS 

PRIOR TO SIGNING CONSENT FORM 

I am Susan Mullen, a registered nurse working toward 
a master's degree at Texas Woman's University. For my 
thesis, I am investigating the area of stress in 
adolescents. 

I am interested in determining the number of times 
specific life events have occurred during a 1-year period 
in an adolescent (aged 12-18 years) who is a patient at 
an outpatient adolescent clinic. I plan to also collect 
the same information from the closest-aged brother or 
sister of the patient who is livi~g in the same household. 
The sibling must also be an adolescent but may not be 
receiving any treatment from any clinic with the 
exception of routine preventive care. The results of 
each pair will be compared to determine if there are any 
differences. 

The questionnaire that will be used to collect this 
information consists of a list of 50 events that commonly 
occur during adolescence. To complete the questionnaire, 
the adolescents will be requested to circle the number of 
times each event has occurred, if at all, during the past 
12 months. There are no correct or incorrect answers. 

There are several guidelines which will be followed 
during this study: 

1. No names will appear on any questionnaire or in 
the final report of this study. Each questionnaire will be 
coded by number. All data will be reported as· group data. 

2. The questionnaires take approximately 20 minutes 
to complete. 

3. Each adolescent and parent will have the right 
to refuse to participate at any point in the study. 
Participation will not affect the quality or availability 
of treatment at the clinic at any time. 

4. All possible risks and benefits will be explained 
fully on the consent form. 
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5. A copy of the results of the study will be 
available at the clinic should you wish to see them. 

If you are willing to participate in this study, 
you will be asked to sign a written consent form. You 
will be given a copy of this information and a copy of 
the signed consent form for your records. An appointment 
will be made for me to meet with the adolescent patient, 
a parent, and his closest-aged adolescent sibling at 
which time I will review this information, answer any 
further questions, and ask you to sign your consent. 
At that time I will also provide the questionnaires for 
the adolescents to complete. Should either adolescent 
need to be excused from school to participate in this 
study, a written excuse will be provided for him/her. 

Thank you. 
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TEXAS t~avtl\N' S UNIVEPSITY 
Box 23717 . ~JU Station 

Denton,'Texas 76204 

1810 Inwood Road 
Dallas Inwood Campus 

. Name of Investigator: _ __;s;;...;u_s_a_n_J_.;..._H_u_.;.l-:.le_n _______ Center: Dallas 

Address: _______________ 8~6~2~0~P~ar~k~L~a~n~e~i~f 2~0~J ___________ Date: 4/18/80 

Dallas, Texas 75231 

Dear Ms. Mullen: 

Your study entitled Life Event Scores· of Adolescent Outpatients and 

Their Adolescent Siblings 

has been reviewed by a committee of the Human Subjects Review Comm1ttee 
and it appears to zreet our requirements 1n regard to protection of the 
ind1 vidual's rights. 

Please be reminded that both the Un1 versi ty and the Department of 
Health, Education, and Welfare regulations typically require that 
signatures indicating informed consent be obtained from all human 
subjects in your studies. These are to be filed w1 th the Human Sub
jects Review Ccmnittee. N1y exception to this requirement is noted 
below. FUrtherm:')re, according to DHEW regulations, another review by 
the Ccmn1 ttee is required if your project changes. 

!my special provisions pertaining to your study are noted below: 

Add to :informed consent fonn: No medical service or com---pensation is provided to subjects by the University as a 
result of injury from participation in research. 

Add to inforned consent form: I UNDERSTAND THAT THE RE'WRN 
--OF. MY QUESTIONNAIRE CONS'lTIVIES MY INFORMED CONSENr rro Acr 

AS A SUBJECT IN THIS RESEARCH. 
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-~The f11:1ng of signatures of subjects ,,rl th the Human Subjects 
Review Ccmni ttee is not required. 

X Other: 1. Additional risk may be a concern that there will be an 
effect on health care services if they refuse to parti
cipate or drop out. 

__ No special provisions apply. 

X Other (continued) 

Please add to oral or written 
instructions reassurance that 
there will be no effect on 
services. 

2. Additional protection of 
anonymit~ all data reported 
as group data. 

~~~ 
Chairman, Htnnan Subjects 

Review Committee 

at 
-----------------------

3. If using signed informed consent 
forms - collect and store separately 
from the questionnaires to protect 
anonymity. 

PK/smu/3/7/80 
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CONSENT FORM 

TEXAS WOMAN'S UNIVERSITY 
HUMAN RESEARCH REVIEW COMMITTEE 

CONSENT TO ACT AS A SUBJECT FOR 
RESEARCH AND INVESTIGATION 

1. I hereby authorize Susan Mullen to perform the 
following investigat~on: 

The subjects will be requested to complete a 
questionnaire consisting of a list of 50 commonly 
occurring life events by indicating the number 
of times each event has occurred in the past 
12 months. Each subject will be provided with 
a comfortable, private location in which to 
complete the questionnaire. Adequate time will 
be provided for completion and writing utensils 
will be provided by the investigator. The 
investigator will be available during the 
completion of the questionnaire to answer any 
questions which may occur. All completed 
questionnaires will be coded to assure subject 
anonymity. 

2. The investigation listed in paragraph 1 has been 
explained to me by Susan Mullen. 

3. (a) I understand that the investigation described in 
paragraph 1 involves the following potential 
risks or discomforts: 

The potential risk of public embarrassment 
should information be improperly coded by 
the investigator. Recall of life events 
of the past 12 months may cause emotional 
upset to the subject. Inability to recall 
exact number of events may cause anxiety 
in the subject. Should any emotional 
upset result from this study, temporary 
supportive counseling will be provided 
by the researcher at no charge to the 
subject. 
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(b) I understand that the investigation in 
paragraph 1 will have the potential benefits 
to myself and/or others: 

By comparing the patient and a sibling, the 
investigator hopes to gain some insight into 
particularly stressful periods in the life of 
an adolescent. If these periods could be 
identified, health care providers could 
utilize this information to provide better 
support for their adolescent patients. 

(c) I understand that--No medical service or 
compensation is provided to subjects by the 
university as a result of injury from parti
cipation in research. 

4. An offer to answer all of my questions regarding the 
study has been made. If alternative procedures are 
more advantageous to me , they have been explained. 
I understand that I may terminate my participation 
in this study at any time. 

Parent's Signature Date 

Subject's Signature Date 

Subject's Signature Date 

Witnesses' Slgnature Date 
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DEMOGRAPHIC DATA 

Code: 

Patient: A 

Sibling: B 

Number: ---------

Age -------------------------------------------------------------
Sex -------------------------------------------------------------
Race ----------------------------------------------------------
Does subject have any illness/problem for which he/she 
is receiving treatment? 

If so, what? -------------------------------------------------
How long has subject been receiving treatment? 
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R. Dean Coddington, M.D. 
1542 Tulane Avenue 

79 

New Orleans, Louisiana 70012 

Dear Sir: 

8620 Park Lane #203 
Dallas, Texas 75231 
February 7, 1980 

I am a graduate student at Texas Woman's University 
presently preparing a thesis in order to fulfill the 
requirements for a Master's Degree in Nursing. My 
area of clinical specialization is in Adolescent Health 
Care, and my research will involve this age group. 

The problem area on which my research will focus is that 
of life events occurring in a sample of adolescents with 
a variety of medical, psychosocial and nutritional 
problems receiving treatment at a multidisciplinary 
outpatient Adolescent . Clinic in the Dallas area. While 
reviewing the literature, I became interested in the tool 
you have developed, the Life Event Scale for Adolescents. 
I am interested in comparing the Life Event Scores of the 
identified adolescent patient with those of an adolescent 
sibling who still resides with the patient. I have been 
unable to locate any research of this type in my review 
of current literature. 

Your permission to allow me to utilize the tool which you 
have developed would be greatly appreciated. I would also 
appreciate any information regarding any research that 
has been done with siblings of adolescent patients in the 
area which I have described. 

Thank you for your assistance. 

Sincerely, 

Susan J. Mullen, R.N. 
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LOUISIANA STATE UNIVERSITY MEDICAL CENTER 

I '42 n.JLANE A VENUE • NEW ORLEANS • LOUISIANA • 70112 

Sfhoo/ of Mulicin~ z, N~w O.ri~J1tr 

Ms. Susan J. Mullen, R.N. 
8620 Park Lane U203 
Dallas, Texas 75231 

Dear Ms. Mullen: 

February 15, 1980 

Ye~, of course, you may use the Life Event Scale for 
Adolescents (LES-A) for your research. I have wri tcen renently 
to Dr. McGrath at Texas Women's University, and I suppose you 
nave copies of my most recent data gathering form, 3~oring 

Work Sheet and conversion tables which I sent to her. I have 
formed a small company that sells the printed forms pretty 
much at cost. Let me know how many subjects you are contem
plating and I will send the forms. 

I cannot recall a project involving the LES-A in ~hich 
siblings were used as controls. The family subscore would be 
identical, or almost so, but that shouldn't be coo big a problem 

Let me know how you progress. 

Yours very truly, 

@P.::~d~. 
Chief, Section of Child Psycnidtry 

RDC:b 
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