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Abstract

Insulin dependent diabetes mellitus, or Type 1 Biab, is a potentially life-
threatening chronic illness which places affectetividuals at increased risk of heart
disease, stroke, kidney failure, blindness, andwation. The incidence of Type 1
Diabetes has increased in countries world wideuitiolg Australia. During adolescence
and young adulthood diabetes management and ctwivel been found to deteriorate
placing the young person at risk of diabetes rdlatanplications. This deterioration in
diabetes management and control among adolescahi@ang adults has been
suggested to be related to the many developmemalges taking place in this period.
In particular, the process of separation-individwateferred to in different
developmental theories could be relevant to howuang person manage a chronic
illness such as Type 1 Diabetes. However, veig igmpirical research has been
conducted in regard to separation-individuation enast research to date has been done
in the US with college students. The generalizgbdf the results from these studies to

other populations of adolescents and young adulisknown.

The primary aim of the present study was to exarf@o®rs thought important to
the separation-individuation process in a samploahg Australian women and to
investigate how having a chronic illness such gTy Diabetes might influence this
developmental process. A further aim was to explaceors expected to be important to

diabetes management during young adulthood.

The sample consisted of young adult women withwaitidout a diagnosis of
Type 1 Diabetes aged between 18 and 25 yearscipartis were recruited from

Victoria University (1 = 64) and diabetes clinics at the Western Hospitdl Royal
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Melbourne Hospitalr(= 42) in the Melbourne metropolitan area. All papants
completed a number of questionnaires related toedgjve symptoms, current
attachment to mother, peer attachment, and sepayiatiividuation. Young women
with diabetes also completed questionnaires relatéiceir diabetes management,
acceptance of having diabetes, and past parentdl/ement. Depending on diabetes
status the questionnaires were completed either afiversity lectures/tutorials or

before appointments at the diabetes clinics.

Two proposed models (Model 1: Factors Influenciega&@ation-Individuation in
Young Adult Women; Model 2: Factors Influencing Bétes Management in Young
Adult Women) were tested using hierarchical mudtiggression analysis. Further
regression analyses were conducted to test foilppesaediated pathways in the two
models. Results of the multivariate analyses inditahat perceived maternal care,
depressive symptoms in the young person, and ateahto peers significantly
contributed to the variance in separation-indivichra The effect of maternal care on
separation-individuation was mediated through degive symptoms of the young
person and attachment to peers. The proposed segrarodel of diabetes management
in young women did not fit the data however depwessymptoms and acceptance of
having diabetes had significant bivariate correl&iwith diabetes management. The
results of this research were compared and coattastother relevant research studies
in the field. The lack of support for some hypotreew/as discussed in the context of the

limitations of the present study and recommendatiwere made for future research.
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1 Literature Review

1.1 Introduction

Insulin dependent diabetes mellitus, or Type 1 Bias, is a potentially life-
threatening chronic illness which places affectetividuals at increased risk of heart
disease, stroke, kidney failure, blindness, andwation (Australian Institute of Health
and Welfare, 2006). The Australian Institute of eand Welfare (2006) reported that
in 2004 there were 24.6 new cases per 100 000 mé TyDiabetes among zero to 14
year olds and a further 12.3 new cases per 10@0@hg 15 to 39 year olds. Over
recent years the incidence of Type 1 Diabetes istilian children aged zero to 14
years has been increasing (Haynes, Bower, Buldangs, & Davis, 2004; Taplin et al.,
2005). A UK study also reported an increase innb&lence of Type 1 Diabetes in
children but among young adults aged 15 to 29 gkhthe incidence had been the
same over the last 15 years (Feltbower, McKinnayslBw, Stephenson, & Bodansky,
2003). Haynes et al. (2004) suggested that theased incidence of Type 1 Diabetes
reported in children might be the result of greatgrosure to different environmental
factors in individuals who are already geneticaligceptible to Type 1 Diabetes. The
authors did not specify the different environmenish factors. The onset of Type 1
Diabetes usually occurs during childhood and eadllylescence and the peak onset is
between the ages of 12 and 14 years (Shillitoe &sg@i, 1990) with girls being
diagnosed on average one and a half years edudiertioys (Drash & Berlin, 1985).

Adolescence and young adulthood have been fouhd tagh risk periods in
terms of diabetes management (Bryden, Dunger, Maeveler, & Neil, 2003; Bryden
et al., 2001; Dashiff & Bartolucci, 2002; Wills &t, 2003). This is the case despite the

fact that many young individuals manage and copéwith the demands of a chronic
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illness such as Type 1 Diabetes (Wills et al., 20@%has been suggested that the
decline in metabolic control evident in adolesceisaelated to the many
developmental changes taking place in this penctliding physiological changes
(Camron, 2006), emotional changes (Graber, BroaksraG& Petersen, 1996), and
changes in responsibility regarding behaviour inegal and diabetes specific behaviour
(Edgar & Skinner, 2003). The continued difficultigperienced by young adults
managing Type 1 Diabetes occurs in a context efdifanges such as finishing school,
getting a job, becoming self-supporting (Andersokiv&lpert, 2004), and include
declining and poor attendance at diabetes clidiasqbson, Adler, Derby, Anderson, &
Wolfsdorf, 1991; Kipps et al., 2002) and seriousbdites complications (Bryden et al.,
2003). However, research about diabetes manageandriaictors influencing diabetes
management in young people in the age group 18 §eears is lacking. Young people
in this age group are considered as adults andnidnes been included in studies
examining adults of all ages. As a result thetteriged identification of factors unique
to this developmental period. Of particular reles@io this period is increasing
autonomy.

It is assumed that during the developmental pesfddte adolescence and young
adulthood a young person has to develop indepeedenm parents and/or other
caregivers (Lopez, Campbell, & Watkins, 1986, 1948pre, 1987). Research
published over the past 20 years on developmerdakpses during adolescence and
young adulthood also include the notion of conrgioéss and separation when
participating in relationships with caregivers dnends (Quintana & Kerr, 1993).
Further examination of the developmental taskswkiace during adolescence and
young adulthood could provide a better understandfrhow vulnerable groups, such

as young people with a chronic iliness, resolveehtasks. In particular, the process of



Separation-Individuation and Diabetes Management

separation-individuation referred to in differemvélopmental theories could be
relevant to how a young person manage a chroniestl such as Type 1 Diabetes.
However, very little empirical research has beamdceted in regard to separation-
individuation. Moreover, most research to datelieen done in the US with college
students as participants and so findings mighbeajeneralizable to other populations
of adolescents and young adults.

Developmental processes taking place during adetescand young adulthood
have often been ignored in the research literainrdiabetes management and control
in young people. However, it seems important tosater developmental factors when
examining diabetes management and control in aclemés and young adults because of
the increased risk of a decline in diabetes managéand control during this
developmental period (Bryden et al., 2003; Willslet 2003). Normal developmental
processes may complicate the challenges facedebyoilng person in adopting more
responsibility for their management of Type 1 Dialgeat this time (Anderson &

Wolpert, 2004, Betts, Jefferson, & Swift, 2002).

1.2 Developmental Stages of Adolescence and Younghaddit

The cumulative nature of development means thatiibportant to be familiar
with the previous developmental stages before denisig particular developmental
aspects of adolescence and young adulthood. Wiaiteyrauthors have published texts
describing development from infancy to childhood adolescence, Erikson’s (1963,
1968, 1980) seminal work outlines development thhawt the lifespan from infancy to
old age. A brief summary of different aspects aimal development from infancy to

young adulthood based on his work is provided below
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1.2.1 Infancy.

According to Erikson (1968, 1980) a fundamentalaliegmental task for the
infant in the first year of life is to establishdiatrust in the world via the attachment
relationship they develop with their primary caxeyi The basic trust an infant
develops in his/her outer and inner world provittesfoundation of the infant’s identity

(Erikson, 1963).

1.2.2 Toddlerhood.

In the second year of life, with increasing biotdimaturity, important
developmental tasks in regard to mobility and lagguare achieved. These
achievements allow for the first stage of sepamaitialividuation and the associated
emergence of self-concept or identity allowingdewvelopment of a sense of autonomy
(Erikson, 1963, 1968, 1980; Mahler, Pine, & Bergmsv5). Erikson suggested that a
balance between negotiation and cooperation wiih Betting in the parent-child

relationship fosters the development of autonomthénchild.

1.2.3 Preschool.

A stronger sense of self develops during the pscyears (Erikson, 1968,
1980). The preschool child is more able to exphes'hier desires and is gradually
becoming more capable of thinking about and plaghis/her actions. Fantasy also
plays a big part in the pre-school child’s lifeiion, 1968, 1980). In this period there
is an increased social interaction with other adaitd children outside the immediate
family. According to Piaget (2001) children of tlaige are in the pre-operational stage

of development, a period characterised by intuitegsoning, egocentricity, and
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magical thinking. Magrab (1985) suggested thatgiresl children often see illness as a

punishment for bad behaviour.

1.2.4 School-Age (Latency).

For the school aged child industry and masteriissand tasks becomes
prominent (Erikson, 1968, 1980; Magrab, 1985) amdaiattitudes and values are
established. Through the development of peer ogiships and relationships with
people of different ages the child is preparedet@imember of a community and be

part of social groups (Barker, 1993).

1.2.5 Adolescence.

Adolescence has been defined as occurring betvineesigies of 10 to 19 years
(World Health Organization, 2006). During this periof development major changes
take place (Meeus & de Wied, 2007) including phgisand hormonal changes
(Archibald, Graber, & Brooks-Gunn, 2003), behavalumd relationship changes, and
changes in cognitive abilities (Rodgers & Bard, 200n addition to coping with these
changes the young person also has to adjust to pdlople’s responses to these changes
(for example their changing appearance) (Archilealdl., 2003).

During the adolescent years the young person staestablish social maturity,
commences sexual relationships, and starts makioiges regarding career, family
beliefs, and values which all contribute to thealepment of their identity (Erikson,
1968, 1980). Increased autonomy has been suggesbeda central part of adolescent

development (Dashiff & Bartolucci, 2002; Tannerp3pwith the second phase of
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separation-individuation thought to start during #tdolescent years and continue into

young adulthood (Blos, 1979).

1.2.6 Young Adulthood.

Arnett (2000, 2001) proposed the term “emergingtadod” to describe the
developmental period between the ages of 18 teeaksywhich is characterised by
frequent change and exploration in the areasesliich as work, living arrangements,
interpersonal relationships, education, and woedg.. In the young adults’
relationships with their parents the change froedelent to independent status that
has commenced during adolescence continues dinéndetvelopmental period of
young adulthood (Arnett, 2001; Tanner, 2005).

As the young person’s autonomy increases, behathatimight have previously
been regulated by others (e.g. parents) is noveasingly regulated by the young
person (Tanner, 2005). At the same time, risky bel@as such as unprotected sex,
substance use (including binge drinking), and demgedriving are behaviours that

start during adolescent years and peak during yadnghood (Arnett, 2000).

As highlighted above in the brief synopsis of Eoik's developmental tasks, the
infant moves from complete dependence on an adtdgover, develops trust through
their attachment to their caregiver, and gradualith increasing age, achieves
increasing autonomy and hence a growth in selfidente. From preschool and
throughout childhood there is an expansion of $aaiaraction beyond the family and
peer relationships become increasingly importaradiglescence. The rapid
development of cognitive abilities and masteryasks occur at the same time as an

increase in social skills takes place.
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Of course, many factors may lead to a departura ttee normal developmental
trajectory and affect the achievement of the varidevelopmental tasks. In particular
the presence of a chronic illness such as Typeabddes during childhood may have

important implications for development.

1.3 Type 1 Diabetes

Diabetes Mellitus is a disease resulting from actlricy or a complete lack of
insulin (Drash & Berlin, 1985; Knip, 2005). Theneawo main types of diabetes:
insulin-dependent diabetes mellitus, or Type 1 Biab, and non-insulin-dependent
diabetes mellitus, or Type 2 Diabetes. In the predissertation only Type 1 Diabetes
will be considered.

In Type 1 Diabetes a complete insulin deficiendgetaplace as a result of
destruction of the beta cells (Drash & Berlin, 198Bip, 2005) resulting in blood
glucose levels above the normal range (Shillito€&istie, 1990). The normal range of
blood glucose levels are considered to be betweeantl 6.1% (Bryden et al., 2001)
and both the American Diabetes Association (200d)[@iabetes Australia (2006)
recommend a glycosylated hemoglobin of less thaarspercent for patients diagnosed
with diabetes. Hypoglycaemia occurs when the blgladose values become too low
(Hermanns, Kubiak, Kulzer, & Haak, 2003). Patiaitgnosed with Type 1 Diabetes
are at higher risk of developing coronary heartaée, stroke, retinopathy,
nephropathy, and neuropathy (Australian Institditel@alth and Welfare, 2008) if
glycosylated haemoglobin levels become too higlseBaon the most recent available
data on incidence rates it was estimated that @4-85% approximately 700 000 people
in Australia had diabetes (3.6% of the populatiam) of these an estimated 10 to 15%

had Type 1 Diabetes (Australian Institute of Healtld Welfare, 2008).
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1.4 Management of Type 1 Diabetes

As Type 1 Diabetes is a chronic iliness the godtedtment is focused around
management of the illness rather than curing thedk. The objectives of management
include relief of symptoms, improved quality oklifand prevention of acute and
chronic complications (Shillitoe & Christie, 199@hich require an individual to follow
a complicated medical regimen (Dashiff, Bartolu¥@allander, & Abdullatif, 2005).
Typically the regimen would include self-care bebavs such as following a specific
diet, exercise, testing blood glucose levels, aidiaistering insulin injections (Drash
& Berlin, 1985).

Individuals with a diagnosis of Type 1 Diabetes amescribed insulin which is
most often self administered (with the exceptioyaing children and older adults)
(Shillitoe & Christie, 1990). Patients with Typedlabetes are required to self monitor
their blood glucose levels as accurate knowledggyaemic level is necessary to make
decisions regarding changes to medication and 8ieliitoe & Christie, 1990).

Managing diet is important as obesity has beenddarbe a characteristic of
Type 1 Diabetes (Shillitoe & Christie, 1990). Weigfain has been identified as one
possible consequence of insulin therapy and a &etofs have been found to be related
to this increase in weight: improved glycemic cohtran result in caloric retention;
excess caloric intake; decreased caloric expemrditurd sedentary lifestyles (Daly,
2007). Consistency and regular adherence to asdietjuired in order for a diet to have
any effect. If weight loss is a desired outcomeantheéhering to a diet must generally be
accompanied by an increase in exercise (Shillita@hg&istie, 1990).

Smoking and consumption of alcohol and other dmgsase the risk of
complications such as cardiovascular disease (Teomg Greene, 1997). Long term

effects of alcohol consumption also include weiggin and worsening metabolic
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control. Excessive drinking has been found to teted to diabetic ketoacidosis (DKA)
and hypoglycaemia in adolescents and young adihisnijpson & Greene, 1997).
Henriksen, Prahl, Rgder, and Svendsen (2007) aeiA as “the consequence of
absolute or relative insulin deficiency and condami elevation of counter-regulatory
hormones resulting in hyperglycemia, metabolic @siisl ketosis, and varying degrees

of dehydration” (p. 113).

1.4.1 Management of Type 1 Diabetes during Adolescendé’anng

Adulthood.

Compared to childhood and adulthood there are gr@abblems in diabetes
management during adolescence and young adulttitanthg, Juarez, Lenss, &
Guthrie, 2003; Wills et al., 2003) with deteriomatiin metabolic control being
associated with increasing age during adolescdtelgéson, Siminerio, Scobar, &
Becker, 2009). The increase in serious complicattbat have been found from late
adolescence and young adulthood into adulthoodd@ret al., 2003) are associated
with the management problems in this period. Aspettiabetes management that
have been found to be problematic during the adeldsyears (ages 11 to 18 years) are
the introduction of intensive therapy (either mul#iinsulin injections or insulin pump
therapy) (Davidson, Penney, Muller, & Grey, 20@&herence to treatment regimen
(Anderson, Auslander, Jung, Miller, & Santiago, @9%nd the need for the young
person to become increasingly responsible for tiaibetes management (Edgar &
Skinner, 2003).

As a child with Type 1 Diabetes grows older anddmees more mature, he or she
is expected to be responsible for some of the phwes involved in their treatment

regimen (Standen, 1990) and eventually take compésponsibility for the
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management of their diabetes. The literature suggleat factors such as developmental
stage and cognitive development of the child wilpact on the decision of when the
child can be expected to take on this responsibiihronological age is not necessarily
a reliable indicator of children being able to urstiend the treatment regimen related to
successful management of the chronic illness (Rsllae, 1989; Standen, 1990).
Shillitoe and Christie (1990) suggested that ckitdare capable of self-injections of
insulin from the age of nine years, however, ias$ until the child reaches the age of
approximately 12 years that they are able to utaledsthe relationship between
different self-care behaviours such as dietankmtaxercise, insulin dosage, and blood
glucose concentration.

Studies have demonstrated that there is an inchedlse responsibility that
children and adolescents assume for their ownniresatt regimen as they grow older
(e.g. Anderson et al., 1990; Lewin et al., 2008Jvain associated decrease in parental
responsibility (Palmer et al., 2009). In a studybildren and adolescents aged six to 21
years (Anderson et al., 1990), although it was ébtlnat older participants assumed
greater responsibility, as age increased both mate child reported more frequently
that no one took responsibility for the treatméntrithermore, older participants were
more likely to report lower levels of adherencéremtment and have poorer metabolic
control. The authors suggested that in some mathiéa-dyads there might be
inadequate communication about when the young pewss expected to take over
responsibility for their diabetes management (Asdaret al., 1990).

Results from a longitudinal study on the effect$amhily environment on
metabolic control suggest that parental monitoiimthe mid-adolescent years and into
young adulthood is important for optimal diabetntrol (Luyckx & Seiffge-Krenke,

2009). In this longitudinal study across the depaiental periods of adolescence and

10



Separation-Individuation and Diabetes Management

young adulthood three trajectories of metabolicianvere evident: optimal control,
moderate control, and deteriorating control. Adoéeds and young adults in the
moderate and deteriorating control trajectorie®mea poorer organisation and family
structure from mid-adolescence onwards compargduag people in the optimal
trajectory. The authors suggested that if thereevelar rules and organisation within a
family then the young person seemed to be moréylikehave optimal metabolic
control during adolescence and young adulthood ¢kx: Seiffge-Krenke, 2009).

Regular medical monitoring continues to be requintd adulthood but among
young adults poor attendance at diabetes clinidemacreening for diabetes related
complications difficult (Wills et al., 2003). Pooontinuity of care between services for
children/adolescents with Type 1 Diabetes and aduitices (Magrab, 1985), a
perception that there is often a poor understanaiirige lifestyle of young adults, and
services that are often not tailored to suit wogkpeople (Bundy, 2003) have been
factors suggested to be associated with poor attexedat diabetes clinics.

Individual characteristics that have been foundawee an impact on diabetes
management in both the adolescent and young aglaits ynclude: age, developmental
stage (Wills et al., 2003), duration of illnessr@ga, Berg-Cross, Almeida, &
Machado, 2008), and psychopathology in the youmgagpe(Leonard, Jang, Savik,
Plumbo, & Christensen, 2002; Mayou, Peveler, Dawenn, & Fairburn, 1991).
Studies examining these factors are consideredvbelo

Numerous studies have examined psychopathologgdlescents and young
adults and its relation to diabetes managementd3u2003; Law, Kelly, Huey, &
Summerbell, 2002; Mayou et al., 1991; Northam, Kmits, Anderson, Cameron, &
Werther, 2005). An increase in psychopathologyrdyedolescence in general has been

demonstrated (Australian Bureau of Statistics, 2004Turk, Graham, & Verhulst,
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2007) and research has suggested that there istgtafoboth behavioural and
emotional difficulties from adolescence into yowadulthood (Ferdinand & Verhulst,
1995). Across countries prevalence rates of mdiritaks among adolescents have been
reported to be between 15 and 20% (Dogra, Parkiie,& Frake, 2009).

Young women have been reported to be at greateofideveloping anxiety and
depression with the rate of depression among feawdéescents being twice as high as
among male adolescents (Turk et al., 2007). Hadiabetes (either Type 1 or Type 2)
has been linked to an increase in depressive syngoamd a greater likelihood of
meeting criteria for major depressive disorderhiidten (Grey, Whittemore, &
Tamborlane, 2002), adolescents (Northam et al5R@hd adults (Popkin, Callies,
Lentz, & Colon, 1988). In an Australian study, atments (aged 11 to 18 years) with
Type 1 Diabetes were twice as likely as adolesderitse general community to have
symptoms that met criteria for a DSM-IV diagnodisianood, anxiety, eating, or
behavioural disorder (Northam et al., 2005). Adodeds/young adults aged 17 to 25
years with Type 1 Diabetes were found to have agbeace of mental illness 40%
higher than that of the general population (Brydeal., 2003).

It has consistently been found that higher glycéehoglobin (HbALc), or poor
metabolic control, is associated with anxiety (Leval., 2002) and depression (Bryden
et al., 2001; McGrady, Laffel, Drotar, Repaske, &dd, 2009). Patients (aged 18 to 64
years) with Type 1 Diabetes who had symptoms ofetegion were found to report
more reasons not to comply with the recommendedaakgkgimen, expressed these
reasons more frequently compared to patients wipieTL Diabetes without depressive
symptoms, and engaged in poorer overall self canaviours (Kyrios, Nankervis,
Reddy, & Sorbello, 2006). The authors suggestedidizer levels of behavioural

activation in depressed patients could be an eggitamfor why they engaged in fewer
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self-care behaviours (Kyrios et al., 2006). Supfarthis claim has been found in a
sample of adolescents with Type 1 Diabetes whepeedsive symptoms were related to
lower frequency of blood glucose monitoring (McGra al., 2009). Moreover, it has
been suggested that patients with Type 1 Diabelesase also depressed may find it
more difficult to ask for support from significaothers which again can influence
diabetes management and diabetic control (Ciechskipiaton, & Russo, 2005).

Duration of illness has been found to be relatetdetatment adherence and
metabolic control. Young people (aged 10 to 18 geaho had Type 1 Diabetes for a
longer period of time had poorer metabolic contR#reira et al., 2008). However,
illness duration is often not included as a fagtdhe literature and so how illness
duration is related to diabetes management is yooderstood.

Recognition of the management difficulties thatwada adolescents and young
adults must take into account not only the duratibtine illness but what has happened
in the years prior to adolescence. Diagnosis dirarac illness during childhood may
lead to a departure from the normal developmerd@dtory, affecting the achievement
of the various developmental tasks and consequkatlythe adolescent copes with

management of their diabetes.

1.4.2 The Effect of a Chronic lliness on DevelopmentakEa

A number of authors have discussed how a chrdnies$ such as Type 1
Diabetes might affect normal developmental proceése. Barker, 1993; Magrab,
1985; Standen, 1990). Magrab (1985) described itapbpsychosocial developmental
factors and cognitive skills and looked at theseelation to children with a chronic
illness. She argued that an important part of psyobial development is the

socialisation process which can be significantig@td and altered by a chronic iliness
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such as Type 1 Diabetes. Hughes (1976) suggesiedight basic emotional needs are
challenged as a result of the course of a chrdiniess. These emotional needs include:
love and affection; security; acceptance as awvitaal; self-respect; achievement;
recognition; independence; authority and disciplifiee impact of a chronic illness on
the various emotional needs will vary accordingh stage of development and the
nature of the chronic illness. An important issueréfore is not just the type of chronic
illness but also the age at which it has been disgth and the developmental tasks
associated with that age and subsequent agese(s#msl. 2).

When an infant has been diagnosed with a chrdniess$ the parents may
experience feelings of anger, guilt, and shame kvban interfere with the
establishment of trust and attachment (Magrab, JL198& diagnosis is made during
infancy or in the toddler years a disruption in feolife routines is likely to take place
(Anderson & Brackett, 2000). The primary caregigarequired to perform invasive
medical procedures (for example injections) onitifent or toddler which can have an
impact on the development of a trusting relatiopdigtween the infant and primary
caregiver. The literature further suggests thaagrwsis of Type 1 Diabetes in the first
two years of life can be complicated emotionallyngared to when a diagnosis is made
later in life because of the intense grief exparéshby the parents. This more emotional
reaction has been attributed to the parents haeicgntly celebrated the birth of their
child who they had expected to be healthy and perfaother factor thought to be
important in the increased grief is that at theetioh diagnosis infants are often critically
ill which in turn may require care in an intensoage unit. The experience of having a
critically ill child who needs care in an intensie@e unit can add to the trauma of
receiving a diagnosis as it highlights the seriessrof the chronic iliness and their

child’s vulnerability (Anderson & Brackett, 2000).
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The presence of a chronic illness in a toddler preschooler may have a number
of effects on normal developmental tasks. The nbstning towards independence
that occurs in the second year of life may be imdabif parental anxieties lead to a
discouragement of exploration and the developmeah@ver-reliance on the parent
(Anderson & Brackett, 2000). During the toddler rgethe child is expected to start to
separate from their parents and develop a sertseirnf a separate person. The child
also develops a sense of being able to master hisr&environment and engage in
social relationships. Because of the need to adbdfe treatment regimen and their
fears for their child’s well-being parents may quetect their child and so interfere
with the toddler’s wish to explore and master tlegivironment. As a way of striving
for some autonomy the toddler may refuse to coraply cooperate with the different
treatment requirements (Anderson & Brackett, 2000).

In the preschool years the development of a pnmitionscience has occurred, so
that some preschool children see iliness as a fponeist for bad behaviour (Magrab,
1985) and this may impact their developing seléest. The child may further see
himself or herself as being vulnerable and notée as healthy children (Barker,
1993). At this time some understanding of theioalt illness and the practical
consequences of having a chronic illness mustdmporated into their emerging self-
concept (Barker, 1993). The pre-school years mapddrst time that children realise
that they are different from their peers becauseatihg restrictions and monitoring of
blood glucose levels (Anderson & Brackett, 2000).

During the school age years, as their cognitivétes develop, children have a
greater understanding of illness and can utilieekiiowledge they have about an
illness, the body, and the treatment of an illr@&&sgrab, 1985). The school

environment also fosters the development of pdatioaships which is an important
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preparation for membership in social groups antigypation in the community
(Barker, 1993). Studies have found that childreth Wiype 1 Diabetes have more
absences from school compared to siblings and sae peers (McCarthy, Lindgren,
Mengeling, Tsalikian, & Engvall, 2002). Barker (3)%uggested that frequent
absences from school can result in the child withranic illness being disadvantaged
in that they become isolated from their peer group.

Throughout childhood having a chronic illness mayéha negative effect if the
child sees him or herself as being different, deenable, and not as able as healthy
children. The attitude of parents, teachers, ahdradult figures in the child’s life who
can foster in the child a sense of being valuedraspected by others even in the
presence of a chronic illness has been identifseginaimportant protective factor
(Barker, 1993).

Similar to young persons without a chronic illness$olescents and young
persons with a chronic illness such as Type 1 Dexbleave been found to exhibit
increased autonomous behaviour during this devedopah period (Dashiff &
Bartolucci, 2002; Pacaud et al., 2007). However ritte and circumstances under
which increased autonomy takes place in young psradth a chronic illness may be
different to that of young persons without a chedtiness. As noted previously, it has
been suggested that children and adolescents wlthoaic illness may be
overprotected by their parents as a result of paranxiety (Barker, 1993; Standen,
1990). A possible consequence of this for the yquergon may be difficulties in
developing autonomy and being able to appropriateparate from parents as would be
expected during the adolescent and young adulsyear

Young people with a chronic illness are expectecbtoply with their medical

treatment regimen. Studies have reported a reltiprbetween pubertal status and
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treatment adherence: as age increase and highertluttatus is reached treatment
adherence declines (e.g. Dashiff et al., 2005)irguihe developmental periods of
adolescence and young adulthood the young persgint neéibel against a medical
treatment regimen that has been suggested by ashaltas a result the young person
engages in behaviour that can jeopardise theitth@aunger, Acerini, & Ahmed, 2005;
Magrab, 1985). Risk-taking behaviours are charestieof this period of development
but these behaviours can affect the young personts/ation to adhere to their
treatment (Dunger et al., 2005) and the increaseiionomy that occurs in this period
may mean that the young person no longer wantghalével of support from their

parents (Magrab, 1985).

As described above having a chronic iliness cae laamajor effect on
developmental tasks from infancy to adulthood.dditon to mastering the normal
developmental tasks the young person with Typeabé&ltes also has to work out the
meaning of having a chronic illness and the effe€this on their life and how they

think of themself as a person.

1.5 Acceptance of Having Diabetes

Acceptance of having diabetes (also called psycgjicdd adjustment to diabetes
in the literature) is another factor that has bemmsidered in relation to diabetes
management and metabolic control. Dunn, Smartth&gand Turtle (1986) developed
a measure of emotional adjustment for patients didbetes where items were designed
to measure the patient’s emotional attitude anpomeses to diabetes, diabetes

treatment, the effect of diabetes on lifestyle, tredimpact of diabetes on the patient’s
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view of the future (Dunn et al., 1986; Welch, DugnBeeney, 1994; Welch, Smith, &

Walkey, 1992).

1.5.1 Acceptance of Having Diabetes and Diabetes Manageme

Acceptance of having diabetes has been found telated to diabetes
management and control. Young people taking paatstudy investigating the effects
of a training program for diabetes management ésdeints and young adults, no age
specified) reported being overwhelmed, angry, draldain the beginning of the
program in relation to their treatment regimen passible diabetes related
complications (Dupius, 1980). Fears about tellieggle they knew about their diabetes
were also expressed. After being in the progranajproximately two months patients
became more flexible in relation to their treatmegtimen, were more accepting of
having diabetes, and felt more in control of thigiess (Dupius, 1980).

In a more recent study investigating young womemnjserience of living with
Type 1 Diabetes it was found that young women thohgving diabetes put
restrictions on them and what they could do congh&re/oung women without
diabetes (Kay, Davies, Gamsu, & Jarman, 2009). Bseohfeeling vulnerable as a
result of having diabetes were also evident togetlith fears of what the future might
hold in terms of developing diabetes related cooapibns and starting a family. The
women reported that they did not feel understoogdnple who did not have diabetes
and having diabetes impacted on their relationsagpthey worried about how others
perceived them. There was some indication thatretstthe women used denial or
blocked out painful feelings as a means of copiith thvaving diabetes (Kay et al.,
2009). No measure of metabolic control or treatnaeimerence was included in these

studies.
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Among adolescents and young adults (aged 18 te2&ynd 14 to 20 years)
with Type 1 Diabetes elevated scores on a measadjwstment and coping with
diabetes were related to poor diabetes managemsuating not complying with the
diabetes treatment and poor metabolic control (Blars al., 1989; Wysocki, Hough,
Ward, & Green, 1992). In a study conducted by Wisetal. (1992) adjustment to
diabetes included the degree of denial of theshrend resistance to making the
changes to their behaviour required for the managef their diabetes. Participants
who indicated retrospectively that they had pogustdhent to their diagnosis of
diabetes at the age of 13 to 17 years had poabetlis management and health-related
behaviours at the age of 18 to 22 years (Wysocki.£1992). These results suggest
that, for young adults, being able to accept tlagnibsis of Type 1 Diabetes and
incorporate this as one aspect of their self conaeg who they are as a person may be

beneficial for treatment adherence and metaboltrob

1.5.2 Acceptance of Having Diabetes and Psychopathology.

Psychopathology and wellbeing are factors that e found to be important
in relation to acceptance of having diabetes. Gedifierences have been reported with
female adolescents and young adults found to woose about their diabetes and have
poorer adjustment to diabetes than males andesuét at potentially greater risk of
depression (Grey, Boland, Yu, Sullivan-Bolayi, &ilaorlane, 1998). Female
adolescents, young adults, and older adults haae tmeind to be more likely to meet
criteria for clinical depression than males (Ei$tinzi, Eiser, Hammersley, & Tooke,
2001; Enzlin, Mathieu, & Demyttenaere, 2002). Adolent females have also been
found to be more likely to perceive diabetes asritaa greater impact on their daily

life than males and this perception was relatea hher incidence of symptoms of
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depression and anxiety (Skinner, John, & Hamps000R No direct relationship
between emotional adjustment to diabetes or depreasd glycemic control were
found in a study of adults with Type 1 Diabetese@d8 to 76 years) which may mean
that depressive symptoms and emotional adjustroatitbetes have an indirect impact

on glycemic control through adherence to treatmegimen (Enzlin et al., 2002).

1.5.3 Acceptance of Having Diabetes and lliness Duration.

lliness duration has also been found to be rekatedceptance of having
diabetes. Diabetes related guilt (e.g. feelingaoasible for having diabetes, feeling
guilty for burdening people with one’s needs assult of having diabetes) is associated
with older age and longer illness duration, patéidy in the presence of diabetes
related complications (mean age of participantget8's, age range not reported) (Dunn
et al., 1986). One possible explanation of thedased diabetes related guilt is that it is
associated with perceiving oneself as adheringlpoorthe treatment regimen. In
young people aged 10 to 20 years behaviours suatcéding things and places that
reminded them of having diabetes, frequently losing's temper, and blaming others
were associated with poor adherence to treatmgithes (Hanson et al., 1989). These
behaviours were more evident in older participamé® in younger participants and in
patients with longer illness duration (Hanson gt&389).

In younger adolescents (10 to 15 years) longezskrduration has been found to
be related to lower rates of maternal respongjtiidit diabetes management and poorer
adherence and metabolic control (Wiebe et al., pR&search investigating the impact
of illness duration in young persons aged 18 tges is lacking so that it is not clear

what impact iliness duration has on diabetes managefor this age group. A related

20



Separation-Individuation and Diabetes Management

area that has received limited research attergitwow factors within the family affect

young women’s management of their diabetes.

1.6 Family Factors and Diabetes Management

The onset and diagnosis of a chronic illness sschype 1 Diabetes in childhood
or adolescence impacts on the young person arat hisr family in many ways
including cognitively, behaviourally, emotionallgnd financially (Anderson &

Brackett, 2000; Massie, 1985; Patterson & Garwi&@98). Cognitively the family has
to learn about diabetes and how it is managed. Betnally the family has to
incorporate the treatment regimen into their dagdg life which for many families

may mean a change in their routines and way aidivirhe family also experiences
emotions related to the diagnosis such as anges, dmilt, blame, helplessness, and
grief (Patterson & Garwick, 1998). When a childliagnosed with Type 1 Diabetes the
management and care for the child is quickly trameftl from the health professionals
to the family (Anderson & Brackett, 2000). In thiedature many family factors (e.g.
family conflict, communication styles within thenfdly, parenting) have been suggested
to be important in relation to diabetes managenidm. past parent-child relationship
and the young person’s development of autonomy seeticularly pertinent to
considerations of diabetes management in adoles@tyoung adulthood. The young
person’s perception of parental involvement indladbetes treatment regimen would
also be expected to be important to the parenttchihtionship and increased

autonomy in the young person.
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1.6.1 Chronic lliness, Family Dynamics, and Developmeifadks.

Within the diabetes literature there has been sexaenination of the influence of
family factors on developmental tasks. Seiffge-ke1997) suggested that the
relationship between the young person with a clerdimess and the parent (usually the
mother) is often extremely close. The need forpduent to implement intrusive
regimens, such as the administration of insuliadtipns, can have implications for the
developing parent-child relationship. In particul@presentations of self and others and
the boundaries between the young person’s bodytenparent’s body may not become
differentiated but rather remain diffused. The elusss of the parent-child relationship
may make it harder for the young person to sepérae the parent so that there may
be a tendency for the young person to maintaimdteeof the dependent child (Seiffge-
Krenke, 1997). This dependency may be related t@otiand/or past parental anxiety
about the health of the young person which hadtegsin the parent being
overprotective of their child.

Overprotection as a result of parental anxietyldesen suggested to be evident in
the relationship between parents and their adaisedgth a chronic illness where the
overprotection by the parents can make the yourgppeperceive himself or herself as
being different and vulnerable (Barker, 1993). @vetection and intrusiveness may be
a result of the parent wanting to help and to ngake the young person is managing
their diabetes in the best possible manner. Howéhisrtype of parenting can
undermine the young person’s confidence and mativdb take on the responsibility
of self-management of the diabetes (Wolpert, 2002).

Parental negativity and warmth have also been derexl in relation to metabolic
control and diabetes management. Parental negaiwt levels of parental warmth,

and a perception of parents as being critical leeen found to be related to poor
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metabolic control in adolescents (Lewin et al., @0&nd young adults (Gillibrand &
Stevenson, 2006) and an increased likelihood oéeapcing episodes of DKA in
children and adolescents (Geffken et al., 20083eBabn such findings parental support
has been suggested as an important possible fagtoprove health outcomes in

children and adolescents aged seven to 18 yeaftké@Get al., 2008).

A diagnosis of a chronic illness in a child or aabment can potentially alter
parenting and the parent-child relationship bec#use is a necessity for the parent
(usually the mother) to be closely involved in thanagement of the illness until the
child reaches an age where self-management is i@ Such involvement may
influence important developmental tasks such aslévelopment of independence from
the parents. As noted earlier, the parent mightieeently become overprotective and
impose restrictions that might not necessarily beranted in light of the diagnosis of a
chronic iliness (Standen, 1990).

How parental overprotection and care influencedénelopment of autonomy in
young persons in general has had limited resedteht@n. This question may be
particularly important in regard to young peopléhaniype 1 Diabetes given the

suggested implications noted above for diabetesagement.

1.7 The Young Person’s Perception of Received Parenting

The perception a young person has of the paretiteyghave received has been
found to be important in the development of autopgfeldman & Rosenthal, 1991)
and is thought to be indicative of the attachmetivieen a young person and their
primary caregiver (Parker, Tupling, & Brown, 197%here has been extensive

investigation of particular aspects of parentingretal care has been conceptualised as
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a dimension that includes affection, emotional wiagrempathy, and closeness on one
end and emotional coldness, indifference, rejectoil neglect on the other end (Parker
et al., 1979). The concept of parental controlwv@rprotection has been explained as the
parent being controlling and overprotective versasouraging autonomy and
independence in the child (Parker et al., 1979).

In American, Australian, and Hong Kong studentsdatfe to 18 years, high levels
of parental monitoring of adolescent behaviour pateiving the family environment
as demanding were associated with the adolescepésting to become independent at
a later age (Feldman & Rosenthal, 1991). Among ralian female adolescents
perceptions of greater maternal control was asttiaith problems in the separation-
individuation process (Milne & Lancaster, 2001) €8k results suggest that parental
factors are important to the separation-individuafprocess and a young person’s ideas
of becoming independent. Moreover, too much patgmbtectiveness and
intrusiveness may interfere with the developmenndépendence in the young person.
Whether parents of children and adolescents wittranic iliness are perceived as
more controlling or overprotective is unclear asr¢hare inconsistent findings in the
literature.

Holmbeck et al. (2002) examined the degree of galewerprotection in parents
of children with a chronic illness by asking batie fparents and the child to rate the
parents on their parenting. The results suggebsdarents of children with a chronic
illness were more overprotective than parents flidn without a chronic illness
(Holmbeck et al., 2002). It may be that parents ¥eaat might happen if they do not
take on a protective and controlling role in relatio their child’'s diabetes
management. When parents of adolescents with Typialdetes were asked about

benefits and barriers to their son or daughterrasgyiresponsibility for their own
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diabetes management, parents identified their @andf losing control as a barrier
(Hanna & Guthrie, 2000).

However, contrasting results have been reportexvtiere in the literature. In a
recent study parents of children and adolescegei(8-18 years) with Type 1 Diabetes
could not be classified as overprotective (Bourddauwilins, Carpentier, Colletti, &
Wolfe-Christensen, 2007). Moreover, parental ovaegmtiveness was not related to
self-care behaviours in the young person and idstezater levels of parental stress
were significantly related to the child being péved as less engaged in self-care
behaviours related to Type 1 Diabetes (Bourdeal,€2007). The causal direction of
this relationship is not clear as parental streightalso have been because of concern
about the children and adolescents not adheritigeio treatment regimen. Thus, poorer
adherence might explain greater levels of paresttass. While this study examined
overprotectiveness in relation to diabetes sek caretabolic control was not reported.
Moreover, only the parents completed a measuretadasantal control and
overprotection: there was no assessment of howcth#édren perceived the parenting
they received (Bourdeau et al., 2007).

Research investigating the relationship betweeantal involvement/guidance
related to diabetes self-care behaviours in theagqerson and metabolic control has
found that continued involvement in the adolesgeatrs and support and guidance into
the young adult years is beneficial to treatmeheagnce and metabolic control. Grey
et al. (1998) found that in young people (aged betwl3 and 20 years) who perceived
their parents as maintaining guidance and suppdhsir diabetes management had
better metabolic control. This suggests that witlreasing age of the young person
parents need to consider the developmental neatie gbung person together with the

seriousness of the diabetes in order to achieveghmal balance between parental
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involvement and the young person taking on compketponsibility for the treatment
regimen (Grey et al., 1998; La Greca et al., 199Byus, how parental involvement in
the young person’s diabetes management is discasgkdegotiated between the parent
and young person is of importance (Anderson, 2004 .however unclear whether
young adults who perceive their parents as havagnlinvolved in their diabetes
management during adolescence have better dialergsgement and metabolic

control in young adulthood. Thus, examining thengperson’s perception of past
parental involvement seems relevant.

A young person’s perception of the parenting hehar has received is thought to
be closely related to attachment between the ypengpn and the caregiver but how
this might be connected to parental involvementiaderther examination. Attachment
between the young person and their parent is mthought to be related to how a
young person develops independence from their namesg Below is a brief overview
of attachment theory and some of the researchnigsdielated to the development of

autonomy and how attachment may be affected bprgence of a chronic illness.

1.8 Attachment Theory and Research

Attachment theory was developed by Bowlby (1969,319981) and describes
behaviours that are thought important for an atteatit relationship to develop between
an infant and his/her primary attachment figurai@liy the mother). Attachment
behaviours (e.g. crying and clinging) are activatednly in situations of distress where
the infant seeks proximity and contact with thenany attachment figure. Bowlby
suggested that these behaviours protect the ibfr#tuse they promote safety and
survival and assist in the development of an endugmotional bond between an infant

and the attachment figure. Difficulties in the pairy attachment relationship can affect
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later psychological well-being and adjustment imegative manner and make it difficult
for a child to rely on his/her mother as a safeebabe early experiences the child has
of his/her primary attachment relationship arermaéised as working models of self
and others as worthy or unworthy and as respomsivaresponsive. These working
models guide how a person thinks, feels, and adeger relationships (Bowlby, 1981).
Empirical research has supported Bowlby’s (1968ntithat as the child grows older,
reaches adolescence and becomes an adult, thepettechment figure often changes
from the mother to a romantic partner (e.g. Fré&ldyavis, 1997; Hazan, Gur-Yaish, &
Campa, 2004). The quality of these later relatigsstvill be influenced by the nature
of the early attachments. Studies have shown #w@lp with insecure attachment
styles are more likely to experience interpersaiiféitulties throughout life (e.g.

Dinero, Conger, Shaver, Widaman, & Larsen-Rife,@®earce & Halford, 2008). This
link between past and current attachment stylesfirstypecome evident in

adolescence.

1.8.1 Attachment during Adolescence and Young Adulthood.

During adolescence attachment relationships witenga are still important,
however, peer relationships take on a more pronhire@ throughout this
developmental period. A longitudinal study over tygars examining attachment
patterns in adolescents and their parents fourtdhbaguality of attachment between
adolescents and their parents was stable duriagériod (Buist, Reitz, & Dekovic,
2008). As in infancy, the secure base from whighl@ation can take place becomes
important when the adolescent starts to explorehiger sexual needs. In particular,
the parents symbolically represent a secure basewrhich the adolescent can explore

new social situations and relationships (M. L. Gapishaver, & Collins, 1998).
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One way in which attachment to parents has beegested to be different during
adolescence compared to other ages (e.g. infasitlyai in addition to receiving high
levels of support from parental figures, emoticenaionomy reflected in the need to
spend more time away from the parents and engageekir activities is of great
importance (L. S. Brown & Wright, 2001; Schneideiv&unger, 1996). Parental
support can allow the young person to experiersenae of stability in spite of all the
changes taking place during adolescence. Suppathifoview can be found in the
literature on college students in America. Colleggaglents with a more secure
attachment to parents and peers were found totdutter to college life (Lapsley &
Edgerton, 2002; Lapsley, Rice, & Fitzgerald, 1990) German study of young adults
a secure attachment pattern was related to thediofiage expected behaviours: young
adults with a secure attachment to their parente wmre likely to move out of the
parental home at normative times (defined as agerZemales and age 23 for males)
compared to their peers with an insecure attachi@aitfge-Krenke, 2006).

As has been mentioned above peer relationshipsrieeswreasingly important
during adolescence and have been shown to be at=bwiith the quality of attachment
to parents. A correspondence between the type aaldygof attachment with parents
and peers has been found among American collederggiaged 16 to 22 years
(Armsden & Greenberg, 1987). Young people with ¢use attachments to their parents
have been rated by their peers as being more éastil anxious compared to young
persons with secure attachments to their parerdBgK & Sceery, 1988). Taken
together this suggests that even as peer relatpsisecome more influential
throughout the adolescent years parent-child attach still remains important as a
foundation for how the young person develops pel@tionships and negotiates the

process of increasing autonomy.
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Attachment has also been found to be related tohapathology. Adolescents
aged 13 to 19 years who were categorised as sga@itathed were found to have
fewer symptoms of anxiety, depression, hostiligrgmoid ideation, psychoticism,
somatisation, and obsessive-compulsive thoughtdeahdviour (M. L. Cooper et al.,
1998). Depressive symptomatology has also beerdftabe related to insecure
attachment patterns and being less comfortable chibeness and depending on others
in American college students (Lapsley, Varshneyasma, 2000; Marchand-Reilly,
2009; Riggs & Han, 2009). A study of two groupsyofing people aged 14 to 29 years,
one clinical group recruited from mental health/geys and one non-clinical group,
found that young people in the clinical group wsignificantly more likely to display
ambivalent or avoidant attachment patterns tham weung people in the non-clinical
group (L. S. Brown & Wright, 2003). The young pe®pi the clinical group further
reported having more difficulties with being sodeafl. S. Brown & Wright, 2003).
Having a chronic illness may impact on both thacttment bond between child and

parent and the development of age expected behaviou

1.8.2 Attachment and Chronic lliness.

The presence of a chronic illness in early childhoan potentially disrupt the
attachment process during this developmental pé@atbgard, 2005). @degard
suggested that parental anxiety, child anxietyptisical effects of the illness, and the
various treatment components necessary for the geament of a chronic illness can
have consequences for the attachment process dinmildggood. She further argued that
as individuation and autonomy are critical aspettse attachment process, having a
chronic illness can make it more difficult for teedevelopmental tasks to be gradually

achieved during childhood development. Individuatmd the development of
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autonomy is a continuing process so even thougly&fdes discussion was focussed on
childhood, it seems likely that any interferenceuwdng during this period would

affect these developmental processes througholgsmmce and young adulthood.
Delay or disruption in these processes may in lhanre implications for how young
people manage their chronic illness.

In recent years researchers have started invastigaie link between attachment
and diabetes management. Adult patients with désbeho had a dismissing
attachment style were less likely to adhere tomenended diabetes treatment in the
areas of diet, exercise, foot care, testing blaod, insulin injections (Ciechanowski et
al., 2004; Turan, Osar, Turan, llkova, & Damci, 2DOHigher prevalence of
dismissing/avoidant attachment style (35.8%) aluher prevalence of secure
attachment (44.2%) has been found in a populatiemdoviduals diagnosed with
diabetes (Ciechanowski et al., 2004) compared witsith the general population (25%
dismissing/avoidant and 59% secure) (Mickelsonskes& Shaver, 1997). This
discrepancy in the distribution of attachment patenight suggest that having diabetes
has an impact on attachment styles. However, thdygCiechanowski et al., 2004)
included participants of all ages with both Typantl Type 2 Diabetes and did not
report the age range of their participants or wietheir age or illness duration had any
effect on attachment style or diabetes managemsrguch, it is difficult to know how
these variables might have influenced the results.

The studies reviewed above suggest that a sedachatent to a primary
caregiver is an important part of the developmémaependent behaviours during
adolescence and young adulthood (Doctors, 2008glms, 1988; Tanner, 2005). As
there is evidence that a diagnosis of a chromedi§ can affect the way a child is

parented and therefore potentially alter the atteasit relationship, it is important to
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consider how the parenting received may influereestbpmental tasks such as

separation-individuation of which identity formatics an important part.

1.9 Separation-Individuation

Separation-individuation is regarded as an impodanelopmental process in the
developmental stages of adolescence and younghaddl{Josselson, 1988; Tanner,
2005) and involves developing autonomy and sepay&tom parents (e.g. Lapsley,
Rice, & Shadid, 1989; Lopez et al., 1988; Moore87)9 Identity development is an
important part of the separation-individuation pse (Erikson, 1968, 1980). Blos
(1979) outlined the concept of separation-indivithrain his study of adolescence.
Building on the first phase of separation that sadace in the second year of life
(Mahler et al., 1975), Blos suggested that thersg@ihase of separating and
individuating from parents takes place during asidce where the young person has
to differentiate certain parts of the self that sitk enmeshed with the parents and in
this way achieve autonomy from parents. In thicpss the young person’s sense of
self is sharpened and there is a strengtheninguwidaries and feelings of separateness
from other people (Josselson, 1980).

The traditional psychodynamically oriented theoabsut adolescence and
separation-individuation assume that during adelese there is “the shedding of
family dependencies, the loosening of infantileegbgies in order to become a member
of society at large or, simply, of the adult worl@los, 1979, p. 142). This description
might suggest that a weakening of the parent-abilationship is necessary for the
successful working through of the separation-irtiration process. However, more
recent theories have emphasized that close padeigszent relationships are critical

during this period as they provide the young pessith the opportunity to explore and
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develop competencies outside the family while pitmg a secure base for such
exploration (e.g. Bowlby, 1988). The young persmiudes parents and the
multigenerational family system in the processegagation-individuation by
modifying and thus preserving these relationshipsgelson, 1988; Tofani, 2007). This
ongoing connection is evident when the young pebsomgs new ideas and ways of
behaving back to the parent in order for these elements to be recognised and for the
relationship to be updated (Josselson, 1988). Téwof family development (Lopez &
Gover, 1993) also suggest that for the young petisomanage the process of
separation-individuation a change in the parentestent relationship needs to take
place (Allison & Sabatelli, 1988; C. R. Cooper, @mant, & Condon, 1983; Grotevant
& Cooper, 1985, 1986; Josselson, 1988; Tofani, 2007

Tofani (2007) suggested that through the procesggdration and individuation
the young person and their family are engagedffarént tasks such as re-developing
family boundaries and interactions which can enagearincreased responsibility and
self-directed behaviour in the young person. lirttieeory of connectedness and
individuality Grotevant and Cooper (1985, 1986)grgjed that rather than abandon
their relationship with their parents, the relasibip is changed between the adolescent
and the parents to one in which there is increagedlity with the parents instead of
authority from the parents. They further suggesitatla high degree of connectedness
in the parent-adolescent relationship allows ferdbvelopment of individuation (C. R.
Cooper et al., 1983; Grotevant & Cooper, 1985) Wwithher levels of emotional
connectedness to parents being related to a yoensgms perception of having greater
influence in the parent-child relationship (Buhd03).

The process of separation-individuation is thougtiake place over several years

with differences in the degree of achieved sepamatdividuation according to the age
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of the young person (Youniss & Smollar, 1985). Saueport for the idea that
increased individuation is evident with increasagg has been found in studies
examining independent behaviours and taking ordoftaoles. Cohen, Kasen, Chen,
Hartmark and Gordon (2003) examined the separatidniduation process in young
Americans aged 17 to 27 years and sought to deterwiether there was an increase
in independent behaviours and the taking on oftadids such as living independently
and being financially independent according toabe of the young person. The
expected age differences in terms of independdrd\beurs and the assumption of
adult roles were found with older participants lgemore likely to work full-time and to
have children and being less likely to live at howiil their parents and to receive
financial support from their family. However, largelividual differences in the timing
of independent behaviours and a moving betweeeasing and decreasing
dependency was evident (P. Cohen et al., 2003).

It seems unlikely that separation-individuatiorhis only factor that determines
when a young person engages in more independeavibeins and assuming adult
roles. Even though it might be assumed that arase in independent behaviours and
taking on adult roles are related to the procesepération-individuation it does not
necessarily follow that they are indicative of armxesolved separation-individuation
process. An example might be when a young persoideketo move out of the parental
home. This decision might be dependent more oneviiier young person can obtain a
university degree or find a job than whether orihtt representative of a more resolved
separation-individuation process. However, reseaxamining the link between the
internal process of separation-individuation arertiore external aspects of adult roles

and behaviours is lacking.
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Other factors operating at a more internal levat tire thought to be important to
the separation-individuation process are the yqergon’s expectations of
relationships with family and peers. German ad@stcand young adults aged 10 to 20
years were found to have a greater likelihood gleelencing fewer difficulties in their
separation-individuation when there was low mateonarprotection and high maternal
empathy (Kruse & Walper, 2008). American collegedents with a secure or
dismissing attachment style were found to be mikedyl to have a more resolved
separation-individuation process compared to cellgdents with a fearful or
preoccupied attachment style (Lapsley & Edgert®2). These results suggest that a
young person’s view of the parenting they haveiveckand their attachment style
impacts on the separation-individuation process.

Since the process of separation-individuation feehbeported to be important to
developmental stages from early childhood throudffiescence and young adulthood,
parenting practices and how young women’s mothersgived their own separation-
individuation process have been thought to be émitial (Charles, Frank, Jacobson, &
Grossman, 2001). Daughters who perceived their ensths being supportive of and
facilitating their attempts of separating from thmiothers and becoming more
independent were more likely to be parented by theravho remembered her own
mother behaving in a similar manner (Charles eRfl01). It has been suggested that
such generational transmission is related to theldpment of a working model of
separation-individuation (Diamond, Heinicke, & Mintt996) which will impact on
patterns of relationships, affect regulation, amdrnal representations of how a person
sees him or herself in relation to others (Chaetes., 2001).

A healthy level of separation and individuation bagn found to be related to a

strong sense of self and having resources to déakituations and transitions that arise
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(Mattanah, Hancock, & Brand, 2004). Moreover, althgdevel of separation-
individuation also included not feeling bad (esglings of anxiety, guilt, or expecting
rejection) about the changes taking place duriegptiocess of separation-individuation
(Mattanah et al., 2004). Less resolved separatidividuation on the other hand has
been linked to fears of being rejected by motheratrthe same being intruded upon by
mother, the presence of more depressive symptarddpwer self-esteem (Kruse &
Walper, 2008).

There is only limited research on separation-irdiigtion and most studies have
included American college students as participartiere is no research that has
investigated the separation-individuation procagsapulations of chronically ill young
adults but some research has focused on aspetis séparation-individuation process
such as identity development and specific typesutbnomous behaviour present in

young persons with Type 1 Diabetes.

1.9.1 Separation-Individuation and Type 1 Diabetes.

Studies have investigated whether there are difte® in types of autonomy in
adolescents and young adults with and without Tlypeabetes (e.g. Dashiff &
Bartolucci, 2002; Pacaud et al., 2007). Dashiff Badtolucci (2002) examined three
types of autonomy: cognitive, behavioural, and eomail autonomy in adolescents
(aged 12 to 15 years) who had been diagnosed wjtk T Diabetes before puberty.
Behavioural autonomy increased with pubertal sgaggesting that parents might grant
their adolescents more freedom as visual indicatbpsibertal change becomes more
evident. Overall, patterns of cognitive, behavibusad emotional autonomy in
adolescents with Type 1 Diabetes were found tdrb#as to those in adolescents

without a chronic illness. A limitation of thisusty was that the authors only compared
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the scores of the different measures with othetissuusing the same measures. Using a
matched control group might have yielded differestults (Dashiff & Bartolucci,

2002). Young adults (18 to 25 years) with a diaggwo5Type 1 Diabetes have been
found to be similar to young adults without a diagjs of Type 1 Diabetes in terms of
psychosocial maturation (e.g. level of educationpme source, marital status, living
arrangements) (Pacaud et al., 2007). Adherencedtment regimen and metabolic
control were not investigated in this study. Howewes not clear that autonomy as
conceptualised in the above studies is a direcesgmtation of separation-individuation
which relates more to internal processes aroungidhag person’s self-concept and
their internalised relationship with parents.

Identity development and exploration are import&spgects of adolescent and
young adult development and are also related taraépn-individuation. The effects of
having Type 1 Diabetes on these developmental tesks been explored in young
adults aged 18 to 30 with and without Type 1 Diebétuyckx et al., 2008). Young
adults with a diagnosis of Type 1 Diabetes weredbio be mostly similar to young
adults who did not have a diagnosis of Type 1 Dimbesuggesting that young adults
with Type 1 Diabetes deal with identity developmsimtilarly to other young adults.
However, young adults with Type 1 Diabetes werentbto be less likely to examine
different alternatives before making decisions emghmitments (identity exploration in
breadth) and less likely to evaluate how well cotnments engaged in by the young
person fitted with their image of self (identitypdaration in depth). Thus, a diagnosis of
Type 1 Diabetes might have interfered with the ypparson’s opportunities for
identity exploration (Luyckx et al., 2008; Seiff¢f@enke, 2001) which may be the
result of the young person worrying about managfegr diabetes (Seiffge-Krenke,

2001). The results from this recent study of thpawt of Type 1 Diabetes on
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developmental tasks in the young adult years sugdeisat there are many similarities
but also some important differences.

Despite the absence of research on the separatioriciuation process in young
persons with a chronic illness it has been sugdehte separation difficulties may
occur because of a close parent-child relationstaphas been influenced by a
diagnosis of Type 1 Diabetes in the young perseiffg-Krenke, 1997). During the
adolescent years the young person has to diffaterttierself from others and accept her
chronic iliness as an aspect of her body. SeiffgenKe suggested that difficulties in the
individuation process were indicated by a very eladationship and lack of physical
separateness between mothers and their chronitatiolescents. Such physical
closeness may be demonstrated by the mother penfptite diabetes management
tasks for the young person even as the young peygmmoaches adulthood and might be
expected to take responsibility for their own iBsemanagement. Seiffge-Krenke (1997)
gave the example of mothers who would observe tiglidren closely and notice when
an episode of hypoglycaemia approached, and timisdetheir adolescent to eat a
sugar drop before the adolescent himself had thertymity to become aware of what
was going on in his own body. While some differenitethe process of separation-
individuation among young adults with a chroniodés might be expected,
importantly, examples such as the one mentionedeasie likely to be evident mostly
in pathological mother-child relationships (Seifigeenke, 1997). However, this is
difficult to know as there have been no empiritatlges that have examined whether
the separation-individuation process is delayeatiolescents/young adults who are
diagnosed with diabetes in childhood or adolescancewhether this has any

association with current diabetes management.
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2 Rationale and Aims of Present Study

2.1 Rationale of Present Study

As is apparent from the above literature reviewehsg a need to increase our
understanding of the difficulties associated witibétes management in adolescence
and young adulthood. Separation and individuatimolves increasing autonomous
behaviour, becoming more self-reliant, separatimgself from the dependency on
parents, forming an identity as a separate peesuhchanging perceptions of parents
from one of idealisation to parents as individwailth strengths and weaknesses. Most
studies that have examined the separation-inditiclu@rocess have used American
college students as participants (e.g. Gnaulatiefnkl, 2001; Hoffman, 1984; Kenny &
Donaldson, 1992; Kobak & Sceery, 1988; Lapsley &é&itbn, 2002; Rice, Cole, &
Lapsley, 1990) and therefore may not be represeetat other young adults living
elsewhere. Adoption of ‘adult roles’ and age expddiehaviours have been the focus
of most studies that have investigated the separatdividuation process. Even though
these aspects are clearly important in the separatdividuation process they may not
necessarily imply a more or less resolved separatidividuation.

There have been very few Australian studies onraéipa-individuation and none
that have examined this concept in late adolescande/oung adulthood. It is not clear
then in what form the separation-individuation @megtakes place in general among
adolescents and young adults. Many of these issoesd separation-individuation can
be seen as critical to diabetes self-managemerihbré have been no published studies
that have examined the link between the separatidiniduation process and diabetes
management. In the absence of more informatioreparation-individuation in the

general population, it is not clear whether thespnee of a chronic illness affects the
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process of separation-individuation in young pe@pid also whether the degree of
separation-individuation influences self-manageneért chronic illness such as Type 1
Diabetes. However, it seems possible that the poesef a chronic illness may well
influence this developmental process as reseagdests that having a chronic illness
can have a major effect on different developmeatsits from infancy to adulthood.
Being diagnosed with Type 1 Diabetes during chitthbas been suggested in the
literature to have possible implications for thegoé-child relationship, particularly the
attachment relationship developed between the ahittcaregiver (@degard, 2005) and
the parenting the child receives (Barker, 1993; Wdl 2002). The age at which a child
is diagnosed with Type 1 Diabetes can affect thergang the child later receives
particularly in regard to parental care and ovelgwrtiveness. The way the child is
parented following the diagnosis may have implmadifor later developmental tasks
including the separation-individuation process agiearly childhood and in
adolescence and young adulthood. There has begfittlerresearch focus on how a
diagnosis of Type 1 Diabetes affects developmeasgiis throughout childhood and

adolescence into early adulthood.

2.2 Aims of Present Study

The major aim of the present study was to exanantofs that were thought to be
important in diabetes management and control imgausomen aged 18 to 25 years
with Type 1 Diabetes. In particular, the study aln@ investigate whether separation-
individuation, illness duration, acceptance of hgviliabetes, depressive symptoms,
and previous parental involvement influenced theagament of Type 1 Diabetes in
young women. A further aim of the present studyefee was to examine how factors

such as perceptions of parenting, attachment enpaand peers, and depressive
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symptoms influenced separation-individuation anetivar having a diagnosis of Type
1 Diabetes made any additional contribution. Toresislthese questions two models
were developed and tested with an Australian sasfpfeung women with and without

Type 1 Diabetes.

2.3 Proposed Models

Two models were developed:

a) to explain how the factors identified abovéduehced separation-
individuation and

b) to explain how separation-individuation andeutfactors influenced

diabetes management in young women with Type 1dbésh

2.3.1 Model 1: Factors Influencing Separation-Individuatiin Young Adult

Women.

The first model presented below in Figure 1 congatifactors that had been
identified as influencing the separation-individaatprocess. The following factors
were included: perceived maternal care, perceiva@mal overprotection, current
attachment to mother, attachment to peers, anesgipe symptoms in the young
person. As is suggested in the literature revieslmue, it was expected that a young
person’s perception of the parenting they haveivedgmaternal care and
overprotection) would be linked to their currertaahment to their mother and to
separation-individuation. Specifically, young womeio perceived their mother to
have provided high levels of care were expectdtht@ a more secure current

attachment to their mother than women who percetivent mother as having provided
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low levels of care and they were also expectedtela more resolved separation-
individuation process. High levels of maternal g@vetection were expected to be
associated with a less secure current attachmenbtioer and a less resolved
separation-individuation process.

A secure attachment to parents has been assouwidtecesolution of the
separation-individuation process and greater inaeget behaviour in the young person
(Kenny & Donaldson, 1992). The quality and typetthchment to a parent has been
reported to correspond with a person’s attachneepéérs (Armsden & Greenberg,
1987) and based on studies reviewed above, cuat@Eathment relationships to both
parent and peers were expected to influence sépasiatlividuation. More secure
attachment relationships with parent and peers @gpected to be associated with
more resolved separation-individuation. It has begorted that the resolution of the
separation-individuation process can be relateatifterent types of psychopathology
including depressive symptoms (Christenson & Wi|si#85) and also that depressive
symptoms is associated with the parent attachnedationship. Thus, a less secure
attachment relationship with mother was thoughid@ssociated with more depressive
symptoms and the presence of more depressive symaptas expected to be associated
with a less resolved separation-individuation. @idrass the question of whether a
chronic iliness has any further influence on sejp@maindividuation a variable
indicating whether the young person had a diagrafsiype 1 Diabetes was also
included in the model. As a diagnosis of a chrdliness has been suggested in the
literature to be linked to possible delays or caogtions in the developmental tasks
throughout childhood and adolescence it was exgehtd having a diagnosis of Type 1

Diabetes would be associated with a less resolepdration-individuation.
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Figure 1.Model 1: Factors Influencing Separation-Individaatin Young Adult

Women

2.3.1.1 Hypotheses — Model 1

In the development of Model 1 the following hypatbe were generated:

(1)

)

3)

Perceived maternal care will have a negative aagoniwith separation-
individuation where higher level of perceived matdrcare will be
associated with more resolved separation-individagia lower score on the
separation-individuation measure).

Perceived maternal care will have a positive as$ioci with current
attachment to mother where higher level of perakivaternal care will be
associated with a more secure current attachmenbotber.

Perceived maternal overprotection will have a pesigssociation with

separation-individuation where higher level of géved maternal
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(4)

(5)

(6)

(7)

(8)

(9)
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overprotection will be associated with less restlseparation-individuation
(a higher score on separation-individuation megsure

Perceived maternal overprotection will have a nggaissociation with
current attachment to mother where higher levglesteived maternal
overprotection will be associated with a less securrent attachment to
mother.

Current attachment to mother will have a negatsaoeiation with
separation-individuation where a more secure attaett to mother will be
associated with more resolved separation-individngia lower score on
separation-individuation measure).

Current attachment to mother will have a positissogiation with
attachment to peers where a more secure attachmerdther will be
associated with a more secure attachment to peers.

Current attachment to mother will have a negatssoaiation with
depressive symptoms where a more secure attachonerather will be
associated with less depressive symptoms.

Attachment to peers will have a negative associatiith separation-
individuation where more secure attachment to peédrbe associated with
more resolved separation-individuation (a lowersam separation-
individuation measure).

Depressive symptoms will have a positive associatiith separation-
individuation where more depressive symptoms vélbalssociated with less
resolved separation-individuation (a higher scareseparation-individuation

measure).
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(10)
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A diagnosis of Type 1 Diabetes will have a posi@ssociation with
separation-individuation where having a diagno§isype 1 Diabetes will
be associated with less resolved separation-ing@idn (higher score on

separation-individuation measure).

The following hypotheses examined potential indigathways in Model 1:

(11)

(12)

(13)

(14)

The negative association between perceived mateanaland separation-
individuation will be mediated by current attachrmnmother.

The positive association between perceived mateweiprotection and
separation-individuation will be mediated by cutratiachment to mother.
The negative association between current attachtoenother and
separation-individuation will be mediated by attaemt to peers.

The positive association between current attachmoemtother and

separation-individuation will be mediated by depres symptoms.

2.3.2 Model 2: Factors Influencing Diabetes ManagemenYaung Adult

Women.

A second model presented in Figure 2 below wasgsegto examine the

influence of separation-individuation on diabetemagement in young women with
Type 1 Diabetes. Factors included in this modelewmess duration, perception of past
parent involvement in diabetes management, separatdividuation, depressive
symptoms in the young person, and acceptance afdgndype 1 Diabetes. lliness
duration is thought to have a direct relationshifhywast parental involvement,
acceptance of having diabetes, and diabetes maeagefme length of time since onset

of diabetes would be expected to influence diab@i@sagement through the reported
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association with acceptance of having the illnége. close involvement of parents with

children diagnosed with Type 1 Diabetes potenti@fiuences normal developmental

tasks. The young person’s perception of past palréntolvement in diabetes

management was therefore expected to affect theiemt diabetes management

according to their level of separation-individuatih.ess resolved separation-

individuation and less acceptance of having diabet¢he young person were expected

to be associated with the presence of more depeesgimptoms. Depressive symptoms

were expected to influence the young person’s desbmanagement behaviours as was

acceptance of having diabetes. Finally, young womlem reported better diabetes

management were expected to have better metalmritocot as measured by glycated

hemoglobin levels.

Perception of
Past Parental
Involvement

Separation -

lliness
Duration

A 4

Individuation

A

Depressive
Svmptom:

|

> Diabetes

Management

A 4

Acceptance of
having
Diabete

Figure 2.Model 2: Factors Influencing Diabetes Managementoung Adult Women
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2.3.2.1 Hypotheses — Model 2:

In the development of Model 2 the following hypatbe were generated:

(15) lliness duration will have a negative associatioth\acceptance of having
diabetes.
(16) lliness duration will have a positive associatiathvpast parental

involvement in diabetes self care behaviours.

(17) lliness duration will have a negative associatigthwiabetes management.

(18) Depressive symptoms will have a negative assoaiatith acceptance of
having diabetes.

(19) Perception of past parental involvement in diabetasagement will have a
negative association with separation-individuation.

(20)  Separation-individuation will have a negative assian with diabetes
management.

(21) Separation-Individuation will have a negative agsoan with acceptance of
having diabetes.

(22) Depressive symptoms will have a negative assoaiatith diabetes
management.

(23) Acceptance of having diabetes will have a posiéissociation with diabetes
management.

(24) Diabetes management will be positively associatital metabolic control.

The following hypotheses examined potential indigathways in Model 2:

(25) The association between illness duration and déslbtanagement will be

mediated by acceptance of having diabetes.
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(26) The association between separation-individuatiahdiabetes management

will be mediated by depressive symptoms.
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3 Method

3.1 Participants

Participants in this study were young women agéadzen 18 and 25 years with
or without a diagnosis of Type 1 Diabetes. Genexalusion criteria included having an
intellectual disability, a diagnosed mental illnessinsufficient English to complete the
guestionnaires.

Young Women diagnosed with Type 1 Diabetes @2) were recruited from the
Western Hospital and the Young Person’s ClinidatRoyal Melbourne Hospital.
Young Women without a diagnosis of Type 1 Diabétes 64) enrolled in higher
education degree were recruited from Victoria Ursity; those studying psychology
and other health related disciplines were excluded was thought that these students

would have superior knowledge about certain conttrexamined via questionnaires.

3.1.1 Recruitment Sites.

Western Hospital is located in the Western subafltke Melbourne
metropolitan area in Australia. The hospital has tmain outpatient clinics related to
diabetes care that provide medical care for peojpdd ages with Type 1 and Type 2
Diabetes. Western Hospital also provides diabetasation to patients with diabetes
and their families. Young women who were seen dgatients at the two main clinics
were recruited.

Young women with a diagnosis of Type 1 Diabetesevadso recruited from the
Young Person’s Clinic at the Royal Melbourne Hasldtcated in the centre of
Melbourne. The Young Person’s Clinic is an outpst@inic specializing in the

treatment of young patients (aged 17 to 25 yeaith) Type 1 Diabetes. The clinic
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operates on two afternoons/evenings per calendatimo order to cater for the needs
of young adults.

Young women without a diagnosis of Type 1 Diabetese recruited from
Victoria University. Victoria University was founden 1916 but was then called
Footscray Technical School. Since then many diffefé\FE colleges merged together
and eventually in 1990 Victoria University was &dighed. Victoria University offers
short courses and qualifications in vocational kigther education. There are over 50
000 students enrolled at campuses in Melbournetrdlies and at international sites. Of
these 50 000 students, approximately 12 000 agenational students. Recruitment for
the present study took place at two campuses ilMéstern suburbs in the metropolitan

area of Melbourne.

3.2 Measures

Participants were given a questionnaire bookletttogy with information about
the study and support services they could acceseiied. The participant information
booklet contained information that briefly descdlibe present study and consent
forms for the participants and researchers to @ga Appendix A for the participant
information booklet for participants with Type ldbetes and Appendix B for the

participant information booklet for participantstiut Type 1 Diabetes).

3.2.1 Background Questionnaire (see Appendix C).

A questionnaire was developed specifically to ableackground information for
the present study and was included in the quesiomibooklet given to participants.

Demographic data included age of the participavell of education, marital status,
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living arrangement, employment status, countryighpand ethnicity. Other questions
related to birth order in family, and current weighd height. Participants who had
Type 1 Diabetes were also asked to provide infaonatgarding age when diagnosed
with diabetes, treatment regimen, frequency of elied clinic attendance, age at which
they assumed full responsibility for their diabetesnagement, whether they have been
hospitalised in relation to their diabetes, and thlethey have experienced any
complications as a result of their diabetes. Itipgrants answered yes to the last two
guestions they were asked to provide details ottmeplications they had experienced

and the reasons for hospitalization.

3.2.2 Separation-Individuation Process Inventory (S-I@ristenson &

Wilson, 1985) (see Appendix D).

The S-IPI (Christenson & Wilson, 1985) was useddsess the degree of
separation-individuation. This inventory consist89 items that are rated on a ten
point Likert scale where 1 represents “not at bfiracteristic” and 10 represent “very
characteristic”. Total scores range from 39 to @%@ higher scores on the inventory
being suggestive of a problematic or less resobegration-individuation process. The
authors suggested that a cut-off score of 190 eamsbd to distinguish individuals who
experience difficulties with the separation-indivédion process from those who do not
with a score of 190 and above indicative of diffi@s and possible pathology in the
separation-individuation process. Examples of itanes'When people really care for
someone, they often feel worse about themselves'laam tempted to try to control
other people in order to keep them close to mere@&litems are reversed scored and the
total score can be obtained by adding all the geares (Christenson & Wilson, 1985;

Fischer & Corcoran, 2007). The inventory has begored to have adequate
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psychometric properties with a Cronbach’s alph®af(Christenson & Wilson, 1985).
In the present study this measure was found to adequate internal consistency with a

Cronbach’s alpha of .94.

3.2.3 The Inventory of Parent and Peer Attachment (IP@&insden &

Greenberg, 1987) (see Appendix E).

Parent and peer attachment was assessed usirRPtAgArmsden & Greenberg,
1987). This self-report measure assesses the seand importance of the attachment
between individuals and their parents and peemn$flen & Greenberg, 1987; Lopez &
Gover, 1993). The IPPA consists of two scales:smade assessing parent attachment
(25 items) and a second scale assessing peerratat(R5 items) with higher scale
scores indicating a more secure current attachtogrdarent or peers. Each scale
consists of three sub-scales: Trust, CommunicatahAlienation. Only the total scores
for the parent attachment scale and the peer atewhscale were used in the current
study. Items are rated on a five point Likert sealhere participants indicate the degree
to which each item is true for them ranging frorfast always or always true” to
“almost never or never true”. Examples of itemsfrihe parent attachment scale are
‘My mother accepts me as | am’ and ‘I get upsettariore than my mother knows
about’. Examples of items from the peer attachrseate are ‘I wish | had different
friends’ and ‘I trust my friends’. Internal relidity (Cronbach’s alpha) for the two
scales has been reported to be .96 for attachmendther and .94 for attachment to
peers (Beitel & Cecero, 2003). Internal reliabili§ronbach’s alpha) for the two scales
in the present study sample was gaoé:.96 for parent attachment amd .94 for peer

attachment.
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3.2.4 The Parental Bonding Instrument (PBI) (Parker et 4B79) (see

Appendix F).

The PBI (Parker et al., 1979) was used to assesgoiling women’s perceptions
of the parenting they received before the age ofeb8s. How people perceive the
parenting they received, as measured by the PBIb&an shown to be stable over a
period of 20 years (Wilhelm, Niven, Parker, & Ha®zvlovic, 2005). The PBI consists
of 25 items divided into two sub-scales; Parentkeonsisting of 12 items and
Parental Overprotection consisting of 13 items withrding available for mothers and
fathers (only perceptions of maternal parenting wsed in the present study). A higher
score on the Parental Care subscale suggestseppencof parents as being more
caring. A higher score on the Parental Overprataciubscale suggests a perception of
parents as being more controlling and overproteciihe items are rated on a four
point Likert scale where participants indicate diegree to which each item is
characteristic of their mother ranging from “veikel’ to “very unlike”. Examples of
items include ‘spoke to me with a warm and friendbjce’ and ‘tried to control
everything | did’. Adequate psychometric propertiase been reported on this measure
with Cronbach’s alpha of .85 for the Care sub-sealeé .69 for the Overprotection sub-
scale (Parker et al., 1979). Internal reliabilifyttds measure in the present study was
found to be good with Cronabach’s alpha of .92lier Care sub-scale and .91 for the

Overprotection sub-scale.

3.2.5 Depression Anxiety and Stress Scale (DASS) (Sowbdand & P. F.

Lovibond, 1995) (see Appendix G).

Depressive symptoms in the young person were assesing the DASS (S. H.

Lovibond & P. F. Lovibond, 1995). The DASS has ¢hseib-scales; Depression,
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Anxiety, and Stress with 14 items in each sub-scaidy the Depression and Anxiety
sub-scales were collected in the present studytivéhresults from the Depression
subscale being the only data used in the analy$esitems are rated on a four point
Likert scale ranging from “did not apply to me #t o “applied to me very much”
according to how much the statement applied tg#rdcipant over the past week.
Examples of items from the Depression sub-scald amildn’'t seem to experience any
positive feeling at all’ and ‘I felt | was prettyosthless’. Examples of items from the
Anxiety sub-scale are ‘I had a feeling of shakihassl ‘I felt | was close to panic’.
Scores on the Depression subscale range from @& with higher scores indicating
the presence of more depressive symptoms. The D¥aS$Been extensively used in
both research and clinical settings (e.g. AntorigliBg, Cox, Enns, & Swinson, 1998;
T. A. Brown, Chorpita, Korotitsch, & Barlow, 199ovibond, 1998; Page, Hooke, &
Morrison, 2007) and has been found to have adegsgthometric properties with
Cronbach’s alpha of .91 for the Depression subesaatl .81 for the Anxiety sub-scale
(P. F. Lovibond & S. H. Lovibond, 1995). Interneliability of this measure in the

present study was good with= .95 (Depression) and= .85 (Anxiety).

3.2.6 Metabolic Control.

Metabolic control was assessed by glycosylated kggobmn in whole blood
(HbAlc) which is an indicator of blood glucose leweer the previous three months
(Dashiff & Bartolucci, 2002; Nansel et al., 2008he normal range for HbAlc is
considered to be between 4.3 — 6.1 % (Bryden 2@0D1). The American Diabetes
Association and Diabetes Australia recommends eoglylated hemoglobin of < 7%
and have suggested that this should be a goaatihtient (American Diabetes

Association, 2007; Diabetes Australia, 2006). Measwf HbAlc for participants with
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Type 1 Diabetes were obtained from hospital recortie rating with the date closest to
the date when the participants completed the curesdire booklets was used for the

present study.

3.2.7 Self-Care Inventory — Revised (SCI — R) (La Gre684; Weinger,

Butler, Welch, & La Greca, 2005) (see Appendix H).

Diabetes management was assessed using the SCh-&eca, 2004; Weinger
et al., 2005) which consists of 15 items. This ¢joegaire assesses an individual's
perception of how well they adhere to their treattmegimen (Schilling, Grey, &

Knafl, 2002). The items are rated on a five poiikekt scale where the items range
from “never do it” to “always do this as recommedddgthout fail”. The SCI — R
provides a total score which is an indication ofratividual’s self-care in relation to
managing their diabetes. Participants’ scores ismtleasure were converted to a zero
to 100 point scale following instructions provideglthe authors (Weinger et al., 2005):
subtract the minimum possible item score from tividual's averaged raw score;
then multiply this number by 100; this value isrtltévided by the difference of the
minimum possible item score subtracted from theimam possible item score. Higher
scores are suggestive of better adherence to eeategimen. Adequate psychometric
properties have been reported with a Cronbachisaadh .87 (Weinger et al., 2005).
Internal reliability of this measure in the presstudy was adequate with a Cronbach’s

alpha of .75.
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3.2.8 A Measure of Psychological Adjustment to DiabefgST(L9) (Welch et

al., 1994) (see Appendix I).

Acceptance of having diabetes (psychological anjast to diabetes) was
assessed using the ATT19 (Welch et al., 1994).oftggnal measure consisted of 39
items, however, a shortened version with 19 iteras later created and was reported to
be more reliable (Dunn et al., 1986; Welch et192). Items on the ATT19 are rated
on a five point Likert scale ranging from “I disagrcompletely” to “l agree
completely”. Examples of items include ‘If | did tnoave diabetes | think | would be
guite a different person’ and ‘I believe | havewasted well to having diabetes’. The
measure gives an overall indication of an individupsychological adjustment to
diabetes and the acceptance of the diagnosis @nteaning. Scores range from 19 to
95 with a high score being suggestive of a poséittude and greater acceptance of
having Type 1 Diabetes. The measure has been toumalve adequate psychometric
properties with a Cronbach’s alpha of .84 (as amed/elch et al., 1994). Cronbach’s

alpha for this measure when used in the presedy stas .89.

3.2.9 The Diabetes Family Responsibility QuestionnairERD) (Anderson et

al., 1990) (see Appendix J).

Perception of past parental involvement in diabatasagement was assessed by
the DFRQ (Anderson et al., 1990). This measuredeagloped to assess whether it is
the parent, the child, or the parent and child thie responsibility for the tasks
involved in diabetes management. The DFRQ congfsl3 items with different
numbers assigned to the items depending on whigtivas the parent, parent and child,
or child that took or initiated most responsibilityrelation to the child’s diabetes

management. Cronbach’s alpha of .84 has been egp@hderson et al., 1990) for the
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full original scale. The original measure calcutaderesponsibility score based on both
the child/adolescent score and on the parent score.

A modified version of this measure was used withitistructions re-worded in
order to fit the purpose of the present study eladtof asking the participants to
complete items in terms of what takes place atgmteis their family with regard to
diabetes management, the participants were askedpond to items according to what
occurred when they were in secondary school. Thegef secondary schooling was
chosen as this is the time when the process ofatma-individuation is occurring. A
further modification was that in the present stodly the young women (and not the
parents) completed the questionnaire. An adjustmietiite scoring was made to reflect
this modification so that higher scores indicateg participant’'s perception of greater
involvement from the parents at the age of 16 ygaiSronbach’s alpha of .89 was

calculated for the reworded scale when used iptasent study.

3.3 Procedure

Ethical clearance to conduct the study was recdnaed Victoria University and
Melbourne Health. As described above a sample ohgavomen with Type 1 Diabetes
was recruited from Western Hospital and the Youers@ns’ Clinic at the Royal
Melbourne Hospital. Posters (see Appendix K) alboaitstudy were put up in the
waiting areas at both sites. When the young wontten@ed their medical appointments
at the diabetes clinics potential participants vateised of the study by diabetes
educators and were asked if they were willing ®egpto the researcher about the study.

If the young women agreed to this they were advidedhere the researcher
could be found. After the researcher explainedstbhdy and answered any questions,

the young women were invited to take part in thelgtand if they agreed to participate
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they were required to sign a consent form. They templeted a questionnaire booklet
in the presence of the researcher while waitingtfeir appointment.

The sample of young women without Type 1 Diabetas wecruited from
Victoria University located in Melbourne, Australiosters (see Appendix L)
advertising the study were put up at two differearnpuses and after contacting
relevant lecturers the researcher went to lectiorésiefly talk about the study and
invite young women to participate. Young women valgoeed to participate were
required to meet with the researcher, sign theardrferm, and fill in a questionnaire

booklet in the presence of the researcher.

3.4 Power Analysis

In order to determine the power in relation to eifffsize and sample size in the
case of multiple hierarchical regression guidelipes/ided by Cohen (1992) were
followed. As there were no previous studies thaehexamined the same variables
there was no indication of likely effect size sigde size was estimated for both
medium and large effect sizes. In Model 1 (Fackoflsencing Separation-
Individuation in Young Adult Women) there were gibedictor variables and
participants with and without Type 1 Diabetes wiaduded in this model. With a
medium effect size and power of .80 an estimatepa®ficipants were needed in order
to detect correlation coefficients at an alphaase®5. With a large effect size and
power of .80 an estimated 45 participants were eeéal detect correlation coefficients
at an alpha set at .05.

Five predictor variables were included in ModeF2adtors Influencing Diabetes
Management in Young Adult Women) and only partioigawith Type 1 Diabetes were

included in this model. With a medium effect sizel power set at .80 a sample size of
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91 participants was needed in order to detect ketiwa coefficients at an alpha level
set at .05. With a large effect size and poweate80 an estimated sample size of 42

participants were needed.

3.5 Design and Statistical Analysis

A cross sectional design was used to examine fattought to be important in
separation-individuation and diabetes managemethieinievelopmental period of
young adulthood. The data was analysed using S&38ihdows version 17 (SPSS for
Windows, 2008). Hierarchical multiple regressiomlgses were used to test the

proposed models.

3.5.1 Testing Model 1: Factors Influencing Separationimduation in Young

Adult Women.

The total sampleN = 106) was used to test Model 1 with separation-
individuation as the outcome variable and the diffi predictor variables entered in the
following order:

Step 1: Perceived Maternal Care; Perceived Matématprotection.

Step 2: Current Attachment to Mother.

Step 3: Attachment to Peers; Depressive Symptoms.

Step 4: Diagnosis of Type 1 Diabetes (coded asnggs/
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In order to further test the presence of full aadipl mediated pathways between
the predictor variables and the outcome variablelitmns for mediation according to
Baron and Kenny (1986) was followed. A series gression models were tested to
examine potential mediator variables, includingiphand fully mediated pathways.
Baron and Kenny (1986) specify four conditions theed to be satisfied for mediation:

(1) The independent variable needs to be sigmfigaassociated with the
outcome variable;

(2) The independent variable needs to be sigmifigaassociated with the
mediator variable;

(3) The mediator variable needs to be signifigaasisociated with the outcome
variable while the independent variable is accodifive; and

4) When the mediator is added to the model tlaiom between the

independent variable and outcome variable willdsiced.

For a fully mediated pathway to be present theiimiebetween the independent
variable and the outcome variable in condition feluuld no longer be significant
when the mediator variable is added to the modglaial mediation occurs when the
relation between the independent variable and owtceariable is still significant but
this association is reduced. The relationship betwbe independent variable, the

mediator variable, and the outcome variable isatedibelow in Figure 3.

59



Separation-Individuation and Diabetes Management

Mediator
Variable
a b
C
ind d Outcome
n e_zpen et Variable
Variable

Figure 3.Diagram depicting a mediated pathway. Adapted ffigore presented by

Baron and Kenny (1986) p. 1176.

3.5.2 Testing Model 2: Factors Influencing Diabetes Magiagnt in Young

Adult Women.

Only participants with Type 1 Diabeted € 42) were included in the analyses for
Model 2 where the outcome variable was diabetesagement and the predictor
variables were entered in the following order:

Step 1: lliness Duration.

Step 2: Perception of Past Parental Involvement.

Step 3: Separation-Individuation; Depressive Symmstcand Acceptance of

Having Diabetes.

Further analyses were conducted in order to tgsbtheses proposed in relation

to full and partial mediated pathways between tiegligtor variables and the outcome

variable for Model 2 according to conditions exp&d above.
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4 Results

4.1 Preliminary Analyses

Before conducting the main analyses the data weaskell for accuracy and
missing values by inspecting frequency tablespgistms, and box plots. Missing data
analysis was performed and missing data was foube @t a rate of less than 5 % and
appeared to be missing at random. It was decidkdep cases with missing values and
a pro-rata procedure was implemented to subsfibutdhe missing values (Hair,
Anderson, Tatham, & Black, 1998; Tabachnick & Hid2001).

Univariate outliers were identified as cases wittndardised scores above 3 or
below - 3 for variables in Model 1 and cases wititndardisea scores above 2.5 or
below - 2.5 for Model 2 (as there were fewer cassted in Model 2) (Hair et al.,

1998). Histograms and box plots were also invesg@jarhree cases were found to have
extreme scores on depressive symptoms (one cése diabetes sample, two cases in
the student sample) and two cases had extremesdooreeparation-individuation (both
cases in the student sample). These latter twe easee found to be extreme outliers
with standardised residual scores of above 3 odépendent variable separation-
individuation. After inspection of scores for thea® cases on other measures included
in Model 1 it was decided that they were not pathe population studied and they
were excluded from further analyses (Tabachnickdel;, 2001) leaving 106 cases for
the main analyses for Model 1. It was decided &pkifne three cases with extreme
scores on depressive symptoms as they appearedo@artoof the population studied.

Multivariate outliers were assessed using the Mat@dis distance statistic and

one case had a value above the critical valueases used to test Model 1. As there
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was only one case with scores above the critidalevia was decided to include this case
in the final analyses. No multivariate outliers eéentified for Model 2.

Normality of the distributions was examined viagastion of histograms,
probability plots, and skewness statistics. Foraldes entered in Model N(= 106)
depressive symptoms was positively skewed. Perdenaternal care and current
attachment to mother were negatively skewed. Foabies entered in Model N(=
42) depressive symptoms was positively skewedhAsample size was small,
skewness of some variables was expected. Forymigiand negatively skewed
variables a square root transformation was perfdrasea remedy for the skewness.
Analyses were done with both the original and ti@msed variables. The results from
analyses with transformed variables were similah&results from untransformed
variables and so for ease of interpretation ordyrédsults from the analyses with
untransformed variables will be reported. See Tdlded Table 8 in appendices M and
N for results of analyses for Model 1 and 2 rurhvimansformed variables.

Multicollinearity and singularity were investigatég inspecting the
intercorrelations between variables (Hair et 898; Tabachnick & Fidell, 2001)
entered into Model 1 (see Table 3) and Model 2 Tsd#e 4). Inspection of data based
on suggestions by Hair et al. (1998), TabachnickRidell (2001), and Field (2009)
indicated that multicollinearity and singularity sgenot evident; there were no
correlations of .90 or above between the independetables. Furthermore,
examination of other collinearity statistics (vage inflation factor and the tolerance

statistic) showed that the intercorrelations weitdiw acceptable levels.
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4.2 Sample Characteristics

The total sample consisted of 106 females betweerages of 18 and 25 years
both with and without Type 1 Diabetes. A sampld®females diagnosed with Type 1
Diabetes before the age of 15 years and withoub#msr chronic illnesses were
recruited from Western Hospital € 7) and the Young Person’s Clinic at the Royal
Melbourne Hospitalr( = 35). A further sample of 66 female students agtb 25
years without a diagnosis of any chronic illneggeduding Type 1 Diabetes) were
recruited from Victoria University. As previouslgscribed the data from two students
were excluded from analyses as they were thoughbrime part of the population
studied leaving a sample of 64 female students.

The mean age of participants was 21.24 ye8is«2.22), 21.21 yearSP =
2.34) and 21.25 yearSID = 2.15) respectively for the total sample, fortiggpants with
a diagnosis of Type 1 Diabetes, and for participavithout a diagnosis of Type 1
Diabetes. Of the participants with a diagnosisyéd 1 Diabetes, 76.2% were born in
Australia and 23.8% were born in another countrg(¥.8%, Scotland 2.4%, Iran
2.4%, UK 2.4%, India 7.1%, Russia 2.4%, and Etladh#a%). Of the participants
without a diagnosis of Type 1 Diabetes, 87.5% vizene in Australia and 12.5% were
born in another country (Serbia 1.6%, Ireland 1.B¥#wbabwe 1.6%, Sudan 1.6%,
Vietnam 1.6%, Canada 1.6%, Poland 1.6%, Philippin&%, and USA 1.6%). As all
participants without a diagnosis of Type 1 Diabatese higher degree students
recruited from a university they had all compleYazhr 12 of schooling. Of the
participants with a diagnosis of Type 1 Diabet@sagority (88%) had completed Year
12 and of these 29% were studying for or had cotegla tertiary degree. See Table 1
for information about ethnicity, educational levlarital status, living arrangements,

and current employment status of the participants.
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Table 1:Demographic Characteristics of Participants

Control Group (%) Type 1 Diabetes

Characteristic

Group (%)

Educational level reached

Completed Primary School

Completed Secondary School

Tertiary Education (completed or
currently being undertaken)

Marital Status

Single

Married

Divorced / Separated
De-Facto

Dating

In a Relationship

64 (100 %)
64 (100%)

64 (100 %)

44 (68.8 %)
2 (3.1 %)
0
6 (9.4 %)
6 (9.4 %)

6 (9.4 %)

n=64 n=42
Ethnicity

Caucasian 52 (81.3 %) 28 (66.7 %)
Aboriginal 1 (1.6 %) 0
African 2 (3.1 %) 3 (7.1 %)
North African 4 (6.3 %) 3 (7.1 %)
East Asian 1 (1.6 %) 3 (7.1 %)
Far East Asian 3 (4.7 %) 4 (9.5 %)
Polynesian 0 1 (2.4 %)
Other (South American) 1 (1.6 %) 0

42 (100%)
37 (88.1%)

12 (28.6%)

32 (76.2%)
3 (7.1%)
0
3 (7.1%)
0

4 (9.5%)
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Table 1 cont.

Type 1 Diabetes

Control Group (%) Group (%)

Characteristic =64

n=42

Living Arrangements
Living with Parents
Living with Housemates
Living with Partner
Other (Living with Children)
Other (Student Accommodation)
Other (Extended Family)
Employment Status
Unemployed
Part-Time Employed (> 10 hours)
Part-Time Employed (< 10 hours)
Full-time Employed
Order in Family
1st Born
2nd Born
3rd Born
4th Born

7th Born

44 (68.8 %)

8 (12.5 %)
8 (12.5 %)
1 (1.6 %)

2 (3.1 %)

1 (1.6 %)

24 (37.5 %)
9 (14.1 %)
28 (43.8 %)

3 (4.7 %)

26 (40.6 %)

27 (42.2 %)
8 (12.5 %)
2 (3.1 %)

1 (1.6 %)

28 (66.7%)
6 (14.3%)
5 (11.9%)
0
1 (2.4%)
0

10 (23.8%)
6 (14.3%
117296

15 (35.7%)

15 (35.7%)
15 (35.7%)
8 (19%)
4 (9.5%)

0

Of the participants with a diagnosis of Type 1 [@itds the mean duration of

illness was 11.24 yearSIP = 5.16, Range 4 to 24 years). Participants wililagnosis

of Type 1 Diabetes used either an insulin pump6®8.or insulin injections (71.4%) as

their current management regimen. The frequeneghath participants with Type 1
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Diabetes attended appointments at a diabetes gkmied from once per month to once
per six months: 7.1% attended once a month; 35i#@aded once every two months;
21.4% attended once every three months; 2.4% a&tkodce every four months; and
33.3% attended once every six months. Of the ppatits with Type 1 Diabetes 16.7%
reported that they had been hospitalized in thethase years in relation to their
diabetes. The reasons for admission to hospitalded DKA, hypoglycaemia,
hyperglycaemia, and changing from insulin injecsiém insulin pump. Complications
as a result of diabetes included weight gain, naiknaminuria, Bell's palsy, necrobiosis
lipoidica, kidney damage, and diabetic retinopatigven point nine percent of the
young women in the Type 1 Diabetes group repor&adhly experienced complications

in the last three years.

4.3 Descriptive Statistics and Correlations

Mean, standard deviation, and sample size assdaiatk each variable in Model
1 and Model 2 are shown in Table 2. Analyses werglacted to identify demographic
factors that may be related to the two outcomeatsdes, separation-individuation and
diabetes management, and therefore would neediteheled in the main set of

analyses for model 1 or model 2.

4.3.1 Demographic Variables and Model 1 (Separation-lidliation).

All participants were included in the analysesxaraine the effects of
demographic variables on the outcome variable s@iparindividuation. The effects of
age, marital status (participants divided into tyroups:n = 76 who were not in a

relationshipn = 30 who were in a relationship), living arrangeng@articipants
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divided into two groupsa = 73 who were living with parents,= 33 who had moved
out of parental home), employment status (partiipdivided into two groupst = 18
employed full-timen = 88 unemployed or employed as part-time), andrardéhe
family (participants divided into three groups= 41 who were first borm = 42 who
were second borm = 22 who were third or later born) were investghtAs can be
seen in Table 1 most of the participants were lokustralia and considered
themselves to be Caucasian. Differences in separatdividuation scores according to
country of birth or ethnicity were not examined &ese of the small number of
participants in the different groups.

The relationship between age of the participantsamhration-individuation was
investigated using Pearson product-moment coroslaefficient. Age of the
participant was found to have a non-significantateg correlation with separation-
individuation,r = -.114,n = 106,p = .243. This is shown in Table 3. A series of
independent-samples t-tests and one one-way analfysariance (ANOVA) were
performed and revealed that there were no differehetween participants on the
independent variable separation-individuation basethe demographic variables

marital status, living arrangement, employmentustadr order in the family.

4.3.2 Demographic Variables and Model 2 (Diabetes Managyain

Only participants with a diagnosis of Type 1 Diasetvere included in the
analyses to examine the effects of demographiabkes on diabetes management. The
effects of age of participant, age at diagnosi§ygfe 1 Diabetes, marital status
(participants divided into two groups= 32 who were not in a relationship= 10 who
were in a relationship), living arrangement (pdpaats divided into two groups:= 28

who lived in parental homa,= 14 who had moved out of parental home), emplayme
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status (participants divided into two groups: 15 who were employed full-tima,=
27 who were unemployed or employed part-time), omi¢he family (participants
divided into three groupst = 15 who were first borm = 15 who were second bomz=
12 who were third or later born), and treatmenimem (participants divided into two
groups:n = 12 who had insulin pump as treatment regimmen 30 who had insulin
injections as treatment regimen) were investigaBaaintry of birth, ethnicity,
hospitalisations over the last three years, anoedés related complications were not
examined because of small numbers in the groups.

The relationships between age of the participayg,at diagnosis of Type 1
Diabetes and diabetes management were examinegl Rsarson product-moment
correlation coefficient. Age of the participant wasnd to have a non-significant
negative correlation with diabetes management;.113,n = 42,p = .401, as was age
at diagnosis of Type 1 Diabetes; -.007,n = 42,p = .966. A series of independent-
samples t-tests and one one-way ANOVA revealedgroficant differences between
participants on the independent variable diabetmsagement based on the
demographic variables marital status, living areangnt, employment status, order in

the family, or treatment regimen.

4.3.3 Examinations of Variables in Model 1.

Examinations of the means for variables enteremNMadel 1 N = 106) showed
that the overall mean for separation-individuaiiph= 127.59) was higher than the
mean M = 120.6) reported by the authors of the measuneig@nson & Wilson,
1985). The mean score for depressive symptdirs 6.75) was almost identical to the
mean M = 7.19) reported for the Australian normative d&aF. Lovibond & S. H.

Lovibond, 1995). Compared to mean scores (percena@rnal caré = 26.8 and
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perceived maternal overprotectiyh= 13.16) from Australian normative data (Parker
et al., 1979), the mean scores in the current siete identical (perceived maternal
overprotectiorM = 13.16) or slightly higher (perceived maternakdd = 28.25). The
mean scores for current attachment to motliker ©5.94) and attachment to pedvs=
102.84) were similar to the mean (current attachirteemothemM = 96.30, attachment
to peerdM = 102.50) reported in a previous study of undehgate university students

(Beitel & Cecero, 2003).

4.3.4 Examinations of Variables in Model 2.

Examination of the means for variables entereddalel 2 (N = 42) showed
that the mean for separation-individuatidh € 125.71) was higher than that reported
by Christenson and Wilson (1988),= 120.6. The mean for depressive symptokhs: (
6.14) was similar to the mean depression sddre ©.74) reported in an Australian
normative study (P. F. Lovibond & S. H. Lovibon®95). The mean for diabetes
management was also simild € 62.86) to the meam(= 65) reported by Weinger et
al. (2005). The mean for acceptance of having desbf! = 67.31) in the present study
was higher than the mea & 61.8) reported by Enzlin et al. (2002) in a skngd
women aged 18 to 76 years. Comparison of mean HieVkt in the present study to
the mean HbALlc level reported in other studies withng adults revealed that the
mean HbA1c level in the present stutly £ 7.91) was lower than the med € 9.3)
reported in a study of 17 to 25 year olds (Brydeal.e 2003). There was no published
mean available for comparison for the variable @gtion of past parental involvement

(as this measure was modified for the use in tesgnt study).
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Table 2:Descriptive Statistics

All Participants Diabetes Group Control Group

Variable M (SD) M (SD) M (SD)
Age 21.24 (2.22) 21.21 (2.34) 21.24 (2.15)
Separation-Individuation 127.59 (49.87) 125.71492. 128.83 (48.45)
Perceived Maternal Care 28.25 (7.27) 28.55 (6.05) 8.0%2(8.01)

Perceived Maternal

Overprotection 13.16 (8.65) 15.17 (9.19) 11.84 (8.09)

Current Attachment to Mother ~ 95.94 (21.73) 97.55.838) 94.89 (23.52)

Attachment to Peers 102.84 (14.72)  105.74 (13.87)00.94 (15.06)
Depressive Symptoms 6.75 (8.08) 6.14 (7.88) 7.126§8
Diabetic Control (Hbalc) 7.91 (1.04)

Diabetes Management 62.86 (12.97)

lliness Duration 11.24 (5.16)

Age at Diagnosis of Type 1 10.07 (4.19)

Diabetes ' '

Perception of Past Parental 42.24 (6.12)

Involvement ' '

Acceptance of Having

Diabetes 67.31 (12.49)

Note All participantsN = 106, Diabetes Group= 42, Control Groum = 64.

The intercorrelations among the variables are showrable 3 (Model 1) and
Table 4 (Model 2). Age of the participants wasuideld in the correlation analyses for
Model 1 as this variable was of interest. Age ddeirof diabetes and diabetic control
(HbAlc level) were included in the correlation assals for Model 2 as the relationships
between these variables and the rest of the vasaditered into the Model were of

interest.
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Guidelines suggested by Cohen (1988) have beentasetdrpret the size of
correlation coefficients in the significant relatghips between variables. Cohen
considered that a small size correlation was less 130, a medium size correlation was

between .30 and .50, and a large size correlatams.80 or above.
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Table 3:Intercorrelations between Variables Entered intoddbl(Factors Influencing Separation-IndividuationYoung Adult Women)

Variable 1. 2. 3. 4, 5. 6. 7. 8.

1. Separation-Individuation -

2. Age of Participant -.114 -

3. Perceived Maternal Care -.379** .100 -

4. Perceived Maternal Overprotection .290** .209*  509** -

5. Current Attachment to Mother -.396** 140 .816** -.592** -

6. Attachment to Peers -.419** -.079 AT73** -.400** .472** -

7. Depressive Symptoms S71F* -121 -.294** 224* . 405%* -.304* -

8. Diagnosis of Type 1 Diabetes .031 .008 -.034 89.1 -.060 -.160 .061 -
Note N = 106.

* p <.05, two tailed.

** p<.01, two-tailed.
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As can be seen in Table 3 separation-individuatiaa found to have a large
positive association with depressive symptoms, diune negative association with
perceived maternal care, current attachment to @noéimd attachment to peers, and a
small negative association with perceived mateomaltprotection. There was a large
negative correlation between perceived matern& aad perceived maternal
overprotection and a large positive associatioh witrrent attachment to mother.
Perceived maternal care had a medium size positisrelation with attachment to peers
and a small negative correlation with depressivepms. There were negative
correlations between perceived maternal overprioteetnd current attachment to
mother (large) and attachment to peers (medium)dod positive association with
depressive symptoms. Medium size correlations ¥aened between current attachment
to mother and attachment to peers (positive), @pdebsive symptoms (negative).
There was a medium size negative correlation betagachment to peers and
depressive symptoms. Age of the participant hatdallgositive correlation with
perceived maternal overprotection which was indpgosite direction to what was
expected. Having a diagnosis of Type 1 Diabetesnoasignificantly correlated with
any of the other variables. All the relationshigsvieen the different variables, except
for age of participant and perceived maternal onatgetion, were found to be in the

direction expected and predicted by the hypotheses.
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Table 4:Intercorrelations between Variables in Model 2 (Eas Influencing Diabetes Management in Young Adidimen)

Variable 1. 2. 3. 4, 5. 6. 7. 8.

1. Diabetes Management -

2. Diabetic Control (Hbalc) -.197 -

3. Age at Diagnosis -.007 -.048 -

4. lliness Duration -.083 -.100 -.873* -

5. Perception of Past Parental Involvement .008 0.16 .144 -.207 -

6. Separation-Individuation -.231 192 -.094 .031 070. -

7. Depressive Symptoms -411** 211 -.023 -.059 8.01 .579** -

8. Acceptance of Having Diabetes 415  -016 620 .047 -163  -.437** -.687** -
Note.N = 42.

** p<.01, two-tailed.
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As can be seen in Table 4 diabetes managemenbwad fo have medium size
correlations with depressive symptoms (negative)aoteptance of having diabetes
(positive) in the direction hypothesised. Contraryredictions no significant
correlations were found between diabetes manageanendiabetic control, illness
duration, perception of past parental involvemengeparation-individuation. Contrary
to predictions diabetic control did not significlgntorrelate with any other variables in
Model 2. lliness duration, as expected, was styoogirelated with age at diagnosis of
Type 1 Diabetes. Hence, these two variables wearemtered into the same analysis.
Contrary to predictions perception of past pareimadlvement did not significantly
correlate with any other variables in Model 2. Sapan-individuation had a large
positive correlation with depressive symptoms anegative medium size correlation
with acceptance of having diabetes in the expeditegtion. Depressive symptoms had
a large negative correlation with acceptance oirttagliabetes in the expected

direction.

4.4 Testing Model 1: Factors Influencing Separationinduation in Young Adult

Women

In order to test the proposed model of separatidivviduation (Figure 1) a
hierarchical regression analysis was performed.othgses related to fully and partially

mediated pathways were tested by conducting assefiegression analyses.

4.4.1 Hierarchical Regression Analysis.

Separation-individuation was entered as the outoaamiable in a hierarchical

regression with the independent variables entereie following order: Perceived
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maternal care, perceived maternal overprotectitep($); current attachment to mother
(Step 2); attachment to peers, depressive symptap 3); and diagnosis of Type 1
Diabetes (Step 4).

See Table 5 foR? changestatisticsF changestatistics, unstandardised beta
coefficients, standardised beta coefficients, agificance levels associated with
testing of Model 1. The inclusion of perceived nmasd care and overprotection in Step
1 explained 15.7% of the variance and reliably joted a portion of the variance in
separation-individuation. Examination of the staddad beta coefficients indicated as
hypothesised that a high level of perceived materau@ was associated with a lower
score on the separation-individuation measure atisig more resolved separation-
individuation. Inspection of the standardised lzetefficients for perceived maternal
overprotection indicated that this variable did sighificantly add to the predictive
value in separation-individuation which was contriar proposed hypothesis.

The entry of current attachment to mother in Step@ained an additional 1.4%
of the variance in separation-individuation and miid reliably improve prediction of
the outcome variable separation-individuation augat above the variables entered in
Step 1. This result was contrary to what had beedigted but might be explained by
the high intercorrelation between this variable pacteived maternal care as both
could be considered as reflecting attachment tdarot

Depressive symptoms and attachment to peers entegtdp 3 reliably improved
prediction of separation-individuation and explairen additional 23.9% of the
variance in separation-individuation. Examinatiénhe standardised beta coefficients
suggested that once these two variables were dnteémethe model, perceived maternal
care no longer significantly predicted separatiotividuation. The proposed

hypotheses were supported in that a more seca@hatent to peers was associated
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with more resolved separation-individuation (loweore on separation-individuation
measure) as was fewer depressive symptoms.

A diagnosis of Type 1 Diabetes entered in Stepl4ndt reliably improve
prediction of separation-individuation which wastary to what was predicted. The
full model with all variables included accounted #4d.% of the variance in separation-
individuation.

Part correlations were examined and squared irr éodgive the unique variance
in the outcome variable separation-individuatioplaied by each independent
variable. Depressive symptoms were found to accfmurnhe largest proportion of
unique variance (18.1%) in the full model. Attachmini® peers uniquely accounted for

3% of the variance in separation-individuation.
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Table 5:Hierarchical Regression for Model 1 (Factors Infhwéng Separation-Individuation in Young Adult Wojnen

Predictor B Sk B R? change F chande
Step 1 157 9.570***
Perceived Maternal Care -2.145 721 -.313**
Perceived Maternal Overprotection .755 .606 131
Step 2 .014 1.669
Perceived Maternal Care -1.118 1.071 -.163
Perceived Maternal Overprotection .460 .646 .080
Current Attachment to Mother -.494 .383 -.215
Step 3 .239 20.278***
Perceived Maternal Care -1.114 .929 -.162
Perceived Maternal Overprotection .308 .558 .053
Current Attachment to Mother .128 341 .056
Attachment to Peers -.690 .308 -.204*
Depressive Symptoms 2.911 .527 AT2%**
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Table 5 (continued)

Predictor B Sk B R? change F chande
Step 4 .001 .098

Perceived Maternal Care -1.101 .934 -.160
Perceived Maternal Overprotection .251 .590 .043
Current Attachment to Mother 114 .345 .050

Attachment to Peers - 711 .316 -.210*
Depressive Symptoms 2.911 .529 AT2%**
Diagnosis of Type 1 Diabetes -2.620 8.361 -.026

Note N = 106.
a df Steplz 2,103,df8tep2: 1, lOZ,detepSz 2, 100,df8tep4: 1, 99

* p < .05. *** p< .001.
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4.4.2 Mediation Analyses for Model 1.

To examine possible indirect pathways in Model 4ctbrs Influencing
Separation-Individuation in Young Women) Baron &aohny’s (1986) guidelines for
testing mediation models were followed. An explarabf the conditions of mediation
has been outlined in the method section on pagesn8&?9.

As shown in Table 5 current attachment to mothes m@ significantly
associated with separation-individuation after aotimg for the effects of perceived
maternal care and overprotection. Consequentlyentiattachment to mother did not
meet criteria for full or partial mediation for thssociation between a) perceived
maternal care and b) overprotection and separaidiniduation. Testing of peer
attachment and depressive symptoms as mediatthe effects of current attachment
to mother on separation-individuation was therefareappropriate. Thus, contrary to
what was predicted, current attachment to motheendt mediate the effects of parental
factors (perceived maternal care and overprotectarseparation-individuation. Also,
attachment to peers and depressive symptoms dichediite the effects of current
attachment to mother on separation-individuation.

As there was a large correlation between percewvaigrnal care and current
attachment to mother and both these measures espeestwo different ways of
measuring attachment to mother, a series of regreasalyses was conducted to test
whether attachment to peers and depressive symptadste the effect of perceived
maternal care on the outcome variable separatidiniguation.

Condition one was met with perceived maternal baiag significantly
associated with separation-individuatiéifl, 104) = 17.492 < .001. Perceived
maternal care was significantly related to the mdivariables attachment to peers,

F(1, 104) = 29.951p < .001 and depressive symptorfél, 104) = 9.868p < .01.
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Thus, condition two for inferring mediation was m&tcloser examination of the
standardised beta coefficients suggested that hjgdreeived maternal care was
associated with a more secure attachment to pgers4(73,p < .001) and fewer
symptoms of depressiofi € -.294,p < .01).

The mediator variables attachment to peers ancedsipre symptoms were found
to be associated with the outcome variable separatidividuation after the effects of
the independent variable perceived maternal caseaweounted foi(1, 103) = 9.737,

p <.01 and~(1, 103) = 38.015p < .001, respectively. Thus, condition three was me
Higher perceived maternal cafe< -.234,p < .05 in regression analysis testing
attachment to peers as mediating variapke;-.231,p < .01 in regression analysis
testing depressive symptoms as mediating variablejore secure attachment to peers
(B =-.309,p <.01), and fewer depressive symptofis (503,p < .001) were
associated with a more resolved separation-indatida process as suggested by the
standardised beta coefficients.

In order to infer full mediation the associatiorivieeen the independent variable
perceived maternal care and the outcome variaplgragon-individuation needed to be
non-significant when the effects of the mediataialales attachment to peers and
depressive symptoms are entered into the modegmfisant but reduced effect was
found when attachment to peers was entered intmtuel,F(1, 103) = 5.576p < .05,
indicating that attachment to peers partially mididhe association between perceived
maternal care and separation-individuation. Sidyilrere was a significant but
reduced effect when the variable depressive symptoas entered;(1, 103) = 8.061,

p < .01, indicating that depressive symptoms pdytiakdiated the association between
perceived maternal care and separation-individoalibe partial mediation results were

confirmed by two Sobel tests (Sobel, 1982) condliateng the calculation tool
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provided by Preacher and Leonardelli (2006) with résspective scoresf = -2.71,p <
.01;z=-2.80,p < .01) indicating the significance of the partia¢dmtion effects. The
effects of the mediator variables attachment topaed depressive symptoms on
separation-individuation are depicted in Figurend Rigure 5 respectively with

associated standardised beta coefficients andis@mte levels shown.

Attachment
to Peers
AT 3 -.309**

Perceivec Separatio-
Maternal Care »  Individuation
'.379***

(-.234%)

Figure 4.Attachment to Peers as a Mediator of the Assaridietween Perceived
Maternal Care and Separation-Individuation.

Note. The standardised beta weight for the diratityway between the independent
variable and the outcome variable is shown in phesis.

* p<.05; *p<.01; ** p<.001.
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Depressive
Symptoms
-.294%* .503***
Perceived S g’
Maternal Care > epareaon-
Individuation
-.379%**
(-.231*%)

Figure 5.Depressive Symptoms as a Mediator of the Associdtetween Perceived
Maternal Care and Separation-Individuation.

Note. The standardised beta weight for the dpathway between the independent
variable and the outcome variable is shown in ghesis.

** p<.01;, ** p<.001.

A revised version of Model 1 showing direct andtighmediated pathways is

shown in Figure 6 below.

Attachment
- - F~<
473 to Peers o -309%
Perceived e .| separatio-
Maternal - _-¥ Individuation
Care \\\\ -231** //
294 Ao

~al Depressive

Symptoms

Figure 6.Revised Model 1: Factors Influencing the Sepanalimlividuation Process in
Young Women.

Indirect Pathways ---------- < .01, *** p<.001.
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4.5 Testing Model 2: Factors Influencing Diabetes Magagnt

The proposed model of diabetes management (seeeR2ywvas tested using
hierarchical regression analysis. Hypotheses etkatéully and partially mediated

pathways were tested by conducting a series oéssgn analyses.

4.5.1 Hierarchical Regression Analysis.

A hierarchical regression analysis was conductezk&mine the extent to which
the different independent variables were able faem the variance in diabetes
management. Diabetes management was entered @sttoene variable with
independent variables entered in the following ortmess duration in years (Step 1);
perception of past parental involvement (Step &)asation-individuation, depressive
symptoms, and acceptance of having diabetes ($tep 3

See Table 6 foR? changestatisticsF changestatistics, unstandardised beta
coefficients, standardised beta coefficients, aguificance levels associated with
testing of Model 2. lliness duration entered ingStedid not reliably predict any
variance in diabetes management. Perception ofppashtal involvement entered in
Step 2 did not reliably improve prediction of disgsemanagement above illness
duration entered in Step 1.

The addition of separation-individuation, depressymptoms, and acceptance of
having diabetes entered in Step 3 reliably imprguedliction of diabetes management
and accounted for an additional 20.9% of the vagean diabetes management. The full
regression model accounted for 21.6% of the vaeandiabetes management.

The standardised beta coefficients were examinedder to investigate the

unique contribution of each independent variablendlof the independent variables
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contributed significantly on their own as nonela# standardised beta coefficients were
significant. These results are shown in Table 6.

Part correlations were examined and squared irr todgive the unique variance
in the outcome variable diabetes management exquldig each independent variable.
Acceptance of having diabetes accounted for tlgesrproportion of unique variance
(4.3%) in the full model. Depressive symptoms usigwaccounted for 3.4% of the

variance in diabetes management.
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Table 6:Hierarchical Regression for Model 2 (Factors Infhwéng Diabetes Management in Young Adult Women)

Predictor B Sk B R? change F chande
Step 1 .007 280
lliness Duration (in years) -.210 .397 -.083
Step 2 .000 .003
lliness Duration (in years) -.215 410 -.085
Perception of Past Parental Involvement -.020 .346 -.010
Step 3 .209 3.202*
lliness Duration (in years) -.265 .382 -.105
Perception of Past Parental Involvement .067 .328 032.
Separation-Individuation .008 .045 .033
Depressive Symptoms -.422 .376 -.256
Acceptance of Having Diabetes 274 216 .264

Note. N=42.
& df step1= 1, 40;df$tep2= 1, 39;df$tep3= 3, 36.

* p< .05,
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4.5.2 Mediation Analyses for Model 2.

A number of different mediating relationships waggothesised for model 2 and
were tested according to the guidelines by Bar@hkanny (1986) as discussed on
pages 59 and 60.

lliness duration was not significantly associatethwhe outcome variable
diabetes management (as can be seen in the relsolts above for the hierarchical
regression for Model 2). As a result, acceptandeawing diabetes was not tested as a
mediator variable for the effect of the independemtable illness duration on the
outcome variable diabetes management. Similarparsgion-individuation was not
significantly associated with the outcome variatibbetes management and as a result
the variable depressive symptoms was not testachaediator variable for the effect of
the independent variable separation-individuationte outcome variable diabetes

management.

4.6 Post Hoc Analyses for Model 1

A number of post hoc analyses were performed ieramfurther interpret and
understand the data relevant to Model 1. Post halyses pertaining to Model 1 are

presented in the sections below.

4.6.1 Investigating High and Low Scores on Separationviddation.

Christenson and Wilson (1985) suggested a cuteoffeson their measure of
separation-individuation with a score of 190 andwabindicative of difficulties in the
separation-individuation process. They based thtioff score on a sample of control

participants (university employees) and a sampleasficipants diagnosed with
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borderline personality disorder. Participants & pnesent study were divided into two
groups based on this suggested cut-off score. ¥=ight participants had a score of 189
or below and 17 participants had a score of 190adade.

A one-way between-groups MANOVA was conducted t@stigate whether
participants differed on perceived maternal caeecgived maternal overprotection,
current attachment to mother, attachment to paedsdepressive symptoms depending
on a high or low score on the separation-individuatneasure. Box’s tests of equality
of covariance matrices and Levene statistic forelegive symptoms were significant
and as a result it was decided to report Pillarac€ statistic. A more conservative
alpha level (i.e. alpha level of .01 instead of ¢baventional alpha level of .05) was
employed to determine the significance of the umata F-tests (Tabachnick & Fidell,
2001).

Using Pillai’s Trace statistic, there was a stetaly significant difference
between participants with a high or low score anrtieasure of separation-
individuation on the combined dependent variables,.376,F(5, 100) = 12.053 <
.001. Separate univariate ANOVASs on the outcometites revealed that participants
with separation-individuation scores of 190 andvabload a less secure current
attachment to motheF{1, 104) = 9.387p < .01], less secure attachment to peE(s,[
104) = 7.120p < .01], and reported more depressive symptd¥is, [L04) = 61.181p

<.001].
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4.7 Post Hoc Analyses for Model 2

A number of post hoc analyses were performed ierai@further interpret and
understand the data relevant to Model 2. Post halyses pertaining to Model 2 are

presented in the sections below.

4.7.1 HbAlc Level and Diabetes Management.

As has been mentioned above and shown in Tabl®Alé&llevel was not
significantly correlated with diabetes managemEotvever, in order to further
examine the relationship between HbAlc level aiatbelies management participants
were divided into two groups depending on their HbAevel: one group (low) with
HbA1lc level of 7 and belown(= 7) and a second group (high) with HbAlc lever df
and abover( = 35). An independent-samples t-test was conductedmpare the
diabetes management scores for participants withlidbbevels of 7 and below (low)
and 7.1 and above (high). There was a significéfgrdnce in scores for participants
with HbA1c level of 7 and belowM = 73.09) and participants with HbAlc level of 7.1
and aboveN! = 60.81);t(40) = 2.419p < .05. The magnitude of the differences in the

means was moderate (eta squared = .13).

4.7.2 Investigating Diabetic Control.

Previous research has suggested that HbAlc levelai®d to a number of
variables (e.g. depression, acceptance of havadgetis). A one-way between-groups
MANOVA was performed to investigate whether a haghhlow HbA1c level was
related to depressive symptoms, perception of gesintal involvement, separation-

individuation, and acceptance of having diabetesng/Wilks’s Lambda statistic, no
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significant effects of HbAlc level were evident@me or more of the variables
examinedA = .796,F(4, 37) = 2.370p = .07. Separate univariate ANOVAs confirmed
the multivariate results and revealed that thealdes depressive symptoms and
separation-individuation approached significancen warticipants with HbAlc level of
7 or above reporting more depressive symptoms dessaesolved separation-

individuation process.
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5 Discussion

5.1 Review of Rationale and Aims of the Study

Separation-individuation is an important developtabprocess which
commences in early childhood and is continuousuincadolescence and young
adulthood. One of the aims of the present studytwasamine the contribution of
various factors to separation-individuation in empée of young Australian women.
Previous research on separation-individuation olestence and young adulthood have
mostly focused on college students in America (eagsley & Edgerton, 2002; Lapsley
et al., 1989; Rice et al., 1990) and it is not knomhether findings from these studies
can be generalised to adolescents and young didirits elsewhere, for example in
Australia. Based on the literature available onsiygaration-individuation process in
adolescence and young adulthood the contributibtieedollowing variables to
separation-individuation were examined: perceivedemmal care and overprotection;
current attachment to mother; attachment to peeddepressive symptoms. In
addition to these factors the presence of a chitin@ss, namely Type 1 Diabetes, was
also tested as a factor in order to investigaterithe@ence of having a diagnosis of Type
1 Diabetes on the separation-individuation process.

Diabetes management has been found to deteriarategcdadolescence and into
young adulthood which can have serious implicatfonshe young person’s health
(Bryden et al., 2003; Bryden et al., 2001). Howrygawomen managed their Type 1
Diabetes was investigated with separation-indiviideaincluded as a factor in the
model of diabetes management. Factors thought apioto diabetes management in
young adults have been overlooked in the literatisrgoung adults are often included

in studies together with adolescents or adultdlafges potentially ignoring specific
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factors important to young adults. In the presaudysthe effects of factors such as
illness duration, perception of past parental imgolent, separation-individuation,
depressive symptoms, and acceptance of havingtdmba diabetes management were
examined. Whether there was a relationship betwlesdretes management and diabetic

control among young women was also tested.

5.2 Evaluating Hypotheses and Findings

A number of hypotheses were tested and the mailinfi)s suggested that
depressive symptoms, attachment to peers, andipetlamaternal care were important
factors in the separation-individuation procesthias population of young women with
and without Type 1 Diabetes. The effect of peragingternal care on separation-
individuation was found to be partially mediatetbtigh depressive symptoms and
attachment to peers. The presence of more depeesgnptoms, a less secure
attachment to peers, and perceiving mother aslassg were predictive of less
resolved separation-individuation. Contrary to wiat predicted perceived maternal
overprotection, current attachment to mother, eamdrg a diagnosis of Type 1 Diabetes
were not significantly associated with separatiividuation. Moreover, the age of
the participants did not have a significant efi@ethe separation-individuation process.

Preliminary analyses suggested that the presente depressive symptoms
and less acceptance of having diabetes were retafgabrer diabetes management
which was in agreement with proposed hypothesegn/¢kparation-individuation,
depressive symptoms, and acceptance of havingtdmtere entered together as one
block in the diabetes management model (togethter ather factors hypothesised to be
important to diabetes management) they signifigacthtributed to the variance in

diabetes management. However, the standardisedbeffécients suggested that
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uniquely these variables did not significantly cinite to diabetes management in this
population of young women which was contrary topased hypotheses. Contrary to
predictions iliness duration and perception of pasental involvement did not
contribute to the variance in diabetes managenkremther analyses showed that young
women reporting poorer adherence to treatment @ginad poorer metabolic control
suggesting that these two variables were related.

The possible implications of these results willdiscussed further in the sections
below where the results from the analyses will tvestdered in relation to previous
research findings in the area. Theoretical andarebamplications will be considered
and discussed and finally limitations of the prestundy will be presented together with

suggestions for future research in the area.

5.3 Factors Affecting the Separation-Individuation Pegs in Young Adult Women

The results of the main analyses testing Model dephration-individuation in
young adult women suggested that depressive synspias the most important
predictor for the level of separation-individuationyoung adult women with and
without a diagnosis of Type 1 Diabetes. The impur¢aof the effect of depression and
depressive symptoms on the separation-individugtioness in adolescence and young
adulthood has been reported elsewhere (Lapslegn#gl& Varshney, 2001; Lopez et
al., 1986; Milne & Lancaster, 2001; Quintana & Keir993).

Lopez, Campbell, and Watkins (1986) found that degive symptoms was
negatively related to psychological separatenegsumg women college students
suggesting that women who were less separatedtfreimparents experienced more
depressive symptoms. In Australian female adoléscayed 14 to 16 years (Milne &

Lancaster, 2001) and in a sample of American celigdents (Lapsley et al., 2001) a
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strong relationship between depression and separsetdividuation was found with
more depressive symptoms being related to difiiesiin the separation-individuation
process.

A possible explanation for how depression is linkedeparation-individuation
may be that early experiences in childhood havecs#tl how the young person
perceives people and relationships. Quintana amd(K893) suggested that
disturbances in the separation-individuation pregeay take place if the young person
expects to experience separation anxiety, expedis tejected by significant others,
fears that one’s independence will be restrictedmwin an interpersonal relationship, or
denies the need to feel close and connected tdisant others when participating in
relationships. According to literature discussittigehment and psychopathology
(including depression) in relation to achieving elepmental tasks (e.g. separation-
individuation) it has been suggested that the tsefigperson has about relationships are
linked to the development of depressive symptomar¢land-Reilly, 2009; Quintana
& Kerr, 1993).

Attachment theory provides a theoretical basisienstand these links between
depressive symptoms and separation-individuationindecure attachment between a
child and caregiver in the first year of life ikdly to interfere with the separation-
individuation process taking place in early childdoThe security of attachment to a
caregiver and/or having a secure attachment sagebbken negatively associated with
depressive symptoms in children (Milan, Snow, &8[2009), adolescents (Lee &
Hankin, 2009), and young adults (Marchand-Reil§0%2) and it seems that these
factors in turn impact on the second separationvddation phase taking place during
adolescence and into young adulthood. Longituditadies that can link early

attachment and the first and second stages ofa@paindividuation are necessary to
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confirm the hypothesis that depressive symptomsateeduch pathways. While the
current study could not address this longer vied tast the proposed pathway the
findings are consistent with such a proposition.

In fact, while there was no available direct infation on the experiences in early
childhood the current study attempted to captuepeesentation of the parent-child
relationship by obtaining information about the ggwomen’s perceptions of the
parenting received before the age of 16 yearsadtdeen argued that such retrospective
data reflects the internalised attachment relatignd_opez & Gover, 1993). As
separation-individuation is a process startingarlyechildhood parental factors are
thought to influence this process throughout chitathand into adolescence and young
adulthood (Grotevant & Cooper, 1985, 1986; Lapsldydgerton, 2002; Tofani, 2007).

The two aspects of parenting considered in thesatistudy were perceived
maternal care and overprotection. In accordande tivé proposed hypothesis maternal
care was found to be associated with separatiamightion in young adult women.
The effect of perceived maternal care on separatidividuation was further found to
be mediated through depressive symptoms and ate&thmpeers. Perceived maternal
overprotection was not associated with separatididduation in the young person.
Previous studies have also investigated these spwecas of perceived parenting in
relation to separation-individuation in Australiagolescents (Milne & Lancaster, 2001)
as well as in a retrospective study of how motheidstheir daughters remembered their
separation-individuation process in relation tartperception of own mothers’ ability
to cope with this separation (Charles et al., 2001)

The finding that perceived maternal care, but mot@ived maternal
overprotection was important to the separationviddiation process is in contrast to

that reported by the previously cited study of Aalsin female adolescents aged 14 to
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16 years in that perceived maternal overprotecbahnot perceived maternal care, had
an effect on separation-individuation (Milne & Laster, 2001). The results from the
retrospective study by Charles et al. (2001) suggethat young adult women aged 22
to 30 years who perceived their mothers as enablingnomy described their mothers
as encouraging separateness and independenceaima &ncouraging, and trusting
fashion which was communicated in a respectful reamrhere the mother appeared
interested in their young adult daughter’s expexgeof becoming more autonomous
(Charles et al., 2001). Thus, aspects of percgraeenting related to care seems
important to the separation-individuation procelsgonng adult women.

Milne and Lancaster (2001) further found that cotri@tachment to mother was
significantly related to separation-individuationadolescent females. The findings of
the present study, on the other hand, found tleagttect of current attachment to
mother on separation-individuation disappeared @aceeption of past maternal care
was accounted for. These discrepancies in thetsasidly be related to changes in the
separation-individuation process according to #netbpmental stage of the young
person. Participants in the current study wererdlugn the participants in the Milne
and Lancaster study (2001) and so it might be drpebat the attachment the young
women had with their peers was of greater impodandhe separation-individuation
process.

The present study demonstrated that attachmemeis pnfluenced separation-
individuation with a secure attachment to peeradpeglated to a more resolved
separation-individuation process. Previous stud#& found that peer relationships
become increasingly important during adolescendeirsto young adulthood (L. S.
Brown & Wright, 2001; Schneider & Younger, 1996)hvihe young person putting

greater emphasis on the emotional attachment ts pather than with parents (Hay &
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Ashman, 2003). This transfer of emotional attachinfram parents to peers has been
suggested to be an important part of the developofandividuation and autonomy in
the adolescent and the young adult person (Hay I&s, 2003; Laible, 2007). Future
research of a longitudinal design might be ablassess whether a secure attachment to
peers is related to more resolved separation-iddation over time. It may be that peer
relationships can foster the achievement of theldgwmental task of separation-
individuation in a similar manner to the developmainempathy, prosocial behaviour,
and perspective taking as has been suggested litetiagure (Hay & Ashman, 2003;
Laible, 2007; Youniss, 1980).

The measure used to assess attachment in the tcstirdig may provide an
explanation as to why current attachment to maditenot contribute to the model of
separation-individuation. Other studies have reggbthat attachment is related to
separation-individuation (Lapsley & Edgerton, 2002psley et al., 2000) however they
used a categorical measure of attachment stylerrtitan a dimensional measure of
attachment as used in the present study. Lapste¥dgerton (2002) suggested that
during the separation-individuation process takifage in adolescence and young
adulthood, the young person is revising their maéworking model of attachment.
This revision of internal working model of attachmhés influenced by new experiences
the young person has of relating to, being condetteand separating from important
people in their lives. Lapsley and Edgerton (2002nd evidence suggesting that
Canadian college students’ score on a measuregafa@n-individuation (the same
measure utilised in the present study: S-IPI) wélsenced by their attachment style.
College students with secure or dismissing attachsiyles had lower scores on the
separation-individuation measure, reflecting a mes®lved separation-individuation

process, compared to their fearful and preoccupeethterparts who on average
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reported less resolved separation-individuatiopoAsible explanation for the strong
association between separation-individuation atathiment style in the above
mentioned study was because of the many aspeetssassby the S-IPI thought
important to and related to attachment includirfedentiating between self and others
and splitting of others into “good” and “bad” (Ldg@g & Edgerton, 2002). Similarities
between adolescent/parent individuation typology tat of attachment styles has also
been reported by Kruse and Walper (2008).

That current attachment to mother (as assessdteldPPA) failed to
independently predict separation-individuation iafte effects of perceived maternal
care (as measured by the PBI care subscale) wasrged for could be because of the
previously noted (p. 72) high positive correlat{d8il6) between the IPPA and the PBI.
This statistical association suggests that theaa isverlap in the constructs of current
attachment to mother and perceived maternal cameeasured by the IPPA and the PBI
respectively. The IPPA was designed to measureehperson currently perceives their
relationship to their parent, particularly the leeEsecurity in this relationship, whereas
the PBI was designed to asses a person’s percaytibe parenting received until the
age of 16 years. As attachment theory suggest&énbt relationship experiences with
parents affect later attachment to parents it issagorising that there is an overlap.

Some consideration of the measure utilised to assgsaration-individuation in
young adult women in the present study might furttesist in the considerations of the
present results. The S-IPI was developed by Clngsie and Wilson (1985) in order to
measure the presence or absence of pathology seffeation-individuation process. A
sample of adult men and women with a diagnosiodérline personality disorder as
well as a sample of university employees were redor the purpose of identifying

measurement items reflecting this developmentaigs® (Christenson & Wilson,
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1985). More recently this measure has been usadample of Australian female
adolescent aged 14 to 16 years (Milne & Lanca2@1) as well as in two studies
investigating the separation-individuation procg@s&merican and Canadian college
students (Lapsley & Edgerton, 2002; Lapsley et28lQ0) with all studies reporting
adequate psychometric properties of this measure.

Comparisons of the mean scores from the differeitiess reported above to the
mean separation-individuation score obtained irptiesent study indicated that the
sample of university employees participating inshedy by Christenson and Wilson
(1985) had a slightly lower mean scoké £ 120.6) compared to the sample recruited
for the present sampl®(= 127.59). The higher score reported by Christersswl
Wilson may reflect the higher mean age (36.7 yeairpparticipants as it might be
expected that older participants would have moselved separation-individuation.

A more recent study of the separation-individuapoocess in a sample of
Canadian college students with a mean age of 3@a¢ (Lapsley & Edgerton, 2002)
reported a mean of 125.36 on the S-IPI which wamsal identical to that found in the
present study. Notably, in a study by Milne anddaster (2001) it was found that
young adolescent females aged 14 to 16 years espantnore unresolved separation-
individuation procesd\ = 181.36) compared to the sample of young womehen
present study. This is not surprising as the yomomen participating in the present
study were older than the sample of early adoldsqaarticipating in the Milne and
Lancaster study. Older adolescents/young adultbinbig expected to be further
advanced in many of the developmental tasks of g@dolescence such as sexual
maturation, cognitive functioning/development, ma@velopment and judgement, and

identity formation and thus having a more resolseparation-individuation.
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Even though the present study did not set outyestigate whether young
women who had taken on adult roles and behavi@ugs ihoving out of the parental
home, completing school/higher degree, enteringiage or cohabitating with a
romantic partner, focusing on a career, and beogpéments) had more or less resolved
separation-individuation, these behaviours are mapo to the developmental stage of
young adulthood (P. Cohen et al., 2003; Kokko, Kinkn, & Mesiainen, 2009;
Masche, 2008). As has been mentioned previoustg ke lack of studies examining
the separation-individuation process in late ad@ese and young adulthood and
instead many empirical studies about autonomy dewveént in adolescence and young
adulthood have focused on the behavioural markeirsese developmental stages but
have not linked these behaviours to the processdration-individuation (P. Cohen et
al., 2003).

Preliminary analyses examining the relationshipveen demographic variables
such as living situation and employment statussamdiration-individuation suggested
that the internal process of separation-indivichratvas not related to autonomous
behaviours in this sample of young adult women.r&lweere no differences among the
young women in the present study on their scosepération-individuation depending
on whether they were living out of the parental kran working in full-time
employment. Thus, behaviours thought to reflecbaniny may be related to other
important factors. For example, the decision to enout of home does not necessarily
reflect a more resolved separation-individuatioocpss, it may instead reflect practical
decisions to move closer to where one is studymgarking. Nevertheless, recent
research have found evidence suggesting that ypeopgle are more likely to live
independently from their parents if a higher levelrust was reported between the

young person and their parent (Masche, 2008). fidssin turn been suggested to be
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related to the young person having an internal mgrknodel supporting a secure
attachment to parental figures thus allowing thengpperson to engage in autonomous
behaviours such as living independently (Masch8820_ongitudinal studies
examining separation-individuation and autonomaelsaliour over the developmental
periods of adolescence, young adulthood, and ashdtimay further assist in our
understanding of the relationship between separatidividuation and the time at
which the young person engages in age expected@utius behaviours and roles.

The correlation between participants’ age and s#joar-individuation was
examined in order to decide whether the effectsgef needed to be controlled for in
Model 1. As age was not significantly associatetth weparation-individuation in this
sample of young women it was not entered into teeahchical regression testing
Model 1.

Developmental theories and the literature abouséparation-individuation
process in adolescence and young adulthood (B89;Erikson, 1968, 1980;
Josselson, 1980) suggest that separation-indiv@uatould increase with age.
However, the age range of the present sample dtartihe higher end of adolescence,
18 years, with the end of the range at 25 yeathelseparation-individuation process
commences in early adolescence it is possiblethieagreatest changes take place
before the age of 18 years. Around the age of &8syere is a drive for more
autonomous behaviours reinforced by society inttetyoung person is then able to
vote and get a driver’s licence. While separatiotividuation is not necessarily
completely resolved for young people in their 28sslvariation may be present. Results
from a recent study investigating separation-irdingtion in the context of adult
children’s relationship to their parents (Buhl, 8D8upport the finding that there is no

significant association between separation-indiatthn and the age of the young adult.
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Buhl (2008) reported that in a sample of Germamygoadults and adults aged 21 to 47
years no increase in the participants’ individuatiepending on the age of the
participants was evident. Similarly, in a recentdst(Kruse & Walper, 2008) only small
age trends were reported for the separation-indatidn process in adolescents and
young adults aged 10 to 20 years. Including p@diais of a wider age range (e.g. from
early adolescence to adulthood) within a longitatiresearch design would make it
possible to investigate changes in the separatidividuation process over different
developmental periods and increase understandgayding the effects of age on the
separation-individuation process.

As there have been relatively few studies examittiegseparation-individuation
process, the current study needed to look at memergl factors expected to influence
separation-individuation before considering anyeptal effects of the presence of a
chronic illness on this process. It was expectatlltaving a chronic illness such as
Type 1 Diabetes would be associated with a lessduwed separation-individuation
process.

The findings of the present study did not supga# hypothesis as having a
diagnosis of Type 1 Diabetes was not associatddsejparation-individuation and was
not able to predict any of the variance in sepanaithdividuation. Moreover, no
difference in the mean score of separation-indiaiaun was evident between young
women with and without Type 1 Diabetes. The preseslts support the claim that
there are possibly more similarities than diffeesnbetween young adults with and
without a diagnosis of Type 1 Diabetes in termadfieving age appropriate
developmental tasks (Dashiff & Bartolucci, 2002ytkix et al., 2008; Pacaud et al.,
2007). However, the fact that only university studeserved as participants in the

control group needs to be considered. In the abited studies investigating
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developmental tasks and achievements in youngsadith and without a diagnosis of
Type 1 Diabetes, participants for the control graugee recruited from a university,
different work settings (Luyckx et al., 2008), anslits to the emergency department
(Pacaud et al., 2007). Including young people fobffierent backgrounds with different
educational level and socioeconomic (SES) backgi®would be important in future
studies to ensure more generalizability.

A possible explanation for the lack of a signifitassociation between having a
diagnosis of Type 1 Diabetes and separation-indafidn in young adult women may
be related to the age at which the diagnosis oETlyPiabetes occurred. As has been
mentioned previously, being diagnosed with a clrdhiess such as Type 1 Diabetes
during the childhood years can have possible irapbos for the parent-child
relationship (Barker, 1993; @degard, 2005; Wolp2002) in terms of the attachment
relationship between the child and caregiver (@adZ005) and the parenting received
as a result of a diagnosis of Type 1 Diabetes @ak993; Wolpert, 2002). This in turn
may have implications for later developmental teshkd processes including the first
and second stages of the separation-individuatioogss.

It further seems possible that the parenting erpegs of a person diagnosed
with Type 1 Diabetes in early childhood will be ydifferent compared to the
parenting experiences of a young person diagndsadbgéer age with differences in
parental stress and anxieties throughout the fifteeochild and young person. The non-
significant association between having a diagnofsis/pe 1 Diabetes and separation-
individuation found may be a result of too few papants having been diagnosed in
early childhood. In the present study only six jogrants with Type 1 Diabetes were
diagnosed in early childhood (at the age of thesry or younger) which was too small

a number to conduct further analyses or make aranmgful comparisons.
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Effects of time of diagnosis of Type 1 Diabetestw child and parents have
been reported in the literature with mothers ofdren diagnosed with Type 1 Diabetes
expressing elevated scores on measures of psyclsgtinptoms and disorders
(Northam, Anderson, Adler, Werther, & Warne, 1996;socki, Huxtable, Linscheild,

& Wayne, 1989). Northam et al. (1996) reported fraents of children diagnosed with
Type 1 Diabetes during the primary school yearsntepl most psychiatric symptoms
followed by parents of children diagnosed during pineschool years. Parents with a
child diagnosed during the adolescent years reghdinte least amount of psychiatric
symptoms. They attributed this finding to the pb#ity that when a diagnosis of Type

1 Diabetes takes place in the adolescent yearsatiests might feet less affected by this
diagnosis as they expect the young person to &ggonsibility in relation to the
management of the illness. Moreover, in familieghwehildren diagnosed with Type 1
Diabetes between the ages of zero to four yeaentmresponded to this by initially
feeling closer to their child and reported a sttkaging of the emotional bond. One
year later the parents and children were foundetorbthe connected/enmeshed end of
the scale when compared to normative data (Norttaah, 1996). Moreover,
internalising behaviours have been reported toidgeen in children diagnosed during
preschool years compared to children diagnosedhod aged and adolescent years
(Wysocki et al., 1989). These findings suggest dgat at diagnosis may affect
parenting children with a diagnosis of Type 1 Dialsaeceive which in turn may affect
separation-individuation in childhood, adolescerare young adulthood. In further
studies the inclusion of greater numbers of paudicts diagnosed at different ages may
further add to our understanding regarding thigrtla

The recruitment process for the present study lamdeported incidence rates of

Type 1 Diabetes in Australia explain in part the loumber of participants diagnosed
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with Type 1 Diabetes at an early age. It is est@adhat approximately 700 000
Australians have been diagnosed with diabetes (8f%te population) and
approximately 13% of these cases have Type 1 Dralidustralian Bureau of
Statistics, 2006). Available Victorian statisticslicate that the lowest female incidence
rates for diagnosis before the age of 15 yearstise age group zero to four years with
10.7 cases per 100 000 per year from 1999 to 20B2r(g et al., 2007). Unfortunately
there are no prevalence figures available for femabed 18 to 25 years with Type 1
Diabetes in the state of Victoria (Australian Ihge of Health and Welfare, 2007) and
as such it is not possible to determine whethenthebers recruited with a diagnosis
before the age four years are representative didiséralian population as a whole. As
recruitment for the present study only took placeva sites in the metropolitan area of
Melbourne it is perhaps not surprising that ongreall number of young women
diagnosed before the age of four years was redruiteorder to further investigate the
hypothesis that the age of onset of Type 1 Dialret®dts in different perceptions of
received parenting and affects later separatioivithgation in adolescence and young
adulthood a much larger sample of individuals Wiipe 1 Diabetes would need to be

recruited.

5.4 Factors Affecting Diabetes Management in Young tAdldmen

Preliminary analysis suggested that the presenoeod depressive symptoms
and less acceptance of having diabetes were assbgidh poorer diabetes
management in this sample of young women. Wherethssociations were further
tested in a hierarchical regression analysis notieeovariables entered (illness

duration, perception of past parental involvemseparation-individuation, depressive
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symptoms, and acceptance of having diabetes) thaally significantly contributed to
the variance in diabetes management.

Correlational analysis suggested that more depesgmptoms were related to
poorer diabetes management which is in agreementrsults from previous research
(Kyrios et al., 2006; Law et al., 2002). Adultsadif ages with Type 1 Diabetes who had
high scores on a measure of depressive symptonesfauend to have poorer overall
diabetes management compared to adults who hates smore (Kyrios et al., 2006).
This relationship was explained by depressed adgtsrting that they found it more
difficult to adhere to recommendations around aigércise, and glucose testing
suggesting that lack of motivation which is a syomptof depression may be an
important factor in the relationship between degisand diabetes management
(Kyrios et al., 2006). Similar results have begporéed in a sample of adolescents aged
13 to 19 years (Law et al., 2002).

The present study failed to find a significant tielaship between depressive
symptoms and metabolic control. Similarly, thereswia difference in depression
scores based on metabolic control when participaate divided into two groups: one
group including participants with HbAlc level oD7and below and one group
including participants with HbAlc levels of 7.1 aadove. A non-significant
correlation between glycemic control and depressywaptoms has also been reported
by Kyrios et al. (2006). In contrast to the findsngported by Kyrios et al. (2006) and
the findings of the present study, a number ofisgilave reported an association
between depression and metabolic control (Brydexh.e2001; McGrady et al., 2009).
Kyrios et al. (2006) reported a small to moderatoaiation between depression and
metabolic control and suggested that this assooiatas non-significant due to small

sample size. Similarly in the present study a simatlnon-significant association
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between metabolic control and depressive symptoassenident. It is possible that the
failure to find a significant association was rethto the small sample size but also to
the limited range of HbAlc levels among the papcits in the present study.

Another explanation for the non-significant assberabetween depressive
symptoms and metabolic control might be relatetthéoe being an indirect relationship
rather than a direct relationship between thesamas. As suggested by the results of a
recent study (McGrady et al., 2009) it may be thatassociation between depressive
symptoms and metabolic control is mediated by $igedinbetes related behaviours. In
this study the researchers entered participargguigncy of blood glucose monitoring
together with depressive symptoms in a model ofbwdic control. The results
suggested that only the frequency of blood gluenseitoring was significantly
associated with metabolic control. The authors estgyl that the adolescents who had
more depressive symptoms might find it difficultinitiate and motivate themselves to
do tasks related to diabetes management, sucload glucose monitoring, as they
might have the belief that these behaviours woelthkffective (McGrady et al., 2009).
Thus, depressive symptoms might have consequeoctdsfmanagement of diabetes
which in turn impacts metabolic control.

As has been mentioned above the limited range éflidlscores among this
population of young adult women participating ie firesent study could be a possible
explanation for the lack of a significant assooiatbetween depressive symptoms and
metabolic control. Comparing the mean HbAlc levehe present study to that
reported in other studies of young adults of sirmalges (Bryden et al., 2003) suggests
that the mean HbAlc score of the present studywsi (suggesting better metabolic
control). This lower average of metabolic contraynbe related to the recruitment

process of the present study where only young wontenattended the diabetes clinics
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at regular intervals were recruited. It is possthit young women who did not
regularly attend diabetes clinics had poorer métaloontrol (higher HbAlc levels) and
possibly higher levels of psychopathology includdepression.

Examinations and comparisons of the results opthsent study to that of a
recent study examining the trajectories of metabaintrol from early adolescence to
young adulthood highlighted the emergence of disetgaths over time (Luyckx &
Seiffge-Krenke, 2009). Three main trajectories etabolic control were found in this
recent longitudinal study: optimal control with Hb&\levels ranging from 5.95 to 7.40;
moderate control with HbAlc levels ranging from47td 8.50; and deteriorating
control with HbAlc levels ranging from 6.57 to 9.@uyckx & Seiffge-Krenke, 2009).
Comparing the mean HbAlc level of the present stadite means for the three
different trajectories in the Luyckx and Seiffgeelike (2009) study suggests that as a
group the young women in the present study werdi@moderate trajectory.

In the present study it was hypothesised that tésbmanagement and metabolic
control (HbA1c level) would be significantly assaked, with poorer diabetes
management indicating poorer metabolic controlsMms not supported as there was a
small but non-significant correlation in the exmetctirection between diabetes
management and diabetic control. Further analysigler indicated that when the
sample was divided into two groups based on highlaw HbAlc levels, participants
with HbAlc of 7.1 or above reported poorer diabet@siagement than participants
with HbAl1c of 7.0 or below. This result further indted that even though diabetes
management was assessed by a self report measaxeitheless appeared to give
some indication as to how well the young women weamaging their diabetes which
was reflected in an objective measure of metalwolidrol such as HbAlc level. Similar

results have been reported in the literature wilgaificant association between
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diabetes management behaviours and metabolic ¢dmiwad in adolescents (Duke et
al., 2008; Stewart, Emslie, Klein, Haus, & Whité03).

The significant difference in young women’s sconediabetes management
depending on their HbAlc level suggested that thasure used to assess diabetes
management was adequate and appropriate. The $@EeRger et al., 2005) was used
in the present study in order to assess overa#radice to diabetes management
behaviours. This measure asks about behaviourslglodated to behaviours thought to
be important to successful management of diabetds as monitoring blood glucose
level, following a specified diet, partaking in téar exercise, and attending clinic
appointments. It is thought that not performingsthbehaviours as prescribed is
indicative of poor metabolic control. Weinger et@O005) suggested that a person’s
score on this self care measure would be relatedtational functioning and the more
emotional aspects of diabetes management as anfsesnotions would be related to
and could potentially interfere with the degre@dherence to the recommended
treatment regimen. The findings of the presentystugbport this view with young
women'’s diabetes management found to be moderedetglated with depressive
symptoms and acceptance of having diabetes. Yowngen who reported poorer
adherence to the different diabetes managementioeina were more likely to
experience more depressive symptoms and less accepdf having diabetes.

Even though significant moderate correlations betwacceptance of having
diabetes, depressive symptoms, and diabetes masagemre evident, neither of these
variables significantly contributed on its own hetmodel of diabetes management in
this sample of young women. Significant correladitetween acceptance of having

diabetes, depressive symptoms, and separationidnditon were also found with less
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acceptance of having diabetes being related to aepeessive symptoms and a less
resolved separation-individuation process.

Previous studies have suggested that poor acceptdmaving diabetes is related
to poorer diabetes management and metabolic cditesison et al., 1989; Wysocki et
al., 1992). Wysocki et al. (1992) found a signifitassociation between metabolic
control and adjustment/acceptance of having diabhgkéch is contrary to the findings
of the present study where no association betwestabnlic control and acceptance of
having diabetes was evident. Wysocki et al. askeohg adults aged 18 to 22 years
about how they had adjusted to having Type 1 Dexbat the ages of 13 to 17 years and
how they were adjusting to Type 1 Diabetes atithe bf the study taking place.
However, the association with metabolic control waly significant for the
retrospective question related to adjustment tbetes when aged 13 to 17 years.
Similar to the present study Wysocki et al. (198@i)not find a significant association
between metabolic control and current adjustmeniabetes. Longitudinal studies that
examine acceptance of having diabetes and adjustmére diagnosis and the
association with metabolic control and diabetesagament over time could increase
understanding of these complex associations.

That both depressive symptoms and acceptance ofghdiabetes failed to
independently predict diabetes management mightlaéed to a possible overlap in
what is measured by the depression scale and aooepdf having diabetes scale
utilised in the present study. The high correlabetween these two measures does
indeed suggest some overlap. Examination of thetgumnaire items used to measure
acceptance of having diabetes indicated that stemesiasked about the level of guilt
associated with having diabetes, feelings of hgseless, and loss of control (Welch et

al., 1994) which are also thought to be symptonmérakto depressive disorders
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(American Psychiatric Association, 2000). This dapiin the constructs of acceptance
of having diabetes and depressive symptoms maygiexyhy these two variables did
not independently predicted diabetes management.

The hypothesis that perception of past parentalu@ment in the management of
diabetes would be related to how the young womerently managed their diabetes
was not supported. No significant correlation be&twperception of past parental
involvement and diabetes management or diabetdémtaras found and perception of
past parental involvement did not predict diabetesagement in this sample of young
women. A possible explanation for this lack of @&sstion could be the measure used to
assess perception of past parental involvementDHRQ (Anderson et al., 1990) was
adjusted to suit the purposes of the present stindye only the young women were
asked about who in the family took responsibiliy @iabetes management behaviours
when participants were in secondary school. Irotiginal version of this measure the
parent most closely involved in the child’'s dialseteanagement is also asked these
questions. The adapted version used in the presey required responses to these
guestions that were retrospective views of respditgitaken for diabetes related
behaviours. Moreover, the age at which the younmamwere diagnosed with Type 1
Diabetes may also have influenced the link betwesneption of past parental
involvement in diabetes management and currenetkabmanagement.

If the diagnosis of diabetes occurred during adaese it would be expected that
the young person would move quickly into self maamagnt of their diabetes without
much parental involvement. However, if on the othmend the diagnosis took place
during early childhood a different picture mighiveaemerged with parental
involvement continuing into adolescence and youhgthood. Because of the small

number of participants diagnosed with Type 1 Diabeluring early childhood it was

111



Separation-Individuation and Diabetes Management

not possible to test this proposition. Future redeanight want to investigate the effects
of perception of past parental involvement in géarsample where it is possible to
track participants longitudinally.

It is important to note that previous researchduagested that continued parental
support with diabetes management throughout thkesckent years and into the young
adult years is important (Anderson, 2004) andshbjgport might be an important factor
as to whether the young person attends appointraeatsliabetes clinic. Since it was
not possible to recruit young women not attendiiadpetes clinic appointments this
could not be assessed. Consideration needs tovée t the distinction between
parental support and continuing parental involvenediabetes management that may
interfere with young adults taking responsibility their treatment regimen.

In the literature available on the transition frpaediatric services to adult
services it has been reported that there is a at&erease in attendance at diabetes
clinics after the transition to adult diabetes gms take place (Kipps et al., 2002).
Moreover, young people with higher HbAlc level (prametabolic control) two years
prior to the transition from paediatric servicestiult services took place were more
likely to fail to attend adult services two yeaosptransfer (Kipps et al., 2002). One
possible factor in decreased attendance at diabkéss in the young adult years could
be that parents and health professionals are metariosely monitoring the young
person’s diabetes related behaviour and as a teswioung person does not attend
medical appointments as often as needed. Recaritiprs have suggested guidelines
and recommendations related to working with youthgita who have Type 1 Diabetes
(Weissberg-Benchell, Wolpert, & Anderson, 2007)ha context of Arnett’s (2000)

theory of emerging adulthood. It is possible thedtgparental involvement with the
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management of a young person’s diabetes treatmapnbmrelated to continued
attendance at diabetes clinics for adults.

Contrary to the proposed hypotheses illness duratio not contribute to the
overall model of diabetes management in young wor@entradictory findings
regarding the relationship between iliness duragiod diabetes management and
diabetic control has been reported in the litemtuith some authors reporting that
longer iliness duration is related to poorer diabghanagement (Wiebe et al., 2005)
and poorer diabetic control (Pereira et al., 2@G0R) others finding no such
relationships (Grey et al., 1998). Moreover, sotndies have found a relationship
between illness duration and metabolic control wotiger illness duration being
associated with poorer metabolic control but natrehship between illness duration
and diabetes management (Duke et al., 2008).

In order to further understand this lack of assammabetween illness duration and
diabetes management and metabolic control in theept study, age distributions of
other studies that have investigated the impaitinafss duration on diabetes
management and metabolic control were examined iV@amparing illness duration in
years in the present studyl € 11.24,SD = 5.2) with that of other studies with
participants of similar ages (Bryden et al., 20BB/den et al., 2001; Kay et al., 2009;
Mayou et al., 1991; Pacaud et al., 2007) no laifferdnces were evident. The mean
illness duration for female young adults in theselies were 9.23D=5.3), 15.7%D=
2.9), 11.928D=5.3), and 9.63D = 4.5) respectively. Thus, the average illness
duration in the present study was comparable teique research suggesting that this
cannot explain the inconsistent findings in regaodéiness duration.

A possible explanation for the lack of relationshgiween diabetes management

and illness duration and diabetic control and g8hduration may be the sample
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recruited. As has been mentioned above, only yewsmgen attending medical
appointments at regular intervals of at least egetynonths were included. The
expected relationship between illness durationdiabetes management and metabolic
control may only apply to young people who do riteérad appointments regularly at a
diabetes clinic and would thus also be expectddht@ poorer diabetes management
and metabolic control. Broader recruitment proceduhat do not depend on regular
attendance at clinics such as random selection r@aamprehensive diabetes register

would be necessary to test this possibility.

5.5 Limitations of the Present Study and SuggestionEidture Research

A number of limitations need to be considered wimnéerpreting the findings
from the present study. The results were base@lbneported paper and pencil
measures with the exception of HbAlc level. Oné&alilty with self-reported measures
is that the information collected is given by ttetjzipant only and the participant
might give information that is perceived as soyidksirable. Future research might
want to collect information relevant to diabetesnagement and separation-
individuation from different sources including theung person, parents, and health
professionals working with the young person.

A cross sectional design was utilised in the prestrdy and so it was not
possible to measure the changes in separationididition and diabetes management
across time. Future research could include longialdlesigns that would allow
investigation of the effects of separation-indiation on diabetes management across
time during the developmental stages of adolescande/oung adulthood into

adulthood. This might further increase our undeditag of what is important to the
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separation-individuation process and diabetes n&anagt across time and in different
developmental stages.

HbAlc level was collected the same day as the mumestires were completed
and as such this measure of HbAlc level is onlg &bprovide a limited view of how
factors examined in the present study are relaididet young women’s metabolic
control (Palmer et al., 2009). All the young wonveith Type 1 Diabetes participating
in the present study knew their HbAlc level attthee of completing the questionnaires
and this may have influenced their responses tdititeetes management measure in
that respondents who perceived their HbAlc levégasd” might have answered that
they engage in recommended self care behaviours aftan than was the case. It is
also possible that in the period immediately ptootheir clinic appointment all
participants attempt to improve their diabetes rganzent.

Generalizability of the statistical findings sholle made with care due to factors
such as no information about SES background, ttreitenent process, and a small
sample of participants with Type 1 Diabetes. Prgsioverseas research has found a
link between SES of the young person’s family aredaholic control with lower SES
being related to poorer metabolic control in cléldr adolescents (Pereira et al., 2008),
and adults (Jiang, Andrews, Stryer, & Friedman,208s this information was not
collected in the present study it is difficult t@ake assumptions of how the results may
generalize to different populations of young womeéth Type 1 Diabetes. However, it
is also important to recognise the impact of lovs3&ay not be so evident in
Australian samples because of availability of tnealth care.

As recruitment of young women with a diagnosis gp& 1 Diabetes took place
during routine check ups at diabetes clinics omlyng women with diabetes who

attended appointments at regular intervals wer@decl in the present study. Thus,
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generalization of the results to young women whaadtoregularly attend medical
appointments in relation to their diabetes canecadsumed. The recruitment process
also affected the number of young women with Tyi@abetes who participated in the
present study. It was not possible to send owdrtetp all the young women with Type 1
Diabetes who were registered with a specific diedbetinic due to limited resources.
Mail outs inviting all patients registered with agdpital or clinic have been used as a
recruitment procedure in previous studies and heselted in recruitment of larger
samples (Ciechanowski et al., 2005).

Separation-individuation and diabetes managemeaitasurse relevant and
important in males as well as females. Anothertition of the present study is that
only young women were recruited. Sex differencegomng adult roles and in
autonomous behaviour have been reported in thatitee (P. Cohen et al., 2003).
Literature on the separation-individuation prodesther suggests that there are
differences between male and females in terms wfthey view the importance of
relationships with parents and suggests that oslisliip factors may play a more
important role for women (Lapsley et al., 1989)alstudy of American university
students males were reported to have greateruliféis in the separation-individuation
process compared to females (Lapsley et al., 20Bdjure research might want to
explore gender differences in the separation-iddiation process in an Australian
sample of adolescents and young adults.

Furthermore, this study only investigated the yoparson’s perception of
maternal attachment, care, and overprotectionuttiicy parental factors related to
fathers and asking about paternal attachment n@ayde important information in
relation to the process of separation-individuatod factors important for diabetes

management in the young person.
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5.6 Contributions of the Study

The present study has contributed to the resedechtlre on separation-
individuation and diabetes management in youngraliah adult women. Very few
studies have explored the general factors influgnthe important developmental
process of separation-individuation in adolescemzeyoung adulthood and there have
been no Australian studies that have examined agpasindividuation specifically in
young adult women. The results of the present ssudygested that depressive
symptoms together with the parental factor perabimaternal care and attachment to
peers were important predictors of the level ofasafion-individuation in young
women. Such findings may have implications for p®fogical work undertaken with
this population.

While a number of studies have alluded to chang@sienting when a child has
been diagnosed with a chronic illness there haea be studies that have considered
whether being diagnosed with Type 1 Diabetes wmildence separation-
individuation in young adults. Even though the tessaf the present study could not
satisfactorily answer this question due to the smahber of participants diagnosed
with Type 1 Diabetes in early childhood, correlaidoetween depressive symptoms,
acceptance of having diabetes, and separationiihdition suggested that there is a
relationship between more depressive symptomssarésolved separation-
individuation process, and poorer acceptance ahbadiabetes.

Correlational analysis revealed that more depressimptoms and less
acceptance of having diabetes were associatedpwiirer diabetes management in this
sample of young women with Type 1 Diabetes whiatoissistent with findings from
previous studies. However, these factors did Htlily predict the variance of diabetes

management when tested via a hierarchical regredsSevertheless, screening for
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depressive symptoms in young people as part ghthiessional care they receive
seems important as this may help to identify pewagie will have difficulties managing
their diabetes and who can then be offered tredttveGrady et al., 2009).

Research in the area of diabetes management irgymeople is of great
importance as poor diabetes management can resdtious health risks. Generally
research attention has been focused on adolesweadsilts of varying ages. The
inclusion of young adults as part of samples congtine complete adult spectrum may
mask the issues that arise for young people itrémesitional period between
adolescence and adulthood. The current study aimestiress this neglect by focusing

specifically on this important developmental period

5.7 Summary and Concluding Remarks

This thesis aimed to examine factors thought ingpdrto the separation-
individuation process of young adult women andhfertinvestigate the effects of
having a diagnosis of a chronic illness, such g= Ty Diabetes, on this developmental
process. To gain further understanding of diabet@sagement in young adult women a
proposed model of diabetes management was tedtedorésent study contributed to
the area of separation-individuation as this isfitis¢ study that has investigated this
concept in a sample of young women living in Ausrdnclusion of young adults in
studies examining adolescents or adults of all Aagesmade it difficult to consider the
developmental tasks that may affect diabetes mamagie The specific focus on young
adult women and recognition of important developtakiactors in the present study
addressed this gap and further contributed to tiderstanding of diabetes management

in this age group.
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Continued research in the area of separation-iddation and diabetes
management in young adulthood is of importanceiféisudties in the separation-
individuation process may have implications for pleeson’s wellbeing and future
relationships. A greater understanding of this pssamay assist professionals working
with young people. As poor diabetes managemesiased to increased risk of ongoing
complications and premature mortality understantlmgfactors that influence diabetes
management is critical in order to appropriateistsyoung adults with the challenges

related to managing their diabetes.
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7.1 Appendix A: Participant Information and Consent Fon

for Participants with Type 1 Diabetes
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Participant Information and Consent Form
Version 3 Dated 22.05.2008
Site: Western Health / Victoria University / Royal Melbourne Hospital

Full Project Title: Adjustment in Young Women with and without Type 1 Diabetes

Principal Researcher: Professor Sandra Lancaster
Associate Researcher(s): Associate Professor Shane Hamblin
Cheryl Steele
Associate Professor Peter Colman
Student Researcher(s): Hege K. Andreassen

Sonal Sachdeva

This Participant Information and Consent Form is 6 pages long. Please make sure you have
all the pages.

1. Your Consent

You are invited to take part in this research project.

This Participant Information contains detailed information about the research project. Its
purpose is to explain to you as openly and clearly as possible all the procedures involved in
this project before you decide whether or not to take part in it.

Please read this Participant Information carefully. Feel free to ask questions about any
information in the document. You may also wish to discuss the project with a relative or
friend or your local health worker. Feel free to do this.

Once you understand what the project is about and if you agree to take part in it, you will be
asked to sign the Consent Form. By signing the Consent Form, you indicate that you
understand the information and that you give your consent to participate in the research
project.

You will be given a copy of the Participant Information and Consent Form to keep as a
record.

2. Purpose and Background

There are two purposes of this project:

a) To examine how young women become more independent and autonomous and how this
affects people with and without a chronic iliness such as Type 1 diabetes.

b) To understand more about how young women think about their bodies, how that might
affect eating related behaviour and whether these issues create more difficulties for young
women with Type 1 diabetes

A total of 120 people will participate in this project.

Previous research has shown that during the time when young adults become more
independent a number of factors such as their mood and their relationship with parents and
their friends are important. There has been no research that has tried to understand more
about the experience of becoming more independent when you are a young woman with a
chronic illness such as Type 1 diabetes. Eating behaviour and how young women think about
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their bodies are also relevant issues in this period of life. Family influences, relationships with
friends, personality and mood are important factors that influence our eating behaviour.
Management of diabetes requires young women to pay particular attention to the food they
eat and this may be a further pressure. It is possible that these factors may affect
management and control of the diabetes.

You are invited to participate in this research project because your experience of the issues
described above will help us to get a better understanding of independence and eating
behaviour and the impact of having Type 1 diabetes over a period of time.

This project will be done as a part of the above mentioned students’ post-graduate research.

3. Procedures

Participation in this project will involve completing a questionnaire booklet. Questions will be

about relationships with friends and family, your mood, independence and eating behaviour.

In addition to this there will also be questions about your experience and the management of
diabetes. Most questions will require you to tick or circle one of the possible responses. It will
take approximately 45 minutes to answer all the questions.

Participation in this research will also involveuya@onsent for researchers to access your medicafds. The only
medical information necessary for our research lvéllour recent metabolic control as assessedycpgylated
hemoglobin (HbAlc).

4, Possible Benefits

Participating in this study will not benefit you directly; however, results of this study may
offer benefits to young women in the future. Results of the study may contribute to greater
understanding of independence and eating behaviour in young women and help professionals
offer appropriate services to young women with diabetes.

5. Possible Risks

There are no expected risks associated with this study; however it is possible that some
people may find certain questions distressing. If you are upset by any of the questions let
the researchers know and they will suggest ways that you could obtain help.

At any point you may withdraw your participation in this study.

6. Privacy, Confidentiality and Disclosure of Information

Any information obtained in connection with this project will remain confidential. It will only
be disclosed with your permission, except as required by law (e.g. possible harm to self or
others). Only the results from the group of participants will be written up and published. No
individuals will be identified in the writing up of the results. Information and data collected
will be stored in locked filing cabinets in the psychology department of Victoria University.
Only student researchers and the principal researcher will have access to the data.

7. Results of Project

If you would like to know the results of the study at the completion of the project we will
send you a general summary of the results. To receive this summary you need to provide
your contact details in the questionnaire booklet.
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8. Further Information or Any Problems

If you require further information or if you have any problems concerning this project you
can contact the principal researcher.

Principal researcher: Professor Sandra Lancaster Ph: (03) 9919 2397

Email: sandra.lancaster@vu.ede.au

9. Other Issues

If you have any complaints about any aspect of the project, the way it is being conducted or
any questions about your rights as a research participant, then you may contact

Name: Dr Stacey Gabriel
Position: Manager, Mental Health Human Research Ethics Committee
Telephone: (03) 9342 7098

You will need to tell Dr Stacey Gabriel the hame of one of the researchers given in
section 8 above.

Or
Name: the Secretary
Position: Secretary, Victoria University Human Research Ethics Committee

Telephone: (03) 9919 4710

10. Participation is Voluntary

Participation in any research project is voluntary. If you do not wish to take part you are not
obliged to. If you decide to take part and later change your mind, you are free to withdraw
from the project at any stage.

Your decision whether to take part or not to take part, or to take part and then withdraw, will
not affect your relationship with Western Hospital, Royal Melbourne Hospital or Victoria
University.

Before you make your decision, a member of the research team will be available to answer
any questions you have about the research project. You can ask for any information you
want. Sign the Consent Form only after you have had a chance to ask your questions and
have received satisfactory answers.

If you decide to withdraw from this project, please notify a member of the research team
before you withdraw.

11. Ethical Guidelines

This project will be carried out according to the National Statement on Ethical Conduct in
Research Involving Humans (June 1999) produced by the National Health and Medical
Research Council of Australia. This statement has been developed to protect the interests of
people who agree to participate in human research studies.The ethical aspects of this
research project have been approved by the Human Research Ethics Committee of
Melbourne Health and Victoria University.
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CONSENT FORM
VERSION 3 DATED 22.05.2008

SITE WESTERN HEALTH / VICTORIA UNIVERSITY / ROYAL M ELBOURNE HOSPITAL

Full Project Title: Adjustment in Young Women with and without Type 1 Diabetes

I have read, and I understand the Participant Information version 3 dated 22/05/08.
Please tick boxes when signing the consent form:

I freely agree to participate in this project according to the conditions in the Participant
Information, including completion of questionnaire booklet.  [] Yes ] No

I freely agree to the researchers obtaining information regarding my recent metabolic control
(glycosylated hemoglobin) from my medical records. [] Yes 1 No

I will be given a copy of the Participant Information and Consent Form to keep

The researcher has agreed not to reveal my identity and personal details if information about
this project is published or presented in any public form.

Participant’s Name (printed) ...

Signature Date

Name of Witness to Participant’s Signature (printed) .........ccoceveveiiiiiiicieccee

Signature Date

Declaration by researcher*: I have given a verbal explanation of the research project, its
procedures and risks and I believe that the participant has understood that explanation.

Researcher’s Name (printed) ..o
Signature Date

* A senior member of the research team must provide the explanation and provision of
information concerning the research project.

Note: All parties signing the Consent Form must date their own signature.
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CONSENT FORM
VERSION 3 DATED 22.05.2008

SITE WESTERN HEALTH / VICTORIA UNIVERSITY / ROYAL M ELBOURNE HOSPITAL

Full Project Title: Adjustment in Young Women with and without Type 1 Diabetes

I have read, and I understand the Participant Information version 3 dated 22/05/08.
Please tick boxes when signing the consent form:

I freely agree to participate in this project according to the conditions in the Participant
Information, including completion of questionnaire booklet. [ Yes 1 No

I freely agree to the researchers obtaining information regarding my recent metabolic control
(glycosylated hemoglobin) from my medical records. [] Yes 1 No

I will be given a copy of the Participant Information and Consent Form to keep

The researcher has agreed not to reveal my identity and personal details if information about
this project is published or presented in any public form.

Participant’s Name (printed) ......cccooeveiiiiiieeecece e

Signature Date

Name of Witness to Participant’s Signature (printed) ........c.ccooooiiiiiiiiiiee

Signature Date

Declaration by researcher*: I have given a verbal explanation of the research project, its
procedures and risks and I believe that the participant has understood that explanation.

Researcher’s Name (printed) ..o
Signature Date

* A senior member of the research team must provide the explanation and provision of
information concerning the research project.

Note: All parties signing the Consent Form must date their own signature.
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Revocation of Consent Form

Full Project Title: Adjustment in Young Women with and without Type 1 Diabetes

I hereby wish to WITHDRAW my consent to participate in the research proposal described
above and understand that such withdrawal WILL NOT jeopardize any treatment or my
relationship with Western Hospital or Victoria University.

Participant’s Name (printed) ..o

Signature Date
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7.2 Appendix B: Participant Information and Consent Fon

for Participants without Type 1 Diabetes
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Participant Information and Consent Form
Version 2 Dated 13.06.2007
Site: Western Health / Victoria University

Full Project Title: Adjustment in Young Women with and without Type 1
Diabetes

Principal Researcher: Professor Sandra Lancaster
Associate Researcher(s): Associate Professor Shane Hamblin
Student Researcher(s): Hege K. Andreassen

Sonal Sachdeva

This Participant Information and Consent Form is 6 pages long. Please make sure
you have all the pages.

1. Your Consent
You are invited to take part in this research project.

This Participant Information contains detailed information about the research
project. Its purpose is to explain to you as openly and clearly as possible all the
procedures involved in this project before you decide whether or not to take part in
it.

Please read this Participant Information carefully. Feel free to ask questions about
any information in the document. You may also wish to discuss the project with a
relative or friend or your local health worker. Feel free to do this.

Once you understand what the project is about and if you agree to take part in it,
you will be asked to sign the Consent Form. By signing the Consent Form, you
indicate that you understand the information and that you give your consent to
participate in the research project.

You will be given a copy of the Participant Information and Consent Form to keep
as a record.

2. Purpose and Background
There are two purposes of this project:

a) To examine how young women become more independent and autonomous and
how this affects people with and without a chronic illness such as Type 1 diabetes.

b) To understand more about how young women think about their bodies, how that
might affect eating related behaviour and whether these issues create more
difficulties for young women with Type 1 diabetes.

A total of 120 people will participate in this project.

Previous research has shown that during the time when young adults become more
independent a number of factors such as their mood and their relationship with
parents and their friends are important. There has been no research that has tried
to understand more about the experience of becoming more independent when you
are a young woman. Eating behaviour and how young women think about their
bodies are also relevant issues in this period of life. Family influences, relationships
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with friends, personality and mood are important factors that influence our eating
behaviour.

You are invited to participate in this research project because your experience of
the issues described above will help us to get a better understanding of
independence and eating related behaviour in young women.

This project will be done as a part of the above mentioned students’ post-graduate
research.

3. Procedures

Participation in this project will involve completing a questionnaire booklet.
Questions will be about relationships with friends and family, your mood,
independence, and eating behaviour and most questions will require you to tick or
circle one of the possible responses. It will take approximately 45 minutes to
answer all the questions.

4. Possible Benefits

Participating in this study will not benefit you directly; however, results of this
study may offer benefits to young women in the future. Results of the study may
contribute to greater understanding of independence and eating behaviour in young
women and help professionals offer appropriate services to young women with and
without diabetes.

5. Possible Risks

There are no expected risks associated with this study, however; it is possible that
some people may find certain questions distressing. If you are upset by any of the
questions let the researcher know and they will suggest ways that you could obtain
help.

At any point you may withdraw your participation in this study.

6. Privacy, Confidentiality and Disclosure of Information

Any information obtained in connection with this project will remain confidential. It
will only be disclosed with your permission, except as required by law (e.g. possible
harm to self or others). Only the results from the group of participants will be
written up and published. No individuals will be identified in the writing up of
results. Information and data collected will be stored in locked filing cabinets in the
psychology department of Victoria University. Only student researchers and the
principal researcher will have access to the data.

7. Results of Project

If you would like to know the results of the study at the completion of the project
we will send you a general summary of the results. To receive this summary you
need to provide your contact details in the questionnaire booklet.

8. Further Information or Any Problems

If you require further information or if you have any problems concerning this
project you can contact the principal researcher.

Principal researcher: Professor Sandra Lancaster Ph: (03) 9919 2397

Email: sandra.lancaster@vu.edu.au
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9. Other Issues

If you have any complaints about any aspect of the project, the way it is being
conducted or any questions about your rights as a research participant, then you
may contact

Name: Dr Stacey Gabriel
Position: Manager, Mental Health Human Research Ethics Committee
Telephone: (03) 9342 7098

You will need to tell Dr Stacey Gabriel the name of one of the researchers given in
section 8 above.

Or

Name: the Secretary

Position: Secretary, Victoria University Human Research Ethics
Committee

Telephone: (03) 9919 4710

10. Participation is Voluntary

Participation in any research project is voluntary. If you do not wish to take part
you are not obliged to. If you decide to take part and later change your mind, you
are free to withdraw from the project at any stage.

Your decision whether to take part or not to take part, or to take part and then
withdraw, will not affect your relationship with Western Hospital or Victoria
University.

Before you make your decision, a member of the research team will be available to
answer any questions you have about the research project. You can ask for any
information you want. Sign the Consent Form only after you have had a chance to
ask your questions and have received satisfactory answers.

If you decide to withdraw from this project, please notify a member of the research
team before you withdraw.

11. Ethical Guidelines

This project will be carried out according to the National Statement on Ethical
Conduct in Research Involving Humans (June 1999) produced by the National
Health and Medical Research Council of Australia. This statement has been
developed to protect the interests of people who agree to participate in human
research studies.

The ethical aspects of this research project have been approved by the Human
Research Ethics Committees of Melbourne Health and Victoria University.
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CONSENT FORM
VERSION 2 DATED 13.06.2007
SITE: WESTERN HEALTH / VICTORIA UNIVERSITY

Full Project Title: Adjustment in Young Women with and without Type 1
Diabetes

I have read, and I understand the Participant Information version 2 dated
24/04/07.

Please tick box when signing the consent form:

I freely agree to participate in this project according to the conditions in the
Participant Information, including completion of questionnaire booklet. [] Yes

] No
I will be given a copy of the Participant Information and Consent Form to keep.

The researcher has agreed not to reveal my identity and personal details if
information about this project is published or presented in any public form.

Participant’s Name (printed) ..o

Signature Date

Name of Witness to Participant’s Signature (printed) ......cccooeeiiiiecci e

Signature Date

Declaration by researcher*: I have given a verbal explanation of the research
project, its procedures and risks and I believe that the participant has understood
that explanation.

Researcher’'s Name (printed) ...
Signature Date

* A senior member of the research team must provide the explanation and
provision of information concerning the research project.

Note: All parties signing the Consent Form must date their own signature.

155



CONSENT FORM
VERSION 2 DATED 13.06.2007
SITE: WESTERN HEALTH / VICTORIA UNIVERSITY

Full Project Title: Adjustment in Young Women with and without Type 1
Diabetes

I have read, and I understand the Participant Information version 2 dated
24/04/07.

Please tick box when signing the consent form:

I freely agree to participate in this project according to the conditions in the
Participant Information, including completion of questionnaire booklet. [] Yes

] No
I will be given a copy of the Participant Information and Consent Form to keep.

The researcher has agreed not to reveal my identity and personal details if
information about this project is published or presented in any public form.

Participant’s Name (printed) ....cccccoeevieiie e

Signature Date

Name of Witness to Participant’s Signature (printed) ..o

Signature Date

Declaration by researcher*: I have given a verbal explanation of the research
project, its procedures and risks and I believe that the participant has understood
that explanation.

Researcher’s Name (printed) ...
Signature Date

* A senior member of the research team must provide the explanation and
provision of information concerning the research project.

Note: All parties signing the Consent Form must date their own signature.
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Revocation of Consent Form

Full Project Title: Adjustment in Young Women with and without Type 1
Diabetes

I hereby wish to WITHDRAW my consent to participate in the research proposal
described above and understand that such withdrawal WILL NOT jeopardize any
treatment or my relationship with Western Hospital or Victoria University.

Participant’s Name (printed) ..o

Signature Date

157



7.3 Appendix C: Background Questionnaire
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This section asks personal information about you.

1) Date of birth: (] JCICIC]  2) Today’s date:l I O]

3) For each question, please circle one of the optians
Highest education level reached:

Completed Primary School

Year 7 Year8 Year9
Completed Secondary School

Year 10 Year 1l Yearl2

Tertiary Education — please specify

4) Marital Status:

a) Single ] b) Married ]
c) Divorced/Separated [ ] d) De-Facto L]
e) Other[_] -please specify

5) Living Arrangements:

a) With Parent (s) L] b) With Housemate (s)
c) With Partner L] d) Alone
e) Other[_] -please specify

L1

6) Current Employment Status, please circle and spegif

a) Unemployed
b) Part-time employment for hours per weelts

c) Full-time employment as

d) Student: Secondary Tertiary:
Degree/Course:
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7) In which country were you born?

a) Australia L]
b) Other [ ] -please specify

8) Which of the following ethnic groups best describegou?

a) Caucasian (Anglo-Saxon, European)
b) Aboriginal/Torres Strait Islander
b) African (non-Arabic)
c) North African (Middle East region)
d) East Asian (e.g. India, Pakistan, Bangladesh, Branka)
e) Far East Asian and South East Asian
(e.g. China, Japan, Korea, Philippines, Indonesia)
f) Polynesia
g) Other [_] -please specify

9) What is your order in the family:

a) I Born ] b) 2" born ]
c) 39 Born ] d) 4" born ]
e) Other[_] -please specify
10)Weight kg: or pounds:
11)Height m/cm: or feet/inches:
12)At what age were you diagnosed with Diabetes:
13)Current Treatment Regimen:
a) Insulin Pump L] b) Insulin Injections

O oo
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14)Frequency of diabetes clinic attendance:

a) Once a week L] b) Once a fortnight L]
c) Once a month ] d) Once every two months ]
e) Once every six months L] f) Once a year L]
g) Less than once a year ]

15)At what age did you begin managing your insulin medation?

16)At what age did you begin managing your diet?

17)Have you ever been hospitalised in relation to youtdiabetes in the last 3
years?

a)Yes []
If yes, please specify the reason for your admissio
byNo []

18)Have you ever experienced any complication as a rdsof your diabetes?

a)Yes []
If yes, please specify
byNo []
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7.4 Appendix D: The Separation-Individuation Process

Inventory (S-IPI)
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Please tick the appropriate box. On a rating sulald) please rate howharacteristic
each statement is of you or of other people in gera. 10 is very characteristic and 1
is not at all characteristic.

When people really care for someone, they often

L feel worse about themselves.
When someone gets too emotionally close to
2.
another person, they often feel lost.
3 When people get really angry at someone, thely
" often feel worthless.
4 It is when people start getting emotionally closg
" to someone that they are most likely to get hurt.
5 People need to maintain control over others to
" keep from being harmed.
6 | find that people seem to change whenever | get
" to know them.
7 It is easy for me to see both good and bad
" qualities that | have at the same time.
8 | find that people either really like me or they
" hate me.
| find that others often treat me as if | am only
9. ; .
there to meet their every wish.
| find that | really vacillate between really lilgn
10. L
myself and really disliking myself.
11 When | am by myself, | feel that something is

missing.

12. | need other people around me to not feel empty

| sometimes feel that part of me is lost whenever

13. .
| agree with someone else.

Like others, whenever | see someone | really
14. respect and to whom | look up, | often feel worse
about myself.

15 | find it easy to see myself as a distinct

individual.
16 Whenever | realise how different | am from my,
" parents, | feel very uneasy.
In my experience, | almost always consult my
17. . ; L
mother before making an important decision.
18 | find it relatively easy to make and keep

commitment to other people.
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10

19.

| find that, when | get emotionally close to
someone, | occasionally feel like hurting myse

20.

| find that either | really like someone or | can't
stand them.

21.

| often have dreams about falling that make m
anxious.

22.

| find it difficult to form mental pictures of
people significant to me.

23.

| have on more than one occasion seemed to
wake up and find myself in a relationship with
someone, and not be sure of how or why | am
the relationship.

in

24.

| must admit that, when | feel lonely, | often fee
like getting intoxicated.

25.

Whenever | am very angry with someone, | fee
worthless.

26.

If I were to tell my deepest thoughts, | would fe
empty.

el

27.

In my experience, people always seem to hate
me.

28.

Whenever | realise how similar | am to my
parents, | feel very uneasy.

29.

Often, when | am in a close relationship, | find
that my sense of who | am gets lost.

30.

| find it difficult to see others as having both
good and bad qualities at the same time.

31.

| find that the only way that | can be me isto b
different from other people.

w

32.

| find that when | get emotionally too close to
someone, | sometimes feel that | have lost a p
of who | am.

art

33.

Whenever | am away from my family, | feel ver
uneasy.

34.

Getting physical affection itself seems more
important to me than who gives it to me.

35.

| find it difficult to really know another person
well.

36.

| find that it is important for me to have my
mother’s approval before making a decision.
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1 8 10
I must admit that when ever | see someone else’s
37.
faults | feel better.
| am tempted to try to control other people in
38.
order to keep them close to me.
39 I must admit that whenever | get emotionally

close to someone | sometimes want to hurt the

m.
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7.5 Appendix E: The Inventory of Parent and Peer Attatient

(IPPA)
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The questions below ask you abgatr relationship with your mother. Pleaselace
a tick in the appropriate box.

AIESt Sometimes  Seldom e
always or  Often true true true never or
always true never true
1. My mother respects my feelings
2 | feel my mother is successful as a
" parent
I wish | had a different mother
4. My mother accepts me as | am
5 I have to rely on myself when |
" have a problem to solve
I like to get my mother’s point of
6. view on things I'm concerned
about
7 | feel it's no use letting my feelings
" show
8 My mother senses when I'm upset
" about something
Talking over my problems with my
9. mother makes me feel ashamed or
foolish
10. My mother expects too much of me
11. | get upset easily at home
| get upset a lot more than my
12.
mother knows about
When we discuss things, my
13. . ; .
mother considers my point of view
14. My mother trusts my judgement
15 My mother has her own problems
" so | don't bother her with mine
16 My mother helps me to understand
" myself better
17 I tell my mother about my
" problems and troubles
18. | feel angry with my mother
19. Idon't get much attention at home
My mother encourages me to talk
20. e
about my difficulties
21. My mother understands me
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Almost . Almost
Sometimes  Seldom
always or  Often true true true never or
always true never true
I don’'t know whom | can depend
22.
on these days
When | am angry about something,
23.  my mother tries to be
understanding
24. | trust my mother
o5 My mother doesn’t understand
" what I'm going through these days
26 | can count on my mother when |
" need to get something off my chest
27. | feel that no one understands me
o8 If my mother knows something is
" bothering me, she asks me about|it
The questions below ask you abgatr relationships with your closest friends
Pleaseplace a tick in the appropriate box
Almost . Almost
always or  Often true Sort?ﬁgmes Sterlggm never or
always true never true
I like to get friends’ point of view
1. . ,
on things I'm concerned about
2 My friends sense when I'm upset
" about something
3 When we discuss things, my
" friends consider my point of view
Talking over my problems with my
4. friends makes me feel ashamed ar
foolish
5. lwish I had different friends
6. My friends understand me
7 My friends encourage me to talk
" about my difficulties
8. My friends accept me as | am
9 | feel the need to be in touch with
" my friends more often
10 My friends don’t understand what

I’'m going through these days
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Almost . Almost
Sometimes  Seldom
always or  Often true true true never or
always true never true
| feel alone or apart when | am Wilh
11. .
my friends
12 My friends listen to what | have to
" say
13. | feel my friends are good friends
14. My friends are fairly easy to talk tp
15 When | am angry about something,
" my friends try to be understanding
My friends help me to understand
16.
myself better
17 My friends are concerned about my

well-being

18. | feel angry with my friends
19 | can count on my friends when |
" need to get something off my chest
20. | trust my friends
21. My friends respect my feelings
22 | get upset a lot more than my
" friends know about
It seems as if my friends are
23. . .
irritated with me for no reasons
24 | tell my friends about my
" problems and troubles
o5 If my friends know something is

=3

bothering me. They ask me about|i
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7.6 Appendix F: The Parental Bonding Instrument (PBI)
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This section lists various attitudes and behaviofifgarentsAs you remember your
Mother in your first 16 years place a tick in the nost appropriate boxnext to each

question.
. Moderately  Moderately Very
very like like unlike unlike
1 Spoke to me with a warm and friend|y
" voice
2. Did not help me as much as | needed
Let me do things | liked doing
4. Seemed emotionally cold to me
5 Appeared to understand my problems
" and worries
6. Was affectionate to me
7.  Liked me to make my own decisions
8. Did not want me to grow up
9. Tried to control everything | did
10. Invaded my privacy
11. Enjoyed talking things over with me
12. Frequently smiled at me
13. Tended to baby me
Did not seem to understand what |
14.
needed or wanted
15. Let me decide things for myself
16. Made me feel | wasn't wanted
17 Could make me feel better when | was
" upset
18. Did not talk with me very much
19. Tried to make me dependent on her
20 Felt | could not look after myself
" unless she was around
Gave me as much freedom as |
21.
wanted
22. Let me go out as often as | wanted
23. Was overprotective of me
24. Did not praise me
25. Let me dressin any way | pleased
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7.7 Appendix G: Depression Anxiety and Stress Scale %)

172



Please read each statement @ncle a number 0, 1, 2, or 3vhich indicatediow
much the statement applied to yowver the past week. There a@ right or wrong
answersso do not spend too much time on each statement.

The rating scale is as follows:

0 = Did not apply to me at all

1 = Applied to me to some degree, or some of theng

2 = Applied to me to a considerable degree, or a gd part of the time
3 = Applied to me very much, or most of the time

. Applied to me
Ap?ges(l;cq)eme toa Applied to me
Did not apply dearee. or considerable very much, or
to me at all sorﬁe Of‘ the degree, or a most of the
— good part of time
the time
2. lwas aware of dryness of my mouth 0 1 2 3
3 | cop]dn't seem to experience any 0 1 5 3
positive feeling at all
| experienced breathing difficulty
4 (e.g., excessively rapid breathing, 0 1 2 3
" breathlessness in the absence of
physical exertion)
5. ljust couldn't seem to get going 0 1 2 3
7 I had a feeling of shakiness (e.g., legs 0 1 2 3

going to give way)

| found myself in situations that made
9. me so anxious | was most relieved 0 1 2 3
when they ended

| felt that | had nothing to look

10. forward to 0 ! 2 s

13. Ifelt sad and depressed 0 1 2 3

15. 1 had a feeling of faintness 0 1 2 3
| felt that | had lost interest in just

16. about everything 0 1 2 3

17. Ifelt I wasn't worth much as a person 0 1 2 3

| perspired noticeably (e.g., hands
19. sweaty) in the absence of high 0 1 2 3
temperatures or physical exertion

20. | felt scared without any good reason 0 1 2 3
21. Ifelt that life wasn't worthwhile 0 1 2 3
23. | had difficulty in swallowing 0 1 2 3
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Applied to me

Applied to me

toa Applied to me
Did not apply dg) fgén%r considerable very much, or
to me at all sorﬁe Of’ the degree, or a most of the
time good part of time
the time
| couldn't seem to get any enjoyment
24. out of the 0 1 2 3
things | did
| was aware of the action of my heart
o5 N the absence of physma] exertion 0 1 5 3
(e.g., sense of heart rate increase,
heart missing a beat)
26. | felt down-hearted and blue 0 1 2 3
28. | felt | was close to panic 0 1 2 3
30. | feared_ tr_lat | would be_z_ thrown" by 0 1 2 3
some trivial but unfamiliar task
31 | was unablt_a to become enthusiastic 0 1 5 3
about anything
34. | felt | was pretty worthless 0 1 2 3
36. | felt terrified 0 1 2 3
37 | could see nothing in the future to be 0 1 5 3
hopeful about
38. | felt that life was meaningless 0 1 2 3
| was worried about situations in
40. which I might panic and make a fool 0 1 2 3
of myself
a1 | experienced trembling (e.g., in the 0 1 5 3
hands)
12 | found it difficult to work up the 0 1 2 3

initiative to do things
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7.8 Appendix H: The Self-Care Inventory Revised (SCR}
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The questions below ask abguiur diabetes self-care activitieandhow often you
have followed recommendations for self-care duringhe past month Please answer
the questions as honestly and accurately as yoarwdplace a tick in the appropriate
box. Your responses will be confidential.

Always do
Never do it Almost Sometimes Almost rtgéso;s
never do it do it always do it
mended,
without fail

How often do you:

1. Exercise regularly

2. Attend clinic appointments

w

Eat recommended food
portions

Adjust insulin

Keep food records

Treat low blood glucose

N|jo|oa k&

Carry quick acting sugar for
lows

©

Read food labels

9. Wear medic alert

10. Check blood glucose with
monitor

11. Eat meals/snacks on time

12. Take insulin at the right time

13. Record blood glucose resuli

7]

14. Check ketones

15. Take correct dose of insulin
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7.9 Appendix I: ATT19 Measure of Psychological Adjustmte

to Diabetes
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This section contains questions related to howfgeliabout diabetes and its effect on
your life. There ar@o right or wrong answersso do not spend too long on each

guestion. For each question please circle oneedité possible answers.

disagree | | don't | | COIEE
. agree com-
com- disagree  know letel
pletely P y

1 If |.dld not have diabetes | think | would be 1 2 3 4 5
quite a different person.

2. | dislike being referred to as “a diabetic”. 1 2 3 4 5

3 Diabetes is the worst thing that has happened 1 2 3 4 5
to me.

4 Mo;t pegple would find it difficult to adjust to 1 2 3 4 5
having diabetes.

5. | often feel embarrassed about having diabetes. 1 2 3 4 5

6. There is not .much | seem to be able to do to 1 2 3 4 5
control my diabetes.

7 There_ls little hope of leading a normal life 1 2 3 4 5
with diabetes.
The proper control of diabetes involves a lot of

8. o X . 1 2 3 4 5
sacrifice and inconvenience.

9. Itrynotto let people know about my diabetes. 1 2 3 4 5

10. Being told you h.ave. dlabet.es is like being 1 2 3 4 5
sentenced to a life time of illness.

11. My diabetic diet does not really spoil my life. 1 2 3 4 5
In general, doctors need to be a lot more

12. sympathetic in their treatment of people with 1 2 3 4 5
diabetes.

13. Having dlabe_ztes over a long period changes 1 2 3 4 5
the personality.

14. I pften find it difficult to decide whether | feel 1 2 3 4 5
sick or well.

15. Diabetes is not really a problem because it can 1 2 3 4 5
be controlled.

16. T'here is really nothing you can do if you have 1 2 3 4 5
diabetes.

17. There is really no-one | feel | can talk to 1 2 3 4 5
openly about my diabetes.

18. | _belleve | have adjusted well to having 1 2 3 4 5
diabetes.

19. | often think it is unfair that | should have 1 2 3 4 5

diabetes when other people are so healthy.
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7.10 Appendix J: The Diabetes Family Responsibility

Questionnaire (DFRQ)
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In this section we want you think back on how diabetes management was handled
in your family when you were 16 years oldBelow are different tasks or situations
that relate to your diabetes managemethattime. Circle one number from the

three statementsthat best describes the way each task or situatshandled in your
family.

1 = Parent(s) took or initiated responsibility forthis almost all of the time
2 = Parent(s) and | shared responsibility for thisabout equally
3 = | took or initiated responsibility for this almost all of the time

Parent(s) and
Parent(s) Self Self

Situation or task:

1. Remembering day of clinic appointment 1 2 3

2. Telling teachers about diabetes
Remembering to take morning or evening

3. 1 2 3
injection
Making appointments with dentists and other

4, 1 2 3
doctors

5. Telling relatives about diabetes 1 2 3
Taking more or less insulin according to results

6. . 1 2 3
of blood sugar or urine tests
Noticing differences in health, such as weight

7. ; . . 1 2 3
changes or signs of an infection

8. Telling friends about diabetes 1 2 3

9. Noticing the early signs of an insulin reaction 1 2 3

10. Giving insulin injections 1 2 3
Deciding what should be eaten when family has

11. S 1 2 3
meals out (restaurants, friend’s home)

12. Examining feet and making sure shoes fit 1 2 3
properly

13, _Carrylng some form of sugar in case of an 1 2 3
insulin reaction
Explaining absences from school to teachers or

14. 1 2 3
other school personnel

15. Rotating injection site 1 2 3

16. Checking expiration dates on medical supplies 1 2 3
Remembering times when blood sugar or urine

17. 1 2 3
should be tested
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7.11 Appendix K: Poster advertised for participants wiltype 1

diabetes
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Adjustment in Young Women

Professor Sandra Lancaster, Hege Andreassen and Sonal Sachdeva

You are invited to participate in a study being conducted by the above
researchers that is investigating factors related to independence and eating
habits of young women.

We are looking for young women between 18 and 24 years.

If you have been diagnosed with Type 1 Diabetes bef  ore the age of 15
years and don’t have any other chronic illnesses,y  ou are eligible to
participate in this study

* You will be asked to fill in a questionnaire booklet that it is expected to
take no longer than 45 minutes to complete.

If you are interested in taking part in this study please contact:

Hege Andreassen
Mobile: 0405 151 135
Email: hege.andreassen@research.vu.edu.au

Sonal Sachdeva
Mobile: 0423 776 195
Email: sonal.sachdeva@research.vu.edu.au
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7.12 Appendix L: Poster advertised for participants watt Type

1 Diabetes
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Adjustment in Young Women

Professor Sandra Lancaster, Hege Andreassen and Sonal Sachdeva

You are invited to participate in a study being conducted by the above
researchers that is investigating factors related to independence and eating
habits of young women.

We are looking for young women between 18 and 24 years.

You will be asked to fill in a questionnaire booklet that it is expected to take n
longer than 40 minutes to complete.

If you are interested in taking part in this study please contact:

Hege Andreassen
Mobile: 0405 151 135
Email: hege.andreassen@live.vu.edu.au

Sonal Sachdeva
Mobile: 0423 776 195
Email: sonal.sachdeva@live.vu.edu.au

(0]
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7.13 Appendix M: Results from Hierarchical Regression
Analysis for Model 1 (Factors Influencing Separatie
Individuation in Young Adult Women) with Transforngd

variables
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Table 7:Hierarchical Regression Model 1 (Factors InfluergiBeparation-Individuation in Young Adult Womerthwiransformed

Variables
Predictor B Sk B R? change F chande
Step 1 157 9.590***
Perceived Maternal Care -13.760 4,617 -.320**
Perceived Maternal 631 618 118
Overprotection
Step 2 .011 1.354
Perceived Maternal Care -8.456 6.482 -.197
Perceived Maternal 413 659 072
Overprotection
Current Attachment to Mother -4.642 3.988 -.186
Step 3 .243 20.625%**
Perceived Maternal Care -5.886 5.558 -.137
Perceived Maternal 157 566 027
Overprotection
Current Attachment to Mother .604 3.488 .024
Attachment to Peers -.719 .305 -.212*
Depressive Symptoms 16.126 2.899 AB9***
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Table 7 (continued)

Predictor Sk B R? change F chande
Step 4 .003 478
Perceived Maternal Care 5.574 -.134
Current Attachment to Mother 3.512 .015
Attachment to Peers 312 -.225*
Depressive Symptoms 2.916 AT 4F**
Diagnosis of Type 1 Diabetes 8.333 -.057

Transformed Variables: Perceived Maternal CarerefirAttachment to Mother; Depressive Symptoms.

* p<.05; *p<.01; ** p<.001.
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7.14 Appendix N: Results from Hierarchical Regression
Analysis for Model 2 (Factors Influencing Diabetes
Management in Young Adult Women) with Transformed

variables
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Table 8:Hierarchical Regression for Model 2 (Factors Inflwéng Diabetes Management in Young Adult Womeih) Tvainsformed

Variables
Predictor B Sk B R? change F chande
Step 1 .007 280
lliness Duration (in years) -.210 .397 -.083
Step 2 .000 .003
lliness Duration (in years) -.215 410 -.085
Perception of Past Parental Involvement -.020 .346 -.010
Step 3 .202 3.065*
lliness Duration (in years) -.241 .382 -.096
Perception of Past Parental Involvement .081 .329 038.
Separation-Individuation .007 .046 .027
Depressive Symptoms -1.785 1.854 -.210
Acceptance of Having Diabetes .316 .204 .304

NOte. N= 42.adf Step]_: 1, 40,df$tep2= 1, 39,df$tep3= 3, 36.

Transformed variable: Depressive Symptoms.

* p<.05.
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