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ABSTRACT
Family Adaptation to Care of Elderly
Parents
February, 1985

Georgia Sassen, B.A.

,

Wesleyan University

M.S., University of Massachusetts
Ph.D., University of Massachusetts

Directed by:

Professors Castellano Turner and David Todd

This study sought to provide clinicians with a
detailed understanding of families in which adult children are
caring for elderly relatives,

While large scale survey studies have documented the
existence of
"caregiver strain" and conflict in such families, they have
provided
little clinical discussion.

This qualitative study brought family

systems and psychodynamic theory to bear on hypotheses arising from the

gerontology literature on caregiving families.
Six families of elderly unmarried patients in a general hospital

were interviewed at the time the elder was being discharged from the
hospital.

Respondents received a structured interview, the Early

Memories Test, and follow-up interviews.

A combined family systems

and psychodynamic approach was used to analyze the family's coping
and adaptation to the developmental task of becoming caregivers to

elderly parents. Hypotheses were:

(1)

Families do not make a clear,

shared decision about parent-care; (2) Lifelong patterns of object

relations and personal styles of coping with loss influence each

V

sibling's role in parent-care;

(3)

Value judgements are based on these

role assignments; and (4) A cycle can
be identified in the dysfunctional

family system, in which the burden of
care is concentrated on one
sibling, who resents this position and
alienates other family members.
This increases the caregiver's isolation
and thus his or her resent-

ment, which leads to further conflict in the
family.

Individual

coping and defensive styles accelerate this
dysfunctional cycle.
Family decisions were unclear and usually unshared,
as predicted,
and appeared to be determined more by individual
existing coping styles

than by any conscious weighing of the current situation
by the whole
family.

Value judgements were made by family members, but had less

impact than expected.

Early object relations and personal styles

of coping with loss had considerable impact.

Siblings with poorly

matched styles of coping reported major conflict, which accelerated
as predicted.

The sex of siblings was strongly related to their

coping styles, and thus in turn to the extent of their conflict or

cooperation.

The hypothesized cycle of conflict and isolation occurred

almost invariably between opposite-sex siblings, while same-sex

siblings often reported increased closeness.
Suggestions for family systems intervention with late-life families
are made.

vi
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INTRODUCTION

This dissertation begins where the existing
studies of family
care of the elderly leave off.

It seeks to answer some of the

questions which are raised for clinicians by
the large quantitative
studies of family caregiving.

By answering some of these questions it

seeks to provide a framework for intervention with
caregiving families.
By using a qualitative methodology, this study
seeks to understand

the family's experience of caregiving.

By using a subject pool which

has not necessarily sought clinical intervention, it seeks
to understand
a range of

adaptations to caregiving, from very poor coping to

successful coping.

Questions Regarding Caregiving Families
Studies of large numbers of caregiving families have almost

unanimously cited the extreme stress on family members when a frail
elder must be cared for (Horowitz and Dobroff
Thurnher, 1979; Zarit

ejt

al

.

,

,

1982; Robinson and

These studies raise questions

1980).

for the clinician which such large studies, based on objective

questionnaire data, cannot answer.

For example, Zarit

et_

al

.

family conflict as an ingredient in the stress of caregivers.
are the roots of these conflicts?

cite

What

Do some caregiving families

experience less conflict than others?

If so, why?

Are there particular

family configurations which experience more conflict than other family

configurations?

IX

Gerontologists generally conclude that one
adult child does most
of the caregiving of an elderly
parent if there is no spouse to

care for him or her.

Some comments have been made as to which

child is the "chosen- or "responsible"
child.

But little research

is concerned with how that child falls
into the role of chief

caregiver.

Some clinicians and human service workers proceed
as

though a family generally makes
caregiver.

a

conscious choice of who will be the

This study suggests that this is rarely the case.

Finally, the question of who is the caregiver is intertwined
with

questions about family conflict.

Does the process by which one

person becomes the chief caregiver suggest the level of conflict which
will ensue?

What intra- and interpersonal forces seem to fuel these

conflicts, and what forces are in play in cases where there is

cooperation rather than anger?

These are the questions we explore in

the following pages.

Hypotheses and New Hypotheses
The questions above were raised by clinical experience and by the

results of large survey studies.

To answer them, a family systems

approach and a qualitative methodology are used.

Thus, the hypotheses

represented below are used the way family therapists use hypotheses in
family sessions (Selvini-Palozolli

e_t

al_.

,

1978)

.

A hypothesis is not

put forward to be tested as it is in the physical sciences.
it

Rather,

is put forward as a statement about a situation which can be

refined by the data the situation presents.

This is actually closer

to the concept of hypothesis put forward by the originators of

X

scientific method, and only recently distorted
by

a

scientific climate

in which a study is seen as a failure
if it does not confirm its

hypothesis (Todd, 1984).

Family therapists constantly refine

hypotheses based on the reactions of families to their
interventions
based on these hypothetical understandings.
The hypotheses in this study suggest a chain of events
by which
the family gradually arrives at the kind of dysfunctional,

inequitable arrangmenents described in the literature on family

caregiving (Zarit £t al

.

,

1980; Horowitz and Dobroff,

1982; Robinson

and Thurnher, 1979) or at an equitable arrangements which is apparently

more unusual.

Briefly stated, the chain of hypothesis is as follows:

(1)

Families do not make a clear, shared decision about parent-care;

(2)

Lifelong patterns of object relatedness and personal styles of

coping with loss influence each sibling's role in parent-care;

judgments are made based on these role assignments; and

(4)

(3)

Value

A cycle

begins, in which the burden of care is concentrated on one sibling,

who resents this position and alienates other family members.

This

increases the caregiver's isolation and thus his or her resentment,

which leads to further rifts in the family.
These hypotheses are explored through a structured interview
format for interviewing caregivers and through interviews with

caregivers' siblings which provide the perspective of those who are
less involved in the parent's care.

Use of the Early Memories Test

helps to bring out some of the unconscious processes at work in the
caregivers.

This helps to explain some of the seemingly contradictory
xi

situations in which the child who most
dislikes his parent is the most
loyal, or the family member who lives
the farthest away moves

several thousands miles to care for a
parent even though three siblings
live in the same county as the parent.

Understanding the Caregiving Family
The results of thexe interviews and projective
tests suggest some

unexpected conclusions and some that were predicted.

Family

decisions do appear to be determined more by individuals'
existing
coping styles than by any conscious weighing of the
current situation
by the whole family.

The presence or absence of a large number of family

members at a family meeting does indicate to some extent how much the
caregiving will be shared.

And the family's history of gathering, even

for social occasions, influences the communication channels that will be

open in this family transition.
Value judgments are made by family members and non-family members
about who is the "good child" and who is not.

But these seem to

have less of an impact on the ensuing family dramas than certain other
factors.

Early object relations, and personal styles of coping with

loss which are based in these early experiences, have a great deal
of impact.

Incongruent styles of coping between two siblings almost

invariably lead to major conflict.

But in some cases very different

personal styles are overcome and cooperation is possible.

The factor

of trust and trustworthiness in families explains one such case with

such precision that this factor is explored as a "family strength"

which can be brought to parent care, even though it was not identified
xii

.

specifically in the design of the research.

Another unexpected finding regards the
patterns of conflict in
families.

The sex of siblings seemed strongly related
to their

coping styles, and thus, in turn, to the extent
of their conflict or
cooperation.
parent.

Sisters generally grew closer through caring for
a

But opposite-sex pairs of siblings grew further
apart, even

to the point of speaking only through lawyers.

Brothers either grew

closer despite previous distance, or stayed the same in their
relationship to one another.

A brother who had only a sister wished

both consciously and in his Early Memories responses
relatives.

—

—

for male

These conflicts seemed related to the siblings' preference

for denial or reparation as ways of coping with impending object

loss

Once these conflicts are established, a systemic perspective

helps to explain the rigidity with which roles and positions remain
fixed.

While in one family trust and trustworthiness allow two

siblings to overcome differences in their styles of dealing with
problems, in another family double-binds and paradoxical requests

make it impossible for siblings to move past their frustrated,

resentful experience of inequitably delegated roles.

Although the family

therapy literature focuses primarily on double-binds between parents and

children in nuclear families, we extend that concept to the relationships between adult siblings dealing with a late life multigenerational
problem.

xiii

Thus, this dissertation "opens up" six
families to the reader's
view.

They are families which, for the most part,
seem to typify

the families described in large scale
studies of caregivers of the

elderly.

They are stressed; the care is carried out, in
most

cases, by one primary caregiver; the elders involved
are usually

women, and the primary caregivers are usually, but
not always,
women.

But at the level of analysis attempted here, there
is no

"typical" family.

While certain trends are established, each

family's uniqueness is also brought out.

For this reason, direct

quotations from the caregivers' narratives, and from their siblings'
interviews are included wherever possible.

It is hoped that this

provides some sense of the experience of the speakers.
VJe

already know that caregivers in large numbers face stress in

large quantities when caring for their elderly parents.

This study

hopes to shed some light on how they experience this stress so that
clinicians, human service workers, and policy makers can provide the

appropriate supports for families in this difficult life stage.

xiv

.

CHAPTER

I

REVIEW OF THE LITERATURE
The idea that old people in America are
"warehoused" in nursing

homes has been roundly denounced in the gerontology
literature of recent
years (Monk, 1979; Sussman, 1965; Butler and Lewis,
1977: Silverman et
al.

,

1977).

Only 5% of the elderly* are in nursing homes (Butler
and

Lewis, 1977) and of the other 95%, 80% of those who need
assistance
are cared for in their own or their relatives' home by
relatives

(Brody, 1970).

Eighteen percent of all elders actually live with their

adult children (Monk, 1970).

Spouses and adult children are by far

the most common caretakers, with siblings as the next most common

caretakers
Even if they do not live with their adult children, elderly

Americans see them frequently, or talk with them on the telephone.
Shanas reports that a national survey of non-institutionalized

Americans over 65 showed that more than 50% saw one adult child within
the past 24 hours, and 75% saw one within the past week (Shanas, 1979).

Very similar figures are reported in England and Wales (Rosser and
Harris, 1965; Young and Wilmott

,

1957

,

cited in Rapport

but the data are older.

*"Elderly" is defined as 65 years of age and older.

1

et^

al

.

,

1977),

2

When elders were surveyed regarding
their choice of

a

"responsible

other" to whom they would turn for help
when they needed it, 86% chose
family members.

Of those who did not live with their
responsible

other, 40% had daily contact with them in
person or by telephone, and
an additional 40% had weekly phone or
personal contact (Kulys and

Tobin, 1980).

Among the family relationships of older people,
their ties with
their children are particularly important.

This "unique" relationship

is maintained even when other relationships
decline

(Horowitz and

Dobroff, 1982; Rosenberg and Anspach, 1973; Brown,
1974).

Only a

spouse is more involved than a child in most elderly people's
lives
(Shanas, 1979; Tobin and Kulys, 1980) and this depends on the spouse's

ability to be active.

Since the majority of old (over 75) people do

not have a spouse (Siegal and Davidson, 1984), children are the chief

resource people for those who are very old and most likely to be frail,
Care given to parents by their adult children is almost always

given by daughters (Treas

,

1977; Shanas, 1979; Tobin and Kulys, 1980).

Thurnher (1979) suggests that this is a result of women's feeling
that they are responsible for the emotional well-being of the family.

Brody and Lang (1982) state that this arrangement "reflects the
cultural assignment of gender-appropriate roles; traditionally,

women provide most child care and parent care"

(p.

18).

They cite

"lifelong relationships" between mother and daughter in which help
has been exhanged and affection reciprocated.

Some attention has

been given to the question of why women continue to be caregivers even

when their relationships with their
mothers are full of anger and
conflict. This treatment has been
primarily in the context of

psychoanalytic case reports (Scherz

,

1971; Gibson,

1982).

One of the important roles adult
children play is that of "linkage"
to services needed by their elderly
parents (Sussman,

and Dobroff, 1982; Eyde and Rich, 1983).

1977; Horowitz

Eyde and Rich (1983) cite

the ability of family members to sense in
elderly subtle changes in

attitude and cognitive ability which may suggest

psychological or other intervention.

a

need for medical,

One of the great difficulties

for family caregivers arises when they detect needs
which cannot be

met by existing services.

Emotional Needs of Elders in the Family
Family caregivers know that elders' most important needs are

affective and emotional, and that these cannot be met by outside
services (Horowitz and Dobroff, 1982).
to meet

(Ames,

1982; Simos, 1975).

But these are also the hardest

One reason these needs are hard

to meet is that family relationships may remain close in late life,

but that does not mean they are entirely positive or conflict-free.

Rosow (1965)

coiranents that

such as Shanas

'

the frequent contact cited in surveys

(1968) does not necessarily imply positive inter-

actions during those contacts.

"Different emotional meanings may

inhere in similar participation patterns" and these differences do
not come through in large-scale quantitative studies (p. 365, 1965).

Troll comments that "strong feelings" are common among adult children
and their parents.

"I'm not saying happy feelings, but strong feelings

she notes.

Other investigators have noted that
the extent of positive
feelings toward an elder is related to
various other factors.

One of

these is the degree to which the elder
is dependent on the child
(Cicerelli,

1980):

the more dependency the more negative the
feelings.

Johnson and Bursk (1979) found health status
of the elder correlated
with the degree of positive feelings on the part
of the adult child.

Data gathered from caregivers and their mothers
showed the caregivers (virtually all daughters) described a more enjoyable,
mutual

relationship if their mothers were relatively healthy.

Parental

illness correlated with more frustration and negative emotions on
the caregiver's part.

While Johnson and Bursk assumed this

correlation reflected the impact of the elder's ill health on the
relationship, another hypothesis deserves some attention:

if the

relationship between elder and adult child is negative, this represents
a serious flaw in the elder's support system.

This kind of problem has

been associated with inability to cope well with stress (Cobb, 1976),

with illness as a frequent result.

Thus, it is possible that the

elder's ill health is caused in part by the negative relationship,
as well as being the cause of some bad feelings.

Thus, family relationships may have an impact on the health of
the elder.

Studies of stress and illness have rarely focused on elders

in fact, such studies have tended to focus on employed people and

younger families.

There is evidence in the gerontology literature,

however, that caring for an elderly parent has a noticeable negative

5

effect on the mental and physical health
of the adult child
spouse

—

—

or

caregiver.

Studies of Caregiver Stress
The difficulties of meeting an elder's emotional
needs and the

continued presence of old parent-child conflicts are
probably among the
chief sources of stress in the caregiving relationship.

variously called stress, strain or burden

—

Such stress

—

has been documented by

virtually every study of caregiving families (Robinson and Thurnher,
1979; Horowitz and Dobroff,

Zarit

al.

,

1980).

1982; Poulshock and Silverstone, 1982;

Cicirelli (1983) found 3A% of caregivers

reporting "substantial strain," with emotional exhaustion among the
most frequently reported strains.

Adams

et_ al^.

(1979)

50% "negatively affected" by the strain of caregiving.

found almost

Robinson and

Thurnher (1979) found a majority showed "lower morale" on the
Bradburn Affect Balance Scale, compared to a control group.

Horowitz

and Dobroff (1982) found a decline in health in 74% of spouses as
a result of caregiving and a negative effect on the health of 33% of

adult child caregivers.

These studies measure caregiver strain by way of different
indicators.

Horowitz and Dobroff cite

health, as a result of caregiving.

a

Zarit

negative outcome, such as ill
's

study (1980) is an

example of those which measure burden perceived by the caregiver.
Recent methodological discussions (Poulshock and Deimling, 1984)
have focused on whether gerontologists should be measuring subjective

perception of "burden" or measuring "outcome" such as the health

6

problems cited by Horowitz and Dobroff.

All of these studies, and the

methodological debates which followed them,
have assumed that a
quantitative approach is needed.

In the conclusions to some of these

major large scale surveys, the authors cite
the need for further research
which would make it possible to better understand
and support family
caregivers.

Poulshock and Silverstone (1982), for example, suggest
that
research should now focus on "the nature of affective
ties and

emotional support

—

the quality of relationship

support system" (p. 261).

—

within the informal

The authors point out that their survey,

as well as most others (such as Horowitz and Dobroff, cited
above, and

Cantor, 1981) emphasize the concrete assistance provided by caregivers.
Yet, the results of all of these studies show that relational issues are

more important to both the caregivers and the elders.

Poulshock and

Silverstone, for example, conclude that concrete assistance factors
"bore little relationship to the primary caregivers' reports of stress

effects.

In contrast, a more subjective indicator, perceived family

support, had relatively strong associations with several stress effects

measures.

This implies that the qualitative, rather than quantitative,

aspects of the informal support system exert more powerful influence
on the individual's well-being and on his or her capacity to cope..."
(pp.

261-262)

.

Thus, research on qualitative factors in adult child/

elderly parent relationships is called for in the conclusion to one
of the major quantitative studies.

.

7

Poulshock and Sllverstone also cite
the absence of appropriate
research instruments for measuring
the qualitative factors which
have appeared through survey research
on caregiving families.

"Until

research instruments directed towards
these qualitative factors are
developed, the gap in gerontological
knowledge about the quality of adult
child and elder parent relationships,
especially in the caregiving
situation, is likely to remain"
(pp. 263-264, 1982).

Since most

instruments used in large survey studies have
focussed on either

instrumental aspects of caregiving (tasks such as helping
with

medicaire forms, taking to the doctor, or buying medication)
or have
allowed only for yes/no answers (see, for example, Horowitz
and
Dobroff, 1982), they may not have been able to fill this
knowledge
gap.

The present study seeks to rectify this problem by asking

qualitative questions of families embarking on the caregiving

relationship
The information this study provides should help professionals under-

stand the roots of the problems which have been documented by the

survey studies described above.

These problems include, in addition to

the physical illness referred to above (Horowitz and Dobroff, 1982),

psychological disturbance and family problems.

The extensiveness of

psychological symptoms in caregivers of elders is striking.
et_ aj^.

(1983)

Eisdorfer

interviewed caregivers of dementia patients and found

55% of caregivers suffering from acute depression or adjustment reaction

with depressed features according to DSM-III criteria.

Soldo (1975)

reported "chronic tension and anxiety" in a significant number of

.

8

subjects caring for elders at home.

Horowitz and Dobroff (1982)

found increased depression and anxiety
in close to 40% of respondents.

"Neurotic symptoms" were found in British
caregivers by Grad and

Sainsbury (1963), while "chronic fatigue,
anger and depression" were
cited in 87% of the caregivers of dementia
patients interviewed by

Rabins e^ al. (1982).
The actual act of caregiving

—

—

the work and time involved

were

not the primary source of strain when this factor
was separated from

others.

Family problems were often a greater source of strain.

Rabins et al

.

(1983)

found that the degree of impairment of an elder

was cited less often as the source of a problem than were family
factors.

Fifty-five percent of families in that study cited

disagreements about the care of the elder as
(1979)

a

problem.

Adams et al

found almost 50% of their subjects felt that family relationships

were "negatively affected" by the need to care for an elderly
relative.

Reever

al

.

(

1979)

found that caregivers felt less stressed

when other relatives visited the demented elder.

Kulys and Tobin (1980)

suggest a systemic perspective in their comment that the elder's new

need for service represented a crisis which could "unravel"

a

stable

relationship between elder and adult child.
The prevalence of family problems in the reports of caregiver

stress suggest two important areas of discussion.

One is prospective:

what are the outcomes associated with these family problems and high
levels of stress on individuals and systems?

preventive:

The other question is

how can these stresses be prevented, or at least

e

.

9

ameliorated?

If f allies are the chief
caregivers to elders, and

family problems are high on the
list of complaints, what family

interventions have been tested for use
with caregiving/late-lif
families?

Outcomes of Family Caregiving
It is important to note that one
chief outcome of family caregiving

arrangements is that elders do tend to get the
kind of care they

-

want

or at least they get care where they
want it

whom they want it (from family). But
risks.

(at home)

and from

family care is not without its

As the studies cited above show, large numbers
of caregivers

help their elders at the expense of their own physical,
mental and

family well-being.
One consequence of such strained caregiving can be caregiver
"burn-

out."

Like "burned out" professionals, family caregivers sometimes

reach a point of such strain

th^li"

they give up.

Feelings of guilt

and inadequacy often accompany this step, but caregivers often stop

caring for elders at home and institutionalize them because they
simply cannot do it anymore.

This often occurs because families

cannot draw on the resources that are available to ease the strain
(Kraus et al

.

,

1976; Eyde and Rich, 1983).

The elder's level of

impairment has been shown to be less of a determinant of institution-

alization than the family's ability to cope (Robinson and Thurnher,
1979)

10

The family tensions resulting from
family care of elders pose

another risk to the elder's well being.

Elders prefer to avoid

hospitalization almost as much as they hope to
avoid nursing home
placement.

Unnecessary rehospitalization is frequently caused
by

factors which are mediated by the family's ability
to care for the
elder.

Graham and Livesly (1983) report 19% of rehospitalizations
of

elders were attributed to interpersonal tensions, primarily
family
tensions.

An additional 8.5% were due to failed rehabilitation
and

an additional 23% due to non-compliance with a prescribed
course of

care.

This totals over 50% of all hospitalizations in the given

sample (Graham and Livesly, 1983).
The above figures for failed rehabilitation and non-compliance
can be judged to depend as well on family factors.

Peck (1974)

reports that when rehabilitation at home "goes sour" it is most likely
the result of "some uncooperative strategy on the part of the family."

Noble and Hamilton (1983) trace "non-compliance" on the part of the
patient to interference of the family.

Family members do not conscious

wish for the patient's setback, but may unwittingly add to it as
result of hidden tensions and stresses in the family.

a

"Disastrous

results" for the patient can occur when family attitude undermines a

patient's rehabilitation program (Degre-Coustry and Grevisse

,

1982).

When more than half of the hospital readmissions can be traced to

non-clinical factors with a strong family component (Graham and
Livesly, 1983), this is indeed a disastrous result.
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Importance of a Family Systems Perspective
These facts and figures suggest that
the risks of family care-

giving are high for elders as well as
caregivers, and that the results
of excessive caregiver stress and family
tensions can represent

considerable expense in the form of hospitalizations
and institutionalizations of elders.

This would suggest that preventive intervention

to prevent caregiver strain and family tension
would be a high priority.

Since the family is such a major factor in these
hospitalizations,

institutionalizations and caregiver illnesses,

it

would seem that pre-

ventive family intervention would be identified as the mode of
choice.
But

this has not been the case.

Family therapy has not been adapted

to preventive use with late life families.

Family therapy has been

used in crisis situations with families of elders (Kirschner, 1979; Herr
and Weakland, 1979), but not on a preventive basis.

work

—

Preventive family

explanatory and supportive sessions with family members,

availability of family counseling for all diagnosed patients
reserved for younger families.

—

has been

These strategies have been successfully

implemented with families of chronically ill children (Kaplan, 1976),
heart patients and stroke patients (D' Af f illitti

£t_ al

.

,

1976).

The gerontology literature does, however, suggest that preventive

family work with late-life families would be successful.

Eyde and Rich

(1983), for example, point out that if the family "environment is

attentive and the elder is basically trusting, information flows
freely and the subtleties of distress are expressed," preventing the

distress from becoming serious.

Thus, trust and the flow of information
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are identified as important family
variables in predicting the

elder's health.

Increasing trust and conununication is
a goal of

almost every type of family therapy.
(1979)

Similarly, Herr and Weakland

suggest that counselors whose job is to
start the family on a

rehabilitative or home care course keep systems
dynamics in mind in
order to help the family cope.
But before such preventive measures can be
implemented, a series
of questions remains to be answered:

intervention at this point?

Is the family system open to

Is the crisis of having to plan for a

patient's care enough to mobilize a family to participate in
family
counseling?

Does the family see the situation as one in which a crisis

is being coped with?

Does the family see the situation as a difficult

decision to make?
The answers to these practical, specific questions could be
arrived at by testing family intervention on families coping with the

new need to care for an elderly member.

But there are prior

questions which must be answered to make sense of any data collected
in an intervention study of this sort.

What are the systemic forces

at work in various families at this moment in the family life cycle?

What psychodynamic forces are at work in each family member?
do the systemic and psychodynamic interact?

How

These questions must be

explored before an intervention or an experimental study can be
designed, and before data from such a study can be understood in any

meaningful way.
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The clinical literature on family
therapy pays little attentic
Lon
(with the exception of Herr and
Weakland's counseling text cited above)
to the problem of adult children
as caregivers to elderly parents.

But

certain systemic family theorists provide
a framework for under-

standing this point in the family life
cycle.
Among these, Boszomenyi-Nagy and Spark's work
on family loyalty
is of particular interst

.

Nagy and Spark (1973) describe a "ledger"

which each family members keeps
in his or her mind.

member to another

—

—

consciously

or unconsciously

—

In this ledger are the debts of each family

debts of care and responsibility for each other,

a child does not receive enough care from parents,

s/he may carry

this "account receivable" (overdue account) in her or his ledger

until adulthood.

S/he may then expect to balance this debt by

receiving care from someone other than her parent
for example.

—

her own child

Nagy points out that children will pay debts that are

not actually there.

These "invisible loyalties" (Nagy and Spark,

1973) are the root of parentif ication

,

the process by which a child

becomes responsible for the welfare of his/her parents and is forced to
sacrifice his/her own right to be dependent and cared-for.
The invisible loyalties of which Nagy writes are nowhere more

obvious than in the relationship between family members and their elder
parents.

Nagy writes that when a family member attempts to balance the

ledger openly, a healthy transaction takes place in the family.

Thus,

the son who reads to his blind mother repays her for her care in

teaching him to draw and read when he was

a child.

But when an attempt
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to rebalance the books is covert,
according to Nagy

be problematic.

,

the results may

If the child seeks to pay back a sister
who cared

for their mother by repaying another family
member who does not

need her solicitous care, she may create
dependencies in an elder

who could have lived more happily independently.
Such dysfunctional repayments can be turned around,
however, if

Nagy's concept of loyalty is used to "reframe" the experience
of the
overly solicitous adult child.

Usually guilt is close to the

surface in a client who seeks to give care that is not needed to

relatively functional elderly relative.

a

But what can the client do with

her guilt, besides try to assuage it by hovering over her mother-in-law
of aunt?

If the family therapist reframes the client's motivation

as loyalty, however, the client can take a closer look at it.

Seeing it as an attempt to be loyal to the memory of her mother, she
can be helped to see other avenues for rebalancing the books in which
she owes the same amount that was given by her sister.

The issue is

not whom she repays, but that she experiences a need to repay, and she

can be helped to see this as a positive need to give.

The redirection

of her giving can then be accomplished without difficulty.

Other aspects of the systemic literature which will be drawn upon in
this study include work which is descriptive of the double and

quadruple binds adult children find themselves involved in when they
interact with elderly parents.
(Cronin, V. et ad.

,

1982)

Cronin describes the "strange loop"

as a set of paradoxes in which a family member

is caught between messages which carry inherent contradictions.

Cronin

's
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explication of this theory is extremely
mathematical and complex.

For

our purposes, the important aspect of the
theory is the explanation of
the "paradoxical request."

In such a request

one partner in a rela-

tionship "double binds" the other by making a
request which cannot be
fulfilled, not because the behavior is impossible
to perform, but

because the nature of the request carried requirements
about what the

behavior should mean which are impossible requirements to
meet.
For example, an elderly mother wants her daughter to invite
her
to dinner.

But she tells her not to invite her on a regular Sunday

afternoon schedule, as she invited her own mother in the past.
she tells her daughter, "invite me because you want me."

replies that this is "harder"

—

Rather,

The daughter

how is she to prove to mother that she

is inviting her because she wants her and not because mother said she

would like to be invited?
dinner"

—

The behavior requested

is easy for the daughter to perform.

—

But

"invite me to
the implied mean-

ing the mother wants is now impossible to convey, since mother has

asked daughter to invite her and cannot be sure daughter is inviting
her because she wants to.

Finally, there is the possibility that

daughter does not want to invite her mother, but does so out of love
and loyalty.

She cannot make herself want her mother's company when she

would rather feed the kids and go to bed.

But this is what mother's reque;

really entails.

"These requests have been referred to as paradoxical "injunctions" by
Watzlawick et al (1978).
.
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This "paradoxical request" is an
example of the kind of request

siblings may make of siblings.
a

The request binds the sibling in
such

way that s/he cannot satisfy the other
sibling.

Such requests can

intensify the guilt and resentment cycles
described above.

The

identification of such requests helps us understand
the force with

which these cycles move forward, and may provide
an intervention
strategy for the family therapist.

The Object Relations Perspe c t i ve

Literature on development

—

particularly the object relatic
-ons

literature and some of the recent work on women's development

additional depth to the systemic perspective.

—

provides

While object relations

appears to concern itself primarily with development in early life, some
of the concepts which are originally put forth in terms of childhood

and infancy are relevant to the quality of the relationships we will
see between adults and their parents.

enough mother" (1958) is an example.

Winnicott's concept of the "goodWinnicott, a pediatrician

as well as an analyst,' described the mothering required by an infant
as "good-enough."

physically

—

The mother had to be present

—

emotionally and

often enough to allay the infant's anxiety most of the

time, but not all of the time.

For the mother to allay all anxiety

would be impossible, and would deny the infant the opportunity to
learn to tolerate anxiety and separation from the love object.

But

for the parent not to be present enough of the time would leave the

infant with an intolerable amount of anxiety.

Thus the mother need not
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be perfect in meeting every need of
the infant.

But she must be

"good-enough" to meet most of those needs.
The good-enough mother translates in late
life into the good-

enough daughter or the good -enough son.

The adult child must be

available enough to the parent to allay anxiety and keep
the parent

physically safe and comfortable up to a point.

S/he cannot be

available at all times, and just as the overattentive mother
would
short-circuit the infant's development, the overattentive son
or

daughter can infantilize the parent.

She/he thus short-circuits

the parent's development of coping skills which can preserve some
of
the elder's independence.

The adult child must also learn to accept

professional caregiving as "good-enough" (when it is good enough)
and cooperate with rehabilitation and nursing staff who want to

encourage the elder's independence.

But if the adult child did not

experience good enough-mothering himself, it will be hard for him
to learn this behavior (just as it would have been hard

for him to

learn it in relation to his children if he were caring for them)

.

This is further complicated by the fact that the elderly parent's
.

new dependency sets off a reaction in the adult child which brings
the child back to his or her own experience of intense dependency

(Jacques,

1955).

The impending loss of a parent, or the actual loss

of the capable, strong nurturing parent, brings back feelings of

helplessness and aloneness similar to those of the child's first
separations from the parent.

With these emotions returning to the

surface, it is difficult for the adult child to summon up what resources
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they have for becoming "good
enough" mothers to their parents.

Similarly, it is difficult for adult
children with frail parents
to behave with the kind of
"relational flexibility" which marks high

levels of development in the schema
proposed by Surrey et al

.

(1984).

Surrey describes the increasing complexity,
functionality and

flexibility of women's relationships as the
women develop.

By late

life, it is hoped that relationships are
flexible in that they are

able to bend to the needs of the other.
is required if this is to be true,

Women's capacity for empathy

and Surrey describes empathy as an

aspect of personality which grows and can be learned
as the woman
develops.

But the impending loss of a parent can hamper the very

flexibility so clearly required in nurturing one's own parent.

As the

loss or impending loss brings back the feelings of helplessness

mentioned above, the adult child is likely to retreat to a less
developed relational stance
ble.

—

one which is more rigid and less flexi-

Thus, this stage of life presents enormous challenges even to

women whose relational development is most advanced.
Surrey also refers to Kohut's concept of an "oscillating relational
structure" to describe the ability to relate to another with empathy
for the other's current need for a certain kind of relationship (Surrey,
1984)

.

This "oscillation" would be required when an adult child must

care for an elderly parent.

The child must oscillate, or switch back

and forth, between nurturing a parent who has become dependent on

him or her, and acknowledging that at some level s/he is still that

parent's child and requires the love and approval s/he always required
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from the parent.

Schwartz (1979) points out that
this can help the

relationship to be reciprocal, and
that makes the parent-child

relationship richer and healthier in
late life.

But again, the

child who did not receive the love
and approval s/he needed is

likely to have a difficult time
admitting to this remaining unmet

need at a time when the parent is soon
to be permanently unavailable
to him or her.

The impending loss of the parent can
represent for the adult

child the same danger that the temporary absence
of the parent

represented for him or her as an infant.

Klein suggested that the

child's early anxieties over the loss of the parent,
coupled with the

child's first cognitive understanding that the parent was
not there,

constituted a "depressive position,"

a first

experience of loss.

Jacques (1955) suggests that a reworking of the earlier passage through
this depressive position is necessary if an adult is to cope with

his or her own aging.

Since the disability of an aging parent forces

the mid-life sone or daughter to confront his or her own aging, and

since the possible loss of a parent exactly recreates the fear of the
infant, it is appropriate to examine Klein's view of how the child

copes with parental absence.

Klein saw two ways the child could cope with his or her fantasies
that the parent was gone forever when s/he was away.

One was

"reparation," attempting to restore the parent's presence, make her
whole and magically make her stay when she returns.

The other was "deni,

exemplified by the child who, on mother's return, turns away as if to
pretend s/he does not know her.

These concepts are explored more fully
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in Chapter III, where the actions
of adult children, coupled with

their responses to the Early Memories
Test, suggest that they, like

Klein's infants, cope by denial or
reparation with the threat of

parental loss.
These various schools of thought

-

to British and American object relations

from contextual family therapy

—

each help to fill in some

of the gaps that have been left in the study
of late -life families.

Applying them to detailed data from family interviews
against

a

back-

ground of the survey studies which already exist gives us
a picture of

families at this juncture in their development.

This picture

includes the flaws in family function at this time, and suggests ways

clinicians may be able to intervene for better functioning.

CHAPTER

II

METHODOLOGY

Context of this Study
All research is done in the context
of the current "state of the

art" or the current moment in the history
of science (Kuhn, 1974).
This study began at a moment when literature
on family care of elder

parents was expanding, along with the increased need
for such care.
Despite this expansion of research, however, little was
available
to help clinicians understand the forces at work in
families caring

for elderly parents.

Even less was available to help develop preven

tive interventions or new supportive strategies for family members.

This gap occurred due to the bifurcation of research on late-lifi
families.

On the one hand are the large quantitative studies which

tell us who does what for elderly parents.

On the other are case

reports, primarily based on social work practice, of small numbers o

families who have reached a major crisis in their efforts to care
for a parent.

grounded in
1979).

a

The larger studies, as cited in Chapter I, were not

systems or even a psychological perspective (Troll,

The case studies lacked a systematic approach, an indication

of a normal developmental process or normal baseline, and an explora

tion of how the clients reached the crisis point.

Need for a Qualitative Approach
In the past two years, final reports of additional large-scale.
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methodologically sophisticated quantitative
studies have becc
;oine
available.

Studies- such as those of Horowitz
and Dobroff

(1982) and

Poulshock and Silverstone (1983) provide
a great deal of quantitative
information as reported in Chapter

I.

No*

qualitative information is

provided regarding the process of family change
which takes place as the
families in the study adapt to caring for their
elderly.

In fact, the

authors of both studies, in their conclusions
and recommendations,
cite the need for qualitative research.

Poulshock and Silverstone

conclude that a serious gap currently exists in the
research available
to planners and clinicians concerned with the elderly,
and that

qualitative research is needed in order to fill this gap (1983).
Thus the authors of quantitative studies suggest the need for
a closer look at the families who care for the elderly.

We know there

are many such families and that the stresses they experience are many.

We know that their reactions to these stresses are varied

Horowitz and Dobroff (1982), Eisdorfer et al

.

—

while

(1983), and Zimmer

et_

al.

(1982) saw large-scale stress, Poulshock and Silverstone (1982) saw

less stress, although they cite the serious concomitants of caregiver

stress on those who do not adapt well to caregiving, and the need for
support from professionals.

What makes one family adapt well, and

another fail to cope?
What is the nature of the stress experienced by the caregivers and

their families?

Can a family systems perspective provide a perspec-

tive which would help develop the support and the intervention which

Poulshock and Silverstone call for?

These questions suggest a

.

qualitative, exploratory study.
case-approach, however.

Such a study .ust go beyond a
simple

Reports of two or three cases of
caregivers

who have sought intervention (usually
from clinical social workers)
are available.

What is needed is an approach which
surveys families

who have not sought clinical intervention,
both to avoid the selfselection which occurs in such a case report,
and to learn how some
families cope successfully, even when a
decision about parent-care is

difficult to make
Since family therapy has been successful in helping
parents and

children pass through other transitions of the life
cycle, it seems

appropriate to study this later transition with the idea of
systemic
intervention in mind.

Again, the study must be qualitative in

nature, since a systemic perspective does not lend itself to largescale survey methods.

A systemic perspective also wreaks havoc with the

traditional notion of hypothesis -testing according to scientific
method.

However, the family therapists, as we will see, use

hypotheses in their own way.

This method allows us more freedom than

the traditional hypothesis testing, while requiring more rigor than a

purely exploratory, descriptive study.
Another aspect of this study which sets it apart from existing
studies of caregiving families is its focus on early stages of the

transition to caregiving, before a major crisis* develops.

This

*Distinguishing between major and minor crises is difficult, yet it is
the only way to suggest a continuum of crises, from the first indication
of a parent's illness to the major crises which have already been
described in case reports (Kirschner, 1979). These major crises often
involve elders in lif e-or-death situations where nursing home placement
may be needed.

.
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focus allows us to collect data which
will be useful in developing

preventive intervention with family caregivers
of elders.
"Early intervention" projects have been
enormously successful in

preventing dysfunctional family responses to
childhood disabilities.
Preventive work with families of acutely ill and
chronically ill
children (Kaplan, 1976; D'Affiliti and Weitz
successful.

,

1976) have been

But preventive family work with the elderly remains

untested
If preventive family treatment is to be at all successful,
the

family must be better understood in the early moments of the

transition to parent care, before the crises reported in the case
studies have arisen.

This suggests that the ideal time for such a

study is when the family is in the process of deciding how an elder

will be cared for after an illness.
experience.

Often this is not a one-time

This study includes families who made the choice once

and are remaking a decision about where an elder should live

,

and

families who made the decision clearly, stayed with it, and are

reinterviewed after one year.

Pilot Study
As a basis for constructing the hypotheses and the structured

interview format to be used in this study, a pilot study was conducted
for four months previous to the initial interviews.

caregivers were interviewed in the pilot study.

Six primary

These included two

sisters who shared the role of primary caregiver, a brother and sister

who shared the role of primary caregiver, although they did not have

.
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to provide much physical care
for their father, and two women
who were

the primary caregivers for their
respective fathers.

Both of the

latter women had brothers who were much
less involved in caregiving.

These pilot interviews were conducted with

very loss interview

a

format, asking questions about how the family
was making a decision
about caring for the parent, whether siblings
were involved, and what

seemed to be the salient features of the caregiving
experience for
the primary caregiver.

These interviews were tape recorded, and

it was through organizing and understanding these
data that the appro-

priate questions for the structured interview described below
were

developed
The process of interviewing the primary caregivers in the pilot

study made it clear that the main study should include interviews

with siblings of caregivers whenever possible.

Since the only siblings

interviewed in the pilot study were those who shared caregiving, the
perspective of less-involved siblings was absent.

For this reason,

the pilot interviews have been referred to only anecdotally, except
in one case.

This was a case where two sisters shared the

caregiving and both were interviewed.

They constituted the only

adult children in the family, and thus the perspective of all of the
adult children in the family could be said to be included here.

These

sisters, the A. sisters, are referred to at times in the pages that
follow, with clear indications that they were respondents in the pilot
study.

6
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Procedure
To understand the process by which
the family, as a system,

arrived at its caregiving arrangement,
both the primary caregiver
and his or her adult siblings were interviewed.

This sets this study

apart from previous studies, which interviewed
only primary care-

givers (Robinson and Thurnher, 1979; Poulshock
and Silverstone, 1982;

Horowitz and Dobroff, 1982).

Participants in this study were those

caregivers identified as primary caregivers by the hospital
at which
the elder was treated, and siblings of the primary
caregiver who

were willing to be interviewed by telephone.

Interviewing of the

families began when the elderly person was nearing discharge or

when discharge planning had begun, or shortly after a decision had
been made.

In some cases, contacts were made while plans were being

made, but interviews could not take place until a few weeks later

when a decision had been made.

The decision-making process, however,

was recent.

Participant Families
The E. family

.

Daughter A., the primary caregiver, interviewed

Daughter P., interviewed by telephone.

in person.

interviewed by telephone.

schedulings

Younger son

Older son refused interview after two re-

.

The C. family

.

Son, the primary caregiver up to the week of the

interview, interviewed in person.

Daughter interviewed by telephone.

"

.
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The J. family

.

Daughter, a primary caregiver in that
she

coordinated visits to institutionalized
mother, met with doctors,

handled financial affairs and visited
most.
interviewed by telephone.

Two other daughters,

Son did not keep telephone interview

"appointments.
The S. family.
person.

Primary caregiver, a daughter, interviewed in

Two sons interviewed by telephone.

The U. family.

Two sisters shared primary caregiver role and

were interviewed in person, separately.

Son contacted by telephone

but refused interview.

The Q. family.
person.

God-son as chief caregiver was interviewed in

Two other nephews interviewed by telephone (no son or

daughter as patient was unmarried)
The number of caregivers interviewed was 7, the number of

caregivers' siblings interviewed was 9, totalling 16.
The following descriptions give some demographic characteristics
of the participant families.

All of the elderly patients in the study

were hospitalized in a city we will call Smokestack, Massachusetts.
For reasons of confidentiality, regions of the country in which siblings
live have been changed.

However, these regions have been replaced

with regions which are the same distance from Smokestack as those in
which siblings actually live, since distance is believed by some
gerontologists to be a factor in the designation of the chief caregiver.
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The E family:

Daughter A., the daughter who was
the primary

caregiver during the mother's terminal
illness, was 27 years old at
the time of the first interview.
She was currently a resident of
a
southern state where she had moved with
her husband and had found
a professional position where she
could use her college-level training.

She moved back to Smokestack to live
with her mother for about one year,
at which point the mother died.

P.

,

the sister whom A. relied on for

support and assistance, lived about one hour from
Smokestack and was
a full-time homemaker with two children.

Smokestack or in a nearby suburb.
other worked in a service industry.
time of the interviews.

A's brothers both lived in

One worked in a skilled trade; the

Their ages were 23 and 33 at the

The family was Catholic, of French-Canadian

descent.
The C family:

Mr. B.C. described his family's ethnic background

as "no ethnic background", but referred to family members as "hot

headed Irishmen."

The family was Catholic.

Mr. C. was employed in

one of Smokestack's largest companies in a middle management position,

although he had previously been a teacher.

He had been the primary

caregiver of his mother, with the aid of his wife, and was 59 at the
time of the first interview.

His sister had moved out of town more

than twenty years ago when she first married.

her husband in New Jersey.

She now lived with

She had no children and was not employed

outside the home at the time of the interview.
The J family:

The J's lived in a town near Smokestack, with the

exception of the youngest, a brother, who lived about half an hour

.
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from his siblings.

The three sisters included T.,
the chief care-

giver, age 31, who worked in Smokestack;
another sister, age 42, who

worked in the town where the family lived
and had one daughter
living at home and working; and the third
sister, a homemaker with

late-adolescent children.

She was 40 at the time of the interview.

The family was of "no particular" ethnic
background, according to
the chief caregiver.

The S. family:
in the midwest.

Of Italian background, this family had its
roots

The mother and two sons had lived there until one

son went into the armed forces and the mother came to
Smokestack to
live with her daughter, T., age 43.

four children.

T

.

was a full-time homemaker with

Her husband was a professional whom she assisted when

his office staff was on vacation or ill.
for about twenty years.

T.

had lived in Smokestack

Her older brother continued to live in the

midwest
The U. family:

The U. sisters were of Anglo-Saxon, Protestant ethnic

background. The two sisters, who shared the care of their mother, were

both employed in human services.

Both were living in a suburb near

Smockstack where their mother had also lived until she became ill and

moved in with one of them.
both had grown children.

They were 43 and 41, respectively, and

However, the sister with whom mother had

lived only temporarily had some of her children still living at home.

Their brother, age 42, lived in southern New Jersey and was married and
employed.

.
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The Q. family:

This family was unusual in that
Miss Q., the 80-

year-old elder, was not the mother,
but the godmother and aunt, of
Mr. Q, her chief caregiver.

whom lived near Smokestack.

She had three other nephews, two
of
She was able to return home after
her

hospitalization, although this had not been
expected by her nephew.
The family was of Irish Catholic
descent.
lived in the suburbs.

Mr

Both worked full time.

.

Q

.

and his wife

Their chilren were in

college
In five of the six families interviewed,
a follow-up interview

was held

8

to 12 months after the initial interview.

In most cases,

siblings were interviewed at the time of the follow-up
interview.
This allowed for the fullest interview possible with
siblings, since

more data were usually obtained from the chief caregiver during
the
follow-up interview.

In one family, the primary caregiver and

siblings were interviewed too late in the study to allow for a followup interview.

Participants were recruited through social service, psychology and

medical departments at a major regional hospital in Smokestack,
Massachusetts.

Only one participant was recruited through psychology,

to avoid biasing the sample towards those who sought intervention.

All

pilot subjects and four of the families in the main study were

recruited Social Service.
enterology.

One family was recruited through Gastro-

That family had no Social Service contact.

Thus a range

is present from a family in which the caregiver sought group psycho-

therapy to a family which did not have even the usual family meeting

with a social worker.
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Face to face interviews were
conducted at the hospital or at
the
primary caregiver's home or office.
Siblings of caregivers were

interviewed by telephone, as their
residences ranged from two miles
to 3,000 miles from the hospital.

In one case there was no primary

caregiver; the hospital identified
two sisters who cared equally for

their mother.

They were each interviewed separately
in person.

In

one pilot case reported here, there
was a primary caregiver, but she

was interviewed with her sister, who
shared the caregiving as much as
possible.

This method was not used in the main study
as it may have

limited the content each participant was willing
or able to reveal.
Four of the six primary-caregiver interviews
were tape recorded.
Two were recorded through note-taking during the
interview, as the

participants did not wish to be tape recorded.

Participants were assured

of confidentiality, and all initials used to identify
participants in

this study are fictional initials.

An informed consent form (see

Appendix A) was explained to the participants and signed by them.
This study was approved by Human Subjects Review committees at both
the University of Massachusetts at Amherst and the hospital where the

research was conducted.
The structure of the primary caregiver interview was determined

primarily by the structured interview format described below (see
Instruments) and shown in Appendix B.

However, it was often

necessary to follow the respondent's narrative more faithfully than the
prescribed interview format in order to understand the family's actual

history and experience of the transition to parent-care.

Telephone
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interviews began with the facts
as reported by the primary
caregiver,
With an effort to explore
agreement or disagreement by the
sibling
With the picture presented by
the primary caregiver.
Questions were
asked to understand the sibling's
experience of the family dynamics
and
the events that took place.
These were based on the siblings'
description of what had taken place
rather than on a structured format,
since
a predetermined structure could
not be adapted to fit the needs of
a

telephone interview and an attempt to
focus on the aspects of the
process.

For example, the following is a
reconstruction of a conver-

sation with a sibling whose sister was
the primary caregiver to their

mother:
Sibling:
(My sisters) can't take her out; she's
too heavy to lift into a wheelchair.
Interviewer: Does your brother go by and take
your mother out?
Sibling: He doesn t
.He s wrapped up in his
little world with his wife and baby... I think
it hurts him to see (our mother) that way
(i.e., weakened by cancer).
Interviewer: Does it hurt you too?
Sibling:
It hurts me but it doesn't stop me
from going up there.
'

.

.

'

Most of the telephone interviews did not reach content as emotional
as the content above.

on this level.

Siblings had a wide range of willingness to talk

Some siblings were not willing to talk at all, or had

no phone and were not reachable at another siblings' home when they

were expected to be.

Many telephone interviews had to be scheduled

in advance and then rescheduled.

interviewed.

In all, three brothers were not

One said, after repeated rescheduling of the phone

interview, that he did not have time.

Another said he "could not" talk
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about his mother.

Another was unreachable.

from different families.

These brothers came

All of the sisters in the study
were willing

to be interviewed.

Instruments
The structured interview fornipf
shown in Appendix B was used
as the central data gathering instrument.

Considerable flexibility

was necessary in order to obtain full
histories and to follow up
on data provided by respondents
spontaneously.

interview resembled a clinical intake interview.

In this respect the

The instrument and

the interview were used to provide a combined
psychodynamic and systemic

perspective on the data.

Nagy (1973) refers to this uniting of the

two perspectives as "dialectical relational theory."

The advantage of

this synthesized perspective is that it draws on both sets of
forces

which operate in a family:
(psychodynamics)

.

systemic forces and intrapsychic forces

"The dialectical approach defines the individual as

partner to a dialogue" according to Nagy (1973, cited in Karpel, 1976).
Karpel elaborates: "Instead of choosing largely to ignore either system
forces (the pure psychoanalytic approach) or phenomenological

processes (the pure systems approach)

,

this perspective insists on

these as complementary ... relational systems" (Karpel, 1976

,

p.

9).

This hybrid theory is particularly appropriate to the study of
a moment in the family life cycle which has the power to evoke past

experiences which make up each person's phenomenology, and equally great
power to create imbalances in the family system.

Finally, it is
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appropriate to the study of a

in the family's development
because

it "views the equilibrium
of family systems as inevitably
disrupted

by change and spontaneous actions
of individual members

-

-

and requiring

reintegration of change with continuity"
(Karpel, 1976, p. 10).
To gather the systemic data that
this approach requires, circular

questioning (Selvini-Palazolli et al
context.

.

,

1980) was adapted to a research

That is, subjects were asked for their
own perspective on

the family and were asked questions
such as, "How do you think your

sister sees it?" or "Who reacts first when
there is a crisis?"

next?"

"Who

Or, more specifically, "Who did most of
the talking with the doc-

tors and nurses?"

Diverging from the way circular questioning is used

in family therapy, subjects were asked follow-up
questions after the

circular questions.

For example, "Why do you think it is that way?" or

"How did it come to be you?"

This approach helped to identify the

respondent's position in the family, and provided much of the important

data regarding siblings' needs to seek a more central place in the

parent's life than they felt they had had in the past.

On the other

hand, there was more resistance to some of the circular questions in
this research context than this interviewer has usually encountered in
a clinical context.

Further refinement of circular questioning as a research

tool should address this unexpected result.

The structured interview format in Appendix B includes a list of

topics to be covered as far as possible in the course of the interview.
As this list was not pilot-tested, but rather developed based on salient

aspects of the pilot interviews, it proved to be far too extensive to

be used in its entirety.

Interviews lasted for one to two
hours without

covering each of these questions.

Therefore the procedure was revised.

The list was used as a way
of structuring the interview
when it

wandered and of suggesting links
that could be made between topics
in the list and topics that
were particularly salient in the
family

being studied.

This led to some of the analyses of
relationships

between parent and child and their
effect on the child's coping style

which are analyzed in Chapter III.
The Burden Questionnaire (adapted from
Zarit and Zarit

,

1982).

This is actually a true-false questionnaire
comprised of twenty-four

statements about the amount of strain the respondent
feels in caring
for an elderly family member.

Adapted to the adult child caregiver,

this was used as a questionnaire which was administered
after the

structured interview.

This provides a quantitative measure of the

amount of burden perceived by each caregiver when s/he took care
of
a parent, or which s/he imagines were she to care for the parent.

See Appendix C for the Burden Questionnaire.

The Early Memories Test was given after the structured interview.

This test, shown in Appendix D, asks participants to describe

tl

eir

earliest memories of various family members, and early memories of

specified emotional tone.

This provided data on the adult child's

early relationships with family members, and which of these are most
salient in his/her internal object world.
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Data Analysis

Verbatim transcripts of the face-to-face
Interviews were made In
the four cases where tape
recording had been permitted by the
respondent.

Extensive notes were made In the
Interviews with the other two

primary caregivers and during telephone
Interviews with siblings.
These transcripts and notes, plus the
results of the Early Memories
Test and the Burden Questionnaire,
comprised the large amount of raw

data which were analyzed.

Hypotheses
Given the small amount of clinical data on which
to base hypotheses
for this study, and given the qualitative nature
of the study, it would
be inappropriate to put forward hypotheses to be "tested"
in the

scientific sense.

Instead, a study which seeks to elucidate a process

by which families negotiate a life transition can take its methodological
cues from the family therapists' adaptation of the concept of hypotheses.

Among family therapists, Selvlni-Palazolli

et_

al.

(1978) have

contributed a concept of hypothesis which is different from the sense in

which psychology inherits the term from the physical sciences.

The

Milan school of family therapists speak of hypotheses being generated
in the course of family therapy sessions.

If the hypotheses are

appropriate, they serve to elucidate the working system for the therapist.
If they are inappropriate, the family will respond in a way which clearly

rejects the hypothesis.

In a therapy session, the therapist can fonnulate

a new hypothesis on the spot, or meet with the family therapy team which

.
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is watching from behind the
mirror, and formulate new hypotheses
with them.

These hypotheses can be presented
to the family later in the
session, or
an intervention can be designed
by the team to test these hypotheses.
In a research context, the
hypothesis may not be modified and re-

fined on the spot.

The researcher has the advantage of being
able to

gather data from several families before
a new hypothesis is generated.
Thus, the hypothesis sheds its idiosyncratic,
applicable-only-in-this-case

quality, making it more valid as a basis
for considering possible
future interventions with families.

Like the Milanian hypothesis, however,

the research hypothesis can be refined based
on data gathered from

families.

Thus, the hypothesis becomes more useful by being modified

in the course of the research.

Thus in a study which uses hypotheses in the Milanian sense, a

hypothesis can be supported, or it can be supported with refinements.
It can also be modified if it does not fit the data at all, and the

modified hypothesis can be discussed and tested.

Several of the hypotheses

in this study have been refined based on the data, and in most cases

the refinements were applicable across enough families to suggest that the

new hypothesis will have more clinical relevance.
The original hypotheses were as follows:
1.

2.

3.

A decision is not consciously made by the
family about how to care for an elderly
parent
Each sibling's role in caring for the
elderly parent is determined by lifelong
patterns and early object relations.
Value judgments are made based on these
role choices.
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4.

A cycle begins, in which one
caregiver does
more and more while siblings
contribute less.
The cycle is characterized by
caregiver's
resentment, alienation of other
siblings, and
confirmation of the righteousness of
her/his
resentment in her/his mind.

In addition to these hypotheses,
themes were sought which would

provide data on how a variety of
families cope or fail to cope with the
current transition.
Items from the topic list attached to the
structured

interview were pursued when they shed some
light on a family's particular
abilities to cope with the need to care
for a parent, and when they helped
to explain difficulties the family
encountered.

The interviews were

then content-analyzed with a view towards
"distilling" out themes which

occurred in a variety of families.
The goal of distilling out the themes reflecting how
a family

coped with the transition was two-fold.

One goal was to provide a better

description of what happens to individuals and family systems in this
process, so that programs can be based on a more psychological under-

standing of families' needs at this time.

The second goal was to provide

the kind of data that can be useful to clinicians in working with

late-life families.

Chapter IV includes several areas of inquiry

—

family boundaries, sources of family support, the issue of trust in the

caregiving family, for example

—

which clinicians must pay attention to

in working with late-life families.

These are issues which have been

discussed in family therapy literature before, but rarely have they been
explored with the aim of understanding late-life families.
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The Early Memories Test and
the Burden Questionnaire adapted

frc
rom

Zarit's Burden Interview were analysed
according to standard procedures
used for these tests. The Early
Memories protocols were contentanalyzed.

Such psychodynamic themes as early
obj ect-relatedness and

satisfaction of needs for nurturance were
used as a framework for

understanding the responses.

These results were most useful when

intermingled with data on the respondent's
current familial relationships.

These data are presented in Chapter III.

The Burden Questionnaire appears in Appendix
C.

not analyzed as a set of data in themselves.

The results are

Instead, Burden

Questionnaire scores, which reflect a respondent's level
of self-perceived
caregiving burden, are referred to in the text when they are
relevant to
a

particular case.
Full transcripts of the interviews and the Early Memories Tests

are not included in this volume for reasons of confidentiality.

Instead, large numbers of direct quotations from the interviews and
the Early Memories Test are used to support the discussion of the data.

These have been altered to preserve confidentiality

—

for example,

regions of the country and first initials have been changed, and

occupations have been described only as far as necessary.

CHAPTER III
UNDERSTANDING CAREGIVING FAMILIES:
SUPPORTED AND REFINED

HYPOTHESES

Hypothesis One

Hypothesis One: A decision is not consc^-ously
made by the family about how to care
for an
elderly parent.
In the structured interview, the
first question used for exploring

how the family arrived at the plan for
the elder's care was:

"When

you knew your parent was not going to be
able to care for herself/

himself as she/he had before, did the family meet
to decide what do
do?"

(The question was varied slightly to account
for families who

learned of a specific new diagnosis, such as inoperable
cancer, or

learned of their parent's discharge, even though they already knew
she/he would be unable to care for him/herself).

question, "Did you and your (sister)

The follow up

(brother) talk on the phone about

what to do?" was asked along with the first question, or later in the

interview.

This allowed the interviewer to distinguish families who

did not meet for interpersonal reasons from those who were kept apart
by geography only.

This hypothesis was supported by the data without major alteration
or refinement.

None of the families acted as a whole to consciously

determine what to do.

The question of whether the family met "as a

whole," however, already represents some refining of the original

40

hypothesis.

While it might not at first
appear important whether the

entire middle generation attended
a family meeting, this factor
became
an important predictor of the
amount of discord the family would

experience and where the disagreements
would be.

Because of the

extensive nature of the interviews, it
was possible to determine each
family member's opinions and emotions
about the family meeting, whether
they attended or not.

These suggested very varied family arrangements,

ranging from complete cooperation to bitter
discord.
In the case of geographically distant siblings,
telephone contact

sometimes represented a middle ground between
extremely cooperative
relations and total discord (although angry telephone
calls also
existed).

In some cases, siblings refused to telephone siblings
in the

same city; in one case a sibling answered the phone, in
effect, with

"When shall

I

come?" and promptly flew across the country to help her

sister decide what to do.
In every case (excluding the pilot cases) the respondent answered

that part of the family had met, with or without the professionals

involved, but other adult siblings had not been present.

Even in the

family where only two adult children existed, one sibling had met

with her niece and the professionals, but the other sibling had chosen
not to attend.

Only in the pilot data did one family (out of five) sit

down and discuss what to do about their father.

The infrequency of full

family meetings is the more striking when one considers that these data
were collected at a hospital where social service staff are encouraged
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to hold "family meetings" if
the families do not move in this
direction
on their own.

When only part of a family met to
decide how to care for

a parent,

the configuration of who was
present at the meeting almost always

indicated some split, resentment or unequal
distribution* of responsibility
in the family.

P.

and

E.,

for example, were two sisters who grew much

closer to each other as P. took on the bulk
of the care of their

mother, who was dying.

They became increasingly distant from (and

angry at) their brothers as time went on.

When they were asked who

met to decide how to care for their mother after
her cancer surgery,

both replied that the two of them had met without their
brothers.

"The

family being my sister and me," P. said.
Even in a family where the primary caregiver said "we've always
been a close family," the entire family did not meet, although all of
the sisters did meet together.

This prefigured the pattern of visiting

which would continue for over a year as the
tated in a nursing home.

mother remained incapaci-

All of the sisters visit regularly, although

one of them visits more often and feels more compelled to keep tabs

on mother's condition daily (despite the unchanging, chronic nature of

her disabilities)

.

The one brother visits but does not visit alone.

He visits with his sister and then goes to her house where she cooks

lunch for him.
at all.

When he is busy with other things he does not visit

One week the sister had just visited her mother alone.

*The difference between unequal and inequitable distribution of
responsibilities is discussed in a later section of this chapter.

Asked
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if her brother was there
that day she said,

since last week.

I

"No, I haven't seen hi.

think he has a new girlfriend."

In another faxnily in which
the two sisters met to
discuss how to

care for their mother, the
absence of their brother was
indicative of
the distribution of caregiving
responsibilities. The brother lived
in another eastern state,
and his sisters described him
as coping with-

his mother's illness by "Rocking
it out."

He visited his mother when she

had surgery, but took no part in
the planning for her care.

This brother
refused an interview, but his sisters
described him as "caring" about

his mother, but coping badly once she
had died.

They attributed his

poor coping with her death to his
non-involvement in her care.
In the C. family, consisting of a brother
and a sister, a family

meeting was scheduled by the hospital social
worker.

The sister

attended the meeting but left in a huff, describing
the social worker
as "a lame-brained 25-year-old" and the medical
student as an idiot.

Her brother, B., refused to attend.
cause

I

"I wouldn't come to the meeting

wasn't going to make any decisions anyway.

mother won't listen to me.

I

told you, my

I'd just be wasting my time."

B. was willing

to spend time talking with the social workers, but not when his sister

was present.
In the fifth family, no meeting was held and the one daughter in

the family was in control most of the time.

While she did talk with

her brother in the mid-west at first, their discussions usually ended
in arguments.

She consulted less with the brother she likes, and this

did not upset him.

Thus she could preserve her relationship with him
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and still .ake the decisions
on her own.
the individuals who

'Wde decisions"

In the latter two families,

did not do so in concert with
the

siblings who would be affected by
those decisions.

The conflicts which

arose later suggested that they
did not make decisions based on
facts
they were aware of.
Rather, they reacted to some other
level of need
in themselves both by failing to
act in the best way for the family,

and by excluding their siblings from
the process which could have led
to a clear, well-made decision regarding
the parent.

The sister who

excluded two brothers from the decision about
her parent kept living

with her mother long after she had grown so angry
that she would
threaten her with being sent to a nursing home as
C.

a

punishment.

In the

family, the sister decided her mother should go to
a nursing home,

but the mother was so angry that she moved herself
out of the home.

She then embarked on a series of angry relationships with
relatives

with whom she lived.

She died in a nursing home.

Thus, we can see the family meeting

meeting
family.

—

—

or absence of a family

as an indicator of current and future relationships in the

But what determines the "deep structures", to borrow a term from

the linguists, which in turn help to determine the family sub-systems

who meet about and carry out the parent-care?
The data on brother-sister conflict and same-sex sibling relation-

ships which will be presented under Hypothesis Four suggest that sex

differences play a role here.

But those data do not explain all of the

varied configurations of anger and resentment on the one hand, and
cooperative caregiving on the other.

The ways in which the families
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described above managed to avoid
sitting down together to make

a

decision about their parents' care
suggest that their actions toward
each other are determined by internal
object worlds and interpersonal
family dynamics.

That is, structures within each
person and within

the family, structures which have been
in place for decades, determine

who attends meetings and who gets involved.

When a chief caregiver

gives up his place at a family meeting to a
sister whom he describes

"driving in from Jersey and trying to get everything
settled in one

afternoon," something old and powerful is keeping him
at home.

When

two sisters proceed in secrecy with a task they describe
as the most

difficult of their lives, excluding their brothers completely,
and
yet in another family a sister flies in from across the country
to confer

about a parent, it is important to look to each individual's earliest

relationships in the family for explanations.
The importance of these early family relationships suggests that the

hypothesis to be discussed in the next section is necessary in making
use of the data generated by the hypothesis above.

While Hypothesis

One suggested that the family fails to make a careful, conscious decision

about parent-care. Hypothesis Two suggests that siblings' roles and

actions in this regard are determined by lifelong patterns of coping.
These patterns are based on such object-relational themes as denial of
loss, reparation and the experience of depression that results from

object loss.
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Hypothesis Two

Hypothesis Two: Each sibling's role in
caring
for the elderly parent is determined
by lifelong patterns and early object-relations.
A
sibling may have a life-Ion^ history
of
reparation (Klein, 1975) as a way of coping
with separation and loss. Or s/he may
have
coped by denial throughout his/her life.
These
factors will influence the role s/he plays
in
parent-care as well as his/her attitudes and
behavior toward siblings at this point in the
family development.
Before presenting the data which supports this
hypothesis, it is

necessary to further define the terms and processes which
underlie the
hypothesis.

The first of these is reparation, which Melanie Klein
(1975)

identified as one possible response to the absence of a parent.

Klein

considered the infant's ability to cope with the loss of the loved object

during a parent's temporary absence a crucial point in development.

This

comprised the essential experience of the "depressive position."

According to Klein, the child could make his/her way through the
"depressive position," or experience, by attempting to bring mother back

and ensure that she will not leave again.

This Klein called "reparation,"

for the child seemed to wish to give to the parent, to make reparation
for any possible transgression that had caused the parent to go away.

Actions which could be seen to have their roots in this wish were called
"reparative" actions.

Children could also deny that feeling of loss,

and Klein describes children who, after separation from a parent, refused
to acknowledge any feeling on the parent's return.
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In these Kleinian
descriptions we can see two ways in
which a

child or an adult can cope with
actual or impending loss of
object.

a

love-

One is by attempting to bring
the person back, the reparative

style of coping.

In the case of an elderly parent,
no one consciously

hopes to prevent a parent from dying
of cancer by doing everything they
can
to make the parent comfortable.

But reparation is a thread which runs

through the responses of our subjects.

Similarly, no one consciously

believes denying a parent's illness will
prevent him or her from dying.
But denial is also a common thread through
other family members' actions.

We will see in a later section that these
different styles of coping

with loss can lead to great intraf amilial conflict
between siblings who
revert to opposite styles under stress.

For the moment, however, the

object is to show how reparative and denying styles were apparent
in
the data, supporting the hypothesis that life-long unconscious
patterns

determine siblings' roles in parent-care.
The difference between this hypothesis and the first hypothesis,

discussed in the previous section, is that this one seeks to understand

unconscious processes along with current observable behavior.
explore these unconscious processes, methods from psychodynamic
than family systemic, therapy were used.

To
,

rather

Just as the systemic use of

hypotheses in therapy was adapted for research in other parts of the
study, in this case a test designed for diagnostic testing preparatory to

psychodynamic treatment was used.

The Early Memories Test (see Appendix

D)

was administered to each primary
caregiver in the sample.*

Reparation as a Coping Style
The following Early Memories
protocol, presented in relation to
the respondent's caregiving
behavior, suggests that reparation was
a

major factor in his actions.

However, we will also see that the

hypothesis concerning unconscious processes can
be expanded with the
addition of other theories, and that these
provide useful additional

perspectives on the following data.
Mr. C. is a 59-year-old man who has been the
primary caregiver of

his mother during much of her illness.

His earliest memory was "when

my sister stuck me in the head with a sickle."
of being "deaf" (temporarily due to an illness)

His next memory was
.

His happiest memory

was of having a broken leg, and having his uncle challenge the doctor
who was hurting him in resetting the limb:
stop hurting me or he'd belt him."

Although he was currently among

her chief caregivers, this respondent had

mother.

"My uncle Bill told him to

no^

childhood memories of his

His comment was, "She worked, you see."

Thus even in response to questions which do not explicitly call
for frightening memories, this respondent remembers mutilation; in

response to questions asking for more positive memories he remembers

*Although it would have been ideal to administer the Early Memories Test
to the siblings as well as the primary caregiver, this was impossible
since these siblings were usually interviewed over the telephone.
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being protected from mutilation and
pain.

But the parent for whom

he is caring, his mother, is not
present in this memory of protection

and care.

In other memories suggesting
a concern with being cared for.

he again refers to other family members,
but not to his mother.

This respondent was nevertheless extremely
loyal in his attempts
to care for his mother.

His loyalty was mixed with a great deal
of anger,

some if it quite possibly justified.

He described his own illness, a

cardiac disease, and his disgust with his mother's
demanding personality,

describing her as a "demanding old bitch."

Yet, he invited her to live

with him, was the chief contact with the hospital, and
continued to worry
about her once she made the decision to go and live with his
adult

daughter (her granddaughter)

.

He kept at the tasks of caregiving

longer than many daughters and most sons do.

He continued to feel badly

for his mother's inability to be the independent woman she had once

been.

Asked why he continued to try to cope with her demands, her

illness and the family
he said simply,

situation despite his stress-related illness,

"Well, you know, she's your mother."

The Early Memories protocol, taken in the context of the subject's

comments and behavior regarding his mother, suggests a son who suffered

greatly from the absence of nurturance in his early life.

His memories

of mutilation, sickness and pain, even in the context of "a happy

memory," draw a picture of someone who felt unprotected and uncared
for.

But in late life, despite his own illness and his wife's emo-

tional problems, he makes many sacrifices for his mother.

Asked why

he does this, he points out that his relationship to her, rather than
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some religious or moral imperative,
is the reason for his actions.
We can see in these responses a
reparative attitude toward a mother

whose emotional absence 50 years ago
is still felt.

Her son is still

seeking her love, hoping to obtain it
at the eleventh hour.

A paper by Gibson (1982) focuses on
caregivers such as Mr.

C.

who make desperate last minute attempts to
gain a parent's love.

Gibson details three cases in which caregivers
went to great lengths
to please rejecting mothers.

parent's death

—

She suggests that the nearness of the

a permanent loss of

temporary losses of early childhood
at reparation.

—

mother as opposed to the
fuels these desperate attempts

In the case of M. C., this provdes a richer, more

cogent explanation of his attempts to meet his mother's demands,
and his willingness to be with a woman he describes as impossible to

talk to or live with.

Mr. C. also refers to his relationship with

his sister and suggests that at least from his point of view his

sister was the recipient of all the parental love he did not get from
his mother.

everything."

"To my mother... I'm a nothing" he says.

"My sister is

Thus he portrays himself as the least loved child.

Gibson suggests that this further explains the attention given by
someone like Mr. C. to a parent who apparently never gave him so much
care.

It is the least loved child, according to Gibson, who will make

the most effort to win the parent's love in later life.

Although we cannot know who was, in fact, the least loved child
based on the subjective interpretations of our respondents, their

perceptions of who was most loved are perhaps as important as the facts
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in determining their
parent-care behaviors.

Another respondent, S.,

stated that her brother was
her mother's favorite perhaps
because he
was "the baby." The brother's
caregiving is at this point minimal,
however.

The mother is in a nursing home
and is visited by one of

her four children every day.
twice a week.

Her primary caregiver, S., visits
at least

Another sister takes her brother to the
nursing home

to visit his mother, and gives
him lunch when they return.

If he is

busy, he does not go, or call to say
he cannot visit.

The chief caregiver, on the other hand,
never misses a visit,
and is continually in touch with staff and
doctors concerning her mother'

rehabilitation, which is close to hopeless after a
year of no noticeable
change.

Her sisters say she is "obsessed" with

l^er

mother.

They

feel she is damaging her own life and her marriage by
her constant

need to know how her mother is, despite her unchanging condition.
In this interview, this caregiver presented as jittery, depressed

and on the edge of tears.

emptiness.

Her early memories were striking for their

She answers the first item, "What is your earliest

memory?" with "I'm not good at this.

I

don't know.

of first communion, walking down the aisle.

remembering."

Just a picture

It's a snapshot I'm

She had no memories of her mother from childhood.

did not comment on this, but simply answered "no."

produce memories of her brother, however.

She

She is able to

She remembers that she never

got along with him, and remembers "fighting and calling each other

names."

—

The prominence of the sibling rivalry with the "most loved"

child suggests that Gibson's description is accurate in this case as

.
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well.

This respondent appears to be
the least loved child, seeking

mother's love at the eleventh hour.
In another case where the chief
caregiver seems extremely involved
in doing everything she can for her
mother, the early memories suggest
a mother who was absent or unavailable.

who has been living in the south.

is a 28-year-old woman

P.

She leaves her husband home in the

south and moves in with her mother in Smokestack,
even though another

sister lives less than an hour away from Smokestack
and two brothers
live very close by.

P.'s earliest memory is of mother leaving her in

the care of the maid so that mother and the other
children could go

sightseeing
P.'s earliest memories of both her mother and her father are

memories of their absence.

Her first response to the question about

her memory of father is "he was away a lot."

Her earliest memory of

mother is of mother coming home from the hospital with her brother
who had been born on Christmas eve.

Although the content is ambiguous

sibling rivalry, mother returning and allaying the children's fears of
loss

—

the feeling tone she describes further defines the actual

meaning of the memory:

"We were all upset because Mama wasn't there

on Christmas."

Thus, the caregiver's salient memory, and her earliest memory of

her mother, are both of mother's absence.

Similarly, her unhappiest

memory is of her mother's stay in the hospital when P. was eleven years
old.

Her happiest memory is of staying at her grandparents' house,

with her mother and siblings, where she describes having many family

—
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members available to her, something
she mentioned earlier as missing
from her life when the family
lived overseas.
All of these memories suggest
a child who wished for more
parental
involvement and nurturance than she
actually received. Again, this
is the chief caregiver in the
family.

dren making great sacrifices

-

Gibson's interpretation of chil-

such as moving 2,000 miles from their

husband in order to live with a parent

-

in order to gain the love they

feel they missed, is again a useful
perspective.

Gibson's second

statement, that the least loved child is the
chief caregiver, may also
be important in understanding this family.
P.

It is not clear here that

felt she was the least loved child, although the
memory of the other

children going sightseeing while she stayed with the maid is
suggestive

.

Of all the respondents

earliest memory.

,

only one had a nurturant memory as her

Clinically, the earliest memory is considered to

represent the most salient themes of childhood (Karson, 1983).

It is

interesting that the caregiver whose most salient memory is of being

nurtured by her mother is the one who showed great anger at her
mother, and more aggression towards her parent than any other respondent
in the study.

Thus her caregiving does not simply represent a repara-

tive attempt to ensure mother's presence, or a desperate attempt to

gain love that was perceived as given to someone else.

C.S. remembers

having pneumonia, and "being cared for" by her mother.

She remembers

mother as someone who cooked, and sewed clothes for

C.

.

54

C.

is not attempting to gain
mother's love at the last moment

Rather, her caregiving seems
to represent a reciprocity
care in illness that was given
to her in childhood.

-

givingg the

Clearly this is

not the sweet uncomplicated
reciprocity of the Waltons.

C.

threatens

her mother with going to a nursing
home if she does not "behave."
She walks out of the house when
she gets angry at her mother, and she

engages in bickering and silent nastinesses
with her.
she take care of a mother she clearly
does not like?

Why then does
The early

memories data suggestshe is repaying for her
earlier care.

This

suggests another theory of family interaction,
which can further

enrich our understanding of these data.

The theory also helps us to

understand the paradoxes cited above, in which children who
felt their
parents were absent when they needed them are now ever-present
caregivers
The theory that deals in reciprocity, that uses the language of

balances and repayment is the contextual family theory of Ivan

Boszormenyi-Nagy and colleagues (Nagy and Spark, 1973).

Nagy describes

a "slate" or ledger which each family members keeps in his or her head.

On it is written every debt and every payment of care or love that has

been made in the family.
their slates

—

The family members are not conscious of

they do not say to each other, "You didn't come to my

school play in 1958, so

I

am not going to Aunt Sadie's with you."

slates are maintained at the unconscious level.

The

Carl Whittaker (1984)

refers to a similar set of accounts payable and receivable when
he talks of family members making "an unconscious contract

- - if
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you do X

I

must do y."

Nagy is talking about an unconscious
ledger.

C.'s caregiving is well explained
by this notion of a ledger.

Although she is angry, and she
cannot give care with grace and ease,
she is bound by the account
payable on her unconscious ledger.

not know what her mother's tone
was in her caregiving.

We do

It is possible

that C. is also repaying the grudge
with which she was cared for.

We do know that her mother was extremely
stressed by the care she gave
to her own children and others.

C. describes her

mother as "having a

nervous breakdown" because she was raising her
own three children
plus her husband's younger half-siblings who had been
orphaned, all
on little money.

It took a near "nervous breakdown" to lessen the

burden on C.'s mother; the children were then sent to a Catholic
children's home.
This story suggests that C. is motivated by another unconscious

family process described by Nagy

—

the family legacy.

took on the care of his half -siblings

.

C.'s father

She points out that none of

his other siblings felt so obliged.

C.'s mother did the actual work

of raising them.

—

These are legacies

handed down from parent to child
a certain way (Nagy,

1973).

—

expectations and obligations

which require the child to act in

But with this legacy, C. has inherited

another of which she is less aware.

To be relieved of the burden of

caregiving, she has to "have a nervous breakdown."

She uses the same

words to describe what she says will happen to her if things do not
improve that she used to describe her mother's only escape route from

excessive demands of caregiving.

In fact, C.

competes with her
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sister-in-law for the status of
closest to insanity.

She recount,
:s a

shouting match with her brother
in which he says his wife, who
has
a chronic illness, will have
a nervous breakdown if she and he
have

to care for his mother.

C.

recounts screaming at him that she is the

one in danger of emotional collapse.

Another caregiver remembered being cared
for by mother when she
was ill, suggesting again that the
reciprocity and repayment of which

Nagy writes is in play.

She remembered her mother making hot choco-

late for her, and she remembered coming home
for lunch from school.

Her mother away at work, she remembered hoping
that her grandmother

would have cooked lunch.

Her first memory is of "being scared" on

the first day of kindergarten

moment in childhood.

~

the archetypal separation-anxiety

Here, there is no

sense that nurturance was

in short supply, but there is a concern with separation from the

mother, the nurturer.

This might imply that the caregiver is seeking

to make reparations which will magically prevent her having to separate

from mother for the last time.

Or they might represent an attempt to

balance the Nagyian ledger before the last separation occurs.
The correctness of the latter interpretation is suggested by the

resolution of this woman's feelings about caregiving once her mother
was dead.

In the follow-up interview she said that her mother was

now at peace, and that she felt she had done all she could.

She,

therefore, felt she could accept her mother's death as a liberation
from cancer at the end of a long, full life.

She thought her sister,

who had shared the caregiving with her, felt the same way.

But her

brother, who was primarily absent
throughout the mother's illness,
was depressed, having trouble
coping with the loss of his mother.
She thought he might "feel
guilty" because he was not involved
during

his mother's last years, and
suggested he had said he wished he had

been more involved.

The brother would be seen by Nagy as
having failed

to balance the ledger before his
mother died.

Nagy's perspective also gives us another
view of the man who

paradoxically went out of his way to care for the
mother he described
as "a bitch" who caused discord in any
home she entered.

Perhaps

he still sought her love, and perhaps his style
of reparation required

him to cope by trying to keep her close and to do
whatever he could for
her.

Nagy would suggest that the paradox is to be interpreted as

follows:

Mr. C. had to repay someone for the care he received from

his wife, whom he describes as "having to take care of me" and from

his uncle, whom he remembers saving him from the doctor's painful
touch.

The ledger does not require that family members pay those to

whom they directly owe their debts.

One relative can be cared for in

return for care given by another (Nagy and Spark, 1973).

When adults

care for their children as their parents cared for them, they are

balancing the ledger in this way.
But why is this explanation necessary, if the psychodynamic

interpretation fits so well with C.'s need to recapture some of his

mother's love before she dies?

Certainly it is not parsimonious to

add another interpretation when one is already available.

The useful-

ness of the Nagyian interpretation becomes apparent when we apply
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these data to clinical intervention.

While the object-relations

interpretation is important to keep
in mind, the Nagyian
interpretation
is one that can be used in
reframing a client's actions in a family

therapy session.

Chapter IV suggests the particular
usefulness of

Nagyian theory for constructing
interventions which can be used with
families struggling over the issue of
parent-care.
D enial as a Coping Style

While the reparative coping style and the Nagyian
"ledger-balancing" are clearly identifiable in the Early
Memories data, it is harder
to see direct evidence for the hypothesis
that those who do not cope

by reparation will try to use denial to cope with
loss.

likely to be an artifact of the design of this study.

This is most

Since only the

primary caregivers could be given the Early Memories Test, we do not
have
data on the early object-relations of the "absent" siblings.

The

"absent" siblings, less involved in parent -care, are the ones we would

hypothesize to be coping by denial.

But interviews with most of the

siblings who were not primary caregivers are part of the study.

And

they suggest that denial can also be used as a coping style wnen a

pareht declines in old age.

Denial of the parent's deteriorating con-

dition and denial of the nearness of her death explain many of the

behaviors of siblings who were not primary caregivers.

In some cases

content-analysis of the siblings' responses to interview questions
and siblings' spontaneous narratives strongly suggest that the

underlying coping style is one of denial.

At other times, one

sibling interprets another's
behavior in

a

way that suggests denial

as an underlying factor.

A small digression may be in order
here to clarify the use of
the terms "denial" and "coping."

We are accustomed to hearing denial

described as a defense, rather than a
coping strategy.

Coping

strategies are supposed to be more active,
aware, and positive.

Our

society values coping, so the strategies
used in coping should be
strategies our society values, we assume.

Haan (1983) constructs a

framework in which the relationship between coping
and defending

becomes clear.

Coping strategies are distinguished from defenses in

that (1) the individual is more aware of them and
(2) they are more

often effective and appropriate to the life stage of the individual

using them.
The denial we will see in the respondent's comments does not

meet Haan's criterion for awareness.

In this sense it may not fit

her definition of a coping style rather than a defense.

But these

respondents' denial meets the effectiveness criterion and one could
argue that it also meets the developmental criterion, particularly
for married people with children.

Their need to deny, to some extent

at least, the impending loss of a parent and the seriousness of the

parent's illness has its roots in their developmentally determined need
to structure both their internal object world and their time schedule

around their children and spouse.
(Guttman,, 1975)

This "parental imperative"

is a hallmark of middle adulthood.
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It is also important to
recognize the ambiguity of the
actions

psychologists try to classify as coping
and defending.

There is

no-

clear boundary between the two,
as Haan and colleagues would be
the first to admit.

Many of our respondents' actions
fall somewhere

between the effective, age-appropriate,
culturally syntonic activity
we

cal-l

coping, and the ineffective culturally
alien psychic activity

we call defending.

And let us also remember that there are
times

when it is necessary to defend.

For the respondents described below,

the parent's illness was such a time.

But since their aim and attempt

was to co£e, we have subsumed under that rubric
a range of actions and

"inactions" with which the adult children responded to the
parent's
illness or decline.
The most common indicator of denial by adult children was staying

away from the elderly person.

Clearly, we cannot simply measure the

amount of time spent visiting the elder at home or in the hospital
and say it is inversely related to the extent to which denial is used
as a coping style.

People have other responsibilities, and they live

at various distances from the elderly person.

by as much as 3,500 miles in this study.

These distances varied

We can, on the other hand,

see whether distance appears to be a factor in determining who spends

time with an elderly parent and who does not.

Comparing distance from

Smokestack (where all of the elders were hospitalized) with amount of
involvement in caregiving and parent-care decisions yields some inter-

esting results.
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The sibling who lived farthest
from her parent in this study was
actually a subject in the pilot
sample.
F.A. lived 3,500 miles from

Smokestack.
care;

She was definitely not the least
involved with parent

in fact, she was among the
siblings desdribed as most supportive

by primary caregivers.

Only one other caregiver was described
as

more helpful than F.A.

This was P., a sister who lived less than

one

hour from her mother and was described
as essential to her sister,

A., a primary caregiver in Smokestack.

At the other extreme, A. and

P.'s two brothers, who both lived within half
an hour of their mother's
home (one lived in his mother's neighborhood),
were described by A. and
P.

as uninvolved.

In fact, one brother was not aware of the latest

family meetings held at the hospital, and had not seen his
mother
since her return from the hospital a week before.

The other brother

would not speak about his mother's illness or his involvement with it,
saying he "did not have time."

(This occurred after several

reschedulings of the telephone call to suit his schedule.)
In another family, an adult son who lived in the northeast was

noticeably uninvolved with his mother when she became ill.

He made

only one additional visit, even after his mother's cancer was clearly
terminal.

His sisters said he wanted nothing to do with decision-making

about his mother's care.

In contrast, F.J. flew in from Arizona four

times in one year, despite the financial constraints this caused her
and her family.

She described having to do without some things in order

to keep money available for trips like these which might have to be made
at a moment's notice.
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Geography, then, is not the
xnajor factor in determining
who spends
time with an elderly parent who
is ill and who stays away.
One son,

who rarely visited his mother when
she was ill at home and almost

never visited her when she was
hospitalized seemed to state his own
feelings when he described his brother's
inability to visit:

"I think

it hurts

him to see her that way," he said.

he said,

"yes, it hurts but it doesn't stop me
from going up there."

Asked if it also hurt him,
In

the same interview, however, he
reported that he had not visited his

mother in the hospital, and had not seen her
since she returned home a
week before, either.
it

This son, then, seems to know on some level that

hurts him to see his mother, formerly a vivacious woman,
depressed

and in pain.

Consciously, however, he does not put the two together

or see how little he has seen her.

This son also made it clear that it was easier for him to see his

mother healthy than as the ill woman she was.
and take her out to Bingo, which she liked.

He was willing to visit her
He denied that she was less

active now than before because she was weak or depressed.
she had "got used to people waiting on her."

used to get up and walk around," he said.

He said

"At the hospital she

"She should get out more.

just doesn't have the motivation to get out."

She

The hospital social

worker felt, however, that depression was part of this inactivity.
The mother was also losing weight rapidly at this time, and died a few

months later.

The son's view of her inactivity, then, suggests he

needed to see her as healthier than she was, to deny the seriousness of
her illness.

When he was confronted with "seeing her that way"

—

his
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euphemism for seeing her on the cancer
unit at the hospital
pain.

For that reason, he stayed away.

it obscured how

-

he felt

But his denial was so strong

much he did stay away, and he talked
as though he visited

her more than he did.
The theme of guilt is unavoidable in
this case description.

While

guilt may not have played a part in the
pain of seeing his mother

with cancer (we cannot conclude that it did
or did not)

.

there certainly

seems to be guilt at the root of the son's
second level of denial.

His

denial of his own absence from his mother's hospital
room seems rooted
in his guilt over not being with her.

This man's brother may have felt

similarly guilty when he stayed away from his mother during her
illness.
This would be a plausible explanation for his unwillingness to
be

interviewed.

He may, on the other hand, have needed to shore up his

denial of his mother's illness even further by refusing to talk to

someone who would ask questions about her.

His infrequent visits

seemed to follow the pattern of a son who did not want to see how his

mother actually felt.

According to his sister, he visited occasionally,

but did not stay in his mother's bedroom with her.

At times he would

drop in with his two-year-old son, say hello, and be off again.

These

are not the behaviors of someone who is angry with the parent, or of

one who feels the need to do all he can to gain her love, or magically

make her stay in this world longer.

They are the behaviors of some-

one who is, as his brother said, hurt by seeing his mother approaching
death.
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Another brother who rarely visited
was described by his sisters
as "not dealing with" the
illness and ultimately the death of
his

mother.

He visited once a year, as he
always had.

Once his mother

had died, his sisters felt he
took her death "harder" than they did.
One sister said she thought he felt
guilty about staying away.

However, she thought he had stayed away,
not out of hostility, but out
of pain and now knowing how to cope
with seeing her ill.

The sister

sais she thought her brother would not be
willing to talk with the

interviewer because he was having so much trouble
accepting his

mother's death.
inevitable.

His denial had not succeeded in staving off the

The sister was right; the brother would not talk about

his mother's illness (his refusal occurred several months
after her

death).

Unlike the man described above, who said he had no

time to

discuss his mother, this man was apologetic, and as much as said he
found it painful to think of his mother.

very softly.

"I'm very' sorry," he said,

"I just can't talk about it over the phone."

As he was

in another city it was clear to both of us that an in-person interview

was not possible, and he was thus declining to talk about the subject
at all.

Not because he wouldn't, but because he couldn't.

Hypothesis Three

Hypothesis Three: Once the adult children in
the family have become primary caregivers, or
found themselves in some other role vis a vis
the elder, value judgments are made based on
these roles.

"
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This hypothesis was proposed as
a linking hypothesis which would

help to explain the process by which
one child became the chief

caregiver who soon found herself doing
almost all of the parent-care,
and resenting it.

The literature and the clinical
experience of the

author suggested that the caregiving and
non-caregiving roles were

generally very rigid.

The dysfunctional families who sought the
help

of therapists and support groups had
been contributing to the rigidity
of the role assignments without being aware
of it.

^

What was the

process by which a family reached a point where one
caregiver made
great sacrifices and yet

f oun'd.herself

help from other family members?

or himself unable to accept

How did so many families reach the

point where, according to the caregiver, no one offered to help?
The value judgements made by family members and professionals were

hypothesized to be an important step in the role rigidifying process.
By identifying one child as the "good" child, family and non-family
made value judgments against the other children.

Adult children who

might have contributed to parent-care resented these judgments and

withdrew resentfully, according to the hypothesis.

These value

judgments appeared in the interviews as a somewhat moral tone, in some
cases, and as straightforward degradations of siblings in other cases.
For example, one brother, Mr.

C,

said of his sister:

"You stay in

Connecticut.

Smokestack, is where the problems are, so you stay in

Connecticut.

That's very smart.

smart

.

It's not very compassionate, but it's
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A sister said of her brother.
"He is

a very selfish person."

Her

sister agreed with her, but her
other brother felt the older brother
was only protecting himself from
the pain of seeing his mother with
a terminal illness.^

In the U. family, where there were
two sisters

in the local area, the caregiving
was shared quite equally.

But under

the pressure of her job, her children
and half the care of a sick mother,
one sister blamed the family in general

other relatives

—

-

the grown grandchildren and

for asking too much of her.

She complained that

because she worked nights, she was expected to chauffeur
her mother
to appointments during the day, leaving her with
no time to sleep.
In one of the most conflicted relationships,

C,

who had a brother

in the midwest, described him as not caring what happened to his
mother.

She described her sister-in-law, whom she expected to be as devoted
to her mother as she was, as "sitting there like a queen" when C. was

"stuck" with making a plan for her mother's care.
as reaching the end of her rope at that time

untouched by the strain.

,

C.

described herself

and her sister-in-law

In another part of the interview she described

her sister-in-law as having rheumatoid arthritis and "look(ing) like
an old woman at 45."

She was able to ignore these seemingly crucial

facts in complaining about her sister-in-law's failure to care for
S

.

's

mother.

These value judgments were made by primary caregivers against
siblings who were less involved with the parent's care.

The professional

literature unfortunately reinforces these value judgments.

Caregivers

are referred to as "the responsible child" with the implication that
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their siblings are irresponsible.

Neglecting the family therapist's

position of neutrality when working
with or evaluating a family
(Selvini-Palazolli et al., 1978), virtually
all of the case studies
and reports of group treatment
of caregivers comment on the absence
of other siblings without the
therapist's ever contacting the siblings

or interviewing them.

This gives social workers and other
clinical personnel an implicit

message that the child who is at the hospital
is the "good" child and
theother siblings are the "bad" children.

Although there was no

direct evidence that this message was passed on
to the primary care-

givers in this study, neither was there any noticeable
attempt to

bring the primary caregivers together with siblings who did
not seek
out family meetings themselves.

Family meetings were generally arranged

by designating one adult child to gather the others.

Hospital forms

encourage this by asking for one person to contact regarding the
patient.

On one unit, the social worker described the standard

procedure of finding one relative who was most "approachable" and

dealing with that person only, except at family meeting times when the
contact person had gathered other relatives.
All of the above procedures serve to solidify the position of one

primary caregiver.

On the one hand, that person will have the most

information and will be most likely to make decisions without the

extra bother of sharing all the information with siblings and working
towards a group decision.

Caregivers cannot be expected to be aware

that making decisions alone will have negative consequences later.

On
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the other hand, the primary
caregivers will be asked to do countless

tasks and follow up hundreds of
loose ends.

This leaves them feeling

exploited, and more likely to justify
making decisions without

consulting the family.

In some cases they may make decisions
without

consulting the elder either.
Other adult children may quickly grow
resentful of one sibling

who takes over decision-making.

They may see her request for help

with procedures she has decided are necessary
as "bossy."

frustration may come across to them as pressure on them.
things done yesterday.

Her
"P.

likes

I'd come home and she'd have all these things

for me to do," said P.'s younger brother, who used to
live with his

mother.

He found himself fighting with P. so much that he moved out,

leaving P. to care for their mother alone.

with relief, but with sadness.

He described his move not

"We weren't getting along at all," he

said from his apartment outside Smokestack, "and so... here

I

am."

Thus value judgments did play a part in the disintegration of good

relations between primary caregivers ^nd their siblings.

The value

judgments set off resentful reactions such as the one described above
in three of the six families.

In the C.

family, the sister spoke

sarcastically of her brother, but did not refer specifically to

degrading judgments he might have communicated to her.

It is possible

that he spoke more negatively about her to the interviewer than he

did to her.
In the remaining two families, relations were relatively good, as
in the U.

family, and the sisters appreciated each other despite some
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complaints.

In the Q.

family, value judgments were less
pronounced.

In the family which coped the
best with parent-care, the A.
sisters
(a pilot study family), the
sisters had only positive value
judgments

to make about each other, and
referred to their shared commitment
to family as an article of their
religious faith.

Interestingly,

they were one of the families who placed
the parent in a nursing
home, and their commitment was in part a
commitment to help each

other get through the placement process.
Value judgments, then, deserve a place in the
list of pitfalls

professionals must avoid in working with late-life families.

They do

play a role in mediating role assignment and the eventual
deterioration
of relationships.

But these judgments did not appear as frequently

as other themes in these data.

And the resentments that begin to

grow and drive family members apart are fueled as much by
misunderstandings of individuals' coping styles as by any value judgment imposed within or from outside the family.

standings of coping styles

men in the study

—

—

It is the misunder-

such as the denying style of most of the

which widen the rifts which arise in caregiving

families.

Hypothesis Four

Hypothesis Four: Once the coping styles and
early life experiences described above have
determined the roles each adult child will take
in caring for an elderly parent, a cycle begins,
In this cycle, the primary caregiver does more
and more and other siblings do less and less.
The cycle is characterized by the chief caregiver's resentment, the alientation of other
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adult children and the
confirmation in the
caregiver's mind that s/he is
correct in
resenting the relative absence of
the siblings.

This hypothesis was based in
part on the well-established finding

throughout the literature on family
care of the elderly that it is

primarily one adult child who does the
caregiving, as opposed to an
equal sharing of responsibility
among siblings.

The literature also

identifies daughters rather than sons as
usual primary caregivers
(Brody and Lang, 1983; Treas, 1980) with
daughters-in-law as chief

caregivers where there are no daughters.

This study did not set out

to test whether women were more likely
to be caregivers than men, but

we will show that the sex of the caregivers and
their siblings was

relevant to the level of resentment and conflict in the
family.
The hypothesis stated above is complex, and deserves some close

attention before the data supporting it are presented.
exists in the context of the previous three hypotheses.

This hypothesis
As is often

the case when hypotheses shape a family therapy session (Selvini-

Palazolli

et_

al

.

,

1978), hypotheses are linked one to the other.

do not stand alone.

They

This hypothesis begins where the issue of role

assignment in parent-care leaves off.

While early object-relations

and individual coping styles suggest ways in which individuals will

react when a parent becomes ill and needs care, they do not determine
the level of conflict a family will experience when the transition to

parent-care takes place.

This hypothesis, then, links the individual

family dynamics we uncovered in exploring hypothesis three with the
family dynamics which are commonly found in caregiving families.
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The hypothesis being tested
here suggests a systemic perspective
on the "caregiver strain" which
has been seen by many gerontologists

(Robinson and Thumher, 1979; Horowitz
and Dobroff, 1982; Brody

Robinson, 1984).

,

1981;

A systemic perspective suggests that
the strain

experienced by the primary caregiver is
symptomatic of a dysfunction
or imbalance in the family system.

In this case the imbalance is the

inequitable distribution of responsibility for
parent -care in the
family.

This aspect of the hypothesis was definitely
supported, as

the following data show.

Distribution of Caregiving Responsibility
In all but one of the respondent families, caregiving
was unequally

shared by the adult siblings.

The primary caregiver felt the care-

giving was a burden, and in at least two cases described physical

illness as a result.

In the U._ family, and in one of the pilot

families, caregiving was equally shared among two sisters.

pilot family there were no other adult siblings.

In the

In the U. family

there were two sisters who shared the caregiving and a brother who
had no part in it.

Although the sisters helped each other, they felt

highly stressed by caring for their mother as indicated by the
scores on the Burden Questionnaire.
The data also supported the portion of the hypothesis which states

that a cycle begins and that as the cycle
a spiral

—

—

perhaps best described as

continues, the chief caregiver does more and the other

caregivers do less.

Each of the families in the study had moved from

.
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one mode of parent-care to
another.

The J. family had all visited

their mother frequently when
she lived in her own home alone,
and when
she lived in elderly housing
alone.
Once she became ill, one daughter
became "obsessed" with her care
and reported that she and her husband

talked of nothing else, with the
result that their relationship was

suffering
In another family, a sister and
a brother watched out for their

mother while she was well and relatively
independent.

But when she

.became ill, another sister moved in with the
brother who lived with
the elderly lady.

This sister soon found herself caring for her
mother

almost exclusively alone, with only an occasional
break from the

twenty-four hour routine.

Almost all of these breaks were provided

by her sister, according to the caregiver.

Her brother provided no

assistance.
In another family, a god-son/nephew gradually found that he and

his wife were responsible for his godmother, who had no children of

her own but had several nephews.

This arrangement gradually developed

over time, and soon became stressful for the god-son /nephew and his
wife.

Finally, in one family, the care of the mother had been passed

from one relative to the other.

As the mother's needs became greater,

her son took more and more of a role in trying to keep her comfortable
and took her to live with him and his wife for a period of time.

He

felt, by the time of the interview, all responsibility had fallen to

him, even though his mother had recently moved in with his daughter,

her granddaughter.

As the son predicted, this arrangement was
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short-lived, and the .other was
placed in long-term care within
a f.
:ew
months. The son still had major
responsibility for making arrangements
for her, despite his own illness
and his wife's increasing agoraphobia.
Thus, the increasing concentration
of caregiving responsibility

showed up in almost every family.

(A notable exception was one of the

four pilot study families, where two
sisters shared the responsibilities

relatively equally and felt no resentment
toward one another.)

The

second part of this complex hypothesis, however,
focuses on the resent-

ment and conflict in the family.

There would not necessarily be a problem

with an equal distribution of responsibility if
all members of the family
felt this distribution was fair.
the same thing.

Equal and equitable are not necessarily

Conflict and resentment were, however, salient charac-

teristics of the families in this study.

In determining where the

conflicts took place and where they were less marked, an interesting

refinement of the hypothesis developed.

Rifts Between Siblings:

Sex-typed Patterns

Resentment on the part of the primary caregiver and alienation of

'

other siblings occurred in every family, but not in every relationship

between each caregiver and each sibling.

In fact, some siblings

became closer through caring for an elderly parent.

between siblings of the same sex.

brother-sister pairs

—

This occurred

Opposite-sex siblings, however

—

were most likely to follow the hypothesized

pattern of increasing distance and hostility.

While this did not occur

in every case reported here, and while the sample is certainly a small

one, a majority of the cases suggested these sex-differences in

the changes seen in sibling
relationships.
In one family, two sisters,
P. and E., describe the
increased

closeness in their relationship
which contrasts sharply with the

deterioration of their relationships
with their two brothers.

The

sisters were "never close" in the
past, according to P.. who now
says she could not take care of her
mother without the support of her

sister.

"We are a lot closer,

"

she says.

"We count on each other."

"She is a godsend." E. says of her
sister.

not close in age or interests in the past,
"now

my sister tremendously," says

E.

Although they were
I

would say

I

love

She describes "a very open and

honest relationship," and continues, with a voice
choked with emotion
"had (mother's illness) not happened, we might never
have discovered

this."

After their mother's death, says P., she expects her close

relationship with her sister to continue.

"This is the best thing

that's happened," she comments.
The mother's death did not change the sisters' views of their

relationships with their brothers, either.
are much more negative.
said,

In an interview before their mother died, E.

"When this is over, if

accident."

But these relationships

I

ever see him again it will be by

Yet she and her brother were once close.

"We had friends

in common, a good relationship" before their mother became ill, she
says.

And while her sister quarrels with her brother's wife, E. tell

the interviewer, "I don't feel his wife is the cause of it, if she

doesn't take the initiative to make him act compassionately" toward
his mother.

their mother.

She blames her brother for his inactive role in helping
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P.'s complaint about her
brothers are similar to E.'s.

They are

not considerate enough, they
are not compassionate enough,
they do not
show their caring for their
mother or their sisters. Her younger

brother, she feels, did not come
to see his mother enough, and
when he
did, he did not spend time in
the same room with her, but "sat in
the

living room."
all.

Her older brother hardly came to see
his mother at

And "he never asked her how she felt,"
P. reports.

This comment

suggests two conflicting perspectives, two
vastly different sets of

values and two totally different styles
of coping.

While the brother

was willing to take his mother someplace she
enjoyed, he could not sit
face to face with his mother and talk with her.

Least of all could

he ask her how she felt, because this knowledge
would have been painful
to him.

This brother, K., could not tell the interviewer how he
felt,

either.

He rescheduled the telephone interview several times, and

finally said he didn't have time for it.

His brother, who said he

was increasingly close to K., was willing to be interviewed.

He said

he thought K. cared about his mother, but "I think it hurts him to see

her like this" and for that reason he stays away.

Here the two brothers

cope with their mother's terminal illness by denial; they consider her

physical comfort, apparently (one of them built her a wheelchair ramp)
but not her emotional needs.

To the sisters, these needs are

paramount and her brothers' inability to address them are major.

This

difference in perspective will be an aspect of the analysis which explains
the sex-typed nature of the conflicts and alliances in the families in

this study.
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P.

and E. also exemplify the
increasing rigidity of roles

involved or non-involved adult
child
progresses.

-

-

as the parent's illness

As it became necessary to seek
long-term care for their

mother, the sisters distanced themselves
further from their brothers.

When asked if the family met to discuss
what to do about their mother's
care, one sister replic-d, "Yes, the
family being my sister and me
"We don't ask their opinion anymore,"
the other sister added.

.

"

The

sisters did not tell their brothers they
were looking for a nursing
home, and the brothers did not suggest it.

made, however, the mother died.

Before placement could be

This changed things in the brother's

eyes, and one brother met with his sister's husband to
begin to patch
up relationships in the family.

Through his brother-in-law, he suggested

that he and his sisters and their other brother meet to "get back

together as a family again."

Both sisters refused, saying they wanted

nothing to do with their older brother now or in the future.
The sisters' reaction to their younger brother also did not change.

Where

E.

felt before mother's death, "I have very little patience with

him now, he should act like an adult," she felt the same, according to P.,
after mother's death.
bad for him, but

I

P. herself said after the mother died,

can't comfort him.

I'm too angry."

"I feel

P. had described

him with a mixture of sympathetic tolerance and anger in the earlier
interview, saying he "had a lot of growing up to do," that he was selfish

and did not care about her or her mother.

mother's death.

This view did not change with
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In another family, sister
and brother who say they used to
be

close to each other, now speak
only through lawyers.

While the sister

does everything she can to blame her
sister-in-law for her brother's

behavior, she still has nothing good
to say about him at the first

interview, while her mother is living
with her and her brother is

living near the family home in the
midwest.
In this family, the brother-sister
conflict takes on a particularly

circular pattern.

Sister complains that her brother does not pay

any attention to his ailing mother who lives
with her here in the east.

However, she has told her brother she never wants to hear
from him

again and she discounts the cards and presents to his mother.
complains, "He never calls."
he does call.

She

The brother, on the other hand, says

He calls his mother at the hospital or at his sister's

house when she is not there and does not tell his sister that he has
called.

He mentions that "she said she never wanted to hear from me."

Assuming that her brother has not called her mother, the sister blames
her brother's wife for not giving messages to her brother when she
has called him or when mother has called to say she wants to talk to

her son.

Mother, whether due to her dementia or some interpersonal

need, allows this to continue.

What explains this peculiar family where both siblings offer
care and attention to mother, but unlike families where each sibling

claims to do the most, the brother in this family wants his sister to
think that she is all alone in caring for mother?

The sister seems to

want her brother and his wife to have the same experience of feeling all
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alone with the burden of care.

When mother was staying with her son
for

a short period and her daughter
was getting ready to move her back

into her home, the daughter "disappeared"
for a few days and describes

with some pleasure her brother and
sister-in-'law having mother on their
hands and having no idea where the daughter
was.

She admits that this

was not a good thing to do, but says
that she wanted to keep her brother
and sister-in-law in the dark so that they
would "suffer."

Now when she

has full-time care of her mother, her brother
is letting her suffer,

leaving her feeling that she is all alone in caring
for mother.

At

the same time, however, the sister and brother give each
other something
as each carries out their srange disappearing act.

Brother gives his

sister the satisfaction of claiming that she is the good child, the only
one who does anything for mother.

Sister has given her brother and

his wife the satisfaction of seeing her make a spectacle of herself by

slamming and breaking her brother's storm door, in front of neighbors

who know the whole family.
This family does not splinter completely according to the sex
of the siblings, however.

We could hypothesize that, in the absence

of a sister to ally with against her brother, the daughter in the family

makes large numbers of allowances for her other, younger brother.

She

forgives him for forgetting his mother's birthday and forgetting to send
her cards and presents.

He is "absent-minded," she says.

She neglects

to mention that he did not come to visit his mother for three years, but

she complains that her other brother, who has seen his mother at least

once a year, does not visit enough.

She describes her younger brother
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as a hero for taking medical
leave from the army in order to
fly east

and see his mother in the hospital,
but she berates her older brother
for

failing to take time off from his
job and either leave his family

behind or uproot them and drive

12

hours to see his mother.

She

mentions that she had to twist her older
brother's arm into coming,

which she finally did, in order to see
his mother.

She does not mention,

in this context, that her older brother
would have to leave not only job

and family, but his own business which he runs
on the side.

Finally

she leaves it to us to imagine the difference in
the emotional

tone with which she greets the older as opposed to the
younger

brother.

takes."

She describes her older brother as a selfish person who "only

Her younger brother is described as "a good kid," caring and

loyal to both mother and sister.
In the J.

family, three sisters who had always been close continued

to help each other out.

One sister, T., was closest to her mother

and felt the most need to keep up with mother's progress every single
day.

She also visited her four times a week.

The need to hear daily

progress reports was unusual in that the mother had been in a nursing
home for close to a year by the time this comment was made; she had
not improved at all and there was little hope that she would.

Neverthe-

less, "to help T.," each sister called her after they visited their

mother on the days T. did not see her.

They expressed concern for T.

and for her marriage, which one sister felt was strained by all T. was
doing.

Although T.'s "obsession" with her mother created a strain for

her sisters as well, adding another burden to the visiting of mother and
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the fairly serious family
problems in their own families

,

they did not

blame T.
T.

also spoke of her sisters as
helpful, and said they had always

been close and had gotten closer.

She did not describe outright

disagreement with her brother, but she
described him as somewhat
irresponsible.

Another sister implied he was immature and
said he was

mother's favorite, "her little son," despite
the fact that he visited
her the least.

The son did not seem to have direct
conflicts with

hULS

sisters, but he seemed to be out of the main
circle of the family,
in touch only with one sister and only when it
was convenient for him.

He also avoided being interviewed for this study,
so his perspective
on his sisters is unavailable.
In the U. family,

sisters also described getting closer.

The

two sisters shared the care of their mother, who had cancer, required

colostomy bag changes, and had previously needed frequent chemotherapy.
Despite the strain on both of them and their families
by each other.

,

they felt supported

The older sister reported feeling closer.

The

younger sister, who had apparently been less satisfied with the relationship in the past, felt it had "changed for the better" since they
on the care of their mother.

took,

She felt she was finally being treated

as an equal rather than "just her little sister."
In the U.

family, as in several others, the sisters grew closer

while their relationships with their brother developed resentment or
stayed the same.

The older sister said her relationship

with her

brother "stayed the same" and she described a fairly distant relationship
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With little contact and little
conflict.
spoke of her brother with resentment.
at

mother's last surgery,

"

The younger sister, however,

"He came up for a long weekend

she said, but then he went back ...
"mostly

he stays in New Jersey and does his
thing... He wants no part of

decision making."
Just as sisters became closer and
sister-brother pairs were more

likely to split apart, pairs of brothers
also became closer in most
cases.

This study did not involve as many
brother-brother pairs as

it did sister-sister and brother-sister
pairs, so the data are not as

numerous.

In one family composed of one brother and one
sister, the

brother said spontaneously, "I wish

I

had a brother."

He described

brothers as loyal to one another, dependable in times of crisis.

In

a family composed of nephews of an unmarried aunt, one nephew,
her

godson, was the chief caregiver.

He described getting closer to his

male cousins in the course of caring for her, which involved taking
her to doctors, moving her from one hospital to another, and more than

anything else, it seemed, worrying about her.

Mr. Q. did not get much

help from his cousins in this, but he felt closer to them and felt

positively about them nonetheless.
The S. brothers were closer now than they had been before, but

they had never been very close, according to one.
in the same state for many years.

They had not lived

The E. brothers, who did live near

each other, had also never been close.

But they had become closer

now, "due to the fact that we both don't get along with P.," according
to the brother who was willing to be interviewed.

They had begun to see
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each other, and talked, possibly
for the first time, about family
issues.

The younger brother described that
while he was in the service

he had learned that family was
important to him, but that his older

brother had "let him learn the hard way."
to his brother.

Now, however, he felt close

He attempted to make excuses for his brother's

non-involvement with their mother, saying his brother
was protecting
himself from the pain of seeing their mother in pain.

He described

this in such a way that it appeard he was also talking
about himself
and his own need to avoid seeing his mother's decline.
In the C. family there were only a brother and a sister.

Although

they were never particularly close, the rift that developed between

them was so great that it seemed it would never close.

It was a

surprise, then, to hear the brother, in a follow-up interview after his

mother's death, say that his relationship with his sister had improved
somewhat.

As the following quotations show, it had deteriorated

seriously during the periods when his mother needed care.
"You don't talk to my sister... You talk to my sister with your

ears," said E.G.

"My sister is a bitch."

Although he does not get

along well with his mother either, E. is most angry with his sister for
her failure to cooperate in arranging care for his mother when she
was due to leave thehopsital.

"My sister is very busy," he relates, in

discussing the time when it was necessary to place their mother or
bring her home.

"She plays golf all day... She is totally wrapped up in

herself and her husband.

She drives 100 miles to play in a golf tourna-

ment, but she can't drive to Smokestack."
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The sister, on the other hand,
does not speak with direct rancor

about her brother.

Instead she speaks sarcastically,
saying her

relationship with her brother is "marvelous"
in a sarcastic tone, and

refusing to say anything else.

She peppers her single-word responses

with connnents like, "You write the book
dear" and in response to a question about how family members were getting
along, "How old are you?"

The brother and sister never sat down and
discussed discharge plans for

their mother.

The brother refused to go to the meeting
planned at

the hospital, saying "I'm not going down there
and do that and then I'm
the one that does all the work.

I

won't

."

The sister meanwhile

attended one meeting without her brother and found fault with everyone
there.

"She started a war," said her brother, who clearly blamed her

for the disagreements which, ultimately, probably hurt the elder more

than anyone else.

Decisions were made in this family by one sibling acting and the other

proceeding to undo the act.

The sister found a bed in a nursing home,

which she knew her mother did not want, and left her brother to tell
his mother she was going to be placed.
his mother and decided to take her home.

The brother then felt sorry for
He blames his sister for

acting precipitously and not telling her mother she was going to a nursing home, thus making it impossible for the mother to adjust to the idea.

Conflicts about money were also part of the picture in this family.

Brother described his sister as a wealthy woman who cries poormouth;
sister refused to say anything about finances.

When he was asked on

follow-up if relationships in the family had changed, he said, "they
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haven't changed a bit.

I

still get stuck with all the dirty
work

-

the bills et cetera."

Thus the participating

fami-li^s in the study show a strong
pattern

of increased closeness between
same-sex siblings, whether they are

male or female, and conflict between
most of the opposite-sex siblings.
The pilot cases did not include interviews
with all of the siblings,
so they provide less substantial data.

However, most of the pilot

cases followed the same pattern of alliances
and conflicts.

One young

woman summarized her feelings towards her brother
as "pissed off."
Another, older woman was angry at her brother for leaving
her with

heavy responsibilities for her mother's care, despite her
own illness.
She did all the caregiving singlehandedly until she became
hospitalized
due to her own illness.

Two sisters described increasing closeness

despite 3,500 miles between them.

Their experience is described

separately for the unusual data it provides.
The pattern of same-sex sibling closeness in this study was

suggested by previous clinical data reported by this author in an earlier
paper (Sassen, 1983).

A woman in her fifties being interviewed for

a caregiver's support group reported that the process for caring for her

elderly mother had been difficult and often painful.

But the closeness

that had developed between her and her sister in a neighboring state

had been surprising and wonderful for her.

Nevertheless, the

discrepancy between the improvement in same-sex sibling relationships and
the deterioration of opposite-sex sibling relationships was an unexpected

finding in this study.

It raises questions for researchers

and
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clinicians.

What explains the sex difference
in the direction of

relationship-change, that is toward
closeness or toward conflict?

How can this finding be integrated
into practice by clinicians and other
human services workers who help
families care for elderly relatives?
Coping St yles as Sources of Closeness and
Conflict
In the discussion of hypothesis two,
we identified two styles of

coping with the impending loss of an elderly
parent:

reparation (Klein, 1975).

denial and

Examples were provided of adult children who

coped by avoiding the fact that their parent was
ill and might die at
any time, and children who coped by trying at all
costs to make

reparation and magically keep the parent with them.

These children

sometimes crossed over into a pathologically desperate attempt to
make a rejecting parent love them at the "eleventh hour" before her
death.

The difference between a denying and a reparative coping

style is a salient feature in the conflicted brother-sister relationships in this study.
The E. family, for example, consisted of two sisters and two

brothers, with conflict lines clearly drawn according to sex.

Both

sisters in this family coped with the illness and approaching death
of their mother by reparation.

comfortable.

They made sacrifices to keep her

One sister actually moved in with her, leaving her

husband in another state, in order to prevent her mother from having to be
placed in a nursing home.

The other sister brought her children to

visi.t often and tried hard to support

her sister.

Both sisters were able
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to talk about their feelings
of love for each other, for
their mother,

and the sadness of losing their
last living parent.

The brothers in this family were
noticeably less present than the
sisters.

One visited once a week or less,
to take his mother to the

neighborhood Bingo game.
very close by.

The other visited rarely, although he
lived

The younger brother, as described above,
sought to

understand his older brother's absence by
explaining his need to avoid
seeing his mother in pain.
he said.

"I

think it hurts him to see her that way,"

Here he described his brother's coping strategy

denial.

-

and his own

He. too. stayed away when his mother was in the
hospital,

stayed away from meetings about placing her in a nursing home,
and
stayed away emotionally.

His sister had many complaints about him,

but the most telling was, "he doesn't even ask her (their mother)

how she feels."

He could take her out to see her friends, and he

could spend time with her when she was acting as if nothing was
wrong.

He could not accept that she was to die within a few months.

This would have eroded his coping by denial.

His brother coped by

even more denial, staying away except for short visits when "he sits in
the living room" according to his sister.

And this brother also avoided

talking about his mother, eventually refusing an interview after evading
it by rescheduling several times.

The E. brothers and their sister showed their different levels of

denial also in their interpretation of their mother's behavior change
when she returned from the hospital.
hospital.

All knew she hated being in the

But the daughter. P., saw her behavior there as a struggle
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of a very sick woman to show
that she should be allowed to
go home.

really knocked herself out at the
hospital to show she was

••She

strong enough" to go home, P. said.

Once she was home, mother

stayed in bed most of the time, walking
very little.
as inappropriate behavior.

Her son saw this

"She should get out more," he said.

At the hospital "she got up and moved
around," he reported, but at

home "she got used to being waited on."

Thus the two siblings'

interpretations of even the simplest behavior showed
their different
perspectives:

one denying how ill his mother was, the other
seeing her

as much weaker.

Similarly, the U. sisters both coped with their mother's decline
and approaching death by doing all they could for her.

families (one of them quite large) and jobs.

Both had

One felt they had to do

all they could because their mother deserved it since she had always

cared for them.

Their brother, on the other hand, coped by denying that

anything had changed.
long as
and

I

I

His younger sister reported his attitude:

'as

don't have to discuss it with people, it's not happening

don't have to worry about it.'"

she said.

"

His older sister,

protect himself:

C,

"He blocks it out completely,"

saw his denial as a way he tried to

"He cares," she said, "but he hasn't been involved."

In some families the rifts between brothers and sisters were

less noticeable, and the conflict was minimal (or minimally reported).
In the J.

family this was the case, but even so, the brother's relatively

extruded position among his sisters could be explained by his different

method of coping with his mother's chronic disability.

He visits only
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when his Sister takes him to visit,
and stays out of touch by not
having
a phone.
He does not show up when it is
inconvenient. Meanwhile,
his sisters go to great lengths to
assure that one of them will be with

their mother every day of the week.

One of them constantly contacts

doctors and nursing home staff people to
try to "make them" do something
they are not doing for her mother.
away.

The "favorite son," however, stays

Again, he refuses to talk about his mother,
so we cannot know

with certainty if denial is the cause of his
non-involvement and his
refusal to be interviewed as well.
The S. family was among those with the most striking
brother-sister

conflict, with the brother and sister speaking only through
their
lawyers.

Here, again, the brother seemed to be coping by a combination

of withdrawal and denial, although he had previously been more involved

with his mother's care.

He now said, "After a while you feel, it's not

worth sacrificing my life.

I

have a life to live too,"

He did not

want to see his mother, but sent her things and sent cards.

His sister

discounted the cards, wanting her brother to have more contact with his
mother.

"He never calls," she complained.

She had actually taken her

mother to Massachusetts to live with her even though her mother's
home was in the midwest.

Her brother encouraged this.

Summary of Hypothesis Four
Thus three of the five cases which involve opposite-sex siblings

show that denial tends to be the coping strategy of sons, while

reparation tends to be that of daughters.

Four of the five cases which

involve both sisters and brothers indicate conflict between sisters

,
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on the one hand and brothers
on the other.

All of these conflicts

seem to have their roots in denying
versus reparative coping styles:
those who practice one style cannot
seem to cooperate with those who

practice the other.

Even when the sex-typing is apparently
reversed,

as in the C. family, these conflicts
can create great rifts in the

family.
In each case, less help is available
to the primary caregivers
as a result of these rifts.

Where there are two sisters caring for a

mother cooperatively, but without the support or attention
of their
brother, they manage fairly well.

Where only two siblings exist, the

brother who is the chief caregiver is extremely stressed and
resentful,
and angry at his mother as well.

Summary

The four hypotheses discussed here were all supported, but their

relative impact on the family, and the source of that impact, contained
some surprises.

These new data led to refinement of the fourth hypothesis

and suggested that the third hypothesis was not as essential to the

process of parent-care as it had seemed.
The first hypothesis, that the family fails to make clear shared
,

conscious decisions abut parent-care was supported.

While it was clear

that the presence or absence of a family member at a family meeting was

significant, the data suggested ways that internal object-worlds and
coping styles had an even greater impact.

This suggestion was supported-

and elaborated by the datawhich supported the second hypothesis,

concerning the importance of intrapersonal dynamic factors and lifelong
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patterns of coping with loss.

These patterns were elucidated
by the

Early Memories Test results, and
provided both a logic and a depth to
the current interpersonal struggles
described by each family.
The third hypothesis, concerning
value judgments made by family

members and professionals, was supported
by the data.

Its importance,

however, was less striking than that of
the individuals' early object-

relations and coping styles.

The fourth hypothesis, concerning increasing

resentment and family conflict, was supported
by considerable data on
conflicts between caregivers and their siblings,
and the difficulties
these conflicts posed for the entire middle
generation.

The major

refinement of this hypothesis was based on the noticeable
difference
in the quality of same-sex versus opposite-sex relationships
as

parent-care became an issue.
close in the past
cycle.

,

Even brother-sister pairs, who had been

became enemies at this point in the family life

Sisters, whether they had always been somewhat close or had

been at odds, became closer in every family studied.

The differences

in coping styles as delineated in hypothesis two explained these

splits, with males preferring a denying style, with some exceptions, and

females preferring a reparative style, with one exception.

Taken together, these hypotheses suggest a chain of events which
lead to the modal pattern of one caregiver, or sometimes two, carrying

much of the burden and feeling unsupported by siblings.
each person's style of coping with loss is determined.

Early in life,
In addition, some

children feel they are not getting the parental love they deserve, and
some of them will continue to seek it until the parent is dead.

Without
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con^unicating clearly and directly
with each other, the adult children
in the family allow a pattern
of parent care to develop, and
this
pattern reflects these early
object-relational issues.

Soon, conflicts
arise and these can be traced to
differences in coping s'tyles and

object-relatedness.

These conflicts leave caregivers, in
particular,

and other siblings as well, angry
and often isolated, refusing to make

contact with those from whom they need
support in caring for parents.
Yet, some families cope much better than
others.

And the impact

of early life on parent-care need not mean
that intervention in late-life

families is always too late.

The next chapter provides data on sources

of strength for families coping with elderly
parents' needs, and on

systemic approaches to some other pitfalls encountered by families
in
this study.

CHAPTER

IV

STRENGTHS AND STUMBLING BLOCKS
IN CAREGIVING FAMILIES
In addition to the specific
hypotheses explored in the previous

chapter, the original research plan
detailed certain areas of investigation which would elucidate family
functioning regarding the care of

elderly parents.

These areas of investigation were chosen
with two

major criteria in mind:

one, to better understand how families
managed

to give the extensive care reported
in quantitative studies (Horowitz

and Dobroff

,

1982; Robinson and

Thumher, 1979; Turner and Huyck, 1983)

and two, to understand how clinicians can
support them and prevent
the "burnout" which caregiving families experience.

The interviews of caregiving families yielded evidence
for two

major areas in which future investigators and clinicians might look
for
answers:

pitfalls of caregiving families, which we can understand from

a systemic perspective and, hopefully, ameliorate with systemic treat-

ment and, on the other hand, sources of strength which some families
used to help them cope successfully with caregiving, without clinical

intervention.

The most commonly occurring pitfalls were double-binds

which made isolated

caregivers "unhelpable

,"

and expressions of

stress which, for reasons of style or timing, cost the stressed care-

giver more than they got for her.
of family intervention, however.

Neither of these is beyond the reach
On the other side of the equation,

families successfully drew on each other for support, even when their
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perspectives differed on how to
care for a parent.

Many caregivers

found their spouses were a major
support in caring for an ill

mother

-

despite the "mother-in-law stories"
of conflict and anger

which abound in American culture.

This suggests an important source
of

support for families in which there
is no same-sex sibling.
Trust and Trustworthiness;

Key Dynamics in

Late-Life Sibling Relationships

Karpel and Strauss (1984) point out that a basic
conjunctive force
in all close relationships is trust.

While trust is posited as basi-

cally important in intrapersonal theories such as
Erikson's, little

attention has been accorded to it in the family systems
literature.
In fact, the authors suggest, trust has received little
enough attfenti(
.on

to cause them to ask, "where it comes from.
(p.

Does it fall from the sky?"

44).

Karpel and Strauss suggest that, far from falling from the sky or

being a fixed value determined when an individual is under three years
old, trust is a dynamic factor in relationships.

To have meaning it must

be "actualized," according to the authors, and this occurs when actions

are taken by parties currently in a relationship.

Yet, these actions

occur in relation to the individual psychodynamics of each participant
in the relationship.

Trust does have roots in early life experience,

and in recent relational experiences.

But it dies in the absence of

"trustworthiness" on the part of the other person in the relationship.
"Trust, which refers to the internal experience of one person, is based
on past actions and predicts future actions by the other person

.
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(actualized trustworthiness); it
encourages trust building actions by
the person, which contribute
to the internal experience of
trust in
the other" (p. 46).

Thus, trust brings together internal
and

interpersonal psychic realities.
This conception of trust provides
another way of understanding
the successful relationships, and the
dysfunctional ones, in this
study.

To begin with a successful relationship,
the A. sisters provide

a classic case of actualized trust:

The A. sisters had grown up in New England and
had lived within easy driving distance of each
other and of their parents until their mother's
recent terminal illness. Their father had
suffered a head injury after his wife's death
and had become intermittently confused, with
memory loss and wandering. One sister, M. who
continued to live in Massachusetts, admitted to
a preference for seeing the world "through rose
colored glasses." The need to find long-term care
for her father was too much for her optimistic
view, however, and she felt "anxious" and worried
about the decision she and her sister had made
She had "fantasized" she said, about how "we could
build a little apartment upstairs" for her elderly
parents.
"I could not be objective," she admits.
,

>

The other sister, however, is objective and practical
to the core.
In fact, the sisters' discussion of
their successful choice of a nursing home for their
father makes it clear that M. might not have gone ahead
with the plans and found the best place possible without the objectivity and support of her sister and her
husband. M. had taken her father to live with her for
a short while, during which he had wandered out of the
house in the middle of the night. Her sister N. 's
response to this was straightforward and definitive:
"As a family you can't stay awake all night hoping
"That's
nothing happens" to a demented parent.
ridiculous."
"I'm a
This response was characteristic of N.
schoolteacher," she said, contrasting herself with

''^^

""^^^ tyP^" according
can tell you this is the way
It s got to be, this is
the way you're going to
do It and you've got to do it
this way."

^^''m'^^mt''
to^N.
I mean,

I

This she did and M. was grateful
for a practical
no-nonsense approach to the need to seek
longterm care. But the search did not
take on a grim
tone due to N. 's singlemindedness
"We call
ourselves the Snoop Sisters," said M.
"when we're
snooping around these Nursing Homes."
The two
described a process by which N. wanted to
get in
the car and start looking, while M.
had to gradually
come around to acceping that this was really
the
best way to care for their father at this
point.
.

,

The sisters' differences extend to their ways of
coping in their own lives. M. describes an
assignment to observe admissions at an emergency
room for one night. She found herself literally
holding the hand of a young woman whose child was
ill, feeling the anxiety and pain the young women
was feeling. N., on the other hand, minimizes
pain, even her own.
She describes her health
as "fine except for rheumatoid arthritis," which
she later mentions has progressed to her spine
causing extreme disability in damp weather. But
her health is fine.
N. coped with her health problem in a way that is
typical of her approach to emotion-laden family
issues. When she and her husband decided it was
unavoidable that they move to a warmer climate,
they visited a warm city, made the decision and
later told N. 's sister, M. , leaving her to relay
the information to the elderly parents.
"M. will
be there," N. recalls thinking.
"She'll go back
to their house and she can comfort them." But M.
describes her reaction as, "I was sick." "She
handled it worse (than the parents did) ," said N.
It appears that through this episode, N. learned
how much her sister loved her and depended on her.
She and her husband set aside a separate bank
account which would allow them to fly east at a
moment's notice, even if they had to make some
sacrifices to keep money in that account. And
lest N. appear to be a cold- and hard-hearted
sister in the description above, she made good on
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her promise. When M. called
her to say her father
was in surgery, her response was,
"When shall I
come?
When it was time to look for a nursing
home, N. flew in again.
She had flown east four
times in one year.
"You know, she really made me
feel good when he was in the hospital,"
M. recounts.
Just knowing she would come made it
so I could go on
a little longer."
"Tb hear you say it on the phone is
a comfort," she tells her sister.

•

What keeps this pair of very different
people so
involved with each other and so able to
support
and complement each other, contributed
affiliating
ability on M. 's side and practicality on N.'s?
The willingness to fly east at a moment's notice
is
a clue.
So is M. 's wish to take her father to live
with her despite her full-time job, her returning
to school and her adolescent children in the house.
Both are loyal to their father, wishing to maintain
closeness with him (despite schedules and distances)
for the remainder of his life.
Although M. was
closer with her mother than their father growing up,
both feel a responsibility to care for their father
now.

Thus, although the A. sisters were of the same sex, their views of

the tasks of parent-care were not entirely congruent.

While they did not

cope with their father's illness in the opposite styles of denial on the
one hand and reparation on the other, one sister took a much more

business-like attitude than the other.

But she also showed her sister

in Massachusetts that she can be trusted to help when needed, flying
in four times from the other side of the country.

Despite her more

business-like attitude, she allowed her more emotional sister to decide
when it was necessary for her to fly in.

The Massachusetts sister, mean-

while, has shown that she will not exploit this willingness and can be

trusted to hold up her end back east.
small problems.

She does not "cry wolf" over

.
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Although the sisters are very
different, describing themselves
as the no-nonsense "school
teacher type" on the one hand, the
"hold

you hand" type on the other, they
were able to complement each other
rather than escalate disagreements
into conflicts.
The trust between

them is the key that explains why they
were able to act as complements
to each other rather than as
opposites who could never agree.

The

handholder had to trust her sister in order
to give up her view that
perhaps there was some way she could continue
to avoid the reality that
her brain-injured father had to be in a nursing
home.

Similarly, the

schoolteacher had to trust her sister not to paint her as
the villain
who suggested the nursing home and then flew back to the
west.

In some

families, neither sibling is willing to suggest institutionalization
for
fear that the others will attempt to alienate the parent from him
or

her by blaming him/her when the parent objects (which parents frequently
do at first).

The fear of being beat out in the race for the parent's

affection keeps them from taking the most rational and caring course.
In the A.

family, the sisters avoided this problem when the "school

teacher" was able to trust her sister not to "steal" Dad's love away
once she was gone
At the other extreme, the C. family is full of pathological

relationships and festering anger, and neither sibling does anything to
encourage the other's trust.

hostility about each other.

Behind each other's back they speak with
When the sister was called by this

interviewer, it became clear that she did not trust her brother to tell
her immediately if their mother was rehospitalized; her first question
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was, "My mother isn't in the
hospital now, is she?"

When her brother

made it clear he wanted her to
help him with the problem of settling
their mother somewhere after her
discharge, she came to Smokestack from
her home out of state and attempted
to make all the arrangements in
one day.

She did not consult her brother at
all, according to him.

The sister also made it clear in the
telephone interview that she

did not trust her brother to have spoken
well of her (which in fact he
did not).

Her use of positive words in a sarcastic tone
suggested she

did not trust the interviewer or her brother
not to somehow use her

words against her in the future.

Finally, both sister and brother found

it hard to trust the professionals involved in
their mother's care.

The

sister made sarcastic, offensive remarks about the competence
of the
social worker who handled her mother's case.

The brother found fault

with the hospital in general and with the availability of the doctor,
remarking, "You wouldn't catch me in this hospital if

I

was dying."

In another family in which major rifts occurred as the adult chil-

dren saw their mother grow more dependent, the trust between the two

sisters grew while their trust in their brothers disintegrated.

Even

without the interviewer's introducing the language of trust and trust-

worthiness, the

E.

sisters commented that they could rely on each other

and depend on each other.

One "thanked God for" her sister's support

while the other said she did not know how she would cope without her
sister:
By contrast, the E. sisters' relationship with their brothers

suffered from the sisters' inability to trust their brothers to do what
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they said they would do or to
behave in ways which the sisters
thought
were required in order to show their
mother that all of her children
cared.

The younger brother did not do
household tasks when he was asked,

according to his sister, and the older
brother did not "show up" enough
at the hospital.

In the previous section we saw roots
of these

misunderstandings in the sex-difference in the ways
adult children
tend to cope with parental disability and loss.

If the brother can

only cope by denying the loss, and staying away
from the hospital

because "it hurts him to see her that way," his very
attempts to survive
the impending loss will alienage his sister, who copes
by doing every-

thing she can to stay close to her mother.

The two siblings' incongruent

conceptions of the situation make it difficult for them to accept each
other's actions.

They cannot build on each other's strengths and com-

plement each other as the A. sisters did.
The A. sisters, then, are able to trust each other enough to see

opposite views as an acceptable basis for action.
not able to do that.

The E. family is

The reasons for these differences between the

families suggest multiple possible analyses, all of which require further

data to support them.

mechanisms

— denial

One analysis is that the sex-difference in coping

versus reparation

—

is so basic that trust based

on past trustworthiness cannot overcome it, while differences based on

other personal styles can be overcome.

Another view is that there can be basic sibling trust and dependability which makes even diametrically opposed coping styles worth
listening to.

It is possible that, by chance, this sample did not
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provide a brother-sister pair
which had developed trust and
trustworthiness to the level.
It is possible that such
trust could overcome the

apparently sex-typed differences in
coping which led to major rifts in
most of the subject families.
The above are questions for further
research, but they also provide
the clinician with some hypotheses
and guidelines for working with fami-

lies at this life-stage.

Just as sex-differences in coping with
loss

are likely to provide stumbling blocks,
trust is likely to provide a way
of avoiding stumbling.

But trust must be based on past trustworthiness

and also on the individual's willingness to
trust.

The clinician must

be simultaneously assessing all of these factors
before s/he moves to

intervene where family rifts are concerned.

The final chapter. Conclusions

and Implications for Family Treatment, takes up this theme in
more detail.

Family Boundaries:

Permeable or Impermeable

In the previous section, the ability to trust and rely on a depend-

able family member appeared to be an entirely positive aspect of family

function which was especially important in the late-life task of

parent-care.

The question of the permeability of family boundaries,

however, is two-sided.

The degree to which the family boundary is

permeable to outside influence can be positive or negative for the
family members.

A tight boundary which lets in little from outside

the family is helpful when outside messages are disconf irming of

family values, or constitute bad advice.

Such impermeable boundaries

can hinder a family's coping, however, when the outside influences

carry with them needed practical

supports or reliable friendship.
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Similarly, the family with very
permeable, "loose" boundaries may
fail to distinguish itself from
the rest of the world.
This leaves
the family members without a
sense of "us."

"Why am

I

This can lead them to ask.

doing this for my parent?" and
increase their resentment.
Family Boundaries and Sources of Support

How much are non-family members included
in decisions, events, plans?
Has this changed over time?

What is the relevance of this permeable or

impermeable family boundary to the task of caring
for an elder?

How

does the family's degree of boundedness affect
its ability to cope with
this state of life?

Questions in the structured interview which tapped the dimension
of
family boundaries revolved around family gatherings (where they were
held, if they included non-family) and who the family members could

confide in during the current life state when parent-care was a major
life task.

The latter question yielded information on whether family

members turned to blood relations, spouses, or non-family for support.
In terms of family gatherings, the families ranged from "non-

gatherers," who rarely had a dinner together (even at holidays) since
the siblings had become adults, to self described "close knit" families

who gathered

as a whole every weekend in the summer, and almost as

frequently in winter.

In between were a family which had gathered for

weddings and major events and holidays up until five or ten years
ago, and a family which only gathered as a whole once a year when the

brother travelled from another eastern state, although the sisters
frequently saw each other.

In another family, brother and sister
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had as little contact as
possible for twenty years or more

These patterns of gathering
within the family reflected to
sc
;ome
degree the sister-sister closeness,
brother-brother closeness, and
opposite-sex sibling splits which were
described above. Sister-

brother pairs had seen each other
less, on the whole, than pairs of
sisters.

However, the gatherings in themselves
are not a basis for

determining that there is

a split

in the family.

Gatherings were

primarily determined by geography, and sisters
tended to live closer
to each other and to the family home.

Second, the gatherings tended

to have occurred (or failed to occur)

for many years, predating the

splits between opposite-sex siblings.

For example, the brother who

describes his sister as "a bitch" and "the worst experience
of your
life" had not had much contact with her for some time,
although they

had not had open conflict as adults until his mother's illness
became
an issue.

Similarly, the sisters who refused to have any contact with

their brother "for the rest of our lives" after their mother's
death had gradually seen less of their brothers in the past five years.
But again, they had had no actual conflict with them and had not

severed relations with them until mother's illness.
In the case of a sister living in Massachusetts and two brothers

living in the west, relationships had been positive between them before

mother's illness (and remained positive with one brother), but had

deteriorated until contact occurred only through lawyers.

These were

the siblings who had never had family gatherings since they were

adults, even though they had previously enjoyed each other's individual

,
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company in their adult years until
parent-care became an i.
Lssue
The family which met every week
in the summer had relatively
little
conflict in the family; the sisters
all shared the visiting of their

institutionalized mother, and the brother
visited with his sister

much of the time.

In this family, not one sibling
described having

a friend they confided in. even
when it was suggested they might talk

with friends about their mother's illness.

Every one described relying

on a family member.

Thus, a pattern emerged of few gatherings in
families that would
soon have conflict, with more regular gatherings
among those who

would remain relatively harmonious.

This;

suggests that seeing each

other frequently gave families channels of communication
that could
be used in times of crisis or developmental strain, such
as the

transition to filial responsibility for a parent.

It could be argued

that this cause and effect is not present, and that family members who

saw each other very little were so very different from each other that
they chose to avoid each other and would have clashed as soon as there

was something specific to fight about.
One respondent's comments about the brother to whom she no longer

speaks can be used to counter this argument, however.

She came from

the famiiy that almost never gathered as a whole, and she had recently

spoken to her brother only through lawyers.

But once she escaped the

strain of twenty-four hour parent-care, she regretted this adversary

relationship, "because he was always a nice person."

Similarly, her

brother said he wished the relationship had not worked out as badly as
it had,

and seemed to want to be in contact with his sister again.
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although he was not about to undo
the prohibition against direct
contact which she had laid down.

She. for her part, seetned to want

the interviewer to carry a
message to or from her brother that
might

reopen contact between them.

This was among the most conflicted sib-

ling relationships, but the pair had
had a more positive relationship
in the past.

They had not, however, had much time in
which to build

on this relationship in their adult
lives, and had failed to communi-

cate with e.ach other about an important family
issue, parent-care.

The person to whom the primary respondent could
turn for support
or in whom she/he could confide was usually a spouse.

When it was not

a spouse, it was a same-sex sibling, and when this
was the case the

relationship was much closer. and more intense.

While women would

describe their husbands as supportive, understanding, patient, or a
"saint," the ones that relied on sisters described each other as a

"godsend" or someone without whom they could never do what they were
doing.

Sisters were more likely to actually be with the primary care-

givers in the tasks that needed to be done, such as bringing mother
home from the hospital or choosing a nursing home for Dad.
case, the sisters were both

In one

primary caregivers, both having contact

with the hospital, both having had their mother live with them for
substantial amounts of time.

Thus, while a spouse was the most common

confidante or supportive person, a same-sex sibling was the most

intensely supportive, most involved confidante or helper.

In the one

case where the primary caregiver was a man, he had no same-sex sibling
to rely on and, therefore, relied on his wife for support.

His
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relationship with his sister was
entirely negative.

But he longed

for a brother, making spontaneous
reference to the loyalty brothers

show each other, to his childhood
wish for a brother and to the way

brothers understand each other.

His early memories also showed a

preoccupation with being cared for and defended
by

a

male relative.

Thus the wish for a same-sex sibling
seems, in this case, to carry the
same intensity as the relationship with
a real one.

These data shed light on supportive family
relationships which

help caregivers cope with the strada of caring for
a parent.

The

intended purpose of the question was to compare families in
which
family members were the chief confidante or support-giver with
families
in which the chief support to the caregiver was a friend.

Interest-

ingly, there was only one family in the sample or the pilot study in

which a friend was the chief confidante.

(This was in the pilot case

of a woman without a sister, whose husband "can't talk about things

like that".)

If families in which the primary caregiver was an only

child had been included in the study, perhaps more reliance on friends

would have appeared.
a further study

—

The tentative conclusion

—

and a hypothesis for

is that support in caring for a parent comes from

family, not friends'.

When it comes from a spouse it has

quality than when it comes from a same-sex sibling.

a less

intense

A larger study

could determine whether primary support from an opposite-sex sibling
is as rare as it appears in this study, and if it has the intensity

of same-sex sibling support when it does occur.

Finally, in families

where a man is the chief caregiver and he does have brothers, is the
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support between thezn as intense
as it is for sisters in this
study,
or is it more "practical" and
instrumental, following the way men

stereotypically solve problems?

If the man who is the caregiver is

more of a nurturer than the stereotypical
American male, what patterns
does his relationship with his brother(s)
follow?

These questions could

help to elucidate the trends that arise
from the data above, which were

unexpected in the formulation of this study.

Double Binds and Paradoxical Requests

In the previous two sections of this chapter we saw
that the pres-

ence of trust and trustworthiness was always a strength in
caregiving

families, while the permeability of the family boundaries had a less

consistent value.

Tight, impermeable boundaries could be good or bad

for the family members; the same was true of highly permeable boundaries.

Double binds (Bateson, 1972; Haley, 1964) and paradoxical requests
(Cronin, Johnson and Lannamin

,

1982) were always a stumbling block when

they occurred in the families in this study.

The rigidifying of roles

related to caregiving, leading to a concentration of responsibility in
one adult child with less and less contribution from the others, was

aided and abetted by these binds and paradoxes.
The double bind, amply described in the family systems literature
(Bateson,

1972; Weakland,

1960; Watzlawick et al

family member with no way to act.

elegantly:

•

,

1967)

leaves the

Hoffman (1982) puts this most

"every reasonable solution he arrived at was immediately

proven wrong" (p. 25).

The messages passed from one family member to
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another include two levels of
meaning, each of which contradicts
the
other, forcing the receiver of
the message to be "wrong" on either
the
explicit or the implicit level.

Related to these double binds are

requests which are impossible to
fulfill.

As described in Chapter I,

paradoxical requests require the person
of whom the request is made to
comply on two levels.

If there are no contradictions between
what is

asked on these two levels, there is no
problem.

But a paradoxical

request is not usually made unless there
is some incongruity between
two levels of meaning.

The example given in Chapter

I

described an

elderly mother who asks her daughter to invite her to
dinner not because
it's Sunday, but "because you want to."

If the mother felt the daughter

was already inviting her because she wants to, she would not need
to

make this request.

The daughter complains that she would prefer to have

her mother expect to be invited weekly.

She could comply more easily

with a request that did not include a requirement on another level of
meaning, the level of volition, of whether she wants to.
In the E. family described above, the sister-brother conflict was

escalated by the sister's paradoxical requests of her younger brother.

Her brother visited rarely, by P.'s definition of a visit, which
included sitting with their mother in her room and talking.

He did,

however, take his mother to the Bingo games she liked every week.
P. made it clear that this was not enough.

The reason it was not

enough was that her brother liked to go to the Bingo games.

Until she

learned this, she was pleased with his contribution to mother's wellbeing.

But she tells a story in which her brother came to take his
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mother to Bingo and learned that
she had gone with his sister to
a
birthday party for a niece or
nephew. He went to Bingo by himself,
and this "proved" to P. that he
had been going to Bingo partly to

please himself (although it was clear
that if that were his only

motivation he would not be bringing his
mother in her wheelchair with
him).

P. was then dissatisfied with
his

weekly visit to take mother

to Bingo.

P.'s request of her brother, then, contains
one level
"pay attention to your mother."

which is

But when he complies on this level,

he fails on the other (hidden) level, which
is "pay attention to your

mother in a way which is

a

sacrifice for you."

Thus this paradoxical

request reverses the usual nature of such requests, the "watch
the

Celtics with me because you want to" request.

It says, do something

with your mother that you don't want to do and then

I

will be happy.

The double binds in this study were also best exemplified in the
E.

family.

P.

took on the role of chief caregiver and, increasingly,

of "director" of the family's caregiving activities.

The system began

to function according to the following "loop" or set of double binds:
P. must be the "director of the family's activities."
The meaning of this role to her is that it allows
her to prove she is needed.

But P. also wants to be appreciated. When she
describes being unappreciated she says she should
"They
not have to tell her brothers what to do.
should know. "
But if they know what to do, they act without
being directed.
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then faces the loss of her central
role, and is
in danger of being superfluous.
She reacts to this
threat by being even more directive
or "bossing"
(Fisher and Bean, 1984).

P.

P.'s reaction accelerates the conflict
in the family,
as the brothers resent her bossing.
The brothers
withdraw.
As the brothers withdraw, P. has more and
more to do and feels

unsupported.

She reacts with more anger, further paradoxical
requests,

and a refusal to negotiate.

She becomes more burdened and isolated in

her role, even though her brother tells the interviewer,
"She has put
in an awful lot.

husband).

It's a strain on her, on her relationship (with her

She shouldn't have to (do this)."

This is a distinctly systemic description of the E. family.
take the description into the realm of Nagy's (1973)

To

"dialectical

relational theory" it is necessary to see the individual psychodynamic

patterns which help to perpetuate and escalate the systemic patterns.
In this case, the denying coping style of the brothers accelerates

the dysfunctional system.

The point in the above cycle at which the

brothers withdraw is a "nodal" point in the cycle.

If they reacted by

seeking the intervention of a third party, or by trying to do more than
their sister does, the cycle would look different.

But because these

brothers feel pain when they see their mother's pain, they have always
stayed away as much as possible, even when their mother was hospitalized
and there was no actual "work" to be done.

With this intrapsychic

predisposition, they perpetuate the system by their withdrawal.
they are also deniers of conflict, which we do not know from the

telephone interviews, they have yet another reason to withdraw.)

(If

no
Is there anything good about
double binds and paradoxical
requests?

Perhaps.

These family "knots" lend
themselves to family therapy

techniques which have been called
"therapeutic double binds"
(Watzlawick et al

.

,

1978).

If this family can be understood
at the

systemic level, the therapist can (and
must) see himself /herself as
part of the system.

This means that family members who are
motivated

by a need to oppose other family members
will have the same need in

relation to the therapist once s/he is part of
the system.

The

therapist can then prescribe the symptom (Haley,
1964) which puts the

carrier of that symptom in a bind.

If s/he continues to be symptomatic,

s/he obeys the therapist, which frustrates her
oppositional side.
s/he-

If

discontinues the symptom, s/he shows that s/he can control it.

Frequently the symptom simply stops.
The family therapist has several areas of paradox to work with in
a family such as the E.

family.

For example, P. wants her brother

to contribute something to the care of his mother which is a sacrifice
for him.

She wants him to do something he does not like to do.

This

is a new twist on the classic paradoxical request in which a relative
is asked to "do it because you want to."

The therapist could remark

upon P.'s willingness to make sacrifices for her mother, and positively
connote P's sacrificing.

The therapist would follow this, however,

with a contrasting comment:

"at the same time," she might say, "P.'s

mother must want her children to do things with her that are pleasant
for them as well as helpful for her."

The therapist could use the

classic paradoxical request as a way of helping P. see that her brother
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is contributing something by
doing the things he likes to do
with his

mother.

Suggesting that mother might be thinking,

"

I

want my

children to take care of me because
they want to," the therapist could
suggest that each sibling think of two
things they can do for their

mother that they want to do and enjoy doing,
and report on what they
thought at the next meeting.
At the next meeting, both P. and her
brothers could present their

lists.

This has the effect of recognizing every family
member's

contributions.

It is important to continue to positively
connote P.'s

sacrificing so that she does not feel her contribution is being
minimized.

But the list serves to highlight the fact that brother

is willing to contribute, and that he already is contributing.

therapist then can help the family implement the contributions.
will then get some help from her brother and see

The
P.

what he is

contributing, without being directly challenged in her comment that
he does not contribute the right things.

By copiously appreciating

everyone's contributions the therapist further reinforces both siblings'

helpfulness and worthiness of what they do.

Even if the lists are not

implemented, the therapist can work on a new level with the family,

having moved them beyond the double bind in which P. wants help, but
does not ask, and her brothers do not offer exactly the kind of help
she wants.

CHAPTER

V

CONCLUSIONS AND IMPLICATIONS FOR
FURTHER
RESEARCH AND PRACTICE

Conclusions

This study presents a detailed picture
of the conflicts between
adult siblings coping with the needs of
a frail elderly parent, and
the dynamics which seem to accelerate
these conflicts.

As a contrast,

siblings who have grown closer through caring
for their elderly parents
are also described.

Their styles of coping seem to be more congruent

than the styles employed by the conflicted pairs.

When the coping

styles are not as similar, an ability to trust and be trusted
seems to
save two siblings from major conflict based on their major
personality

differences.
Sex differences play a role in the patterns we see in these family
conficts; men seem to use a more denying or avoidant style of coping

with the impending loss of a parent, while women use a more reparative
style, as if trying to give to the parent enough to make her magically

stay alive a little longer.

Thus brothers have more conflict with

sisters and sisters have more conflict with brothers; same-sex siblings
are the most likely to get along well.

When they do, they are able to

become closer than they were in the past, even if their relationship
was previously a distant or somewhat unsatisfying one.
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To reach these conclusions,
it was necessary to look
at the family
as a whole, rather than to
interview only the caregiver, as in
previous
studies, or the parent and the
caregiver as in other studies. Inter-

viewing both the primary caregiver
and his or her siblings allowed
for a fuller picture of the
family's adaptation

unsuccessful

-

to parent-care.

-

successful or

This naturally suggested a family

systems approach to the data, and the
hypotheses we proposed were
used in the spirit of the family therapy
session hypothesis.

That is,

a hypothesis is put forward with the
expectation that if it is not

supported, it still can help us obtain valuable
data.

Like the Milan

school of family therapists, this author began with
hypotheses which were

useful whether or not they were supported.

The hypothesis could be

supported by the data or refined to reflect unexpected findings,
thus
creating a more accurate statement about the processes seen in each
family.
These hypotheses were also unusually complex.

The first hypothesis,

perhaps the simplest, stated that families do not make clear, conscious,

consensual decisions about caregivlng.

This was supported by the data

which showed that none of the families, with the exception of one
family in the pilot study, had a meeting which included all of the adult

siblings either in person or by telephone.

This occurred despite the

relative proximity of most of the adult siblings in one study.

In fact,

the two siblings who comprises a whole family who did meet to discuss
the problem lived on opposite coasts, while pairs of siblings in the

study and in the pilot sample who lived in the same town or in

neighboring states did not meet together.
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The second hypothesis was
more complex.

It suggested that under-

lying factors based in each
sibling's early object relations
would h.
lave
an impact on the role s/he
played in the care of the elderly
parent.

Implicit in this hypothesis was the
understanding that the illness of
an elderly parent carries with
it the threat of the parent's death.

Thus, the impending loss of a
parent is a central factor in the

adaptation of adult children to the stages
in the family life cycle in
which a parent must be cared for.

This conceptualization of the dynamics

of this life phase suggests a parallel
with an earlier stage of life
in which the loss of a parent was a
threat, or at least an imagined

one

Looking to the earliest stages of childhood, when infants
are not
sure that the absence of a parent is different from permanent
loss,
we were able to make use of the object relations literature on
early

coping with separation from a parent.

The possibility of coping by

denial of any loss was one aspect of this early life phase.
of coping was by "reparation"

—

Another way

making every effort to give to the

parent and make up for any imagined transgression.

These two styles of

coping with impending permanent loss of a parent appeared in the data.
They tended to be sex-typed in their distribution.

And they thus

helped to explain the rifts between siblings which tended to occur in

opposite-sex pairs, but not where siblings were of the same sex.
The third hypothesis concerned value judgements commonly made by

professionals and family members alike concerning the "good" child who
is the primary caregiver.

Other siblings are assumed to be irresponsible
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or in some way delinquent,
and this was hypothesized to
be a catalyst
to resentments which arise
between caregivers and other
siblings.

While these value judgements
appeared in the data, they were not
as
frequent as might be expected,
and we can conclude that the;
ise
attitudes on the part of professionals
and family members are not
as important as the differences
in the coping styles described above.

The misunderstanding on the part
of one sibling of the meaning
of another's coping actions was
often a key in the development of the

resentment-alienation cycle described in the fourth
hypothesis.

This

hypothesis suggested that one sibling does more
and more, while others
contribute less.

The chief caregiver's resentment grows, and
this in

turn alienates the other siblings.

The primary caregiver finds her-

self to be more and more isolated, carrying a greater and
greater

burden.

The isolation itself can add to the burden, even if the actual

work is not an issue.

This hypothesis was supported, but it was also

refined to include the sex-differences described above.

These factors

helped to explain just how siblings move from an amicable to an angry

relationship at a time when, many of them admit, they need each other
the most

.

This was an example of the importance of focusing on the

refinement of the hypothesis as well as the data which supports the

original hypothesis.

For it is from the new information that we begin

to understand the meaning of the original hypothesis.

The issue of meaning runs through these interviews, and deserves

more attention in a further study.

The avoidant behavior of a sibling

can have one meaning for him, and another for his sister, the caregiver.

.
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This can fuel her anger at
the

san,e

titne

himself from the isolation he
feels.
all the more when his sister
is angry.

that he attempts to protect

But he must protect hi.self

Thus, if his style of coping

is a denying or avoidant
one, he will further deny the
seriousness

of the parent's illness.

caring.

This will appear to his sister as a
lack of

She will feel all the more
responsible for showing caring

to their parent

-

and more resentful as she remembers
that, "it's his

mother too."
The possibility of making two interpretations
of the meaning of
one act form the context for another
stumbling block for late-life

families.

The double bind and the paradoxical request
also have their

roots in such a confusion of meanings.

Examples were given of double

binds which further rigidified the roles of primary caregiver
and
"non-care giver."

This provided but one example of an application of

family systems theory to late-life families and the common problems
they present
Finally, the issue of trust between siblings allows us to bring

together a fmaily systems perspective with an intrapersonal one.
Trust was shown to be an important factor in the ability of one unusual

family to cooperate and grow closer despite major differences in perspective on caregiving.

These differences may not have been as basic as

the incongruities of coping-style which occurred between brothers and

sisters.

But they represented different attitudes which could have

caused family conflict.

Instead, the two sisters involved reached

greater levels of understanding of each other, and increased their trust

.
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in one another, and helped each
other carry out a mutual decision.

Implications for Further Research
All of these conclusions carry with
them implications for further
studies.

sample.

This study was based on a small,

-but

relatively heterogenous,

Clearly, it produced conclusions which
require a larger

sample to validate them.

This study generated new hypotheses which,

could be further elaborated on by a larger
interview-study.

Inter-

viewing larger numbers of same-sex sibling pairs
would help to elucidate
the similarities in coping style which appeared
here.

very few brother-brother pairs.

The study had

What varieties, and what similarities

of relationships occur between brothers when caregiving is an
issue?
If brothers do grow closer, as some did in this study, how do they

do this and still maintain the typical coping style of denial?

In

this study some brothers managed this by drawing battle lines between

themselves on the one hand and their sisters on the other.

patterns obtain?

What other

How often do these battle lines show up in families

with both male and female adult children?
Most of the elders in this study were mothers.

different when there is a father to care for?
still alive, so is mother.

How are the patterns

Usually, when father is

Yet this does not always provide father

with a caregiver in the form of a spouse (although it usually does)
The issues are different for children who are losing their first parent.

They have to grieve one parent and care for that parent while they try to
support the other parent.

The temptation to cope by denying is likely
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to be twice as great.

And the adult child finds s/he
has no time or

emotional reserves to give to
his/her own need to grieve.

These are

important questions which could not
be addressed in this study.
This research design included
follow-up interviews with most of
the caregivers, generally after
about eight months.

In some cases,

the parent had died by the time
of the follow-up interview.

As the

parental loss becomes more distant, it is
possible that adult siblings
will cling less tenaciously to the coping
or defending styles they

maintained while the parent was alive, or shortly
after the death.
Will relationships improve as this occurs?

In one family interviewed

in this study, some softening of the anger
between brother and sister

seemed likely to occur over time, based on comments
made in the

follow-up interview.

In other families the anger seemed as great as

it had been in the past.

A longer-term follow-up would shed some light

on this question.

Need for an Outcome Study

While all of the above studies would broaden the scope of this

research and allow for the testing of new hypotheses generated here,
the most important question would not be answered by them.

The

conclusions above provide valuable information for use by clinicians

who work with elders.
late-life families?

But what are the results of intervention with

So little family therapy has been attempted with

elders' families that no one knows what its outcome is likely to be.

Since family therapy has been successful in guiding younger families

.
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through life transitions, and helping
young families cope with
serious illness, it seems logical
that family treatment could help

late-life families cope with the transition
to parent-care.

A study of family treatment of caregiving
families would have
to function at two levels.

One would be a quantitative level which

could indicate whether the therapy had a
positive effect on the

families as compared to a control group.
to be a qualitative, clinical level.

The other level would have

Clinicians, currently being

called upon to provide more services for the elderly,
have little

clinical data to learn from, particularly in the area of family

therapy and the late-life family.

This study showed how a group of

families coped with the transition to the care of elderly parents and
thus elaborated on existing studies which detail the fact that

families do care for their elderly.

A study that showed that late-life

families can be helped by family therapy would have to also show the
process by which some of these families make

use of the therapy.

This explanation of the process would make the study useful to

clinicians

Strategies and Interventions

The arialysis of the data provided by the families in this study sug-

gested many avenues for possible interventions of family or individual
therapy.

The need to balance the "family slate" suggested by

Borszomenyi-Nagy and colleagues, and the Nagyian emphasis on loyalty
are particularly useful in work with late-life families.

Since guilt
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is a commonly encountered
phenomenon in children of the frail
elderly,

any conceptualization which can
help the adult child lessen the

burden of guilt is of interest to
gero-psychologists and geriatric
social workers.
The concept of loyalty provides
this re-conceptualization of
guilt.

If the therapist can re-frame the
client's guilt as loyalty,

s/he can re-conceptualize a burden as
a valued family trait.

This

frees the client from one level of self-blame,
that is, guilt over

feeling guilty.

It also helps the client see his or her loyalty
as

a trait s/he can choose to express in a variety
of ways.

Believing

that one attends to a parent's needs out of guilt devalues
one's

attention to the parent.

At the same time it makes it impossible to

decrease the time given to the parent.

him/herself in a cycle of activity

Thus the caregiver finds

in which s/he can never do enough.

Every act of caregiving is devalued because it is "only given out of
guilt" in the caregiver's eyes.
folie a deux.

Parents can become a part of this

The caregiver's attitude that "nothing is enough" helps

the parent believe that if the child did more, the parent would feel

better.

This can then encourage the elder's wish to avoid the facts of

being old and sick.

In other cases, the adult child may be inf antilizinj

the parent, giving more than is wanted, out of a need to assuage

his or her guilt.

The parent becomes angry with the child, and the

child feels guiltier and does more.
In either of these accelerating cycles, reframing the client's

actions as loyal responses to the parent's care can be of help.
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Where guilty is bad, loyal is
good.

It then becomes possible to
tell

the client s/he is too good,
or to suggest other avenues for

expressing loyalty.

Since loyalty is a response the client
can con-

sciously examine, it is more likely
that s/he will be able to re-channel
it into other activity.

For example, this author saw one client
who

was infantilizing her mother-in-law
due to the client's need to

rebalance the family slate:

the client had given over the care of

her own mother to her sister, and the
mother had since died.

Helping the client to see the motivation for her
(unwanted) caregiving
as loyalty rather than guilt helped her to
see other ways she was

already repaying her mother.

Her mother had sent her to college

when the family had minimal resources, and this professional
woman was
active in her community.

She was able to see these activities (which

would suffer if she took her mother-in-law to live with her) as ways
of repaying her mother, who had been committed to social justice and

community action.

She was then able to live comfortably without taking

on the care of an elderly lady who wanted to be independent.

Several such interventions are suggested by the object relational

themes in this study.

If brothers and sisters cope in such different

ways, can family therapy help them to see each other's irritating

behavior as attempts to cope?

This seems to be an area in which inter-

ventions attributed to a family therapy team could be of use.

Teams

can be used as sources of "stories" which describe on a metaphorical

level a coping strategy which is alien to one family member and is,

therefore, seen as a threat.

If the team sees a brother's denial as an
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attempt on the part of a
vulnerable person to protect himself,
the
sister may gain a new perspective
on her "bad" brother.
The

therapist must be extremely careful
to keep some distance between

herself and the "team" (even if it
does not exist) so that the client
does not feel blamed for misunderstanding
her brother's vulnerability.
Once this new perspective is available
to her. the client can look
for other ways she would like her
brother to be helpful, while allowing

him to maintain some of his denial of the
parent's approaching death.
The therapist may present a new strategy
to the client as "bizarre"

given that the parent is on the brink of death (even
if this is an

exaggeration).

But by urging the client to try this "bizarre"

strategy she can open up new avenues by which the brother
can be of
help to his parent and the caregiver.
These are a few of the many interventions which can be constructed
by applying a family systems perspective to the analysis of family

adaptation provided in the pages above.

Some of these interventions

derive from a particular school of family treatment, such as Nagy's

contextual family approach.

Others draw from strategic approaches and

add a psychodynamic perspective as an important context.

The reframing

of a brother's coping style is an example of such a two-fold approach.

Many more interventions can be constructed based on

a

systemic under-

standing of the late-life family's position.
Thus this study

—

with the data it provides, the approach it

develops, and the new hypotheses it generates

directions.

—

points in several

It points in the direction of further research on families
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adapting to the tasks of later
life.

Both large scale quantitative

studies, to test hypotheses
generated here, and close clinical
analyses
will be needed. The study also
points toward development of intervention strategies based on the new
conceptualizations presented here,
and based on further blending of the
family systems and psychodynamic

approaches.

It is hoped that some of these
interventions will be

preventive ones.

These remain the least known quantities in the

treatment of elders and their families.

While the American fear of

aging leads to great efforts to prevent growing old,
little has been
done to prevent the family tensions that seem to accompany
growing old.

These may turn out to be more preventable than dryness and wrinkles.

.
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APPENDIX A

COMMITTEE ON THE PROTECTION OF HUMAN SUBJECTS
IN RESEARCH
INFORMED CONSENT
Date
Subj ect s Name
'

^^^^""^

Family Member

PrinciDal Investigators

(Patient, Volunteer, Emnloyee, etc.)

Georgia Sassen,

M..

S

.

:

InRe K. Broverman, Ph.D

Co- Investigator

Proiect Title

PART
1.

I

Family Adaptation to Care of an Elderly Parent

(To be completed by principal investigator).

I, the above named subject, understand that the
purpose of this
project is:

To systematically investigate the process by which families
make decisions about a newly arisen need to care for an elderly
parent, either in a skilled care facility or at home.
A better
understanding of how families make decisions and cope at this
stressful time will make it possible for professionals to intervene more effectively to help other families find the best solutions
.

2.

The following is a description of the procedures
going in the project:

I

will be under-

The interviewer and principal investigator, Georgia Sassen,
HiS., will interview me for a period of one to one and one half
hours, using a series of questions addressing how I and mv family
have coped with the process of deciding what is the best plan for
our elderly parent who has recently been (or currently is) hospitalized at this hospital. Some questions will refer to how
family members have interacted with each other, and to our interactions in the past.
I understand I am free to decline to answer
any of these questions.
Ms. Sassen will then ask me a series of standard questions
about memories of my childhood
certain types of memories, some
of my earliest memories, and some family stories.

—

.

:

.

1

PART
^'

I

-

(Continued)

^" explanation of foreseeable attendant discomf!;^^°^i7^"^^^
rort
and/or risks:
It is possible that some questions
or concerns that had not
occurred to me in deciding where my
parent should reside after
hxs/her hospital stay will occur to me now.
Some of these questions may worry me.
If such is the case, I am free to
contact
the social worker, psychiatrist or
psychologist with whom I have
been
contact here at the hospital, to further
discuss these
questions
It is possible that recalling
early memories will remind me
ot things I had forgotten.
This may make me feel the need to fur
ther discuss these with the professional with
whom I have been in
contact at the hospital, or to seek a referral
for further counseling or therapy.

m

The following is an explanation of the benefits I
may exnect to
receive or that may be expected for others as a result
of this
project

My own thinking about what to do,
or what I decided to do
about my parent's care is likely to become clearer as a result
of
that interview.
Some things I did not understand may make more
sense to me after the interview. Having a chance to talk about
this difficult decision for an hour or more may give me a sense
of being listened to and understood.
For others who will be coping with this difficult period of
life in the future, this study should lead to the provision of
effective forms of support at a time of major family transition.
The information gathered from this study may make it possible
for policy makers to design better programs of support for families who care for elderly relatives, in the form of home care,
financial support and professional counseling.

5.

If I choose not to participate in this project, standard therapy
would be as follows:
It would be up to me to seek out sources of support to discuss the decision or plans I have made, or I would remain in contact with the social worker, psychologist or osychiatrist with
whom I am currently working here at the hosoital.

6.

I understand that participation in this project is entirely voluntary, and that I can decide not to participate without prejudice
to me.
I also understand that I may withdraw from the project at
any time without prejudice.
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PART
7.

I

(Continued)

I understand that to
the extent that appropriate
medical treatment xs available at the hospital,
it will be provided to le It
no cost for any physical injury
demonstrated to be a direct co^-

stand that the provxsxon of such
medical treatment shall not be
an admxssxon by the hospital
for any such Injury.
No additional
compensation from the hospital will be
available except as pro!
vxded by an agreement between the
hospital and an industrial
sponsor.
8.

I have been informed of
and understand the purpose of the above
descrxbed project and its procedures.
I have also been informed
of and understand the foreseeable
discomfort, risks, and benefits.
I have further been advised
that unforeseen events may occur
Nevertheless, I wish to participate in this
project.
I also
understand that I may ask any questions and
receive answers during
the project from Ms. Sassen
telephone
the
principal investigator.
,
'

^

Subject

Subject Representative

Relationship to Subject
PART II (To be completed by a witness, if applicable)
I have witnessed the above explanation made by
the investigator
in the presence of the subject or his/her representative and I

have witnessed said person's signature.

Witness

PART III

(To be completed by the principal investigator)

I have explained to the above-named subject the nature and purpose of the procedures described above, and such foreseeable risks,
discomforts, and benefits that may result.
I have considered and
rejected alternative procedures for obtaining this information.
I
have asked the subject if any questions have arisen regarding the
procedures and have answered these questions to the best of my
ability.
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Appendix

B

STRUCTURED INTERVIEW

Demographic Data:
Respondent's Name
Address

Age
Marital Stat. M

Occupation

D

S

W

^^^^^^

Spouse's Name

Occup.

Health

Other Adult Children:
Age

Address

Occup.

M.Stat.

Health

Elder
Name

Age

Occup

Retired?

When

?

Reason for Hospitalization
Time at Hospital

Expected Discharge Date

History of Living Arrangements
Where had your mo/fa been living before s/he was hospitalized? For how
long?

And before that?

(Follow up to learn reasons for change of residence.)
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What else was going on in the family
when your mo/fa moved
fi^om
to

Who used to visit your mo/fa?

?

How often?

Did anyone else visit? How often? Who would
you say visited most?
Least? Did that change at any particular time?

Who has been helping your mo/fa out when s/he needs someone?

Has it always been him/her/you/them?

When did it change?

What else was happening in the family at the time of the change?

138

Current Arrangements /Plans
So you mo/fa will be discharged
in

days.

What's next?

Did the family meet to discuss what to do?

Who was there?

Did you have a meeting here with the doctor and nurses and social
workers? Did you also meet as a family without all the professionals?
Who was at that meeting?

At that meeting, who talked the most, or had the most ideas?

How did it come to be him/her/you?
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Is it always like that?
or
Does that remind you of other things
that go on in the family?

Did you discuss what to do with your siblings on
the phone?

Who made the calls?

To whom?

Who did you/she/he call first.

Who made the calls to find out about nursing homes, medicaid, etc.?

How did it come to be you/her/him?

Who would be the first person you/she/he would call after getting
(nursing homes, home care, etc.)?
information about

Why her/him?
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V^enyou were making these decisions,
did anyone have to persuad
anyone about what
should be done?

How did they do that?

Is that the way it always is in your family?

(How was this different?)

Would you say your family has changed as you have had to
make these
hard decisions about your mo/fa? In what ways?

Would you say the relationships between you and
changed? What was it like before?
(Or, how is it different now?)
What is it like now?

What about the relationship between you and
as above)

_^

Continue for all siblings, spouse, other parent if living.

?

has

(Follow up
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What about the relationship between
''^'^^^'^
0
and

—

^

(other sibling)

Continue as far as relevant

Who would you say was closest to your mo/fa (the elderly
patient)?

Additional Background on Family

Now that we've talked about how the family is dealing with all the
current questions and problems, I want to ask some questions about
how your family generally makes decisions and copes with difficult
times. Was there another time when the family had to get together
to make a big decision?
(If nothing comes spontaneously: What
was it like when your fa/rao died? How did the family make arrangements for the funeral, for your mo/fa (the survivor),, and so on?
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So the family did/didn-t get together
at that time
all get together, all the brothers
and sisters?

Where do you gather at those times?

how often do you

Has that changed over time?

When did it change?

Who is most affected by that change?

When you all get together, who talks most?

Who determines what will be talked about?

Whose opinion is followed most?

-

:
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If parent has been placed in
long-term c are

So, now your mo/fa is settled
at
it feels different now that
s/he is there?

General follow-up questions (used wherever

Who is most affected by the conflict between

Are there ways

appropriate)

and

If I were to ask your brother/sister/mo/fa/spouse about (previous
question) what do you think s/he would say?

Has it always been that way?

When did it change?
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What else was going on in the
family at that time?

fhiLftrat ^eans?''"

"^^"^^

^°

^^^^^ (bro/sis/parent/spouse)

At end of interview:
Reiterate goals of interview, kinds of information covered. For
example, I'm wondering if this is a time
when your family has decided
how to take care of your mo/fa
when the family seems to have changed
a lot, or if the family behaved pretty much the way it always did,
things were done the way they usually were by the usual people?

—

—

I was wondering, how much did you feel you were going in circles when
you had to work out that question
how much did you feel old,
unsettled scores were coming out?

—

How much did you feel people were able to express their feelings about
these difficult times? What was the effect of that?

If you could have had the
decision come out any way you
wanted but
wanted,
given that your mo/fa is qtm
7
u
^^-^^
Where would s/he be now^
"
•

'

All in all then, how do you feel about
the compromises you've had
to make, the decisions you made?

How do you feel about the way the family made the decision?
(As opposed to what was decided?)

Did you grow up with any expectations about what you were supposed
to do for your parents?

Are there kinds of support you could use now to work things out?

:

ow-Up Topics

St to Accompany Structured Interview

The Family System
1)

Conflict in the family
a)
b)

tolerance for conflict
style of managing conflict

conflict-denying
conflict -re solving
perpetual conflict
2)

Rigidity of family boundaries
a)

How much are non-family members included in
decisions, events, plans?
Has this changed over time?

Individuals in the Family
1)

Quality of dyadic interactions
a)

b)
c)

between elder and adult child
between adult children
between family members in the past

2)

Residual feelings of loss, closeness, loyalty,
isolation resulting from past interactions (such
as the "leaving home" phase)

3)

Styles of coping with separation: Which family
members cope by denial, which by reparation.

The Current "Crisis" As Developmental Opportunity
1)

How much is the event of the elder's need for care
seen as a "crisis" by the family?

2)

How much is this event used as an opportunity to
a)

b)

develop and deepen relationships
effect a stage change for adult children or
for grandchildren

c)

d)

contribute to the family's resilience
and
general mental health?
contribute to the elder's self-esteem,
mental and physical health?

Family's Wider Context

Quality of the family's social support
network
Extent to which the family has used
formal or
informal supports offered by its network
Extent to which network has changed/is
expected
to change due to the current event

.

Appendix C

BURDEN QUESTIONNAIRE
(Adapted from the Burden Interview, Zarit
and Zarit

,

Please circle T if the statement is true, F if
it not

1982)

t

rue

T

F

1.

T

F

2.1

T

F

3.

T

F

4.1

T

F

5.1

feel embarrassed over my parent's behavior.

T

F

feel guilty about my interactions with parent.

T

F

6.1
7.1

T

F

8.1

feel angry about my interactions with my parent.

T

F

9.1

feel that in the past, I haven't done as much for
I could have or should have

I feel resentful of other relatives
who could but who
do not do things for my parent.

feel that my parent makes requests which I perceive
to be over and above what s/he needs.

Because of my involvement with my parent,
enough time for myself.

I

don't have

feel stressed between trying to give to my parent as
well as to other family responsibilities, job, etc.

feel that I don't do as much for my parent as
could or should.

I

my parent as
T

F

10.

I feel nervous or depressed about my interactions with
my parent.

T

F

11.

I feel that my parent currently affects my relationship
with other family members and friends in a negative way

T

F

12.

I

feel resentful about my interactions with my parent

T

F

13.

I

am afraid of what the future holds for my parent.

T

F

14.

I

feel pleased about my interactions with my parent.

..

..
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T

F

15.

T

F

16.

T

F

17.

T

F

18

T

F

19.

I feel that my health has suffered because
of my
involvement with my parent

T

F

20.

I feel that
my parent.

T

F

21.

I

T

F

22

I

T

F

23.

I

T

F

24.

I feel that my parent doesn't appreciate what
him/her as much as I would like.

T

F

25.

I

feel uncomfortable when

T

F

26

I

feel that my parent tries to manipulate me.

T

F

27

I

T

F

28.

I feel that I don't have enough money to support my
parent in addition to the rest of our expenses.

T

F

29.

I

It's painful to watch my parent age.

I

am contributing to the well-being of

feel that the present situation with my parent doesn't
allow me as much privacy as I'd like.
feel that my social life has suffered because of my
involvement with my parent

wish that my parent and

I

I

had a better relationship.
I

do for

have friends over.

feel that my parent seems to expect me to take care
of him/her as if I were the only one s/he could depend on

feel that I would like to be able to provide more money
to support my parent that I am able to now.

Appendix D
EARLY MEMORIES TEST

Read to participant:

Another part of this study is a standard psychological
Early Memories.
It asks you to" describe some memories,
much detail as you can remember.

1.

What is your earliest memory?

2.

Next earliest*?

3.

Earliest memory of mother.

4.

Earliest memory of father

5.

Happiest memory of childhood, or most pleasant

6

Unhappiest or most unpleasant of childhood

.

7.

Stories the family likes to tell

How about one about you?
8

.

Your favorite early memory

