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OVERVIEW 
This chapter presents certain basic assumptions about families with 
c h m c  illness. Guidelines for conducting a family assessment are 
outlined nnd examples of c i d a r  questions are given. Lndmtions and 
contrain&cations for family intervention and concepts about the process 
of change are highlighted. General and specific interventions directed 
at the cognrtive, affective, and behavioral levels of family functioning are 
descnhd . 
The family system influences the course of illness in a variety of 

ways. Thus, the family should be the context in which the challenges of 
coping with illness are resolved. Interventions target the whole family 
system since chronic illness cannot be treated solely by a physician 
or nurse, As Griffin (1980, p. 254) has written, 

Medical intervention is of parmount importance but even 
the implementation of medical Qeahent will eventually 
become the obligation of the family. After the medical pro- 
gram is outlined, it is the family who must see that proce- 
dures are followed sensibly, that medications are taken, and 
that diet and rehabilitation programs are observed. Family 
members quickly become experts on chronic illness suffered 
by one of them, and their daily observations usually provide 
reliable data for henIth professionals in attendance. Family 
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58 Families and chronic illness 

attitudes and actions are crucial in detemhing the course 
of the illness and conhilute to remission or exacerbation 
of symptoms. 

Working from the premise that family interventiun is paramount, this 
chapter presents basic assumptions about families with chronic illness. 
Guidelines for conducting a family assessment and examples of c~rcrtlar 
questions are given. Indications and conlmmdications for family inter- 
vention and concepts about the. process of change are highlighted. 
Specific family intemiewing skills as well as p a r t i a h  types of inter- 
ventions useful in work with families with chronic ilhess are addressed. 

BASIC ASSUMPTIONS ABOUT FAMILIES WITH CHRONIC 
ILLNESS 
Effective intervention with a family system is possale only after thor- 
ough family assessment. Nursing requires certain assumptions so that 
nurses can maximize opportunities for systemic change. 

Assvrnptlon #I: There are Predictable Points of Family Stress 

If a chronic disease symptom conflicts with a normal developmental 
milestone, stress is prehctable. For example, families of children with 
Crohn's disease often experience stress when growth failure c d c t s  
with the usual adolescent gmwth spurt; this can be particularly 
stressful if younger siblings become taller than the ill child. Another 
predictable stress point (Power and Orto, 19801 comes when a develop- 
mental milestone is not met or is delayed. A family may cope quite 
well with a chld's congenital disability until it prevents the &Id from 
entering school at the usual time. 

Assumption #2: Farniiies Vary In Their Level of Tolerance for 
the Patient's Physical Condition 

Families may tolerate some symptoms when they cannot accept others 
(Blazer, 1984)- It is important to assess a family's tolerance level and 
not insist that family members cope with symptoms before they are 
ready to. One family may deal well with chronic pain, by seeking appro- 
priate assistance and perceivhg the situation as a challenge. Another 
family, hawever, may perceive chronic pain as an undue and unfair form 
of suffering; members may become angry and despondent, affectively 
b locbg  problem-solving efforts. 

An adult child might successfully care for an elderly parent until 
that parent becomes incontinent af feces and urine, at which point care 
becomes intolerable. When the family's tolerance level is exceeded, 
other arrangements. such as iastitutimalization, must be considered. 
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Assumption #3: Families Under Stress Tend to Hold to 
Previously Proved Patterns of Behavior, Whether or Not They 
are Effective Under Current Circumstances 

Some families minimize or deny problems which can be useful (Pewer 
and Orta, 1980). If, however, a father has had a recent stroke and 
requires extensive care, then the normal pattern of minimalization may 
not be effective. Family members will not fully appreciate ar admit 
the amount of effort and time that will be required for his care. 

Assumption #4: Families Usually Go Through a Grief-Loss 
Process Following the Diagnosis of a Olsabling Condition 

A c h i c  ilhess diagnosis represents a major family loss and adjust- 
ment that goes beyond the suffering of the patient, and produces differ- 
ent reactions. For example, a patient may openly mourn the loss of 
eyesight or memory. Family members, on the  other hand, may be unable 
to opedy express their feelings about the lass of the valued " n a r d "  
rehtive. Family members sometimes feel guilty for complaining about 
this change in their situation in light of the change the patient experi- 
ences, 

BeaIth professionals should not intervene prematurely in this grief 
process or insist that all famiIy members cope with it in similar ways. 
In terms of intervention, nurses must not insist upon "required grieving" 
or impose on family members' specific grief techniques. 

Assumption #5: Families Play a Significant Role In 
Encouraging or Discouraging Chronically Ill Members to 
Participate in Particular Therapies 

Families can increase or hasten the rehabilitation process if they ac- 
tively support and encourage prescnid therapies. 

Assumption #6: Families React to Particular "Illness 
Behaviors" 

Chronically ill patients often become dependent en other family mem- 
bers. However, family reactions to  such expressions of dependency and 
helplessness vary. Some relatives become angry and fail to  recognize 
the patient's real needs, while other members may overcompensate and 
foster dependence. Therefore, before. intervening a muse must first 
assess family reactions ta &splayed Ethess behaviors. 

Assumption #7: Many Familles Have Difficulty Adjusting to a 
Chronic Physical Illness Because of Incorrect or Inadequate 
DiseaseRefated Information 

Families need up-to-date information regarding their member's illness, 
although such information may produce guilt or shame in family mem- 
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bers, or add to existing anxiety. Health care professionals should recog- 
nize that some families cannot comprehend the mformatim given to 
them at first. Therefore, a nurse should assess not only family members' 
needs for information, but also their ability to comprehend and process 
it. The latter is critical if the family already has accurate information 
but persists in maladaptive behavior, despite intervention efforts. 

Assumption #8: In Chronic Illness, Families Must Adjust to 
Changed Expeetations of Each Other 

Many of the changes in physical functioning brought m by chronic 
illness may subtly change expectations for family members. These 
changes often go unacknowledged and may contribute to family dismp- 
tion. For example, a young mother confined to a wheelchair with multi- 
ple sclerosis often cannot adequately disciplhe her preschool children. 
All family members may realize this but never discuss it openly and 
may, therefore, retain unrealistic expectations. 

Assumption #9: A Family's Perception of the Illness Event is 
the Greatest Influence Upon Ability to Cope 

"Besides adjusting its structm in order to cope, a family also develops 
explanations of illness in order to bring some measure of certainty to 
the unknown, the unexplainable and the unjust" (Phipps and Desplat, 
1984, p, 3.011. Some families perceive illness as a threat; others perceive 
it as a challenge; and still others see it as an enemy or test. Nurses 
must understand the family's perception d the illness before they 
attempt to  intervene. Often, the most important goal of health care 
intervention is to change family members' perceptions of and thoughts 
about the illness event. In chronic illness the nurse's primary objective 
is to  help the family adjust and adapt to the situation, not necessarily 
to accept it, 

FAMILY ASSESSMENT 
Family assessment is the evaluation of a family system. Although 
families are composed of individuals, a famiIy assessment should focus 
less on the inhvidual and more on the relationships and behaviors 
among all the individuals in the unit; thus, the family is viewed as a 
system of interacting members. 

The nurse who conducts a family assessment assumes that individu- 
als are best understood within their immedute social context. The 
nurse conceives of the individual as defining and being defined by that 
context (Sluzki, 1974). Relationships with family members and other 
meaningful members of the social environment are thus very important 
factors in family assessment. 
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If the nurse thinks "relationship" rather than "individual" then 
individual family members' behavior will be seen not in isolation, but in 
context, In interviewing family members as a group, the m e  can 
observe how they spontaneously interact and influence each other. Fw- 
thermore, the nurse can ask questions about the impact that family 
members have on one another. Although many variables of family func- 
tioning (e,g., roles and control] may also be assessed, the evalnation 
of relationships must remain the thrust of family assessment. 

Farnlly Assessment Models 

The nurse may choose between family assessment frameworks. The 
model referred to in this chapter is the Calgary Family Assessment 
Model (CFAM) (Wright and Leahey, 19841, a multidimensional frame- 
work consisting of three major categories (structural, developmental, 
and functionall. CFAh4 is based on a mstems/cvbernetics/communicatim 
themy foundation, This chapter will be devoted to the practical applica- 
tion of this model in family interviews, 

HOW TO CONDUCT A FAMILY INTERVIEW 
- 

Before conducting a family interview, the nvse must have a clear 
conceptual framework. This will be influenced by her basic assumptions 
about families and chronic illness. The following guidelines are de- 
signed for family nurse interviewers and are an extension of the begin- 
ning family interviewing skills described by Wright and Leahey (1984). 
They are based on the theoretical foundation of a strategdsysternic 
approach to family interviewing (Haley, 1977; Waklawick et al., 1974; 
Selvini-Palazzoli et al., 19801, and encourage a problem-solving, goal- 
oriented, time-limited approach to family interviewing. 

Pre-Interview Guidelines 

Developing hypotheses. Prior to meeting the family for the frst time, 
the nurse shodd develop a basic hypothesis-a hunch or explanation 
about the family and the presenting problem in its relationid context. 
T o m  (1984) dehes hypothesis as a supposition generated to guide 
executive activity during the interview. Such assumptions orient the 
nurse's questiaing and offer meaning to family behaviors. In short, hy- 
potheses provide d e r  for the interviewing process. 

In deaIing with families facing c h n i c  illness, the nurse can generate 
hypotheses based on information gathered during hospital admission, 
visiting hours, or from the ather staff. This information may consist of 
opinions, behavioral observations, or analogic (nonverbal) data. Fleuridas 
et al. (1986) suggest that hypotheses can also be based on, prior expe- 
rience with similar families, problems, symptoms, and situations. A 
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nurse's knowledge about developmental life-cycle stages and theory in 
general [systems, crisis, and so forth] can be connected to salient family 
information to generate a hypothesis. Guidelines for designing 
hypotheses are given in Table 3.1. 

Table 3,1 Guidelines for Resigning Hypotheses* --- . 1 f-. -.- - - .- - --y 
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The following example illustrates how alternate hypotheses can be 
generated prior to the first family meeting. A nurse working in an 
extended care facility noted that the family, especially the 9- and 10- 
year-old children, avoided visiting their 41-year-old mother with Hun- 
tington's disease, and that the patient's symptoms worsened around Yis- 
iting days. The children seemed depressed and withdrawn every time 
they came to the nursing unit an their monthly visits. During case 
conferences, the staff wondered whether there might be a connection 
between the family's avoidance and the patient's f la ihg  and head- 
banging. They generated several hypotheses to exphn why the family 
might be avoidmg the patient and why the patient's symptoms seemed to 
exacerbate around the time of the family visits. 

One hypothesis pertained to the chiIdrenls belief that head-banging 
and flailing were controllable. Perhaps the children feIt that their 
mother was not trying to control herself so she could return home to 
care for them. This made them angry, so they avoided her, An alterna- 
tive hypothesis concerned the children's conflicting loyalties toward 
their mother and the aunt who took care of them. Perhaps they felt that 
if they visited too often, their aunt might think they did not appreciate 
her care. Thus they spaced out their visits and acted depressed and 
withdrawn to demonstsate both loyalty to their aunt and affection for 
their mother. 

Yet a third hypothesis involved the chiIdrenls fears af developing 
Huntington's disease themselves. They avoided visiting and showed 
sadness because of their own expectations of conbacting the disease. 
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Having generated several alternate hypotheses about the family and 
the problem in its relational context, the staff arranged a family meet- 
ing. The purpose of the interview was to seek validatmg information 
through assessment questions, Interventions would then be designed 
based on either confirmed hypotheses or those which seemed most 
salient 

h g i n g  afmttily meeting. Once a m e  decides that a particular 
situation would best be addressed using a family approach, she must 
make two important decisions: who should be present at the assessment, 
and where should the intervim take place. These decisions are strongly 
influenced by the hypotheses. 

The first decision is partidarly critical. Although it is not necessary 
for every family member to be invited to the assessment, it is strong1y 
recommended that nuts& meet all members of the househoId at least 
once, preferably at the first interview. In this way the nurse can become 
familiar with family members' perceptions of the situation, making it 
less likely that the nurse will become aligned with one individual's 
perspective and thereby lose Zhe frrmiIy perspective. 

Maley (1977, p. 10) states that to begm family work " 'bytaterviming 
one person is to begin with a handcap.'' The more f d y  members 
present, the more information it is possible for the nurse to gather. 
Sometimes the most siwcant accomplishment of a family assessment 
is bringing the whole family together simultaneously to discuss an 
important issue. 

The nurse's second decision pertains to the interview setting. A 
family assessment can take place anywhere: in the family home (the 
kitchen, the living room, or the patient's bedroom], in the community 
health agency [in an interviewing room or an office), or elsewhere. 
There are advantages and disadvantages to conducting an initial as- 
sessment in any setting. Nurses should be flexible in choosing a setting 
that is appropriate for the specific purpose of the interview 

The concrete advantages to interviewing in the home haye been 
deheated in part by Smoyak (1977). Family members of all ages are 
more easily able to attend. Opportunities for meeting sigmficant but 
perhaps elusive family members, such as boarders or grandparents, are 
increased. The nurse can experience the family's social environment 
and observe f m W d  the physical environment. Disadvantages to  using 
the home setting for family interviews, include the increased administra- 
tive and personal cost involved in traveling and the greater likelihood of 
interruptions. Home interviews d s o  require increased interviewing 
skill fsom the nurse (Clark, 1978). 

The greatest advantage to using the agency or hospital setting is 



62 Families and chronic illness 

that, aften, this is the nurse's base. This is where the nurse has initjal 
contact with at least one family member face-to-face. The nurse can 
therefore capitalize on this opportunity and suggest a famiIy interview, 
There are generally fewer telephone calls or visitor intemptions and 
the nurse can structure the interview m m  easily, The disadvantages of 
the work setting usually center around issues of contea. Family mem- 
bers can be intimidated by such professional trappings as plush furniture 
or complicated equipment. 

Interview Guidelines 

Engagement. During the engagement or first stage of the family inter- 
view, the nurse must establish and maintain a therapeutic relationship 
with the family. Confrontation and interpretation too early in treahnent 
may inhibit engagement (Gurrnan and Kniskern, 1981). To enhance 
engagement, the nurse must provide structure, be active. be empathic, 
and involve all members of t h e  family group. Wright and W e y  (1984) 
have delineated specific skills for engaging families. One of the most 
helpful tools in this nursing situation is the genogram; its cwstmction 
is a dynamic way of involving the farnily in defining its own structure 
(Hohan, 1983). 

h b l m  definition During this phase of the family htervim, the nurse 
should ask the family to define its main problem or c o m p h t .  Neuidas 
et al. (1986) recommend that this be done by focusing on three time 
frames: past, present, and future. Within each time frame the nurse can 
ask questions pertaining to areas of difference, areas of agreement/ 
disagreement, and explanations for or the meaning of the problem [Fleu- 
ridas et al., 1986). It is important to emphasize that "an effective 
systemic interview does not depend on the use of any one type of ques- 
tion or another, but on the knowledge of when, how, and to what pw- 
pose to use questions and techniques within the framework of a specific 
model" (Lipchik and DeShazer, 1986, p. 89). 

Resent. The nurse should ask each family member, including the chil- 
dren, to share their knowledge and understanding of the present situa- 
tion. For example, the community health nurse working with a diabetic 
family could ask such questions as: 
*What  is the family's main concern now about John's diabetes? 
* How is this concern a problem for the family now as compared to  
before? 

Urho agsees with you that this is a problem? 
* What is your explanation for this? 

Past, Irr exploring the past, the nurse can again ask questions pertain- 
ing to: 
* D~ferenences: [How was John's behavior before his diabetes was diag- 
nosed?] 
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A g m o / d i s a g m m t :  m o  agrees with dad that this was the main 
concern when the family lived in Seattle?) 

&lanatiodrne~ning: What do you think was the significance of 
John's decision to stop injecting his own insulin?) 

Future. During the initial interview with a new W y ,  the m e  must 
learn about the family's own hypotheses or beliefs about their probIerns 
[Tom,  1984). In asking the family to explain their present situation, 
the n m e  should consciously attempt to identify previously unrecognized 
connections. This might be done by asking such questions as: 

If Bill suddenly developed r e d  disease, how wodd things be Werent 
from the way they are now? 
Does Bill agree with you? 

0 If this were to happen, how would you explain the change in John's 
relationship with mom? 

Children and adolescents might be reluctat to iden ta  "problems" in 
the family; they may hesitate to disagree with their parents' descrip- 
tion of the problem. Nurses may need to ask children what types of 
changes they would like to  see in the family or how they would haw if 
the problems went away. For example, one 7-year-old repeatedly denied 
that there were any difficulties surrounding his brother's dlahetes and 
his mother's overinvolvement with the sick child. However, when tJ~e 
muse asked what differences there would be in the family if his brother 
d d  not have diabetes, the 7-year-old said that he and his mother could 
go to hockey games after school. At the time of the family interview, 
the mother was reluctant to leave the house after the boys returned 
from school for fear that the older boy would have an insulin reaction. 

'In exploring the presenting problem, the m e  should obtain a dear 
and specfic definition Q£ the situation and iden* any conflict amwg 
family members aver the problem definition.' If such conflict exists, then 
the nurse must clarzfy the problem further to help defme the behaviors 
for which the family is seeking help- Rosenthal and Bergman (1986) 
suggest that during this stage of the initial intervim the nurse should 
discover if the patient [whether family, couple, or individual) is commit- 
ted to  seeking change. In other words, is the patient a "customer" 
s e e h g  the nurse's assistance to change or is the patient under duress? 

Sequence of Interaction 

After the problem is identified, the nurse must examine family interac- 
tions connected to it. This calls for a review of all the information 
obtained from the fmily in IigM of the hypotheses generated prior to 
the interview, and the development of additional questions. Questions 
focusing an interactional &havim deal with three time frames; present, 
past, and future. Within each time frame, the rmtse should once again 
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explore differences, agmemenWdisagreernentsI and explanations/ 
meanings. 
Present In exploring the present situation, the nurse could ask: Who 
does what when? Then what happens? Who is the first to notice that 
something has been done? 

The nurse can inquire about differences between individuals (Who is 
better at getting grandmother to eat, Jose or Maria?"] and between 
relationships ("Do your ex-husband and Sammy fight more or less than 
ywr ex-husband and Alan?"). h laworking with families with chronic 
illness, the nurse should explore differences before or after important 
events or milestones. For instance, the nurse could ask, ''Do you worry 
more, Iess, or the same about your wife's health since her heart attack?*' 
In addition to exploring areas of difference, the nurse can explore 

areas of agreement/disagreernent ('Who agrees with you that Jose is 
the most forgetful in attaching the SDS monitor to the baby? Who 
disagrees with you?"]. The nurse should also explore the family's expla- 
nation far the sequence of interaction ["How do you explain Jose's 
tendency to be most forgetful about the monitor? What does his behavior 
mean to  you?"). 
Past In exploring the past, the m e  uses the same types of questions 
to explore differences ("Bow was it different? How does that Mer 
from now?"), agreementldisagreement ("Who agrees with Randy that 
dad is more involved in Cheryl's exercise regimen?"], and explanatiod 
meaning ('What does it mean to you that after all this time, things 
between your wife and her mother have not changed?'"). 

&hm, By focusing on the future, the nurse instills hope for more 
adaptive interaction regarding the presenting problem. The nurse can 
ask questions pertaining to: 
* Difsmces: "How would it be different if your grandmother didn't side 
with your father against your mother in managing Katrina's Crohn's 
disease?" 

Agseement/disagreement: "Do you think your father would agree that if 
your grandmother stayed out of the discussions things would be better?" 
ErpIanatiodmeaning: "Mom, tell me why you think it would be best 

for your husband to stop phoning his mother for advice about Katrinals 
Crohn's hsease." 

During the interview the nurse attempts to  gain a systemic view of 
the problem and a description of the full cycle of repeated interactions. 
It is not rmportant for the nurse to "understand" the problem but rather to 
be able to describe the q e n c e  of the development of the  pmblem over me 
and the current cuntextual view of the problem interac'hon. 
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Attempted Solutions 
The next task far the iatewiewing m e  is to explore the family's 
attempted solutions to their probIem. The process can begin with general 
questions ("How has your family tried to cope with Maria's refusal to 
dress herself properly?"). More specific questions should then be used to 
iden* the least and most effective strategies for achieving desired 
effects, and when these strrategies were employed {'What was least 
helpful in trying to get Maria to bathe? What was most effective?"'). 
The n m e  can ask if any successful elements in the solutions are still 
being employed and if they are not, why not. The same types of se- 
quence of interaction questions focusing on difference, agreement, 
dsagseement, and explanatiodmeaaing can be used to explore the 
family's attempted solutions to the presenting problems. 

In working with families with a chronically ilI member, the m e  
should be aware of any additional '"elping agencies" involved in health 
care delivery. Therefore, it is important to ask appropriate questions: 
'What agencies have attempted to help you with this problem? What has 
been the most useful advice that you have received? Did you follow 
this advice? What has been the least helpful advice?" Leahey and S h e  
(1983) point out the usefulness of exploring the ideologies of the treat- 
ment systems; if there is unclear leadership or a confused hierarchy 
within the helping system, the family can be placed in a &stressing 
situation, similas to that of a child whose parents continually disagree. 
Canfusion among helping agencies can exacerbate the problem rather 
than alleviate it. In this way, the attempted solution (assistance by 
helping agencies) can become an entirely new problem. 

Change Orientation 
At some point during the interview, the nurse must establish what 
changes the family expects as an outcome of m l n g  intervention. 
Members may expect a large change, for instance, "My father will be 
able to walk without the aid of a cane," or a small but si@cant 
change, such as, "We will be able to leave our profoundly retarded 
daughter with a babysitter for one hour a week." In many cases, only a 
small change is necessary. "No matter how awful and how complex a 
situation, a small change in one person's behavior can lead to profound 
and far reaching differences in the behavior of all persons involved" 
PeShazer et  al., 1986, p. 209). Moreover, experienced nurses are aware 
that small changes can lead to further progress. 

The muse a n  clarify the family's change orientation with fuW 
hypothetical questions, such as, 'What wodd your parents do Merently 
if they cbd not stay at home every evening with Jennifer?" The nurse 
can explore futurehypothetical areas of difference ("How w d d  your 
parents' relationship be ddfeesent if your mom allowed your aunt to take 
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care of Jennifer one evening a week?"], areas of agreement/disagreement 
("Do you think your mom would agree that she and your dad would 
probably have littIe to talk about if they went out one evening a week?"], 
and explanatidmeaning ("Tell me more about why you believe this 
would happen. What wodd this mean to you?"). 

If possible, the nurse s h d d  encourage the fhdy to state the apprance 
af a spec8c new behavior Ulat is incoqatiile with their presenting complaint 
('We would like to have tfme for omelves as a couple one evening aweek 
without having to prwide care for our daughter."]. If the "small but sign&- 
w t "  change is presented as stopping a problem behavior, then the m e  
should help the family redefine the desired change "in terms of the e a r n n @  
of a spedc  behavior incornpatiable with the compht" Rosenthal and 
Bergman, 1986, bI. 2B). 

Nurses working with families of the chronically ill often find that an 
expected change is too big or too vague ("We would like Tanya to feel 
good about herseIf even though she has had a colostomy."]. Experienced 
clinical nurses know that "feeling good about onself" is very dnfficdt 
to measure. The nurse could ask for a sign or for a statement dehmg 
the smallest concrete change that the patient could make on his way to 
the general goal. By asking for this degree of specificity about desired 
change early in the nursdfamily relationship, it is more likely that 
the family and m e  can accomplish the desired change. 

Planning 

When a family assessment has been completed, nurses can decide 
whether or not to intervene. To make this decision they need to consider 
the family's level of functioning, their own shll level, and other re+ 
sources available. 

Indications for family interwrrtion. Intervention is recommended under 
the following circumstances Wright and M e y ,  19841: 

A f d y  member presents with a chronic ihess that has an obvious 
detrimental impact upon the other family members. For ms2ance, a 
grandfather's Alzheimer's disease may resdt in the grandchildren being 
afraid of him, or a young child's acting-out behavior may be related to 
his mother's deterioration h m  multiple sclerosis. 

Family members contribute to an individual's symptoms or problems, 
as when lack of visitation from adult children exacerbates hypochondri- 
asis in an elderly parent. 

One member's improvement leads to symptoms or deterioration in 
another family member, for example, when decreased asthma symptoms 
in one child correlate with increased abdominal pains in a sibling. 

A child or adolescent develops an emotional, behavioral, or physical 
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problem in the m t e x t  of a family member's chronic illness. Perhaps a 
W c  adolescent suddenly requests that his mother give him his 
daily insulin injehms when he has been injecting himself for the past 
six months. 

A family member is first diagnosed with a c W c  illness. If a family 
has no previous knowledge or experience with a particular illness, 
they will ~.eguire information. 

A family member's condition deteriorates markedly Whenever there is 
deterioration, family patterns will need restructuring and intervention 
as indicated. 

A chronically ill f a d y  member moves from a hospital or rehabilitation 
center back into the community 

An important individual or family developmental milestone is missed 
or delayed, such as when an adolescent is unable to move out of the 
home at the anticipated time. 
* The c M c a l l y  ill patient dies. Even though the patient's death may 
be a relief, the family can be faced with a tremendous void where the 
caretaking role used to be. 

If h i l y  intervention is to begin, and the family is not in immediate 
crisis, the authors recommend that sessions occur once every two weeks 
at most. Families, particularly those of the c ~ c a l ~ y  ill, need time 
to incorporate interventions into entrenched patterns; too-frequent 
sessions may offer insufficient time for change. Om cannot categorically 
state the optimal number of days, weeks, or months between sessions, 
but health care professionals shodd h i o r  visitation schedules to the 
needs of each client family. 

Nurses' workplace context will dso influence session duration and 
iatensity. A rehabilitation nurse working with a family, for instance, 
mi@ reduce session frequency the lwger the patient is in the rehabili- 
tation center. That would help avoid inadves tently fostering family 
dependence. 

Conimindfcutim for in &mention Family intervention is not always 
appropriate or required. The authors suggest the following contraindica- 
tions for family intervention (Wright and Leahey, 19841 : 
* A / /  family members request or state that they do not vish to be 
involved in recommended family sessions or interviews. 

The family states that all members prefer to work with another health 
care professional. 

Generally, these contraindications are evident to the nurse following 
a thmugh family assessment. Even when the climate for intervention 
seems favorable, the family might indicate a desire to  terminate family 
Watment. 
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To intervene effectively within a family system, nmes must understand 
some basic assumptions regarding families and c M c  illness; the 
indmtors and contraindicators for actual intervention; and some of the 
primary concepts of change. The authors [1984, p. 1741 zim change 
within families as a systernslcyberaetic phenomenon, 

"That is, change within a family m y  occur within the 
c p t i v e ,  affective, or behavioral domains but change in any 
one domain will have an impact on the other domain. Inter- 
ventions can be targeted at any or all of the three domains. 
However, we believe thnt the most pmfoulld and sustaining 
change will be that which occurs within the family's beliefs 
(cognition]. In other words, as a family thhketh [they are 
SO) ! " 

Con@& of change. Some of the majar concepts of change Wright & 
Leahey, 1984) are: 

Change depends upon context. 
Change depends upon the perception of the problem. 
Change depends upon realistic treatment goals. 
Understanding alone does not lead to change. 

8 Change does not necessidy occur equally in all family members. 
Directing change is the nurse's responsibility. 
Chaxlge can have myriad causes. 

These concepts of change provide a theoretical guide for family 
intervention, As mentioned previously, a primary intervent id goal for 
families with chronic illness is to change the family-created "reality" 
if it is problematic, Nurses can help family members interact in new 
ways by focusing particular techniques or interventions on the system's 
cognitive, affective, or behavioral domains. Such interventions can 
effect change by affecting family rnembers'pperceptions about the illness 
and about each other. Normally, nursing interventions are directed at 
challenging the meaning that families give to behavioral events. 
However, the nature of the problem for which help is sought-i.e,, 
whether it is acute or chronic-wiH iduence the receptivity of the 
family to seeing it as a problem for the family system rather than for 
the identified patient alone. An acute health problem, regardless of 
its srigm (e.g., physical illness, accidental injury, etc.) by definition 
brings a state of dsequilibrium to the family system in which it occurs. 
The crisis nature of the went can be useful in helping to make the 
family more amenable to a system intervention. On the other hand, a 
chronic problem in the identified patient mund which the family has 
developed a homeostasis balance is less Iikely to be viewed by the 
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family as requiring -bent exclusively for the identified patient, 

The ame must remember that interventions do not h g m  at the 
intervention stage; they are part of the total interview process, from 
engagement to termination. The interventions used during the spe&c 
intervention stage are based upon ongoing assessment. Families who do 
not follow through with planned interventions may not be "resistant" 
due to pathology but rather to a lack of an adequate engagement period. 
Resistance may also indicate inadequate assessment, or the nurse 
might not recognize a family as being resistant due to the so-called 
suction phenomenon (Wright and Leahey, 19841. 

Infmmtion skills. The intervention stage represents the core of the 
work with a family. It provides an appropriate context in which the 
family can make necessary changes. Once a thorough assessment lras 
been completed, family intervention is indicated; par ticuPar intervention 
skills can then be utilized. 

There are three basic types of intervention skills: perceptual, concep 
tual, and executive (see Table 3.2) Wright and Leahey, 1984). 

mes of intimmtions. Direct interventions focus on families' cognitive, 
affective, andlor behavioral levels of functioning, and request that a 
family do something different from what they have been doing, 
Obviously, these interventions are most effective with compliant families 
sather than noncompliant families. Most nurses assume that the family 
is compliant until given reason to think otherwise, for example, when 
members do not follow through with assignments or immediateIy state 
Ithat everything has been tried before and nothing worked. The following 
interventions have been found to  be most effective with compliant 
fmilies and can be implemented singly or simultd~msly. 
Interwntim directed at the cognitiue lewl of family fsmcthning. Znterven- 
tions directed at the cognitive level of family functioning usually give 
new information or new ideas about a particular problem. If a family 
cannot solve problems, it may mean that members lack sufficient m f o ~  
mation. However, when they do have f i e  information and do not change, 
the problem is different, and i n h c t  interventions are probably indi- 
cated. Some of the more common direct cognitive intmwntions follow. 
Nurses can provide: 

Information about the chronic ihess: its cavse (e.g., genetic concern), 
progress mr time, and present and potential handicaps. 
a Suggestions about appropsiate M y  responses to the illness. For example, 
the nurse can discuss the need for respite, the emuhal d e c t  of chronic 
illness on children, and the possible. strain on a marsiage. Also, the m e  can 
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explore with families what patient-related problems (e.g., inmtinence of 
urine] might l~ most dZbcult for members to tolerate. 

Information about available community resources such as Meals on 
Wheels, rehabilitation services, and disease-specific support p u p s  like 
those m by the America. Diabetes Association. Information about 
specific equipment andhr prostheses is dso very useful. 

Help with decision-making, Sometimes families need relief h m  the 
pressure of decision-making. In such c imstances  the nurse should 
assume that responsibility, but only after the family has had the oppor- 
tunity to decide for themselves. For example, it might be too Wul 
for the family UI an elderly person with a chmic ilhess to consider an 
auxiliary hospital or nursing home placement. Sometimes the nurse 
can recommend that the family consider such an alternative. The nurse 
should give a solid reassson why this decision might benefit everyone 
concerned. 

Any direct interventions which present information to famiIies need 
to be presented in a context of support; this supporting atmosphere 
is, in some instances, even more important than the specific lnformatim 
provided. 

Interm tiom diwcted at the afective lml of family functioning, Interven- 
tions directed at the affective level are designed to  moldrfy the jntense 
emotions that may be blocking a family's problem-solving efforts, One 
of the most useful interventions is validating members' emotional re- 
sponses. This can alleviate feelings of isolation and loneliness by helping 
family members see the connection between their relative's illness and 
feelings of stress (Wright and Bell, 1981). For example, it is useful 
to show a family with a chronically ill member that it is normal for 
family processes ta  be slowed down by the illness. 

Following a recent diagnosis of c M c  ilhess, it is important to tell 
the family that they may feel out of control, or frightened, or sad for 
a perid of time, but within a few months they will adjust and l m  to 
cope. I t  is also important in this validation process to tell them that 
everybody is affected by what happens and that chronic illness is a 
family venture. Tucker (1984) suggests three cormnon reactions of fami- 
lies to chronic illness: 

The family is overwhelmed and becomes a "disabled family." 
The family pretends tha t  nothing has happened. 

* The family balances between m a h g  an adjustment and coping well. 
Many families react intensely to the initial diagnosis of chronic 

illness. Initially, fear, shock, and disbelief predominate; physical symp- 
toms often appear in healthy family members. Denial is often used 
to cope with this initial shock it can be a useful mechanism if it pro- 
tects family members from decompensation and does not interfere with 
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treatment. If families talk about denial but 'behave adaptively, then 
the denial is not maladaptive. For example, if a youag husband denies 
his wife's recent diagnosis of multiple sclerosis, but installs a ramp 
in their home for her wheelchr,  then his denial is not maladaptive. 

Often families with chronic illness experience intense anger, some- 
times directed at the ill member because of the tremendous changes in 
famiIy life that the illness has required. Overtly this anger does not 
last too long, if only because social norms make it unacceptable to be 
angry at people who are ill. At other times family members and patient 
may become angry at the health care system, often quite appropriately 
They may feel that sufficient treatment or information is not being 
provided. The family's rational management of the situation and action 
toward making needed changes may markedly reduce the frequency 
of such negative responses. 

Guilt is also common among families of the chronically iU. This 
reaction can be adaptive if it helps mobilize resources on behalf of the 
ill person. A useful distinction can be made between realistic and 
neurotic pit. 

Another emotion common in familes facing chronic illness is sadness, 
a frequent sign of resignation and depression. This reaction m y  recur 
with every new crisis or when another developmental milestone is 
missed or delayed, although the pattern may become less frequent and 
less intense. Unfortunately, the s o c d  rituals that help families grieve 
after a death do not help alIeviate the sense of loss associated with 
chronic illness, and no effective substitute is available. 

F . y ,  fithe is an important point to make with regard to the 
affective functioning of families with chronic ilhess. That is, families 
may adapt, but they do not necesdly  ever accept the chsonic ilhess. 
Therefore, it is wise that nurses not demand acceptance from such 
families. Rather, health care professionals should simply acknowledge 
the fact that something sad, bad, or awful has happened, and that 
the family is entering a lifelong process of adaptmg [Tucker, 6984). 

Interventions directed at the &havim1 lewl offamily fun&'mirrg, Interven- 
tions targeted at the behavioral level can help family members inrteract 
more effectively and thus behave more positively in relation to  we 
another. This goal can be accomplished by assigning specific behavioral 
tasks to some or dl family members. Some tasks can be assigned as 
homework to be done between sessions, while others might be completed 
in the interviewing room so that the interaction can be observed. 

Nurses working with famiIies after arr initial diagnosis of chronic 
illness must focus on the instrumental issues first, before dealing with 
the affective issues. This d e  of thumb holds true unless a severe 
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blockage of affect interferes with famity problem-solving. Interventions 
targeted at the behavioral level of family functioning require a nurse to: 
@ Encourage famif ies not to make drastic adjustments in their daily 
IZe. Often families with chronic illness make major adjustments and 
changes immediately after diagnosis, so that they are living in a contin- 
ual state of disruption [Power and Orto, 19801, Emphasize that family 
memhrs continue with usual mutines whenever possible and maintain 
their customary role responsibilities. At least one home visit is recom- 
mended when nursing a family with chronic illness in order to under- 
stand the instrumental implications within that environment. By making 
a home visit, the m e  can reassure the family of their own compe- 
tence by stating, "Now that I have come to know your family somewhat 
better, I know you have the ability to cope with what is ahead of you, 
although it will be difficult sometimes." 
* Encourage opportunities for respite. One of the caretaking family's 
most difficult tasks is allowing members adequate respite. Too 
frequently, family members feel guilty if they need or want to remove 
themselves from the cafetaking role. Even the ill member must disen- 
gage himself from time to time from the usual caretaking and accept 
another person's assistance. Each family's need for respite varies. The 
factors affecting respite requirements include the severity of the chronic 
illness; avaiIability of family members to care for the ill person; and 
financial resources. All of these factors must be considered and balanced 
before the health care professional recommends a respite schedule. 
Tucker (19341 reports that she advises families to buy a less expensive 
prosthesis and use the extra money for a family vacation. In this way, 
caretaking and coping are balanced. Such "time outs"' or "time away'ys 
essential for families facing excessive caretaking demands. 

CHALLENGES FOR NURSES WORKING WITH FAMILIES 
OF THE CHRONICALLY ILL 
Working with families with chronic illness poses particular nursing 
challenges. An awareness of possible pitfalls and problems helps nurses 
intervene more effectively into family systems. The first challenge 
pertains to  nurses' understanding of reciprocal influences. She must 
seqnke that, not only is the family a system with certain boundaries, 
but also that she forms a new system with the family (the nurse-family 
system). The nurse is, therefore, d u e n c e d  by the family just as the 
family is influenced by the nurse. Reciprocity is an important concept 
to remember when working with families with c h n j c  illness. 

Because of the nature of chronic illness, nurses often have long-term 
relationships with patients in' either rehabilitation settings or home 
care. Many times these relationships can be more rewarding than the 
brief relationships of acute care settings. However, extreme attachment 
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and dependency can hinder the nurse, patient, and f d y  alike. If 
appropriate boundaries are not maintained (e.g., if the muse does not 
have a strong social network and interests outside work], then working 
with chrOnically ill patients and their families may become exhausting 
and intrusive, 

Nurses should also recognize the triangle that forms when they work 
with a family with chronic illness. The biangle consists of the patient, 
the family, and f ie  health care system; all of these facets interact 
with and influence one another. At times, the nurse may be caugM 
between the patient and other family members; this often happens 
when tbe nurse feeh that both parties want her on their side. 

A second challenge relates to the depression that has been observed 
in health care professionals working with families with c ~ c  illness 
over a long period of time. Tucker (1984) relates a study completed 
at the University of Illinois which attempted to help nursing students 
cope with this depression. It was postulated that the depression arose 
from the students' inability to  see any progress in the familieshitua- 
tions. The study involved showing nursing students videotapes of client 
families wer time in order to make the progress visible. This had a 
positive influence on the m i n g  students and made them more o p  
mistic about nursing the chronically ill and their families. Another 
finding in this study was the nurses' need to work with patients at all 
levels of dysfunction or disability, rather than with one particular 
population at me particular stage of illness. 

A third challenge for m e s  pertains to their entry into a family 
system where there is a chronically ill member. Nurses should not be 
overempathetic, or state that they understand the patient's dilemma or 
suffering. Instead, a nurse should ask the family to "teach" her what 
to consider and what to be aware of when working with fad ies  with 
c h c  illness. Nurses should not say "1 know what you are going 
through" but rather, "Teach me about what you're experiencing."' 

Fdy, m e s  should remember that families with dmmic illness 
normally do not present with psychiatric problems and are frequently 
not pathoZoIogical in their functioning. Rather, they axe families who 
are adpsting and coping with a serious health problem that disrupts 
their usual pattern of functioning. 
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In conclusion, famiIy intenrentions are as numerous and as varied as 
families themselves. However, interventions should be tailored to  meet 
each family's specific needs and problems. They should always be based 
an sound assessment and a recognition of certain basic assumptions 
reIevant to  dl families coping with cksoaic illness. 
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