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Conceptual Approaches to Studying
Family Caregiving for Persons
With Severe Mental Illness

Somporn Rungreangkulkij, R.N., Ph.D.
Khon Kaen University, Thailand
Catherine L. Gilliss, D.N.Sc., R.N., F.A.A.N.
Yale University

This article critically analyzes the conceptual frameworks commonly used to
study family caregivers who have a family member with a severe mental ill-
ness. Those frameworks that are commonly in use present significant limita-
tions to the study of the family as a whole. In contrast, the Family Resiliency
Model permits family level analysis. The authors present this model and
argue for its use in studying families with members who have a severe mental
illness.

BACKGROUND

Since the 1960s, research on the consequences of an individual’s
mental illness on family members has revealed that the illness is dis-
tressing both to the ill person and to the person’s family (Chesla, 1988;
Maurin & Boyd, 1990). Living with a severely mentally ill relative
means that the family has to cope with the unpredictable nature of
psychotic symptoms such as delusions, hallucinations, cognitive
defects, and mood changes, as well as the social stigma associated
with the disease (Chafetz & Barnes, 1989; Chesla, 1988; Guarnaccia &
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Parra, 1996; Horwitz & Reinhard, 1995). Therefore, taking care of peo-
ple with mental health problems at home is often a particular hard-
ship with enduring strain for the family (Loukissa, 1995; Reinhard,
1994).

There have been a few critical reviews on family caregiving of a
person with mental illness in nursing literature. Gerace (1988) criti-
cally reviewed research on families of persons with schizophrenia
and found that over time, the research paradigm was shifting from
viewing families as the sources of pathology to the venue for signifi-
cant interaction. This shift acknowledged the reciprocal process
occurring between the individual with schizophrenia and the family
and underscored that to provide good care for those with mental ill-
ness, understanding how the family responds to the experience of
having a member with mental illness is essential.

Completed reviews generally address the impact of mental illness
on an individual primary caregiver (Loukissa, 1995; Maurin & Boyd,
1990; Rose, 1996). Some evidence supports that a mental illness also
affects the family system (Chesla, 1988; Doornbos, 1996, 1997). Our
understanding of the family of a person with severe mental illness is
limited by the fact that few theoretical frameworks have supported a
view of the family as a system. The purposes of this article are two-
fold: (a) to critically analyze the conceptual frameworks used in the
literature to explain the experience of family caregiving in families
who have a member with a severe mental illness and (b) to propose
and endorse a conceptual framework appropriate to the study of fam-
ilies caring for a member with severe mental illness.

CRITICAL ANALYSIS OF THE CONCEPTUAL
FRAMEWORKS IN COMMON USE

There have been three major conceptual frameworks commonly
used to study family responses to severe mental illness: family
caregiving burden, expressed emotion, and family stress and coping
models. Each has distinct limitations.

Family Caregiving Burden

Studies of family responses to mental illness have pointed to the
burden placed on family members (Bentelspacher, Chitran, & Abdul
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Rahman, 1994; Chakrabarti, Kulhara, & Verma, 1993; L. S. Jones, Roth, &
K. P. Jones, 1995; S. L. Jones, 1996; Reinhard, 1994; Salleh, 1994; Solo-
mon & Draine, 1995). Taking care of a mentally ill person is assumed
to have a negative impact on the family and is perceived as a family
burden. Distinctions between objective and subjective burden made
by Hoening and Hamilton (1966) have been subsequently used.
Objective burden has been defined as the observable concrete costs to
the family resulting from the mental illness, such as disruption to
everyday life in the household, financial problems, limitations on per-
sonal activities, and social interactions. Subjective burden has been
defined as the individual personal appraisal of the situation and the
extent to which caregivers perceive they are carrying a burden. Sub-
jective burden results from the caregiving experience and includes
feelings, attitudes, and emotions (Bull, 1990; Hoening & Hamilton,
1966; Maurin & Boyd, 1990; Reinhard, 1994). Many predictors of care-
giver burden have been identified. These include the ill relative’s
characteristics, such as age, gender, duration of illness, number of pre-
vious admissions, functional status, and symptoms (Cook, Lefley,
Pickett, & Cohler, 1994; L. S. Jones et al., 1995; Reinhard, 1994; Solo-
mon & Draine, 1995; Veltro, Magliano, Lobrace, Morosini, & Maj,
1994), and caregiver characteristics, such as gender, age, socioeco-
nomic status, ethnicity, health status, kin relationship, and living situ-
ation (Cook et al., 1994; L. S. Jones et al., 1995; Scazufca & Kuipers,
1996; Solomon & Draine, 1995; Winefield & Harvey, 1993; 1994).
Reported mediating factors include social support (Solomon &
Draine, 1995) and coping skills (Birchwood & Cochrane, 1990; Solo-
mon & Draine, 1995) (see Table 1). Based on empirical findings, the
family caregiving burden framework can be illustrated as in Figure 1.

Issues in the family caregiving burden framework. Maurin and Boyd
(1990) noted that research findings about burden should be inter-
preted with some caution because many studies did not employ a the-
oretical framework. They wrote, “Without a theoretical framework,
the designation of burden as a dependent or independent variable is
an arbitrary one” (p. 102). The lack of an adequate theoretical frame-
work leads to inconsistent use of theoretical and operational defini-
tions and reliability and validity flaws in the measurement of burden.

Furthermore, as developed, this theoretical approach is incom-
plete in addressing the range of caregiving experience—in particular,
the possible benefits and positive relationships between the family
caregiver and the ill relative. Instead, the single negative perspective
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Table 1: Review Studies Using Family Burden Framework on Family Caregivers of a Person With a Severe Mental Illness

Number Investigator Study Design/Sample Purpose Result

1 Birchwood and
Cochrane (1990)

Descriptive study
(correlational de-
sign) (N = 53)

To identify the relation-
ship between family
burden and the patients’
behavioral disturbance

Behavioral disturbance was related to both stress and burden.
Relatives reported a high overall level of stress.

2 Martyns-
Yellowe (1992)

Comparative study
(N = 44)

To identify the relation-
ship between family
burden and psychologi-
cal distress

Rural families had significantly higher scores on financial bur-
den and psychological well-being than did urban families.
There was a positive correlation between the overall burden
scores and the overall psychological well-being scores.

3 Oldridge and
Hughes (1992)

Descriptive study
(correlational de-
sign) (N = 24)

To assess the relation-
ship between psycho-
logical well-being and
perceived burden

Objective and subjective burden were positively significantly
correlated with the relative’s psychological well-being. Distress
level was significantly correlated with passive and negative
symptoms.

4 Bulger,
Wandersman,
and Goldman
(1993)

Descriptive study
(correlational de-
sign) (N = 60)

To examine the relation-
ship between burden,
gratification, conflict,
and intimacy

Patients’ symptoms were a significant predictor of both care-
giver burden and gratification (accounting for 14% and 16% of
the variance, respectively). As age increased, caregiver burden
and conflict decreased, whereas gratification and intimacy in-
creased. Higher income caregivers reported greater caregiver
burden and less gratification. Parents who lived with their ill
offspring reported higher gratification and less conflict than
those whose child resided outside the parent’s home.

5 Pickett, Vraniak,
Cook, and
Cohler (1993)

Comparative study
(N = 209)

To compare coping mas-
tery ability, self-esteem,
and emotional well-be-
ing between Black and
White parents

Black parents had higher scores on coping mastery ability and
self-esteem than did White parents. For Black parents, social
support resources were negatively related to both coping mas-
tery ability and self-esteem. White parents were more depressed
than Black parents.
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6 Winefield and
Harvey (1993)

Descriptive study
(correlational de-
sign) (N = 134)

To distinguish the con-
tribution of caregiver
and the ill relative char-
acteristics to caregiver
distress

Twenty-five percent of the variance of caregiver distress (psy-
chological disturbance, emotional upset, and burden) was ex-
plained by caregiver and the ill relative characteristics. The level
of behavioral disturbance of the mentally ill relative predicted
caregiver distress after controlling for the caregiver’s age, sex,
and social supports.

7 Cook, Lefley,
Pickett, and
Cohler (1994)

Descriptive study
(correlational de-
sign) (N = 222)

To examine the relation-
ship between parental
age and level of
caregiving burden

There was no curvilinear relationship between age and burden.
Age was a predictor of burden, but its influences did not extend
to all dimensions of burden, and the directionality of its effects
was variable.

8 Salleh (1994) Descriptive study
(correlational de-
sign) (N = 210)

To examine the relation-
ship between patient
behavior and caregiver
burden

Forty-one percent of families were suspected to be suffering
from neurotic illness; 26% had a specific neurotic disorder. Neu-
rotic caregivers had significantly higher scores on burden.
Number of previous admissions and problem behaviors were
significantly correlated with burden.

9 Veltro,
Magliano,
Lobrace,
Morosini, and
Maj (1994)

Comparative study
(N = 46)

To compare the burden
on key relatives of
schizophrenia patients
and on those of neurotic
disorder patients

Families of schizophrenia reported more concern with neglect
of other family members than did neurotic families. There was
no significant difference in terms of subjective burden between
two groups. The burden perceived by schizophrenic families
was more related to the patient’s personal/social disability than
it was for neurotic families. The schizophrenic families per-
ceived negative symptoms as the most burdensome, whereas
neurotic families perceived obsessive/compulsive and anxiety
symptoms as the most burdensome.

(continued)
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10 Horwitz and
Reinhard (1995)

Descriptive study
(correlational de-
sign) (N = 209)

To examine the effect of
ethnicity on caregiver
duties and caregiver
burden

There was no ethnic difference in caregiving duties between
White and Black parents, but there was a difference in siblings.
Fifty-two percent of the variance in parental burden can be ex-
plained by ethnicity, age, stigma, and caregiving duties. Ethnic-
ity had the strongest impact on sibling caregiving duties (ex-
plaining 11% of the variance). White parents reported signifi-
cantly more burden than did Blacks. Stigma strongly predicted
burden and decreased the relationship between ethnicity and
burden. White siblings reported more caregiving burden than
did Blacks.

11 L. S. Jones, Roth,
and Jones (1995)

Descriptive study
(correlational de-
sign) (N = 189)

To examine the objective
and subjective burden
associated with care-
giver behaviors versus
client behaviors

Caregiver behaviors, client behaviors, client living with the
caregiver, and caregiver age were correlated with objective and
subjective burden. Caregivers reported less subjective burden
than objective burden. Both subjective and objective burden
were more related to caregiver behaviors than to client
behaviors.

12 Solomon and
Draine (1995)

Descriptive study
(correlational de-
sign) (N = 225)

To examine the factors
that explain subjective
burden

Living with the ill relative caused a greater degree of subjective
burden. Subjective burden was significantly negatively corre-
lated to social support, self-efficacy, mastery, and satisfaction
with coping response; 39% of the variance in subjective burden
was explained by the severity of stressors related to the rela-
tive’s illness and by mediators.

13 Gallagher and
Mechanic

Comparative study
(N = 1,492)

To explore the effects of
living with a person
with mental illness on
other family members

The respondents living with a mentally ill relative had poorer
health and functioning than the respondents who did not live
with a mentally ill relative.

Table 1: Continued

Number Investigators Study Design/Sample Purpose Result
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14 Bibou-Nakou,
Dikaiou, and
Bairactaris (1997)

Descriptive study
(correlational de-
sign) (N = 52)

To examine the relation-
ships between family
burden and psychologi-
cal distress, coping style,
and perceived mastery

Families of chronic patients were more likely to use a passive
way of coping or to ignore than were those in an acute group.
Both subjective and objective burden were correlated with psy-
chological distress of the caregivers. Objective burden was cor-
related with perceived mastery. There was a variety of associa-
tion between using coping strategies and burden. There was a
significantly positive correlation between perceived mastery
and psychological distress.

15 Pickett et al.
(1997)

Descriptive study
(correlational de-
sign) (N = 606)

To examine the factors
contributing to the
positive parent-child
relationship

Caregiver burden was positively significantly associated with
being a parent of an adult child with severe mental illness. Par-
ents of nondisabled offspring reported more positive relation-
ships with their target child than did parents of offspring with
severe mental illness.

16 Stueve, Vine,
and Struening
(1997)

Descriptive study
(correlational de-
sign) (N = 180)

To examine the effect of
ethnicity on perceived
caregiving burden

Controlling for sociodemographic characteristics and
caregiveing-related stressors, Black caregivers reported less bur-
den than did White caregivers. There was no significant differ-
ence in perceived burden between Hispanic and White care-
givers. The difference in ethnicity explained 21% of the variance
in perceived burden. The protective mechanisms (social sup-
port, religious involvement, illness attributions) did not explain
the variance in burden.
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is taken toward the experience of caring for a person with mental ill-
ness. Research suggests that there are both gratifications and rewards
in caregiving (Greenberg, Greenley, & Benedict, 1994). These are over-
looked in the current theoretical approaches. Fox (1997) stated, “The
concept of burden is hard for an ill family member to read about. Con-
sumers, naturally, want to be viewed positively, not just as a burden to
their relatives” (p. 251). In place of burden, she suggested the alterna-
tive words inconvenience or distress. This observation provides insight
into the emic perspective on burden.

Szmukler et al. (1996) noted the problems of operationalizing the
concept of caregiver burden as a distinct burden. They debated
whether objective burden is a normal disruption in the caregiver’s
usual life in terms of its effects on work or social life. They argued that
some burdensome activities, such as household routines, are the same
as those that occur when other families experience any normal life
change. Therefore, caregivers might experience burden regardless of
the presence or absence of an ill family member. Similarly, Gubman
and Tessler (1987) and Pickett, Vraniak, Cook, and Cohler (1993)
argued that the experience of caring for a relative with a mental illness
might be considered a normal stress leading to enhanced growth.
Therefore, the critical question is, How can we confidently assume
that the burden is attributable to the mental illness of a family
member?

348 JFN, November 2000, Vol. 6 No. 4
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In summary, the assumption underlying the family caregiving bur-
den perspective is that caring for a family member with severe mental
illness imposes a caregiving burden, and the degree of the burden will
vary according to other factors. Reconceptualization of the burden
framework should include the possibility that gratifying, positive
aspects of caring can also result from the caregiving experience.

Expressed Emotion Framework

The expressed emotion framework (see Figure 2), developed by
Brown, Birley, and Wing (1972), has been used to study the emotional
environment of families as a factor influencing patient relapse of a
person with a mental illness. Expressed emotion is a clinical concept
derived from composite ratings from an audiotape of a semistruc-
tured interview of the family (Camberwell Family Interview [CFI])
(Brown et al., 1972). The CFI encompasses two distinct attributes of
the relatives—criticism and hostility—and of emotional overinvolve-
ment. Families are classified as high or low expressed emotion
according to these two areas. Low-expressed-emotion families tend
to be warm, concerned, understanding, and tolerant, whereas high-
expressed-emotion families tend to be either highly overinvolved or
critical or both. Parker and Hadzi-Pavlovic (1990) and Bebbington
and Kuipers (1994) conducted aggregated analysis studies and found
that the persons from high-expressed-emotion families were at
greater risk for psychiatric relapse than those from families with low
expressed emotion.

Within the framework of expressed emotion, family psycho-
education programs have been developed to increase family mem-
bers’ knowledge about schizophrenia and communication skills
(i.e., to lower expressed emotion) (Falloon et al., 1985; Hogarty et al.,
1986; Leff , Kuipers, Berkowitz, Eberlein-Vries, & Sturgeon, 1982).
Based on a review of available empirical papers in Table 2, Figure 2
displays the basic relationships within the expressed emotion
framework.

Issues in the expressed emotion framework. Although research find-
ings reported that there was a positive correlation between high
expressed emotion and patient relapse, the expressed emotion frame-
work is often perceived as blaming families for causing mental illness
or relapse (Malone, 1993). The expressed emotion concept cannot be
used to explain entirely the complexities of family life because it lacks
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Table 2: Review Studies Using Expressed Emotion Framework on Family Caregivers of a Person With a Severe Mental Illness

Number Investigator Study Design/Sample Purpose Result

1 Brooker et al.
(1994)

Quasi-experimental
design (N = 34)

To examine the effects
of psychosocial inter-
ventions

The ill relatives in the experimental group had better outcomes than
did those in the control group. The caregivers had significantly
decreased in minor psychiatric morbidity and had increased knowl-
edge and satisfaction with services than did those in the
control group.

2 Xiong et al.
(1994)

Randomized con-
trolled trial design
(N = 73)

To examine the effec-
tiveness of the family-
based intervention

The patients in the control group had significantly greater mean du-
ration of rehospitalization, more severe lower functioning, and less
medical compliance than did the experimental group at 12 and 18
months follow-up but more relapse than the experimental group
only at 12 months. The relatives in the experimental group experi-
enced less burden than did those in the control group.

3 McFarlane,
Link, Dushay,
Marchal, and
Crilly (1995)

Randomized con-
trolled trial design
(N = 41)

To compare relapse
outcome in single and
multiple family
psychoeducational in-
tervention models
over 4 years

Psychoeducational, multifamily groups yielded the lowest
relapse rate.

4 Scazufca and
Kuipers (1996)

Descriptive study
(correlational de-
sign) (N = 50)

To examine factors
that contribute to the
expressed emotion
(EE) level burden.

Burden of care and patient’s social functioning were major predic-
tors of level of EE.
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consideration for other variables that may affect illness (Hatfield,
1987; Malone, 1993; Rose, 1996). For instance, other sources of stress
could be occurring during the same time the family is taking care of
the ill relative (e.g., financial problems or changes in mental health
care system policies). The expressed emotion framework does not
consider these contextual influences. Similarly, Hatfield (1987) noted
that “by placing all families in one of two categories, it violates a basic
premise of human nature, which is that human characteristics occur
on a continuum, rather than on two opposite poles” (p. 61).

Malone (1993) identified three methodological concerns: (a) The
system of rating the interview does not clearly specify whether ex-
pressed emotion reflects the personality of the caregiver or the situa-
tion. Extrapersonal issues might affect the family member’s response,
apart from the ill family member; (b) there is a possibility of gender
bias because most of the participants studied were female; and (c)
there is a lack of examination of family dynamics that may buffer that
member’s contribution to the emotional climate of the household.
High expressed emotion, in some cases, might be a reaction to expo-
sure to the patient’s intolerable behavior (Salleh, 1994).

Lefley (1996) noted that “family burden, stigma, and isolation may
influence the expressed emotion and coping capacities of family mem-
bers as well as the behavioral difficulties imposed by the illness”
(p.61). In addition, researchers have found that the majority of fami-
lies of persons with schizophrenia throughout the world manifest low
expressed emotion; yet, criticism, hostile remarks, and emotional over-
involvement are found in families throughout the world and not in
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association with schizophrenia (Lefley, 1996). Therefore, the condi-
tions are neither necessary nor sufficient for illness or relapse.

A number of researchers have proposed that the concept of ex-
pressed emotion represents coping and response styles that develop
over time and interact with the patients’ behavior (Birchwood, 1992;
Chesla, 1988; Stirling et al., 1993; Tarrier, 1991). This position suggests
that the focus of the expressed emotion concept should emphasize
parental responses to living with mental illness, rather than viewing
expressed emotion as a causative factor.

Family Stress and Coping

It is generally assumed that all families of persons with psychiatric
illness experience stress (Rose, 1996). However, systematic investiga-
tion of this assumption, based on the concepts of family stress and
coping, is sparse. As Lefley (1996) noted, “The psychiatric and psy-
chological literature on mental illness has concentrated on the
well-being of patients, marginalizing or ignoring the well-being of the
persons dedicated to their sustenance” (p. 6). Only one study of fam-
ily caregivers of a person with a mental illness has used family stress
and coping models compared to the extensive use of this framework
to study other areas of family caregiving. (See Table 3 for the empirical
support.)

Hatfield (1981, 1987) proposed a conceptual framework of coping
and adaptation for understanding families of persons with mental ill-
ness, and his studies have often been cited in literature on family care-
givers in the context of chronic mental illness (Chafetz & Barnes, 1989;
Doornbos, 1997; Fisher, Benson, & Tessler, 1990; Tessler, Killian, &
Gubman, 1987). This model conceptualizes family as reactive/
responding rather than a causal agent in relation to schizophrenia.
There are three major concepts in the model: crisis, coping, and adap-
tation (see Figure 3).

The onset of mental illness of the ill person produces a state of crisis
for the family. The term crisis refers to any intensive, rapidly chang-
ing, sudden, or unexpected events that are beyond the individual’s
habitual modes of response and ability to keep a balanced state.
Coping refers to the problem-solving efforts people make to master
the stressful situation. Adaptation refers to the relationship of external
demands and the person’s resources for dealing with them. When
coping is insufficient to reduce the appraised stress, the result is psy-
chological or physical morbidity (Szmukler et al., 1996). However,
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Table 3: A Study Using Family Stress and Coping Framework on Family Caregivers of a Person With a Severe Mental Illness

Number Investigator Study Design/Sample Purpose Result

1 Doornbos
(1996)

Descriptive study
(N = 85)

To compare the  char-
acteristics of the fami-
lies of the mentally ill
relative with those of
normative families

The families of the mentally ill had significantly more stressors,
more coping strategies, greater degree of adaptability, less conflict
but less cohesion, and less satisfaction with family function than
normative families did.
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this model is situated within the context of the individual, not the
family system. For example, how family functioning affects the fam-
ily caregiver’s coping is not addressed in the model. It is inadequate to
explain the family process. Rather, it produces a collection of individ-
ual responses.

A CONCEPTUAL FRAMEWORK FOR STUDYING
FAMILY: THE RESILIENCY MODEL

A family systems perspective addresses how a family confronts
and manages a disruptive experience and how it moves toward adap-
tation (Walsh, 1996). In this section, the Family Resiliency Model of
Family Stress, Adjustment, and Adaptation (McCubbin & McCubbin,
1996) will be briefly described, and each concept will be elucidated in
the context of families who care for a person with severe mental ill-
ness. Issues in the use of the family resiliency model will be discussed.

McCubbin and McCubbin (1993) developed the Family Resiliency
Model of Family Stress, Adjustment, and Adaptation, expanded from
the Double ABCX Model and Typology Model of Family Adjustment
and Adaptation (see Figure 4). The model contains two phases:
adjustment and adaptation. In the adjustment phase, the family
makes only minor changes in how it typically operates and behaves;
these could become permanent changes in family functioning. The
adjustment phase is determined by the interaction of the following
elements: (a) the stressor, such as an acute illness in a family member;
(b) the family’s vulnerability, which is influenced by the pileup of
family stress, transitions, and strain occurring in the same period as
the stressor; (c) the family typology, which is the established pattern
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of functioning; (d) the family’s resistance resources; (e) the family’s
appraisal of the stressor; and (f) the family’s problem-solving and
coping strategies. These elements interact with one another to deter-
mine the level of adjustment in the family. However, the components
cannot be examined separately as they work in relation to each other.

If the family is successful in its response to the stressor, the family
moves through the situation with relative ease and produces a posi-
tive outcome called bonadjustment. However, in illness situations,
especially chronic illness, hardships are often numerous and severe,
demanding more substantial changes in the family system (goals,
rules, boundaries, and pattern of functioning). In this situation, the
family is likely to experience maladjustment and a resulting state of
crisis—a period of family disorganization, which moves to the onset
of the adaptation phase. In the adaptation phase, elements that oper-
ate include (a) the pileup of demands on or in the family system cre-
ated by the illness, family life-cycle change, and unresolved strains;
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(b) the family typology, determined in part by newly instituted pat-
terns of family functioning and retained established patterns of func-
tioning (regenerativity or resiliency); (c) the family’s resources; (d)
social support from extended family, friends, and the community; (e)
a situational appraisal; (f) the family’s schema appraisal and the fam-
ily’s meaning; and (g) the family’s problem solving and coping. Fam-
ily adaptation is the outcome of the family’s efforts over time to meet
both the needs of individual family members to achieve their per-
sonal growth and also the functioning of the family system and its
transitions with the community.

The Family Resiliency Model Applied to Families
of a Relative With Severe Mental Illness

A prominent theme in the literature on caregiving for persons with
severe mental illness is that the consequences of taking care of an ill
family member are often negative and disruptive to the family system
(Chesla, 1988; Doornbos, 1997). In an interpretive study, Chesla (1988)
revealed that living with and caring for a family member with schizo-
phrenia affected the family system as follows: (a) interpersonal family
disruptions, including family conflicts, verbal attacks on family, dis-
rupted family events and holidays, and disrupted sibling relations,
and (b) disrupted household patterns. The interpersonal disruptions
and disrupted household patterns would contribute to pileup or
accumulation of demands depicted in the Resiliency Model. Families
have to change the family structure and patterns of family function-
ing to maintain the equilibrium of the family system. This movement
is called family adaptation in the Family Resiliency Model. Each of the
components in the Family Resiliency Model will be described as they
relate to the adaptation process.

Family adaptation. Family adaptation is the central concept in the
Family Resiliency Model. It is used to describe the outcome of the
family’s efforts to manage a crisis situation. It is defined as the fam-
ily’s ability to balance the needs of both the individual-to-family and
the family-to-community social demands within the community
(McCubbin & McCubbin, 1996). There is a range of degree of adapta-
tion from bonadaptation to maladaptation. Bonadaptation is charac-
terized by (a) positive physical and mental health of individual family
members, (b) optimal role functioning and development of individ-

356 JFN, November 2000, Vol. 6 No. 4

 at SAGE Publications on September 28, 2009 http://jfn.sagepub.comDownloaded from 

http://jfn.sagepub.com


ual members, and (c) the maintenance of a family unit so that it can
accomplish life-cycle tasks. Maladaptation is characterized by the
negative end of the continuum (Kosciulek, McCubbin, & McCubbin,
1993). Families with a family member with a mental illness report less
satisfaction with family functioning than do normal families
(Doornbos, 1996). Families have experienced distress, depression,
neurotic illness, and low psychological well-being (Bentelspacher et al.,
1994; Martyns-Yellowe, 1992; Oldridge & Hughes, 1992; Salleh, 1994;
Winefield & Harvey, 1993).

Family stressor. Family stressor is defined as “a demand placed on
the family that produces changes in the family system” (McCubbin &
McCubbin, 1996, p. 17). Family stressors of families of a person with a
mental illness are represented by the ill relative’s disruptive behav-
iors, symptoms, and deficient social functioning (Bentelspacher et al.,
1994; Birchwood & Cochrane, 1990; Chesla, 1988; Cook et al., 1994;
Doornbos, 1997; L. S. Jones et al., 1995; Oldridge & Hughes, 1992;
Reinhard, 1994; Salleh, 1994; Scazufca & Kuipers, 1996; Winefield &
Harvey, 1993).

Family pileup of demands. Family pileup demands is defined as “the
sum of normative and non-normative stressors and intrafamily
strains” (McCubbin & McCubbin, 1996, p. 105). Schizophrenia
evolves over time, so families seldom deal with a single stressor. They
experience a pileup of demands as follows: normative events (such as
having a family member die), nonnormative events (such as natural
disaster), intrafamily strains (such as marital conflict), and conse-
quences of unsuccessful family efforts to cope (McCubbin &
McCubbin, 1996).

Family types. Family typology is one of the major influential vari-
ables involved in the process of family adaptation. It is defined as “a
set of basic attributes about family system which characterize and
explain how a family system typically appraises, operates and/or
behaves” (McCubbin & McCubbin, 1996, p. 65). Therefore, family
typology is used to predict a family’s capabilities, responses, and out-
comes when a family faces stressful life events. There are four types of
family systems related to coping with stressful situations: (a) regener-
ative families, (b) rhythmic families, (c) resilient families, and (d)
traditionalistic families (McCubbin & McCubbin, 1996).
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Family resources. In the Family Resiliency Model, capacity is
defined as “a potential the family can call upon or can create to meet
the demands it faces in a crisis situation” (McCubbin & McCubbin,
1996, p. 32). There are three potential sources of resources: individual
family members, family system, and social support from the commu-
nity. Some of the important personal resources that may be used by
the family when adapting to mental illness include (a) innate intelli-
gence of family members; (b) knowledge and skills acquired from
education, training, and experience; (c) personality traits; (d) physi-
cal, spiritual, and emotional health of members; (e) a sense of mastery;
(f) self-esteem; (g) sense of coherence; and (h) ethnic identity
(McCubbin & McCubbin, 1996; Pickett et al., 1993; Reinhard, 1994;
Solomon & Draine, 1995).

McCubbin and McCubbin (1996) suggested that the two most
prominent family system resources are “cohesion (the bonds of unity
running through the family life) and adaptability (the family’s capac-
ity to meet obstacles and shift course)” (p. 34). However, these can be
influenced by family type. Social support, viewed as community
resources, includes all persons and institutions that the family uses to
manage a crisis situation. These resources refer to both informal
sources—such as other family members, extended family, friends,
and churches—as well as formal sources, such as medical or social
services. In family adaptation, social support was viewed as one of
the primary buffers or mediators between stress and family adapta-
tion (McCubbin & McCubbin, 1996).

Family situational appraisal. The family situational appraisal is
defined as the family’s perception about the relationship between the
family resources and the total demands of the situation. The more
constructive or positive the appraisal, the greater ease with which the
family is able to develop problem-solving and coping strategies and,
ultimately, adaptation (McCubbin & McCubbin, 1993). In research on
families taking care of a person with a mental illness, a number of
studies have pointed to this family situation as family burden
(Bentelspacher et al., 1994; Doornbos, 1997; Lefley, 1996). Stigma asso-
ciated with mental illness has been cited (Loukissa, 1995; Reinhard,
1994; Ryan, 1993). There is disagreement about perception of the situ-
ation of taking care of the mentally ill person. Guarnaccia and Parra
(1996) reported that taking care of the ill member is time consuming
and disrupts the family routine. On the other hand, Greenberg,
Greenberg, and Benedict (1994) reported that the ill relative contrib-
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utes by providing companionship to the family. Therefore, situational
appraisal is a significant factor for family adaptation, but it must be
regarded as highly specific to each unique family.

Family schema and family meaning. The family’s schema is defined as
“a structure of fundamental convictions, values, beliefs, and expecta-
tions” (McCubbin & McCubbin, 1996, p. 39). Family schema has influ-
ence in shaping, legitimizing, and maintaining patterns of function-
ing, as well as the family’s problem-solving and coping behaviors or
patterns. It functions to develop family meanings. The family is called
on to appraise its past and future in an attempt to give meaning to the
illness. Adaptation to mental illness requires changes in the family
schema, particularly the family’s values, goals, expectations, rules,
and priorities (McCubbin & McCubbin, 1996). The family schema is
considered a relatively stable reference against which situational
appraisals are contrasted and shaped (Kosciulek et al., 1993). There is
some support for this concept. Parents’ care patterns are often related
to how a family perceives the causes of an illness (Chesla, 1989).

Robinson (1996) examined the relationship between causal attribu-
tions about mental illness and family functioning. In a convenience
sample of 39 persons with chronic mental illness and their families,
mothers’ attribution of the illness to within-family causal agents was
associated with poor family functioning. In fact, poor family func-
tioning was associated with attribution to a person as the cause of the
illness for mothers, fathers, and siblings and the family as a whole.

Families of a person with a mental illness have to adjust their atti-
tudes and expectations toward the ill relative or change their interac-
tion with the ill relative (Chesla, 1989; Doornbos, 1997; Ryan, 1993).
Families report uncertainty about the future because of mental illness
(Chafetz & Barnes, 1989; Doornbos, 1997; Ryan, 1993; Tessler et al.,
1987).

Family problem solving and coping. In the Family Resiliency Model,
family problem solving and coping are the actions that an individual
family member or family unit uses to reduce or manage the demands
of the family. Four broad approaches of family coping include (a)
actions taken to eliminate or reduce the number and intensity of
demands, (b) acquisition of additional resources, (c) managing the
tension associated with ongoing strains, and (d) strategies for creat-
ing meaning of the situation to make it more constructive, manage-
able, and acceptable (McCubbin & McCubbin, 1996).
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Literature reveals that problem-solving and coping strategies that
the families of a person with severe mental illness employed include
the following: sharing with a relative, rational thinking, getting away,
involvement in outside activities, making efforts to maintain a normal
life, alternating routines, belonging to a support group, accepting the
illness, setting limits on patient’s behaviors, seeking information
from a health care provider (Birchwood & Cochrane, 1990; Hatfield,
1981; Howard, 1994; Rose, 1996; Ryan, 1993), religious beliefs
(Yamashita, 1996), relying on faith (Doornbos, 1997), lower expecta-
tions for the ill member, trying to understand the ill member’s world
(Chesla, 1988), and keeping hope (Chesla, 1988; Howard, 1994).

Issues in the Family Resiliency Model

The Family Resiliency Model is well suited to understanding the
experience of family caregiving for a person with a mental illness
because mental illness not only affects the ill relative or a primary
caregiver but all family members. The Family Resiliency Model is a
midrange theory describing how a family works within a stressful sit-
uation. The model goes beyond a contextual view of individual resil-
ience to a family system, focusing on the family as a unit. Connections
among concepts in the model are explicated logically, are intuitively
appealing, and link together well. Each of the central concepts has
been operationally defined, with instruments having appropriate
psychometric properties. Family members may experience stress
from normal family life changes. Therefore, the concept of pileup
demands explains the family’s usual life.

There are some limitations in this model. The Family Resiliency
Model includes nine concepts, which capture the multidimensional
nature of the family caregiving experience. The concepts are not
clearly distinguished from related concepts. For instance, both situa-
tion appraisal and schema appraisal are based on the family’s percep-
tion. Therefore, these two concepts are not totally separate but exist at
different levels. Similarly, the concept of family resources overlaps
with the concept of family problem solving and coping strategy. It is
difficult to isolate and measure each of the concepts. Researchers need
to be careful when choosing study instruments. For example, family
resource, family functioning, and family coping might come from the
same construct. Multicollinearity needs to be considered. The concept
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of family schema and meaning is difficult to measure in a quantitative
method. The study requires a multilevel, interactive sophisticated
research design with complex statistical analysis.

Implication for Research and Practice

Despite its limitations, Figure 4 (illustrating the Family Resiliency
Model) clearly depicts the components of the theory. In addition,
McCubbin & McCubbin (1996) provide hypotheses for testing the
theory. It can be used to examine the interactive variables that influ-
ence the overall family health outcome and to understand what con-
tributes to the adaptation process and how different families perceive
their worldviews. The pen-and-paper measures afford easy access to
research data from individual family members. The challenge to
future researchers is to join data from one member creatively and
meaningfully to data from other members to yield data about the
family.

The Family Resiliency Model can be applied to clinical practice to
promote family resilience and limit dysfunction in families that care
for a person with schizophrenia at home. The key concepts in the
Family Resiliency Model serve as guidelines for the nurse to under-
stand the family, each identifying critical concepts of intervention. For
example, family nurses can use family functioning instruments
assessing level of family functioning to detect families who have high
risk of maladaptation. This information can help nurses set goals for
developing nursing intervention. If families can manage stressful sit-
uations, nursing intervention will aim to maintain and enhance fam-
ily strength.

When a family faces a crisis situation, nurses can be a supportive
resource to minimize family stress. After that, assessing past coping
strategies and resources of family should be conducted. It is impor-
tant that nurses assess how the family perceives the situation, the
causes of the illness, and the stressors in the family. Nurses can work
with families to increase their capabilities by providing information
about the illness and teaching new problem-solving and coping strat-
egies such as managing behavior problems and medication intake,
redefining problems, and reconstructing situational meaning. Multi-
family psychoeducational (McFarlane, Link, Dushay, Marchal, &
Crilly, 1995) and self-help groups are particularly well suited to pro-
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moting family resilience. Such groups have gained acknowledge-
ment for their value in helping families cope with persistent strains in
caring for a family member with severe mental illness (Walsh, 1996).

CONCLUSION

Throughout this literature review, family burden has been widely
used as a conceptual framework in research on family caring for a per-
son with severe mental illness. There is evidence that family care-
giving burden exists. However, the concept of burden has not yet
been fully conceptualized within a comprehensive theoretical model.
Although the concept of burden is taken as only one negative aspect
of caring, the expressed emotion framework is viewed as blaming the
family or family environment related to patient relapse. There is con-
troversial evidence for using the expressed emotion framework to
explain this phenomenon.

The stress and coping framework seems to be more appropriate to
explain the interactive effects of patient and family in the context of
mental illness. It has fewer negative aspects and a more developed
theoretical framework than either the burden or expressed emotion
frameworks. However, it is most appropriate in explanation for the
microlevel experience of an individual family member. Mental illness
affects the whole family. There is a need to study at the macrolevel of
the family system. The Family Resiliency Model offers a systems
framework to direct inquiry into the experience of the family caring
for a relative with a severe mental illness.
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