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Fixation and Regression in the Family Life

Cycle*
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In spite of the obuious fact that families differ significantly depending upon their
current stage of the life cycle, most of the family therapy literature focuses on
intervening in ongoing family interaction without specific altention to the dimen-
sion of family development. Family sociologists, on the other hand, while not
dealing with modifying family functioning, have provided more detailed tools with
which to understand variations in family functioning based on stages of family
development. Our work with families in acute distress suggests the need to increase
the specificity with which our assessments and interventions are tailored, by
incorporating the famiiy developmental view.

This paper explores the utility of the family developmental view using the
concepts of fixation and regression in the family life cycle. These concepts were
found to be relatively refined and quite pragmatic assessment devices that assist
therapists in specifying developmental issues of the family. Case examples of actual
families in crisis are presented in order to demonstrate the utility of these concep-

tual tools.

IN SPITE OF the obvious fact that families
differ significantly depending upon
which stage of the life cycle they are passing
through, most of the family therapy litera-
ture focuses on intervening in ongoing fam-
ly interaction without specific attention to
family developmental issues. While it is
understandable that general principles of
family intervention needed to be developed
—————— - - -
* Other members of this family crisis team were
R?bert Glover, M.S.W.; Simeon Grater, M.D;; and
Richard Reif, M.S.W. The authors also wish to express
Ypreciation to Dr. Harout Babigian and the staff of
the University of Rochester Medical Center Emer-
fncy Department who facilitated our identifying and
“orking with these families.
. TCoordinator of Outpatient and Emergency.Serv-
¥es, South Central Mental Health Center, Blooming-

N, Indiana.

~ +University of Rochester Medical Center, Roch-
Wter, New York.

before more specific variations and elabo-
rations could be elucidated, our work with
distressed families suggests the need to in-
crease the specificity with which our as-
sessments and interventions are tailored.
As an example of the state of the field,
Weakland et al in 1974 (16) discussed im-
passe points in family interaction and de-
velopment. The concept is not a new one,
being a formulation of principles that can
be accepted by many family therapists.
Briefly stated, the assumption is that the
family can function adequately until it is
stressed or forced to change; at that point
the family can become “stuck” in rigid pat-
terns. Outside intervention is often useful
to upset the pathological pattern—thus al-
lowing the flexibility needed for new prob-
lem-solving and growth (see also Haley
[5] and Whitaker [17]). Once freed from
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stuck patterns and the resulting pessimism
and pain, the family is able to cope rela-
tively successfully with its problems. If a
future “stuck point” emerges, the family
can remobilize resources or seek further
outside Intervention (see also Camp [2]).
Thus, rather than “curing” a family, a re-
spectable goal of family therapy can be to
loosen rigid patterns and thus to get the
family problem-solving mechanisms work-
ing again. This approach is also quite com-
patible with the Family Crisis Intervention
approach developed by Langsley and col-
leagues in Denver (8).

While this is an interesting and often
useful paradigm for family intervention, it
is clear that it is a general framework lack-
ing details about how families differ accord-
ing to their stage of development. Family
sociologists, while not focusing on modify-
‘ing family functioning, have provided more
detailed tools with which to understand the
differences, as well as general similarities,
between families. Especially useful in fam-
ily crisis therapy is the incorporation of the
time dimension, as seen in the family de-
velopmental approach by Hill (6) and oth-
ers. This perspective can provide additional
details and clarity on the developmental
needs and tasks of the family, the sequenc-
ing of roles, and the process of changing
family norms.

Any research (or clinical work, we’d like to
add) which seeks to generalize about families
without taking into account the variation due
to the stages of family development ... will
have tremendousvariance unaccountedfor. . . .
[6, p. 190]

Both Hill and Hansen (7) and Rodgers
(11) have reviewed and critiqued various
models in the family development ap-
Proach. Hill (6 p. 192) cites Duvall’s (4) nine
stage schema as a widely used and rela-
tvely sound framework. The schema is
based on three sets of readily available
t t& numbers of positions in the family,
+ 28€ composition of the family, and employ-
mentsmtuS of the father. The stages of the
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family life span, each of which then formg
a “distinctive role complex,” are as follows:

I. Establishment (newly married, chilg.
less)
II. New parents (infant—3 years)
III. Preschool family (child 3-6 years and
possibly younger siblings)
IV. School age family (oldest child 6-}2
years, possibly younger siblings)
V. Family with adolescent (oldest 12-19,
possibly younger siblings)
V1. Family with Late Adolescent (oldest
16-20 until first child leaves home)
VII. Family as launching center (from depar-
ture of first to last child)

VIII. Postparental family, the middle years
(after children have left home until fa-
ther retires)

IX. Aging family (after retirement of father)

For our own clinical uses, we have mod-
ified stages V and VI to the following:

V. Family with Early Adolescent {(oldest age
12-16, possibly younger siblings).
VI. Family with Young Adult (oldest 16-20
until first child leaves home)

This alteration was made in order to
delineate more clearly the various family
developmental tasks, specifically to take
into account the increased freedom of
youth sixteen years and older.

While numerous other family life cycle
frameworks have been developed and are
clearly possible, these nine stages have been
found to be chinically useful as well as baS*.?d
on a wide survey of theoretical and empir
ical work. Perhaps of most practical clinical
relevance is the concept of each stage 858
“distinctive role complex” (6). This concept
implies that the family must undergo com
siderable change in the transition from oné
life stage to another. Thus, the transitions
have become thought of as “normal family
developmental crises” (10). q

It is clear that many other external &
internal stresses (in addition to develoP”
mental changes) can lead to a request for

treatment. A focus on these transito?
points, however, is useful and important I
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three ways. First, most or qll families face
such crises, so more information about
them can have wide applicability. Second,
these transitions are important in many
clinical cases: the majority of families re-
ferred to our family treatment unit have
appeared “stuck” at a particular stage or
transition point. Third, even if a develop-
mental transition does not appear to be the
major factor in the disturbance, the life
cycle stage nearly always interacts with the
problem and thus becomes a relevant fac-
tor.

_Fixation and Regression in the Family

Life Cycle

In exploring the relevance of family life
cycle transition points to identified family
difficulties, we have found the psycho-
dynamic concepts of fixation and regression
to be useful. Here, however, we are not
referring to individual psychological func-
tioning but to the developmental stages of
the family unit. Addressing the family unit
from the perspective of the traditional con-
cepts of fixation and regression is not diffi-
cult. Just as in the case of the individual, it
is possible to hypothesize that families pass
through and resolve the conflicts of each
stage with varying degrees of success. Since
one hundred per cent success at resolving
the conflicts is rare, it can be assumed that
there will be some partial fixation on unre-
%lved issues at one or several of the life
.cycle stages. Growth and change proceed
nexorably, however, 2nd the family must
tontinue to move on if it is to meet the new
challenges ahead. The conflicts can then
become sealed over, though vulnerable
Points can be left behind.

It is possible then to conceive that under
alater situation of stress (internal, external,
or both) the family can regress to previous
levels of functioning. With the experience
of stress, it becomes likely that old, unre-
%lved conflicts from the partial fixation
®n become uncovered and alive again.

eal with one difficulty, an old conflict is

Us, as if it is not enough for the family to -
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reawakened, together with the old unsuc-
cessful patterns of coping with the stress.
The rigid, unsuccessful patterns are relived,
leading to frustration, a sense of helpless-
ness, and an increasing sense of urgency,
until the family appears for help, quite
“stuck.” Concepts of family life cycle de-
velopment then become important to the
family worker who needs to be able to
identify not only the current difficulty but
also the fixation point issues that are being
dealt with by the family at the same time.
It can be seen that such conceptualiza-
tion utilizes crisis theory as well as psycho-
dynamic and family dynamics concepts. It
is a tenet of crisis theory that the therapist
need not only deal with the current situa-
tion but also, to some extent, with whatever
unresolved issue has turned a “stress” into
a “crisis.” Many such unresolved issues in
individuals are well known, especially the
importance of unresolved grief (9). Another
point of crisis theory that appears relevant
is Caplan’s (3) hypothesis that dealing with
the unresolved past issue as well as the
current stress can leave the individual (and
family) “better” than before. Thus, though
the focus may be on the current difficulties,
attention to the fixation point can leave the
family at a higher level of functioning than
before the crisis, in that the family may
now be less vulnerable to future stress.
Some of our families have presented with
a clear and overt stress as a precipitant,
and we wuse problem-solving intervention
around that issue. Many of our families,
however, present with an internal family
stress or a precipitant that appears merely
to be the last straw before breakdown.
These latter families we conceptualize as
being involved in a family life cycle transi-
tion that has not been successfully managed
as yet. Since they are in acute distress,
however, and not just patiently working on
their conflict, we assume also a significant
regression to a previous level of functioning.
This is called the “partial fixation” point,
_since it had been sealed over with some
success for years.
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It may be noted that the focus of our
work 1s not generally on the stages per se
but rather on the transition from one to the
next. Rather than dealing with Duvall's
basic stages, then, we have had to formulate
the key principles of the fransition points.
It is clear that this approach (below) is just
a beginning of the process of identifying the
key issues in the transitions. The nine tran-
sitions, then, leading to the nine stages, we
have tentatively conceptualized as follows:

0-I. Commitment. In the transition to
stage I, we include late courtship, wedding,
honeymoon, and preparenthood. The major
process for the developing family is of
breaking away from the family of origin and
developing a life-long commitment to the
new family. This commitment needs to
change over time and is a fertile point for
partial fixations: “I'll stay with you as long
as...” being the actual contract as opposed
to the stated one of “till death do us part”
(13).

I-II. Developing New Parent Roles. In
the transition from the husband-wife to
mother-father roles, several new interre-

, lated roles need to be developed. The shift
from spouse to parent, within both the nu-
clear and the extended families, necessi-

- tates role transitions for numerous family

members. Both dynamic and spatio-
temporal issues are involved in the accept-

ance of the newborn in the family (1, 13).

II-III. Accepting the New Personality.
As the child passes from the stage of in-
fancy to that of childhood, the family needs
to allow the development of the new indi-
vidual personality as well as to accept the
normal dependency of the newborn.

III-1V. Introducing the Child to Institu-
tions Outside the Family. As the child be-
comes older, she or he needs to establish
independent relationships to such institu-
tions as school, church, scouts, sports, etc.
The family needs to deal with the individ-
ual’s adjustment and to cope with new en-
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merous role transitions and developmenta]
issues need to be faced. The necessity of
developing a sexual identity for the adoles.
cent, as well as the individual’s integration
into peer group culture, are some of the
critical issues modifying family relation-
ships.

V-VIL. Experimenting with Independ.
ence. As the oldest child is moving into late
adolescence and young adulthood, the fam.
ily needs to allow independent, counter-
dependent, and aduit strivings to emerge.
Increased mobility, sexual experimentation,
and the need for making initial career plans
require a gradual lessening of the primary
ties with the family of origin.

VI-VII. Preparations to Launch. Accept-
ance of the independent adult role of the
first child requires several role transitions
in order to permit the child to leave the
family nest and move toward developing
his or her own family of progeny. This
transition thus can overlap transition 0-I
for the following generation.

VII-VIII. Letting Go—Facing Each
Other Again. After many years of family
focus on child-rearing, it is a major transi-
tion for the parents to let go of the children
and to face each other as husband and wife
alone again. This requires, as well, that the
children be able to leave the parents to
themselves. In addition, the development
of the new roles of grandparent (for the
parent) and parent (for the children) in 8
new three-generation arrangement is gen-
erally required.

VII-IX. Accepting Retirement and/o’
Old Age. Retirement requires the married
couple to cope with a role transition towar d
an entirely new life style excluding career
plans, goals, and responsibilities. The sec
ond generation family, often freed by now
from early childhood care of their oWn off-
spring, must begin to plan for caring for the

older, as well as the younger, generation:

Case Examples
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y
' managing a transition phase, concomitant
with regression to an earlier stage of family
- development.

* Family A

Family A came into treatment requesting
gssistance for their 18-year old daughter
who had developed the symptom of banging
her head with ashtrays and other hard ob-
jects or hitting her head against the wall or

 the floor if deprived of such objects. She

was the youngest of three siblings; the other
two children had left home and established
their own families of progeny quite some

{ distance from the parental home. She often

had her “fits” or “spells” after arguments
with her boyfriend, with whom she was
living part time and who exploited her fi-
nancially to support his developing business
in illegal drug traffic.

Her father had developed an ulcer a few
years previously and had recently re-
covered from a heart attack. He was due
for retirement within three months after
the family presented themselves at the
medical center emergency room. Mrs. A,
who seemed to be of an hysterical tem-
perament, was in generally good health. In
the last year, however, she had gradually
increased her nightly beer consumption to
nearly steady drinking from dinner to bed-
time. The couple had no hobbies or joint
;;tivities except evening TV and a weekend

ve.

Mr. A

/ 473

The events precipitating the request for
consultation were as follows: The daughter
had sold her dental assistant’s tools (bought
by her parents for her training program) for
money to give to her boyfriend. After using
up the money, the boyfriend attempted to
“throw her out” of his place, sending her
back to the parental home. She became
hysterical, throwing herself to the ground
and repeatedly striking herself with objects.
After several hours of attempting to calm
her, the frightened parents called the family
physician whe recommended the emer-

gency room. Shortly thereafter, the parents
appeared with their bruised daughter
quietly in tow.

Developmentally, the A family was hav-
ing significant difficulty coping with two
simultaneous life cycle transitions: VII-
VIII, Letting Go and Facing Each Other
Again, and VIII-IX, Accepting Retirement.
While each of the individuals in the family
had significant personal difficuities, it
seems possible that some resolution could
have been found by the family if they had
been able to deal with the transition issues
in a more ordered and sequential manner.
That is, the two simultaneous transitions
appeared to be more than the family could
tolerate and the extreme symptoms ap-
peared. It was not sufficient, however, to
explore ways that the parents could “let
go” and develop an interest in each other
as well as explore means of structuring their
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postretirement time, although it was nec-
essary to cover these areas. First, some
understanding and resolution of the dan-
_ gerous acting-out needed to occur. Utilizing
our own impressions of the interaction as
well as some family historical data, we hy-
pothesized that the behavior could be con-
ceptualized as a regression to a fixation
point in early childhood, Stage II, New
Parents (with infant), or Stage III, Pre-
school Family (child making friends outside
the family). We thus relabeled the “spells”
as “tantrums” and encouraged the parents,
especially the father, to insist upon certain
orderly behaviors in the household. Once
this pressing situation was altered, an effort
was made to have the parents structure
their own time together. The daughter’s
career plans were dealt with as if the prob-
lem had been a “temporary setback,” which
indeed it had become.

Lest this particular family seem “too
easy,” it might be worth noting that they
mitially dropped out of treatment immedi-
ately after symptom remission. It was not
until the second time around, after a “re-
lapse,” that we were able to alter the mar-
ital structure. The second request followed
a “suicide attempt” during which the
daughter tried to strangle herself with a
bath towel in the kitchen of the home. She
was angry at her mother’s drinking, which
was then addressed more seriously in a
marital session. Linking Mrs. A. to peers
for increased social interaction provided al-
ternative behaviors and allowed Mr. A.
room to develop new interests of his own.

Family B

Family B came to the emergency room
as their “last chance” after previous in-
volvement with a family service agency and
police. Their oldest boy, and second oldest
child, Jack, 13, had taken the family car
after an argument with his mother. He had
picked up a friend and escaped from a pur-
suing neighbor in a 65-mile-an-hour chase
by passing a truck on a curve. The parents
felt they had little or no control over the

FAMILY PROCESs

boy and were hinting that the only solutjop
would be placement and/or juvenile detep,.
tion.

The only ally that Jack could muster ip
the sessions was his older sister Brenda, 15,
who sided with him on adolescent freedom
issues because the parents snooped on her
every relationship with boys. Brenda, how-
ever, was quite irritated at Jack’s behavior
with her so she was quite willing to join in
the attack upon him. There was also an
occasional sense that his father, who grew
up from age 8 in an orphanage, relished his
son’s daring escapades. Additional stress
was placed on the family by Jack’s poor
school performance and a series of minor
disciplinary problems at school. The school

had suspended him, and he was currently
in a home tutor program.
The other family stress that appeared to

" be a possible precipitant was the mother's

hysterectomy two months previously. This
appeared to be of greater significance when
considered in the context of the family
structure and life style. With the extreme
emphasis placed on infant care in this fam-
ily, the hysterectomy served notice that the
parents could no longer experience the rem-
nants of Stage II, New Parenthood (includ-
ing child-bearing and infancy), at least with
a npatural child of their own. They had
compensated somewhat by a series of tem-
porary infant placements, but their own
children were getting oider and they need'ed
to address new issues. This fixation pownt
was clearly noted by Mrs. B when she
stated she did “better” with infants and had
“more difficalty” when the children “devel-
oped their own personalities.”

In the family's struggle to accep
cope with adolescence, transition V-V,
family had appeared to regress to Stage 1
coping techniques. That is, Jack was _b"c
in the home and was being watched “like ®
hawk” by the mother in order to protect
him and the family. These coping tec_h};
niques, however, were not successful Wit )
an adolescent and the pressure cooker fi;e
ploded on a regular basis. Both family
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Jack . °
15 13
* Identified Patient

Fic. 2. The B Family

tycle transitions of “weaning” the parents
from infants and allowing adult striving in
the older children needed to be dealt with
simultaneously. Since Jack’s attempts at
independence were too frightening to the
family, the easiest way of achieving conflict
resolution of adolescent issues was by fo-
cusing on the older daughter. Once ad-
dressed, she was quite willing to accept the
focus, and both parerts were given tasks
related to facilitating her adolescence, such
1s shopping trips, planning driving lessons,
Jegotiating boy-girl contacts, etc. Parallels
‘0 the son were brougnt up wherever pos-
sible, and the assistance of the school was
jought to get Jack out of the house and
sack in school during the day, giving every-
né more breathing room. An additional
ecessary focus of treatment in this family
‘as a consideration of the father’s difficul-
ies in dealing with an adolescent son, since
2 went through this period himself with-
at a father.

‘amily C

Addressing stages still earlier in the fam-
v life cycle, Family C presented with the
lefmd arriving at the Information Desk
¢king psychiatric hospitalization for his
fe. Upon referral to the Emergency
'om, Mr. C’s request for hospitalization
S found to be related to: (a) Mrs. C’s
‘rves”—she was on a minor tranquilizer

M. Proc., Vol. 17, December 1978

—_— e ——— —T —- —— — 10 previous
| foster infants
{
Jr.
4 Foster
- Infant

for anxiety in public situations, and (b) Mr.
C’s discovery that Mrs. C was seeing an-
other man. Mr. C’s family of origin had
known of the contact for several months,
and his brother eventually told Mr. C when
Mrs. C did not respond to the brother’s
insistence that she end the extra-marital
contact. Though the shocked husband ac-
cepted the wife’s story that the relationship
was platonic—just “coffee and
talk”—thoughts of divorce nevertheless
arose and precipitated a struggle for posi-
tion with regard to possible custody of their
3-year-old child. A complicating factor and
additional precipitant was Mr. C’s vasec-
tomy one year previously, which could
leave him childless for life if Mrs. C ob-
tained custody in a divorce.
Conceptualizing the dominant issue of
Stage I as New Parenthood {including
childbearing and infancy), it became clear
that the C family was in trapsition II-III,
with an abrupt end to Stage Il interaction
patterns being inevitable. The vasectomy
became a significant problem to this family
as they faced this transition, because both
now felt they wanted another child of their
own. The reasons for Mrs. C’s drift away to
a male friend were never clearly expressed
during treatment. With the life cycle stress
and the “other man” precipitant, however,
both partners became so isolated that we
were clearly struggling with the 0-I Com-
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mitment transition as well. There was no
indication of problems in the I-II Accepting
Parenthood transition, as both spouses
were more than willing to assume parentmg
responsibilities.
Further indications of a regression to the-
Commitment phase were evidenced by the
. family’s move to Mr. C’s parents’ home and
his regressive shift of primary alliance to
his family of origin. His brother had
“threatened Mrs. C’s life if she sought cus-
tody of the child, though Mr. C defended
his brother saying that it “was just a joke.”
Our first step was to encourage the couple
to move back to their own home in order to
limit the conflict as much as possible to the
marital couple. This was not easy as even
after the move, Mr. C’s mother continued
surveillance of the trailer until stopped by
Mr. C. This allowed a less complicated con-
sideration of the transition toward a recom-
mitment. Effective problem-solving was not
possible, however, until their pattern of mu-
tual recrimination for the vasectomy was
eased by shared mourning for the lost po-
tential of future children. This latter expe-
rience provided the first closeness observed
between the couple and allowed them to
-focus on other normative marital conflicts.

Mr.C Mrs. C *
24 23

Family D

The D family provides some variation op

our theme. Although they were in a trap.
sition phase (III-1V), the transition ap-
peared unrelated to their difficulties. The
couple presented to the emergency room
with the stated difficulty of Mr. D’s being
unable to handle work stresses and of his
self-depreciation. The family physician
played some role in their referral as he had
recommended evaluation for hospitaliza-
tion of Mr. D owing to either “paranoid
schizophrenia” or “manic-depressive psy-
chosis.” Both spouses, in fact, were working
so hard to identify Mr. D as the patient
that a more traditional view would likely
have been an “acute schizophrenic epi-
sode,” or worse. While Mr. D was indeed
confused, depressed, and exhausted, we
were hopeful that brief outpatient contact
might be helpful, especially since similar
therapy had been beneficial to them three
years previously just before the birth of
their second child. ‘

Mr. D’s work stresses were, indeed, at
least partly real as his coworker had just
quit and Mr. D was trying to do the work
of both to keep his shipping and receiving
room in order. Why he had worked himse!f
to exhaustion did not become clear until
late in the second session after a good
night’s sleep and a couple of days off from
work. The precipitant appeared to be a
casual flirtation at work that apparently

Mr. D Mrs D

30

* Identified Patient
F1G. 4. The D Family
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‘ BARNHILL AND LONGO

got an eager response from a female co-
worker of Mr. D. Since he had quite tradi-
tional values, Mr. D became guiltridden
(and apparently frightened by the re-
sponse) and told his wife, who became upset
. and turned to her parents for support. Mr.
D began working “like a demon,” returning
exhausted from work and full of self-recri-
minations. As the pair became further iso-
lated, Mr. D began to speak of “not deserv-
. ing” to be married to his wife, to the point
of asking his father-in-law to beat him and
of considering leaving his family. This
frightened Mrs. D further, and she became
more dependent on her own family of origin
i and, eventually, the family physician.
Consideration of the family of origin of
each spouse yielded numerous conflicting
and rigid expectations of the spouses for
themselves and for each other. This focus
allowed renegotiation and reaffirmation of
their commitment to each other (0-I tran-
sition). After dealing with this regression,
the life cycle transitions, II-III (Accepting
the New Personality) and III-IV (Child
Contacts with Outside World), emerged as
relevant to the family. As the younger child,
age 2%, began to develop more independ-
ence and the older child;age 5, was about
to begin school, the parents could no longer
focus their interactions on a dependent in-
fant and preschooler. They needed to re-
negotiate their marital relationship and de-
velop new goals. Consideration of these lat-
ter transition points led the therapists to
focus on other ways for Mrs. D to spend
her time and use her increased freedom, as
well as on ways for her to support her
busband in relation to his work stresses.

Conclusions

Watzlawick, et al. in their book, Change
(15), persuasively argue that students of
Uman behavior can learn much about
thange in human behavior by observing
Raturally occurring changes in human re-
tionships. Our team has found the struc-
tured family crisis therapy approach to be

i excellent vantage point from which to

Fam. proc., Vol. 17, December 1978
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observe and study, as well as intervene in,
relationships in a state of flux. Of significant
theoretical utility in such study is the con-
cept of family life cycle stages and transi-
tions as explored by family developmental
theorists. Family life cycle transitions are
important not only because of their fre-
quent intersections with family crisis but
also because they are issues that all families
face. Thus, the knowledge to be gained from
them can have wide applicability.
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