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lliness, Family Theory, and Family Therapy'

l. Conceptual Issues

LYMAN C. WYNNE, M.D., Ph.D.1
CLEVELAND G. SHIELDS, Ph.D.t
’ MARK [. SIRKIN, Ph.D.%

This article examines and clarifies con-
troversies about the concept of illness in the
field of family therapy. We contend that
illness, as traditionally understood in all
cultures, is a relational, transactional
concept that is highly congruent with core
principles of present-day family theories.
Family therapists need not buy into a
biotechnical, reductionistic reframing of
illness as disease. Rather, it is more
appropriate to conceptualize and work
with illness as a narrative placed in a
biopsychosocial context. Such a narrative
includes how shared responsibility for
coping and for finding solutions can take
place, without becoming involved in dis-
putes about causal models.

Fam Proc 31:3-18, 1992

{I]liness is not simply a personal experience;
itistransactional, communicative, profoundly
social. The study of illness meanings is not
only about one particular individual’s experi-
ence; it is also very much about social net-

t Dr. Wynne is Professor of Psychiatry and Dr.
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School of Medicine and Dentistry. Send reprint
requests to Dr. Wynne, Department of Psychiatry,
Rm. 1-9011, University of Rochester Medical Center,
300 Crittenden Blvd., Rochester NY 14642-8409.

% Dr. Sirkin is the Director, Beren Center, Ferkauf
Graduate School of Psychology, Yeshiva University,
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works, soctal situations, and different forms
of social reality. Iliness meanings are shared
and negotiated. They are an integral dimen-
sion of lives lived together.... Illness is
deeply embedded in the social world, and
consequently it is inseparable from the struc-
tures and processes that constitute that
world. . . [AJn inquiry into the meanings of
illness is a journey into relationships. [pp.
185-186]
—Arthur Kleinman
The Illness Narratives

THE CONCEPT of illness, which has been
traditionally central in health care,
has had a much more uncertain status in
the theories, clinical practices, and train-
ing programs of family therapists. Many
family therapy theorists, teachers, and
practitioners avoid using the concept of
illness; they regard it, at best, as a
nonrelational distraction from their princi-
pal concerns. In contrast, most other
health care professionals explicitly regard
illness, both physical and mental, as the
primary basis for the very existence of

health care programs. In this article, we -

wish to examine the diverse meanings and
implications of the concept of illness and to
consider whether the predominantly nega-
tive and avoidant view of this concept by
family therapists is appropriate and justi-
fied.

It is not hard to identify reasons often
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given by family therapists for a jaundiced
view of the illness concept:

1. Hllness has been viewed as a static,

. reductionistic category that closes down,

rather than invites therapeutic joining and
the exploration of options: Family thera-
pists have commonly thought of illness as
part of a restrictive biological and intraper-
sonal medical paradigm that they have
contrasted with the primary orientation of
family theory toward the relational, trans-
actional, and ecosystemic context of hu-
man functioning. Further, illness catego-
ries have been viewed as fixed niches that
fit awkwardly, if at all, into the fluid,
subjectively shaped processes of therapeu-
tic, systemic change.

2. Attention to illness has been viewed
as pathologizing and disempowering, ne-
glecting health, strengths, and solutions: A
focus on illness has been viewed as a
clinical error because the coping and
adaptive skills, the assets and resources of
individuals and families are, it has been
feared, going to be overlooked.

3. The concept of illness has implied a
faulty causal model: Ever since the 1950s,
family theorists have taken issue with
prevailing hypotheses about the biological
and psychological etiology of schizophrenic
illness. Initially, pathogenic family commu-
nication was portrayed as a highly potent
etiological factor. However, this causal
model was soon recognized to be unidirec-
tional and was replaced with the concepts
of circular causality and cybernetic family
processes. More recent constructivist and
developmental approaches have tended to
regard the issue of causality as unresolvable.
Because ‘“‘cause” is one of the first ques-
tions that is raised in discussions of illness,
it is understandable that illness has not
appeared to be a topic for fruitful dialogue.

4. Illness has been regarded as stigma-
tizing: The status of being a patient, of
having an illness, especially but not only a
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mental illness, has been perceived as
inherently stigmatizing, as likely to lead to
scapegoating, and thus as adding to the
difficulties of obtaining support and achiev-
ing change.

5. Illness has been ignored and implic-
itly or explicitly considered irrelevant in
many family therapy training and clinical
programs: Especially in the curricula of
most degree-awarding marriage and fam-
ily therapy training programs, little or no
attention is given to major mental and
physical illness. A pragmatic reason for
this neglect is thai the nonmedical setting
of family therapy programs, clinics, and
offices has selectively screened out families
with these kinds of problems. Further-
more, in many if not most medicalf
psychiatric settings there are bureaucratic
and hierarchical difficulties in establishing
clinically appropriate, interdisciplinary team
collaboration with medical caretakers.

CLINICAL OPPORTUNITIES FOR FAMILY
THERAPISTS

The last of these points can be discussed
most easily. Despite all of the conceptual
and administrative difficulties that family
therapists have found in dealing with
illness, there has been a persistent and
growing trend within the family therapy
field calling for greater attention to issues
of illness (MeDaniel, Campbell, Wynne, et
al., 1989; McDaniel, Hepworth, & Doherty,
1992; Rolland, 1984, 1987). A still small
but mcreasing number of family therapists
have been challenged and stimulated by
their work within medical settings, or in
collaboration with physicians, seeing fami-
bes deeply troubled and burdened by the
presence of family members with serious
physical illnesses (Gonzalez, Steinglass, &
Reiss, 1989; Minuchin, Rosman, & Baker,
1978; Rolland, 1984). These illnesses have
been qualitatively diverse, including, for
example, myocardial infarction (Carter,

1984), facial pain (Boll, Duvall, & Mercuri,
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1983), dementia of the elderly (Houlihan,
1987), and cancer in both adults (Wellisch
& Cohen, 1986) and children (Velasco de
Parra, Dévila de Cortazar, & Covarrubias-
Espinoza, 1983). Conceptual and clinical
collaboration between family therapists
and physicians in family medicine and
primary care has become a whole new field,
dubbed by Bloch (1983) as *‘family systems
medicine.” :

Particularly since 1980, there also has
been a resurgence of interest by family
therapists in major mental illness. Indeed,
the most convincing research evidence
about the benefits of family therapy has
been produced with families in which a
family member has been explicitly identi-
fied as having a majoir mental illness such
as schizophrenia (Falloon & Others, 1985;
Goldstein, 1981; Haas, Glick, Clarkin, et
al., 1988), anorexia nervosa (Russell,
Szmukler, Dare, et al., 1987; Stierlin &
Weber, 1989 a,b); alcoholism (Steinglass,
Bennett, Wolin, et al., 1987), drug abuse
(Stanton, Todd, & Associates, 1982), manic-
depressive disorder (Retzer, Simon, We-
ber, et al.,, 1991), and major depression

" (Anderson, Griffin, Rossi, et al., 1986).

Thus, it is clear that there are abundant,
largely untapped opportunities for work
with families when a family member has
been diagnosed with either a mental or a
physical illness or handicap. We believe
that it has become increasingly urgent that
the conceptual and clinical place of illness
in the family therapy field be reconsidered
and clarified. If not, family therapy would
risk missing out on meeting a major chal-
lenge and opportunity for expanding its
scope, and it would put itself in a weak
collaborative and competitive position in
relation to other providers of health care
services.

ILLNESS AS NARRATIVE

In discussing the concept of illness, we
begin by describing what we believe has

Fam. Proc., Vol. 31, March, 1992
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been a broad view that has been generally
accepted historically and cross-culturally.
Prototypically, illness has been defined as
a construct used to explain certain nonvoli-
tional, maladaptive patterns of distress
and/or behavior that impair an individu-
al’s capacity to function (Barrett, 1988).
However, such a definition barely starts to
convey the rich complex of meanings and
perspectives associated with this phenome-
non that can, but need not be viewed

reductionistically. First, one should note

that illness is both subjective experience

and observed appearance and behavior.

The distinction is important between ill-

ness experience, the distress, suffering, and
perceived loss of well-being, and illness
behavior, the impaired functioning that is
observed by others and is attributed to
illness.

Second, it is crucial to realize that both
the experience of illness and the observa-
tion of ill functioning quickly become part
of a transactional, relational narrative
(Kleinman, 1988); in this sense, illness is
far from being merely a category of intra-
individual impairment. To illustrate the
unfolding of the transactional illness narra-
tive, let us take the distress of a headache.
If the severity is mild or moderate, not
severe enough for a person to claim exemp-
tion from continuing with work or family
duties, most persons will wait for spontane-
ous recovery, or seek reliel with aspirin,
but not speak of the episode as an “illness.”
“Nuisance’” levels of disiress ordinarily
are not regarded as “Hiness.” However,
when the headache becomes so severe and
disabling that the individual is unable to
carry out ordinary role functions or respon-
sibilities, and/or other persons extend spe-
cial consideration or offer treatment sug-
gestions to the individual, then the problem
becomes an ‘‘illness” and the individual
becomes a “patient.”

Continuing with the transactional se-
quence: If the role disruption is brief, a
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self-diagnosis of illness will be accepted in
most contexts of family members, employ-

- ers, or others with whom the person has

social contacts or obligations. If, however,
the distress becomes recurrent or more
prolonged and more role-disruptive, both
the diagnosis of illness and the relief or
exemption from role responsibilities es-
calates to another level of transactional in-
volvement. At this point, a culturally desig-
nated persen (a “health care professional”—
phy_sician, therapist, shaman) takes the
role of confirming or disconfirming the
distress/dysfunction as “illness’’ versus a
non-illness such as laziness or malinger-
ing. This professional feedback ordinarily
includes a diagnosis, a prognosis, and a
treatment plan from the perspective, and
in the terminology, of the professional.
The viewpoint of the professional may or
may not be accepted; compliance with most
clinical recommendations is partial or tem-
porary. The “patient” and those in his or
her immediate social network continue the
narrative about the illness experience and
observed impairment. Figure 1 outlines
illustrative alternative scenarios focusing
on the point of first contact between a
clinician and a person who someone thinks
is ill or distressed. One of the points con-
veyed by depicting these alternatives is
that the experience and perception of dis-
tress and illness become altered during the
clinical transaction.

The importance of recognizing the trans-
actional nature of illness is underlined by
noting some further variants. For exam-
ple, distressing symptoms, such as diar-
rhea, that are ubiquitous in some impover-
ished cultural and socioeconomic groups,
may not be regarded as manifestations of
an illness in those settings; rather, they
are part of everyday expectable existence,
with no professional intervention or role
change ordinarily taking place (Zola, 1966).

FAMILY PROCESS

But in other contexts, reports of even miid
distress or observations of certain kinds of
dysfunction may lead other family mem-
bers, employers, or health care profession-
als to conclude that the person must be ill,
and that certain rorrective or preventive
measures should be undertaken. For exam-
ple, a person may report hearing comfort-

ing or inspirational voices and not experi-

ence distress about hearing them. Such

reports, in some contexts, may be part of a

respectfully regarded religious experience,
and are not considered evidence of an

illness. Alternatively, in most psychiatric

settings, any hallucination is viewed as
evidence of mental illness requiring treat-

ment.

Perceptionof lliness as a Punctuation Point

The scenarios in Figure 1 pick up the
narrative at the point when a person has
contacted a clinician about distress, which
may or may not be perceived by the person
as illness. This perception and the clinical
contact trigger or deflect the subsequent
flow of events and experiences. Perception
of illness is, to apply Bateson’s (1942)
term, a “punctuation point” in the “infi-
nitely complex stream of events . . . so that
this stream appears to be made up of one
type of short sequences rather than
another” (pp. 84-85). This particular
punctuation point is unusually pivotal,
because it not only marks the “formal”
beginning of the series of transactions that
we have been describing, but i also sets in
motion a retzospective search for relevant
antecedents, which ordinarily are labeled
as “canses.” Whether or not these anteced-
ents meet the ¢riteria of being “‘necessary”
{invananily present} or “sufficient” fac-
tors, ideas about causality unquestionably
influence both the presenting problem and
the expectations about course and treat-

ment.

WYNNE. SHIELDS. a

ALTERNAT
AB(C

In making th
ness and non-ilh
major variations
also differences a
perspectives of (
functional perso
persons (especial
heard about or
culty, and (c) t}
assigned, profess
therapists, sham.
ing, advising abo
or dysfunction.

Hiness Versus Di:

The three diffe
illness understar
sult in commun
aspect or other
or recurrent illn
the differences
patients and phys
ifest in the impc
tinction between
discussed especie
Kleinman (1988)
Eisenberg crisply
"illnesses’; physic
‘diseases’ " (p. 1
patients (and the
what is viewed by
as disease involv
constructions of t

To elaborate: I
of experiences an
transactionally ¢
tive that the per
{or prohibited) f
tain ordinary so
exemption (or pi
upon the person’

patient, which r
expected to follc

Fam. Proc., Vol. 31




'ROCESS

n mild
inds of

mem-
assion-

;beill,

-entive
exam-
mfort-
Xperi-
Such
rtofa
‘ience,
of an
iatric
ed as
treat-

Point

p the
n has
~hich
erson
inical
Juent
ption
1942)
14 il:lﬁ'
) that

f one

o
ml’ b

i that-

.*.ts"ih
wvant

beled

fac-
1ably
1and
reat-

WYNNE, SHIELDS, and SIRKIN

ALTERNATIVE PERSPECTIVES
ABOUT ILLNESS

- In making the distinction between ill-
ness and non-illness, we discover not only
major variations in cultural contexts, but
also differences arising from the distinctive

.perspectives of (a) the distressed or dys-
functional person, (b) the various other
persons (especially in the family) who have
heard about or have observed the diffi-

culty, and (c¢) those who take culturally
assigned, professional roles as physicians,
therapists, shamans, and so on, in diagnos-

ing, advising about, or treating the distress
or dysfunction.

lilness Versus Disease/Disorder

The three different perspectives toward
illness understandably and inevitably re-
sult in communication gaps about some
aspect or other of any major, enduring,
or recurrent illness. In English at least,
the differences in perspective between
patients and physicians have become man-
ifest in the important terminological dis-
tinction between “illness” and “disease,”
discussed especially by Eisenberg (1977),
Kleinman (1988), and Fabrega (1974). As
Eisenberg crisply put it: “Patients suffer
‘illnesses’; physicians diagnose and treat
‘diseases’ "’ (p. 11). What is perceived by
patients (and their families) as illness and

" what is viewed by health care professionals

as disease involve fundamentally distinct
constructions of reality.

To elaborate: Illness is the complex set
of experiences and dysfunctions that are so
transactionally distressing and maladap-
tive that the person is partially exempted
(or prohibited) from continuing with cer-
tain ordinary social roles. However, the
exemption (or prohibition) is conditional
upon the person’s acceptance of the role of
patient, which means that he or she is
expected to follow recommendations for

Fam. Proc., Vol. 31, March, 1992

[ 7

how best to recover from the illness or to
minimize the disability.

Disease, in contrast, is impaired health
defined much more narrowly from the
physician’s or practitioner’s perspective.
Couched in medical terms, it is the profes-
sional’s construction, perception, or infer-
ence about a condition with more or less
discretely identified characteristics that are
believed to be related to lesions and other
abnormalities in the structure or function
of biological (or psychological) systems.
When a pathophysiological etiology has
not been established, as in most of psychia-
try, the terms ‘“disorder” and ‘‘syndrome”
{a pattern of signs and symptoms) are
commonly substituted for “disease.” Dis-
ease and disorder can be diagnosed whether
or not the person accepts the role of pa-
tient and the associated changes in social-
role functions.

The physician’s perspective may be nar-
rowly focused in the biotechnical medical
model or, more broadly construed, in the
biopsychosocial medical model (Engel,
1977, 1980). The latter includes a more
complex, contextual understanding of the
linkages between bodily systems, self sys-
tems, and systems of dyadic and family
relationships and the wider society. It is an
error to assume thai “disease” is under-
stood and interpreted by physicians in
terms of any single, consistent ‘‘medical
model.”” Instead, there are a variety of
medical interpretations of disease, ranging
from a reductionistic, noncontextual, uni-
directional, biotechnical model to the much

more comprehensive biopsychosocial medi-

cal model in which disease is understood in
multiple-level, systemic terms that include
biological functions and psychological expe-
rience within their relational and transac-
tional contexts (Engel, 1977, 1980). Physi-
cians and other health care professionals
differ greatly in the extent to which they
perceive the transactional (that is, the
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4 Distressed/Ill Person(s) Clinician
"~
1 Distress.
la. Experiences distress, perceived as — Diagnoses problem as a disease/
illness (including injury and disorder: makes prognosis, devises
handicap) treatment plan, discusses role limitations 2b. Experiences -
as illness
Accepts patient role, which leads to:
_ May/may no
Chronic or relapsing illness, ———= Negotiates intermittent or continuing
with partial role limitations <—— treatment and rebabilitation
i or
o Recovery, role limitations end — Treatment over
R 1 Examples: 1
s 5 ¢
== Examples: Illness: broken arm, bellyache, suicidal ideas
r Disease/disorder: fracture, appendicitis, major depression
- / PP % may P 3a. Does not exp:
o 5 or illness
: 1b. Experiences distress, perceived as — Diagnoses no (medical/psychiatric) '
illness disease/disorder: gives reassurance — May be induc
! person told to expect spontaneous
| ! . . . recovery Examples: 1
i Distress subsides, continues, or '
‘ escalates; may or may not seek
further professional/nonprofessional 3b. Does not expe
k belp distress; othe
_ exists
h Examples: Depressive symptoms not meeting criteria for depressive disorder; abdominal .
3 S g S e May be induc
. pain without "biological” findings. ;
patient role
- 2a. Experi i i —— Di i i
1 xperiences distress, not perceived Diagnoses a disease/disorder Examples: 1
as illness siampie: e
May/may not accept patient role — If patient statws is accepted, medical/ S
psychiatric treatment is undertaken
\ Examples: Tension diagnosed and treated as panic disorder; anxious distress diagnosed 3. (]i),ofs no't e(’:‘p‘
and treated as hyperthyroidism. tstress; othe
problem exist
F1G. 1. lustrative scenarios about illness and non-ijlness distress. May be induc
illness) implications of disease and disor- Because dliness and disease involve dif- Examples: (

der. Also, there are differences from case to  fering perspectives, illness can be experi-
case in the extent to which a comprehensive enced by patients) withowt disease, and
biopsychosocial model is needed in order to  disease can be diagnosed {by physicians)
provide care effectively (Herman, 1989). without the experience of ilness. Indeed, it
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] C Distressed/Ill Person(s) Clinician
s f. 2b. Experiences distress, not experienced ——— Diagnoses a2 problem of living
: as illness / (individual/relational)
' May/may not accept client role ——= If client role is accepted, individual
: psychotherapy or marital/family therapy is
v undertaken

Examples: Painful grieving; marital conflict; family experience of burden with home care
of chronically ill member.

3a. Does not experience personal distress —= Provides routine checkup; diagnoses a

or illness / disease/disorder

May be inducted into patient role — Preventive care

Byrwragy

Examples: Hypertension found on routine physical examination.

R )

3b. Does not experience personal Diagnoses disease/disorder

distress; others believe an illness

¥

SRR - TS LN

exists
]
inal . o . :
- May be inducted (with difficulty) into —— If accepted, treatment/management
patient role ?
Examples: Individual denies drinking problem, but others believe person has alcoholism;
personality changes diagnosed as Alzheimer's disease; posthospital behavior
perceived by persen as no problem and by family as laziness, but diagnosed
and treated by the clinician as negative symptoms of schizophrenia.
. ed 3c. Does not experience personal ———= Diagnoses velational/behavieral problem
' distress; others believe a behavioral
7 problem exists
May be inducted into client role - Yarious forms of vounseling and therapy
» dif- Examples: Cult involvement; adolescent behavior viewed as delinquent by adults.
‘peri-
and FiG. 1. (continued)
ians)
ed, it
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has been found that only 35-50% of initial
visits to physicians are for complaints of
illness for which the physician finds a
medical “disease”’ (Stoeckle, Zola, & David-
son, 1964). On the other hand, disease may
be diagnosed in routine examinations when
illness has not been experienced or has
been denied, for example, tumors found
through X-rays, high blood pressure as-
sessed during a physical examination, or
mental disorders inferred from psychologi-

cal tests or interview assessments. These

differences are widely understood by the

public and are reflected, for example, in

commonly heard comments: ““I feel ill

[sick], but the doctor says there is nothing

wrong with me,” or in reports such as: ““I

feel fine, but the doctor says I have high

blood pressure.” The scenarios in Figure 1

illustrate the communication gap and dif-

ference in perspectives stemming from the

subjective experience of an individual pa-

tient about illness/distress and the

“objective”” observations of a physician

about disease/disorder. However, it should

be recognized that there always are, ini-

tially at least, similar communication gaps

between distressed individuals and observ-

ing members of their families and between

distressed family members and family ther-

apists. Therapist efforts to be empathic

and to construct a picture of the family

members’ experience require a dialogic

process before even partial success can be

expected. '

ILLNESS AND RESPONSIBILITY

Family therapists and other psychother-
apists frequently have expressed concern
that “illness” too readily implies that the
ill person is a passive, sometimes hopeless
victim, helplessly dependent for guidance
and care upon the powerful (though some-
times mistaken and neglectful) profes-
sional. From this dismal perspective, the
relief from role obligations that is intrinsic
to the illness narrative hampers, not helps,
active participation by the distressed per-

FAMILY PROCESS

son in the recovery process, and sometimes
may segregate certain classes of chroni-
cally ill persons with a stigmatizing, scape-
goating label.

However, such interpretations of illness
as a passive, care-receiving process ignore
the other side of the coin. Patients are
always expected to contribute to and partic-
ipate in their own care except when they
are completely incapacitated {at an ex-
treme, when comatose). Caregiving is con-
ditional upon the patient’s taking part as
an active, cooperative agent in the recovery
process.

This dual nature of the illness role was
first underlined from a broad sociological
perspective by Parsons (1951) and Parsons
and Fox (1952):

{A]s a role the state of illness is partially and
conditionally legitimized. That is, if a person
is defined as sick, his failure to perform his
normal functions is “‘not his fault” and he is
accorded the right to exemption and to care.
At one and the same time, however, the sick
person is enjoined to accept the definition of
his status as undesirable and the obligation
to get well as expeditiously as possible. [Par-
sons & Fox, 1952, p. 32]

From the perspective of community and
cultural systems, it clearly is dysfunctional
if too many persons are i} for prolonged
periods and unable to fuifill expectable
social roles. In all cultures, ¢here is pres-
sure to minimize Winess and thereby mini-
mize resources needed for care of the ill
Further, if professional caretakers fail to
facilitate recovery or are viewed as self-
serving by providing unneeded services,
broader social and economie pressures will
be brought to bear upon them. Addition-
ally, praise is always forthcoming for pa-
tients (and families} who are working to-
ward recovery or better functioning.

Our point, for present purposes, is that
there is a continuing series of negotiations
at various levels, not just between patient
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and doctor; but also involving family and
community. These negotiations take the
form of trying to specify what is designated
as illness and to delimit the role exemp-
tions that are deemed appropriate. When-
ever people have distress or dysfunction,
the issue of illness is certain to be raised; it
would be naive of family therapists or
anyone else to suppose that the issue of
what is illness and what it implies for
caretaking and responsibility can be dis-
missed or set aside.

Treatment Compliance and Informed
Consent

° Parsons’ (1951) concept of the two sides
of illness functioning—the exemptions
from everyday roles and the patient’s
responsibilities for recovery—needs to be
refined in certain respects. First, the
medical concept of compliance/noncompli-
ance with treatment incorporates the dual
aspects of illness and highlights the diffi-
culties of specifying responsibility. Taking
medication as prescribed, taking fluids and
rest as recommended, participating in

- rehabilitative programs, coming to and

engaging in psychotherapy or family ther-
apy, all are negotiated activities. The active
right to refuse treatment, to be noncompli-
ant, and thus not be a patient, is legally

' recognized almost everywhere (except when

a person is completely incapacitated and
unable to make this decision because of
brain damage or florid psychosis).

Thus, being a patient and complying
with treatment is, in principle, a responsi-
bility in which the person is an active
agent. Informed consent rules for treat-
ment now formalize this negotiation pro-
cess; such rules seemed necessary because
some treatments were being given without
professional clarification and understand-
ing of the treatment and its possible conse-
quences, and without enabling the person
to make a reasoned decision to participate.
One of the major ethical shortcomings of
paradoxical interventions and some forms
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of Ericksonian techniques is that informed
consent is bypassed and the patient (or
family} is inducted into therapy without
knowing that this has happened.

Families with “mentally ill” members
have complained vehemently when they
have been inducted into family therapy
without their freely given consent. Family
advocates point out that family therapists,
at least in the past, have proclaimed that
“the family is the patient.” These families
protest that they came to assist the clini-
cian in the diagnosis and caretaking of an
“ill” family member, and they did not
want to be viewed, or to view themselves,
as an “ill family’’—a perception that is
implied in the recommendation for “‘family
therapy.”

Denial of lliness

A similar clarification of Parsons’ formu-
lation is needed when illness behavior is
attributed to a person without his or her
agreement—commonly called ‘‘denial” of
illness. Persons who are alcoholics or drug
addicts, senile, paranoid, or caught up in a
coercive cult, may deny that any illness or
any other problem exists for which they
bear any responsibility. They do not expect
to be exempted from any role obligations,
nor do they accept responsibility for chang-
ing or recovering from the externalized
problem. This same kind of issue comes up
when family members “deny’” the exis-
tence of a family “illness” that others,
such as therapists, might claim to have
observed. Rightly or wrongly, the illness
concept for individuals is historically and
cross-colturally accepted, so that societal
clout can be used to persuade persons to
accept a diagnosis and treatment, however
grudgingly, if a health care professional
believes a person is manifesting illness
behavior.

However, there is no comparable cul-
tural tradition for applying the illness con-
cept to families. We contend that this
difference is crucial. It means that the
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basis for the relationship of clinicians with
families must be negotiated in each case;
this relationship cannot be legitimized by
the analogy of individual illness to family
illness. This analogy is not accepted as a
cultural principle anywhere. Certainly, it
cannot, or should not, be presumed that
families will knowingly attribute illness to
themselves as family units. They may ac-
cept the idea that they have a family or
relational problem, but what this means to
them then becomes an issue for a case-by-
case discussion and exploration. Initially,
as we and our colleagues (Wynne,
McDaniel, and Weber, 1987) have pro-
posed, this collaborative exploration is bet-
ter called family consultation, rather than
family therapy.

EXTERNALIZING THE PROBLEM
OF ILLNESS

As a problem that is looked at by more
than one person, illness is psychologically
“outside” the patient as well as other
‘“‘observers.” When a distressed person
decides that he or she “has” an illness, the
illness is, in effect, psychologically external-
ized, that is, the illness is afflicting the self,
but does not constitute the self. White and
Epston (1990) have most convincingly
described the clinical value of externalizing
presenting problems, particularly when
they are “‘considered to be inherent, as . . .
relatively fixed qualities that are attrib-
uted to persons and to relationships” (p.
38). A problem perceived as ‘‘external’ is
experienced as more manageable, less
restricting, and less fixedly chronic. This
perception, or construction, of a problem
can be brought into focus by asking tweo
questions, as recommended by White and
Epston (1990): What impact has the
problem (illness) had upon the lives and
relationships of the family members? What
impact and influence can the family mem-
bers have upon the “life” or course of the
problem? Giving attention to the second
question paves the way for active coping.

FAMILY PROCESS

Mistakenly, we believe, family thera-
pists often have assumed that accepting
individual illness as part of a family’s
presenting problem would imply a passive
noncoping attitude toward the illness. To
the contrary, clearly circumscribed ill-
nesses are experienced as much more ame-
nable to effective coping and active treat-
ment than are amorphous, poorly defined
conditions or life-long character traits.

Externalizing the problem of illness
means not a loss of responsibility but,
rather, a heightened recognition of the
possibilities of taking effective responsibil-
ity. In the narrative of any problem in
which persons have felt trapped, the skilled,
solution-oriented clinician is able to iden-
tify past occasions when the problem be-
came less distressing (de Shazer, 1985).
Noticing the circumstances of these excep-
tions.can be the starting point for consider-
ing how small changes can be repeated and
enhanced.

CAUSAL EXPLANATIONS OF ILLNESS

Another serious problem with the con-
cept of illness in the view of family
theorists is that it is thought to imply an
incorrect, lineal concept of causality. Pa-
tients, families, and most health care
professionals do organize the experience of
illness in lineal, “causal” sequences. In-
deed, one of the first guestions raised
about any distress, and especially any
distress that is perceived to be an illness,
is: “What’s causing it?” And “‘cause” is
inextricably linked to responsibility and
blame. It is noteworthy that the Greek
root faitia) for etiolegy {the study of
causes) means not only “canse” but also
“responsibility” and “blame.”

Systems theorists have given much at-
tention to the concept of the “circularity”
of cause and effect (see, for example, Watz-
lawick, Beavin, & Jackson, 1967), disdain-
ing the popular, “Aristotelian” idea of
lineal causality or setting aside the concept
of causality altogether (Dell, 1982).
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WYNNE, SHIELDS, and SIRKIN

Whether or not locking for ‘“‘causes’ re-

flects a wrong-headed epistemology, when

individuals and family members come with
a presenting problem perceived as illness,
they also bring their ideas about its causes.
Rarely, do their ideas embrace a balanced,
systemic, circular causality. Thus, the view
of the system-oriented family therapist
about an illness and its causes almost
always differs from that of the patient and

family members. Such discrepant views,

especially if left implicit, have the potential

for undermining the process of engaging in
a constructive, collaborative consultation
(Wynneet al., 1987) or, later, in a therapeu-
tic alliance.

From a broad historical and cross-
cultural perspective, we identify at least
six classes of ‘“‘causes” that have been
interpreted as explaining illness: (1)
supernatural causes; (2) physical/biologi-
cal agents; (3) unconscious processes
“external” to the self; (4) societal pro-
cesses such as severe poverty and commu-
nity disorganization; (5) traumatic life
events; and (6) family-system processes.
Despite the diversity of these explanations,
we wish to point out that they all are
efforts at interpreting and thereby coping
with an inherently distressing and often
mystifying experience.

The family-system explanation of illness
can be regarded as an alternative version
of the societal and traumatic life-event
interpretations of illness; in each of these
versions, not the individual but a larger
social unit (family or society) is viewed as
disturbing or “sick.” The hypothesis that
family systems are ‘‘causative’” in generat-
Ing or maintaining symptoms provided
much of the impetus for starting the field
of family therapy.

It is relevant to recall that this hypothe-
sis has an important root in non-illness
theories of scapegoating (Ackerman, 1958).
In an important early article, Vogel and
Bell (1960) noted that scapegoating by
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families is but an example of a more gen-
eral process in human groups that is as old
and universal as human society. It is still a
plausible hypothesis that scapegoating and
triangulation within the family can contrib-
ute to emotional disturbance in a child,
without such disturbance necessarily be-
ing labeled as mental illness. Family thera-
pists, particularly those with a child psychi-
atry background—for example, Ackerman
(1958)—often focused upon the family
scapegoating process without diagnosing
the child as mentally ill. The formulation
that individual symptoms serve a purpose
or function for the family system became
axiomatic for family therapists from the
late 1950s through the 1970s (for example,
Haley, 1959; Minuchin, 1974; Satir, 1964).
Although family therapists have avoided
the terms “illness” and “cause,” the hy-
pothesis of the family system as ‘‘path-
ogenic” was applied not only to specific
symptoms but also to those symptom pat-
terns that are conventionally called ill-
nesses and disorders, such as schizophre-
nia, anorexia nervosa, alcoholism, drug
addiction, and so on. The early writings on
family factors in schizophrenia specifically
stated that ‘“‘the total family unit is
pathogenic” (Haley, 1959, p. 358), mean-
ing, by definition, causative of illness. Al-
though the term *‘schizophrenogenic
mother” was coined by an indrvidual psy-
chotherapist (Fromm-Reichmann, 1948),
the term “‘schizophrenogenic {amily” later
achieved wide currency during the years
that the family therapy field was becoming
established. The initial formulation of the
double bind deseribed schizophrenic pa-

tients as the “victims” of the parental

double bind, and was concerned with the
etiology of schizophrenia {Bateson, Jack-
son, Haley, et al, 1956). In terms of a
theory of individual illness, this formula-
tion left schizophrenic patients, like other
victims of “external” agents, free of “‘fault”
and responsibility. However, the perpetra-
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_ tors in this new scenario were now identi-

fied as the parents.

Quite soon, when the implications of
this victimizing, unidirectional formula-
tion were recognized, the double-bind the-
ory was modified to describe reciprocal,
systemic processes in which everyone in
the family participates, and for which no
individual is blamed or scapegoated (Weak-
land, 1960). Family-systems theorists have
subsequently insisted that, in their view,
no one person is being blamed for symp-
toms or disturbed behavior—that the sys-
tem is bigger than the individual family
members who are all caught up, nonvoli-
tionally, in “circular,” family-wide pro-
cesses. Using the concept of circular causal-
ity, family systems were no longer
unidirectionally pathogenic, but their func-
tioning was described explicitly as deviant
and, in popular terms, as ‘“‘sick’ or ““ill.”

The clinical and conceptual difficulties
with this family-systems formulation are
several. First, when there has been physi-
cal, sexual, or emotional abuse, or any
exploitative use of power by an individual
family member, locating the responsibility
in the family system rather than in an

- individual perpetrator has seemed to many

family members, and to many clinicians as
well, to be both unfair and therapeutically
inappropriate. ‘

Second, the concept of causality is too
deeply rooted to be set aside (except by
sophisticated epistemologists). When a fam-
ily member is grossly disabled by a physical
or mental illness, other family members
understandably seek professional assis-
tance in understanding and coping with
what they usually perceive as a mystifying
and frightening change. Almost always,
their first questions are: What kind of
illness is this? What has caused it? If the
clinician fails to be responsive in terms
that are explicitly relevant to these con-
cerns and, instead, immediately tries to
turn primary attention to family relation-

FAMILY PROCESS

ships, the family is likely to conclude that
the answer is: The family is the cause and
is being subtly (or not so subtly!) blamed
for the family member's illness. This impli-
cation arouses family loyalty and the sense
of family identity; family members recoil
defensively against, and withdraw from,
what - they fear will be family bashing.
Defensively, at the same time that family
consumer advocates have become increas-
ingly outspoken in supporting a biological
versus a family-systems interpretation of
mental illness (Hatfield, n.d.), families have
become sensitive to the implication that a
recommendation of family therapy means
that the clinician thinks the family, not an
individual family member, is ill.

Those parents who accept hierarchical
leadership in the family (as urged by many
family therapists) experience themselves
as responsible and therefore blameworthy
if the offspring has become disturbed. This
implication was compounded when sys-
temic therapists began to suggest that the
patient’s symptoms are ‘‘helping” other
family members. Although such comments
have been intended as positive connota-
tions for mutual helpfulness in a family,
parents and siblings often perceive sys-
temic interpretations as incongruent with
their request for information and guidance
about how to understand, help, or cope
with an “ill”’ family member.

Not surprisingly, the alternative inter-
pretation that mental illness is physical/
biological and that no one, neither individ-
uals nor the family as a unit, need feel
responsibility or blame, is welcomed by
families. In recent years, this view has had
abundant support in literature and media
reports for the public; mental disorders,
especially schizophrenia and manic-depres-
sive disorder, have been explicitly called

“brain diseases” (Henn & Nasrallah, 1982).
Family-system reframings of illness, shift-
ing the focus away from the individual’s
biology, have not reversed the preference

lly relationships)

WYNNE. SHIELDS.

in present-day.

tures for under

cal/physical ter
A brief comp

Alzheimer’s di:

have been view

perspective may
ering alternat
“illness.”” Steing
useful distinct

families’’ for whe
a “‘central organ;
lies in which thi

has not occurred

as “‘families wit

“families with a
noteworthy that

“‘schizophrenoge

hologenic family’
origins of alcohol
complex and vari
from genetic cont
ational transmis:
patterns, and a pr
holic individual b
purposeful, probl
an alcoholic spous
sobriety-intoxicat
maintenance clea
ual drinking anc
terns.

Unlike alcoholi:
and cancer appe:
blue,” but, as wit
caretaking with a
ron, Horbal, et al..
(Wellisch et al.. 1¢
tral organizing pri
whole. (To be st
involvement differ
each patient and f
ease and cancer a;
which psychosocia

the course of the
comfort of the pat
that these illnesse:

Fam. Proc., Vol. 31,




)CESS

that
»yand
imed
apli-
;ense
ecoil
Tom,
hing.
umily
reas-
)gical
on of
have
hat a
1eans
ot an

*hical
many
selves
orthy
. This
| sys-
at the
other
nents-
inota-
mily,
3 gys-
t with
dance
_cope

inter-
rsical/
divid-
d feel
ed by
as had
media
rders,
lepres-
called
1982).
, shift-
idual’s
erence

WYNNE, SHIELDS, and SIRKIN

in present-day, “developed’” Western cul-
tures for understanding illness in biologi-
cal/physical terms.

A brief comparison of how alcoholism,
Alzheimer’s disease, and schizophrenia
have been viewed from a family-system
perspective may be helpful here in consid-
ering alternative interpretations of
“illness.” Steinglass (1987) has made the

. useful distinction between ‘‘alcoholic

families” for whom alcoholism has become
a “central organizing principle,” and fami-
lies in which this systemic reorganization
has not occurred and which are designated
as ‘“families with alcoholic members”’ or
“families with alcoholism” (p. n9). It is
noteworthy that no term comparable to
“schizophrenogenic family” is used; “alco-
hologenic family” is not used. Rather, the
origins of alcoholism have been viewed as
complex and varied, arising, for example,
from genetic contributions, the intergener-
ational transmission of family behavior
patterns, and a process in which a nonalco-
holic individual begins to use alcohol as a
purposeful, problem-solving protest about

‘an alcoholic spouse (Steinglass, 1987). The

sebriety-intoxication cycles of alcoholism
maintenance clearly involve both individ-
ual drinking and recurrent family pat-
terns.

Unlike alcoholism, Alzheimer’s disease
and cancer appear to come ‘“‘out of the
blue,” but, as with alcoholism, the family

_ caretaking with an Alzheimer’s (Boss, Ca-

ron, Horbal, et al., 1990) or cancer patient
(Wellisch et al., 1986) may become a cen-
tral organizing principle for the family as a
whole. (To be sure, the quality of the
involvement differs with each disorder and
each patient and family.) Alzheimer’s dis-
ease and cancer are “‘typical’’ illnesses in
which psychosocial factors (including fam-
ily relationships) may modify somewhat
the course of the illness (or at least the
comfort of the patient), at the same time
that these illnesses are well-recognized as
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constituting a burden for other family
members. Furthermore, family consulta-
tion/therapy may be clearly helpful for all
the family members. Hoéwever, the possibil-
ity that family-system patterns might have
“caused,” for example, Alzheimer’s dis-
ease, or could induce the illness in another
family member, is not considered.

Alcoholism has the curious medical (and
legal) status of being both an involuntary
illness and a non-illness expression of will-
fulness or self-indulgence that individuals
are expected to control. Recognition of
alcoholism as “illness” seems to allow
nonalcoholic family members to accept a
respectable degree of responsibility for
maintaining the drinking, without burden-
ing them with guilt over being primary
causal agents.

The schizophrenic patient’s symptoms,
such as auditory hallucinations, are experi-
enced by other family members as mystify-
ing and alien, as coming *‘out of the blue”
(or perhaps triggered by street drugs).
During their onset, the functional psycho-
ses are perceived by family members as
being more like Alzheimer’s disease than
alcoholism. Whereas family members can
quite readily observe their own participa-
tion in drinking rituals, the possible link
between family relations and hallucina-

tions is not easy for families to notice, or

for professionals to explain or demonstrate
convineingly. In this respect, too, the pre-
senting sympiom picture of the psychoses
is perceived by families as more like a
physical #lness than like alesholism.

Quite appropriately, we believe, profes-
sionals and the public have been relatively
willing to accept a complex, integrative,
biopsychosocial view of alcoholism as an
illness and also a problem with behavioral
and interpersonal difficulties. Curiously,
and unfortunately, family therapists have
been comparatively unwilling to work with
a biopsychosocial concept of schizophrenia
and the other functional psychoses. In-
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stead, there continues to be an effort to
reframe these problems exclusively in fam-
ily-system, non-illness terms. From our
perspective, the acceptance by clinicians of
a broad ‘“‘illness” concept for conditions
such as schizophrenia enhances, rather
than hinders, the willingness of families to
engage in a consultative or therapeutic
relationship in which they can nondefen-
sively explore better ways of coping with
the problem.

In summary, all human beings, at least
those in Occidental cultures, seek explana-
tions for devastating events and experi-
ences such as serious illness; “causes,”
responsibility, and blame are inevitably
invoked in these circumstances in efforts
to reduce the stress of ambiguity and pro-
vide a clearer basis for coping (Wynne,
1983). Historically and cross-culturally, the
signs and symptoms of illness have been
“explained” by ‘“‘causal” agents or events
that are external to the “self” of the
patient. Such explanations, in which ill-
ness is defined in externalized, circum-
scribed terms, help individuals take stock
of what they can do to participate in their
own recovery. Similarly, from the perspec-
tive of all the family members and the
family clinician, a family member’s illness
need not be avoided or minimized. Rather,
if its meanings are fully explored, illness
can become a challenge for mobilizing fam-
ily strengths and shared resources. As we
shall discuss in more detail in a companion
article on clinical approaches to mental
illness, accepting illness as an externalized
problem that is not inherent in family
relationships can facilitate active, effective
coping and the discovery of new sclutions.

CONCLUDING COMMENTS

We have noted that family therapists,
unlike most other mental health profes-
sionals, regard illness ambivalently and
consider it peripheral to their theories,
practice, training programs, and research.

FAMILY PROCESS

Consequently, the field of family therapy
has weakened its potential impact upon
professional colleagues and the public. We
suggest that there is no single, universally
optimal, clinical response to problems
presented as individual distress or illness.
It is the responsibility of the experienced
and well-trained clinician to help assess
which conceptual framework and ap-
proach is most appropriate in any given
instance, and to facilitate the implementa-
tion of that approach, often with referral
or consultative collaboration with other
professionals. In this and the companion
article that addresses the special issues of
mental illness, we suggest that family
therapists need to conceptualize and differ-
entiate the varieties of illness/distress
from one another in order to clarify,
strengthen, and broaden the scope of
family therapy, theory, and clinical prac-
tice. By recognizing that both physical and
mental illness can be appropriate, accepted
punctuation points for clinical contact
with families and couples, we believe that
family-oriented appreaches can be better
targeted and, at the same time, applied to a
much wider range of problems than those
currently seen by most family therapists.
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