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This article describes the charactenfstics of dysfunctional families in which there is a
child with special needs. The' focus hege is on helping the professibnal understand the
structure of these famikies with the ps gicular challenges posed by féur broad groups of
disabilities: physical “disabilities, includ ng chronic illness; behavior dlsorders. including
social maladjustment; learning disabilities; and mental retardation. "

It is helpful for educators to recoghize the family patterns that researchers have ob-
served in working with families of a child with recurring behavioral, emotional, or physi-
cal symptoms (Berger & Jurkovic, 1984¢ Minuchin et al., 1978). In recégmzmg these fam-
ily patterns, educators can have more reglistic expectations of the families with which they
come in contact. In addition, this information enables teachers, counseiors. and other pro-
fessionals to relate more authentically . families. The acceptance and \understanding that
such authenticity provides form the hhisis of relationship building between school and

problem solving A parent wh¢> hears understand-

i the parents are required to focus extra energy on
jild recenves help from the avallable resources. The

ing (Buscagha, 1983). ]
Second, siblings of the child are made aware of the problem and 4.re asked, either dl-
rectly or indirectly, to make allowa es for the special child (Atklhs 1987). A 'third
ide the usual family structure rre included in im-

change occurs when professionals out
portant family decisions and begin to rgceive information about the wo kings of the fgmﬂ%
i !

that previously had been private.

Debbie Daniels-Mohring is a clinical psychologlit in private practice in Richmond, Virginia. Rosemary Lambie

iis an associate professor at Virginia Commogwealth University, Richmond. This article is an adaptation of a
chapter from Family Systems within Educatiogal Confexts: Understanding Students|with Special Needs by
Rosemary Lambie and Debbie Daniels- Mohnn‘ which was recently publlshed by Love Publishing Coﬁlpany

Denver, Colorado.

™ Love Publishing Company, 1993 B
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i liks, of being stigmatized as a result of the identified child’s

A fourth development is the feeling, within many fami-

problem (Goffman, 1963). Families often begin to form a
common identity around the presence of a child with special
needs. For example, people may refer to them as *“the family
with the Down syndrome child” or “the family with the
handicapped child” rather than “the Jones family™ or “the
lawyer’s family.” The more visible and profound the dis-
ability, the greater the potential for stigmatizing the family.
In addition, because of the special problems often associ-
ated with caring for a child with a disability, parents may
feel more tied to their homes and thus more isolated and
lonely (Kew, 1975; Tavormina, -Boll, Dunn, Luscomb, &
Taylor, 1981). Finally, parents may feel that they have lost
control over their lives and that physicians, diagnosticians,

! educators, and counselors are in control (Sloman & Kon-

\'\‘!ﬂ%tareas, 1990).
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Family Reorganization

These four basic changes begin a process of reorganiza-
tion in the daily family life and structure that is far-reaching
in its implications. Just as the falling of the first domino will
lead to the eventual collapse of arf entire chain gf dominoes,
the diagnosis of one child within a family system wil] affect
all other members of that system. Adapting to a diagnosed
child requires flexibility on the part of all family members.
Following diagnosis of a child, boundaries that were clearly
defined are renegotiated and functional roles of family mem-
bers change. For example, parents who both work outside of
the home and have established patterns for taking care of
housework, meals, and errands may face the struggle of ad-
justing schedules so that one parent can be free to take a
child to doctor’s appointments or special treatment ‘acilities.

~ ? :
Life Cycle Adjustments

Effective reorganization of the family around a child with

_ special needs requires changes at each developmental stage

(Buscaglia, 1983; Haley, 1973). A family with a toddler
with a disability will face the struggles of toilet training,
limit setting, and nurturirg. As the special needs child be-
comes a teenager, the family will have to meet the demands
of biolofical changes, independence issues, and identity
formation. e

As in all families, these varied life cycle demands will re-
quire flexibility and adaptability. In families with a child
having special needs, the life cycle of the family is often in-
terrupted, and sometimes arrested, at the point of diagnosis
(Kew, 1975; Wilchesky & Reynolds, 1986). For these fami-
lies, the diagnosis is such a crisis that the family is unable to
adapt and maintain flexibility. Thus, the family structure
“freezes” at the life cycle stage it was experiencing at the
time of the crisis (Hughes, Berger,-& Wright, 1978).

The. specific process of how life cycle adjustments are
made will depend somewhat upon the family constellation
and sibling position of. the disabled child. A family with
four children ranging in age from infancy to 15 years old,
the youngest of which is diagnosed Hith spina bifida; will

‘automatically have more potentiat caretakers-to share the

load than one in which the diagnosed child is an only child.
However, in order to imsufe normdl development for the
older children in the family, the parents must juggle car-
pooling for vafious functions, entertaining peers, and so
forth with taking care of the disabled infant. The parent with
an only child will have none of these demands.
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In addition, the extent of adjustment will depend upon
whether or not there is a parent available in the home on a
full-time basis and whether or not the family has adequate
social network supports (Gallagher. BecKman, & Cross,
1983). Thus. in looking at family adjustments, it is lmbor-
tant for the professional to know something of the make-up
_ of the family of the identified student. Specifically, impor-

tant information would include numbers and ages of sib- -

lings, sibling' position of the student, parents’ work status,
and involvement with extended family. In knowing these
types of family information, the educator can build the rela-
“ tionships that are essential in collaboration between pdrenl
and school.
None of the family ddju&lmtnls previously described is a
problem in and of itself. In fact, the adaptations of parents,
(siblings, and professionals are necessary when a child pre-
sents physical, emotional, or intellectual symptoms. How-
ever, problems arise in families when these changes become
frozen in time. For examplc when parents continue to focus
the sante amount of energy on the special child as they did
at the initial diagnostic stage, the child’s independence may
be compromised. When parents continue to expect nondjs-
abled siblings to treat the diagnosed child as different, the
siblings will eventually begin to resent “he expectdtions, and
the child with special needs wili end up feeling isolated and
incompetent. When professionals continue to delve into, the
daily life of the family, all family members may begin to
feel compromised and intruded upon.

Family Characteristics ‘

Teachers, counselors, and other professionais workmg
with a student with a disability who continues to have diffi-
culties adjusting to classroom demands should look for
these predictable family characleriélics:

3 overprotection
1 lack of conflict resolution
J parental asymmetry i |
Q marital relationship subordmcue to parental roles |
1 |
These structural ‘chameteris(id;s are symptomatip of
chronic family dysfunction that 'will impact the cq\ild‘s
| adjustment. ‘ . {
ot all families experience such problems, but when they
do these diagnostic signs are indicators that the family ither
|
|

3 dysfunctional family bounda 'T
i

has not faced and resolved the impljcations of the child’s dis-
<

‘Q\ . |
S
i

d)llny or has not been able {o move past the initial adjust-

ents required when the child was first diagnosed. The
specifics of how these characteristics manifest themselves
ffer from family to family] Howsver, within areas of dis-
ability we can find some predictable indicators of family dis-
tress. that fall into the catego
subsections are designed to|give the school professional a
window into observing these{families with a different eye: an
undgmanding of the common struggles faced by families

a

ies listed above. The following

child having special needs. Such an understanding

provides the basis of relatipnship building that allows for
mutuat problem solving between parents and schools.

-

~ PHYSICAL DISABILITITS—'CHRONIC ILLNESS

For purposes of our discussion, this category of symptoms
will include illnesses such as diabetes, asthma, chronic aller-
gies, chronic pain, attention deficit hyperactivity disorder,
and mild cases of spina bifida, cerebral palsy, or multiple
sclerosis. We. have not included in our evaluation the impact

of more serious illnesses suqh as cancer, leukemia, or AIDS. -

In this section we describe ¢angms that have been observed
in dysfunctional families having a child with chronic illness
or physical disability. The jere presence.of a chronic illness
in a child does not predict whether the family will be dys-
functional (Ferrari, Matthews, & Barabas, 1983).

Dysfunctional Family Boundaries

In dysfunctional familie§ having a child with a physncal
disability or chronic illness, individual differences of any
family member such as likes and dislikes, opinions, and
needs related to age are not| well-tolerated or are ignored. In
addition, personal privacy is at a minimum (Liebman, Min-
uchin, & Baker, 1974). A gpod example of this type of fam-
ily is one in which all children have the same allowance,

bedtime, and household rules regardless of age. Typically,

there is very little accommgdation for developmental differ-
ences between the needs pf a first grader and a middle-
school child in these families. As one 10-year-old child with
seizures expressed: '

I went to my girlfriend’$ house and she got dressed in
the bathroom with the door shut. I couldn’t believe it.
At my house, you're not alloweld to close doors. My
parents think if you close a door you're trying to hide
something, or maybe I'll have a seizure. What if I
just want to get dressed|without being seen?
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Dysfunctional families of children with physical disabili- |

ties tend to exhibit clear indicators of enmeshed family
boundaries. The child with the physical problem is particu-
larly vulnerable to the intrusiveness of other family members.
In many ways, this pattern is a predlclable outcome of having
a medical problem. How many of us have commented on the
" lack of privacy in hogpitals and other medical settings? When
a child is required 1 undergo physically intrusive procedures
on a regular basis, and his or her physical health and well-be-
ing depend on these procedures (for example, catheteriza-
tion), the entire family tends to be aware of the child’s physi-
cal condition. In addition, older siblings, grandparents, and
even close friends may be given permission to mtervene in
the child’s physical routine or management. i
As a result, the child may have difficulty developing nor-
* mal personal boundaries around hygiene and health. Teach-
ers may recognize the manifestations of enmeshment in
'these children who describe, in detail, the specnﬁcs of their
physical routine, bowel habits, or catmg habits in inappropri-
ate ways that identify them as peculiar within their peer net-
work. In these situations, teachers should make sure that the
child’s right to privacy is respected and guarded in all possi-
ble ways. Any talking about physical symptoms should be
done alone with a teacher or counselor, not in the classroom.

Overprotection :

Parents in dysfunctional families of a child with physical
illness tend to be overprotective and have difficulty with the
disabled child’s natural attempts to become mdependenl
The fine line between adequate protection and overprotec-
tion is a difficult one in families with a chronically ill child.
However, results of a-study of sixty children and adoles-
cents with diabetes indicated that in families where inde-
pendence and participation in age-appropriate social/recre-
ational activities was promoted, children perceived

. themselves as more competent and had better diabetes ad-
justment than inoverprotective families (Hauser, Jacobson,
Wertlieb, Brink & Wentworth, 1985).

The parents of a chronically ill child have usually been
trained to look for physical signs of distress in their son or
daughter and to respond to these signs in particular ways

. (e.g., monitoring blood sugar, providing medication). When
the child is initially diagnosed, the parents and family are re-
quired to focus almost gxclusively on that child’s physic
needs to the exclusion of themselves and other childr’
~ (Beckman-Bell,
- girl matures

begins to want to take over personal physical

81; Shapiro, 1983). Often when the boy or

management, the parent who has been in charge feels rejected
or displaced. What is this parent to do with extra time now
that he or she is no longer needed in this way? Parents may

- need help at this point to develop a more normal, meaningful

relationship with their child (Hall & Taylor, 1971).
Parents of a child with a chronic illness or physical dis-

ability often call teachers to make specnal requests on their

child’s behalf. It is very common for overinvolved parents
to ask that their child be excused from physical education

classes or certain classroom activities. Frequently, this is

their response to their child’s normal complaint about gym
suits; heat, dirt, or any of the uncomfortable aspects of the
classroom. Of course, any physical disability should be inte-
grated into the physical éducation and classroom plan for an
individual child through adapted exercises. The important
role for educators in these situations is tb recognize over-
protection, withhold judgment of parents, empathetically
help parents see what is happening by normalizing their
child’s complaints, and remain firm on using only medical
opinions to excuse students from any classroom activities.

Lack of Conflict Resolution

Another common reaction of families Having a%hlld with
a chronic illness is the avoidance of conflict and prohibition
toward displaying anger (Koch, 1985). Family members
typically have difficulty expressing wants, needs, or feel-
ings other than physical discomfort. Again, because individ-
ual differences are ignored, how can an individual have a

want or need that is different from that of the whole? Quite °

often, family members other than the disabled child will

have numerous physical complaints, such as headaches; &
* stomachaches, or chkaches It seems that the physical di-

mension is the only one in which family members ¢an ex-
press differences. School personnel should simply observe
such occurrénces and see if they eventually become part of

a pattern that might suggest the need for counseling or out- -
'side referral for a student and his or her family." "
. Anger is an emotion that tends to be avoided in families

with a child who has chronic illness or physical disability.
Typically, an expression of anger is reinterprgted by the
family as an.expression of physical discomfort.

A child with diabetes explains:

Whenever I get upset. everyone starts to check my
blood sugar. 1 must be low or high, I can’t just be mad.

{When conflicts do surf'ace. they are typically ignored, ‘with
little opportunity for resolution. As a result, it is common to-
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find long-held reseptments in these families that have never

been adequately discussed or undeistoo@ The problem of

dealing with anger often leaves family members feeling ’?iso‘
lated from one another and from members of their social net-
work. Children from these types of families will not typically
pose a behavior probleni in the Llassroom Rather, they jwill
frequently complain of physical symptoms that may be traced
to a difficult interaction with a peer| or teacher that was not

settled. It would be useful for educators to attempt to help the’

child to see those connections in the ¢lassroom setting.
{ >

Parental Asymmetry and Marital Subsystem

Finally, there is often an imbalance of parental roles|vis-
a-vis the child with a disability. One parent, typically the
mother, has taken over primary management of the child
and the other parent is underinvolved. The parent who is in
charge of “nurse duty™ usually feels overwhelmed and mis-
understood, while the other parent feels excluded. These dy-

~ namics understandably make for poor communication -be-
tween the parents and emotional distance in the. couple.
Often this asymmetry is unknowingly reinforced by school
personnel who contact the mother to discuss issues regard-
ing the child rather than including both parents. When deal-
ing with these families, educators need to include both par-
ents in meetings and phone contacts.

Theé marital subsystem in a family with a child having a
chronic illness is usually subordinate to all other subsys-
tems. As a résult, studies such as one by Tew, Lawrence,
Payne, and Rawnsley (1977) report a divorce rate in fami-
lies with a child having a physical disability that is twice
that of matched control families. Parents in these families
often feel compelled to put the disabled child’s needs first,
any other sibling’s needs second, and their own needs last
‘on the list of priorities. As discussed, this dynamlc may be
“adaptive in the initial stages of the child’s diagnosis and ad-
justment but becomes dysfunctional when it continues even
after the child has become more capable and mature. The

.'teacher may find these parents willing to offer any amount:
of time to attend special activities with their child or provide/

homework supervision. However, they may not haye h
time alone with their spouse for a vacation or even an
evening for years. In these instances, teachers may make
suggestions such as parents going out to dinner or lunch fo-
gether before or after a school conference. Simple, probing
questions and reinforcement of time together for parents
may help these families become aware of a new possibility
in their relationship. !

-

" observe and understand the

§
~Not all families having a
demonstrate all of these stru
situations the family dysfun)
area or will be more obvious

child with chronic illness will
ctural characteristics. In many
ction will be seen in only one

as overprotection. The disat‘sion of these characteristics is

intended to give the educat

iliness or physical disability.

a

BEHAVIOR DISORDERS

r a-framework from which to
family of a child with chronic

AND ¢

" SOCIAL MALADJUSTMENT

The wide variety of symxltoms that fall within this cate-

gory precludes identifying
istics. ﬁowever, there are sq

ing behavior problems.

any specific family character-

Dysfunctlonal Famllv Boundaries

Boundaries in these tamn‘

ies tend to be either enme‘shed

or disengaged. Typically wﬂthm the entheshed category are*
familiés in which a child [is chronically depressed, in a’

repetitive conflict with
conflict of the parents (Sa
are indicated when, metap
the mother bleeds. When Lh

agent, or involved in the marital

.1966). Enmeshed boundaries
rically, the child gets cut and
ildre dre asked how they feel

about something, a parent Tay answer for them. Language

contains frequent references to “we™ instead of “1.”

Parents,

in these families tend to be fnvergrolective in the same way

as parents of the chronically,

dicators of normal differen

ill, involving themselves in the

child’s homework, style of iress and choice of friends. In-

ation or independence in chll-

dren are viewed as rebelhouF behaviors by the parents.
As an example, in one family seen for family therapy, the

8-year-old girl had crying N
at night, complaining about

talking with her daughter u

and how alone she felt. Her';'nolher s response’was to sit u

1ls. She would frequently cry
ow difficult school was for he

il the child finally fell asleep.

Then the mother, who,was also depressed, would, stay
awake all night worrying about her daughter’s unhappiness.
The next day, when the child was too tired to go to school

the mother would become ar

gry at her.

Another presentation of enmeshed boundaries may be
seen in single-parent families where the identified child has

taken over the role as emotid
the custodial parent. Due tg

nal supporter and confidant for
the responsible nature of the

in one area than another, such .

me broad areas of concern that ;'(‘
tend to identify dysfunctional families with a child present- |
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/ s
parentified child, school personnel may not actually view
him or her as needing intervention. In reality, the child
needs as much assistance as the acting-out or aggressive
.student. Family counseling may be necessary in order to.re-
store'thie appropriate parental hierarchy.

Families with disengaged boundaries are at the opposite
extreme. Parents provide few limits and ar¢ underreactive to
their children’s behavior (Fox & Savelle, 1987). An exam-
ple of this type of family is one in which a child who steals
is described as “having this little problem with borrowing
things.” Teachers may feel that parents in this type of family

are distant and uninvolved with their child. With children |
who externalize anxiety by acting out, parents tend to ignore

signs of difficulty until a crisis occurs or the problem is
pointect out to them.by someone outside the family. School
personnel generally recognize the possibility that there is a
problem in these situations. The challenge is to ‘help the
families of these students see, with new eyes, the reality of
the situation before it requires referral for special education.

Overprotection

Paradoxically, there is often a quality of overprotection in
these families. When the child has acted out and is identified
by the schigol or court authorities, the parents often feel com-
pelled to protect their child ‘from these outside influences
(Johnston & Zemitzsch, 1988). In this way, the child has the
parents’ covert endorsement and avoids facing the conse-
~ quences for thé behavior. This type of overprotection oper-
ates externally to the family, with outside agencies or the

school, but does not operate internally or around personal -

boundaries as in the families of the child with a chronic ill-
ness. This process involves triangulation between the student,
the parents, and an outside authority. These triangles limit the
emotional functioning of the student with a behavior disorder.

An example of how this type of overprotection might play
out would be a student stealing another student’s watch. The
parentsight actually know the truth but staunchly protect
their child by sthesnng that the other student forgot to re-
trieve the watch'h ked their child to hold. Some vari-
ation of excuse would be provided. Generally, the parenis
are angry with school personnel in these instances.

In families with enmesheg boundaries, the overprotection
tends to work in a different way. Instead of the angry lying,
parents would react as if they themselves had been accused
of stealing. They would deny the possibility of their child

stealing and the thought of investigating that possibility .

would not likely cross their minds. These parents would tend

to react defensively to contact by withdrawing and becoming :

* unavailable for discussion or mutial problem solving. Prior

awareness ;Kf dysfunctional family boundaries may help the
professional plan contacts that take into account the tamnly
climate of overprotectlon or disengagement.

-

Lack of Confllcl Resolutmn

In dysfunctional families in which there is a child or ado-
lescent with emotional or behavioral symptoms, the expres-
sion of anger and conflict tends to take one of two inappro-
priate forms. One of these tendencies is exhibited in

-families where there is a high levél of ‘mtemal chaos and

parents tend to feel overwhelmed with the tasks of prov1d-
ing for and structuring family life. In these families, parents

. are highly reactive to any expression of anger or potential

» abusive of one another as

)

conflict in their children. Discipline may be punitive or abu-
sive in nature, and parents may be physically or verbally
ell (Minuchin et al., 1967). Pro-
fessionals may notice_that these parents call their children
names when trying to set limits on their behavior or when
confronted with the slightest difficulty on the child’s part.
This type -of family dynamic is usually multigenerational in
nature and may benefit from referral for outside counseling
(Anderson & Goolishian, 1986)

A second type of difficulty with conflict resolution is
seen in families where anger is an emotion to be avoided at
all E costs. In these families, children are taught, either
covenly or overtly, that to be angry is to be bad. In contrast,
teeihngs such as sadness, depression, or hurt are seen as ac-
ceptable and deserving of parental attention and intetven-
tioh. ‘In this manner, any congict or anger between family
members is denied and not J\dlrectly expressed. However,
unresolved long-term resentments may result in acung -out
or chronic depiessive symptoms.

o

Parental Asymmetry and Marital Subsystem

In many families where a child has an emotional/behav-
ioral problem, there is considerable discord between the
parents about the definition and handling of the problem.
For example, the mother may identify her %on as “‘de-

. pressed” while the father may view the son as “lazy.” This

type of long-term disagreement and emotional distance be-
tween the couple may be a symptom of more extensive mar-
ital difficulties. The school personnel dealing with differing
pdremal views must avoid taking sides in this dispute. Elic-
mng input from both parents is 1mport1n in families wuh

i
| f



this dynamic. The parents may be willing to learn to work

together for the benefit of their child while they would not

be motivated 10 settle their differences solely for their own

happiness. Again, the marital subsystem takes a back seat to
* the functions of the parental subsystem.

In this section dealing with behaviordisorders, we have rg-

ferred to a wide variety of problems and symptoms in chil-
dren and adolescents that may be observed in the school.
Given the range of possible behavioral/emotional problems,
the structural characteristics that we tescribed should make
] y&u familiar with sonie examples of how these problems
manifest themselves in dysfunctional families. However,

these descriptions are not intended as exhaustive examples of

all the possible ways family dysfunction may be exhibited.

LEARNING DISABILITIES

The specifics of the structural dynamics in these families
depend upon when and how the diagnosis of learning dis-
ability was made and how extensive the disability was.
Unique to this category of special needs is the elusive qual-
ity of the disability. In contrast to, for example, diabetes or
mental retardation, children ‘with learning disabilities may
have experienced difficultics that have gone undiagnosed
for years (Abrams & Kaslow. 1977). Often these children
have undergone a series of flures that have led them 10
feel insecure, poorly motivated, and ignorant. Parents ard
leaéjhers may have been involved in various attempts to cor-
‘rect the child’s school failufes through interventions, in-
cluding homework monitoring, behavioral checklists, pun-
ishment, or coaxing (Sloman & Konstantareas, 1990). The
longer the child has had school problems with an undiag-
nosed learning disability, the more likely that the child, par-
ents, and school professionals are frustrated and angry with
one another about the struggles around the child’s problems.

Dysfunctional Family Boundaries

Maore than with any other disability area, the possibility
for poor communication between families and the school
system is inherent in the subtlety of this diagnosis (“Our
Son Has Had Trouble...,” 1986). Frequently, parents have
seen more than one outside professional about their child’s
problems and may have requested various evaluations of the
child lijat resulted in little or no progress. Without an under-

standing of the child’s disabilily.jr parents may blame teach-

ers for poor instruction and classroom management, and

.

- Overprotection

'
*

teachers may ‘blame parents| for incdnsistency or Fack of
support in an effort to explain a child’s school failure.

A letter from a mother of alchild with a learning disability
illustrates this cycle-of blame; :

His nursery school teacher said I babied him hecause
he couldn’t button or zip.... His kindergartei teacher
said I should discipline him more because he was 100
lazy to learn his letters and numbers. His first-grade
teacher called one parent|conference after anothier. I
tried to help Henry sit still and learn his letters.... [My
husband] says I spoil him.... His folks say, “A few
good spankings will set him straight.”” Mother says 1
just need patience. Dad sdys, **...He's all boy.” ... The
pediatrician says...he's a|late bloomer.... 'm trying
everything 1. know how to do. I'm\exhausted from
trying. (Smith, 1981, p. 150) e

In these families, boundary problems may arise not 50 -
much within the family as bcgtyween the family and external
resources. From their histary of involyement with
school system and other proféssionals. parenfs and the
with special needs may have developed a “wé/them’* men-
tality. The family’s external boundaries may be rigid and in-
flexible, which may lead to 4 sense of isolation for all fam-
ily members. Observing this situation should provide:
incentive for school professionals tosremain patient and
continue to strive for an alhapc‘e with the family.

| i

|

‘Some parents with a child with a |e‘aming§disabilily are
overprotective and show enmeshed boundarigs (Amerikaner
& Omizo, 1984). These family dynamics frequently appear
in situations where the diagnosis of the child was delayed
and there has been confusion or conflict between the parents
and the school system. Many times, but not always, these
students have overall levels J; intelligence in the avrage or
low-average range and may Ehave been identified as “slow
learners™ or “mentally retarded.” The parent, who feels that
his or her child is not retardéd and may have seen evidence
of the child’s imellecftual abilities in the home, may feel
compelled to protect the child from teasing, labeling, and
incorrect school placement. 5 e

Another example of overprotection can be seen with the
most serious, severe, !pnd all-encompassing disabilities such
as dyslexia (Perosa & Perosa, 1981). A child who has a high

. score on an intelligence test but who cannot read will usu-
*‘ally be diagnosed early in the schools. Due to the student’s

high intelligence, it may be difficult for parents to reconcile

T
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themseives to the fact that their child cannot read normally.
They may overprotect their child by lashing out at the
schools for poor instruction or progmmmlng (Silver, 1984).
It is important for teachers to remain patient with these par

ents until they learn enough about their child’s disabilities

10 understand the symptoms.-

As discussed previously, parental protection and adv¢-
cacy may be important and adaptive in these situations.
However, when the parent continues to be overprotective
long after diagnosis and placement issues have been re-
solved, dysfunctional family dynamics will result..

b

Parental Asymmetry and
Marital Relationship

In these families, as in all systems, the added stress of

identifying and dealing with a child having learning disabil-
‘ities tends to intensify any parental disagreements or lack of
cohesion. Frequently, one parent is well-versed in the nu-
ances of the child’s diagnosis while the other parent has
only a vague idea of how the child’s learning disability af-
fects educational performance. Because of this difference,
the parent with the most knowledge tends to be the primary
person who intervenes by helping the child with remedia-
tion or organization. With this potential dysfunctional sys-
tem in mind, school professionals should work to insure that

- both parenis receive copies of diagnostic reports, attend
planning meetings, and have an opponunily to ask questions
about their child’s disability.

Because of lhe link between learning disabilities and mo-
tivational problems. many parents will have had problems
with discipline issues. One parent may feel that the child is
trying his or her hardest and should be reinforced for trying,
while the other parent may focus on grades and assume a
lack of motivation. Behavioral systems may have been tried
and failed so that both parents are left feeling as if they,
themselves, are failures. This type of conflict may lead to
increased distance between the. couple and less and less fo-
cus,on the positive aspects of the marital subsystem (“He
Pits Jane and Me...," 1988). :

School professionals working with families of students
with learning disabilities need to observe, probe, and use

their experience with each family to get a clegr picture of,

the underlying dynamics of acceptance and integration of
the student. Educators should not gssume that what families
present on the surface is the complete pj of their strug-
gle or dynamics in relation to the studen

MENTAL RETARDATION

Within this populatidn there are at least two broad sub-
grolps to consider when discussing family dynamics and
dysfunction. These groups are Educable Mental ‘Retarda-
. (EMR) or milder retardation and Trainable Mental Re-
ation (TMR) or more serious retardation. Since Dunn’s
68) * Yan Sdng was published, there has been a gradu-

increpsing momentum for mainstreaming children and
youth with mild retardation. General educators in the 1990s
wil] be more accustomed to contact with and exposure to
these students and their families. With the Regular Educa-

+ tion Initiative (Skrtic, 1991), general educators can antici-
pate more interaction with families who have children with
trainable mental retardation. Therefore, with an eye to this
(.hange, we are providing information Loncemmg family
dynamics of both groups. #

-

: Dyjsfungﬁoml E‘amily Boundaries

1l parents with a child who has been labeled “retarded”
st go through a process of dealing with the realities of

: lhqlr child’s limitations and altering their hopes, dreams,

an expec(au&\s for a “normal” child (Kew, 1975; Strom,
Rees, Slaughter, & Wurster, 1981). With EMR children,
patents may notice some differences in their child or some
delay in developmental milestones, bul they may continue
0| deny the reality of their perceptions until the child

* reaches school age and is identified by an outside profes-

sis was made early after the child’s birth and that interven-
tign was begun in infancy. The family situation with a child
- diagnosed with retardation is ripe for enmeshment and iden-
tification of the/child with a disability as the central impor-
tant characteristic of the family, which leads to the loss of
sonal identity.
Within famlhes where boundaries are extensively en-
‘meshed, there is often an understanding that the child with
retardation witl never leave home and be on his or her own.
'Family merpibérs may be apprised of their future responsi-

sn%ndl. With TMR children, it is more likely that the diagno-

// bility for the child, and family plans are made with the re-

d person as a perminent member of the nuclear family.
siblings may-be told early on that it is their responsi~
bility to support this child and take him or her into their
households when the parents can no longer provide the nec-
essary support {“I'm Not Going to Be...,” 1987).

The dynamics of enmeshment are particularly evident
when working ' with teenagers with retardation whose par-

~ents deny the implications of peer relationships, sexual de-
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velopment, and vocational issues for their child. For exam-

ple, many parents do hot assume the responsibility far pro-
viding guidance regarding.interest in members of the oppo-
site sex, sexual protection, or basic family life education
that they would normally provide to their nondisabled chil-
dren (Beavers, Hampson, Hulgus, & Beavers; 1986).

Overprptection

Family members are remmdeg dmiy that the thld with
retardation is not “normal” and that adjustments -must be
made td accommodate his or her disabilities. However, the

extent tp which the retardation will interfere with the child’s -

life depends, in large part, on how far the family will be able
to 'go in helping the child be treated as normally as passible
(Mink, Meyers & Nihira, 1984). Parents often believe it is
cruel ta push a child with retardation to reach for achieve-
ments that may be outside of his or her capabilities. So the
parents set in their own minds the limits of the child’s func-
- tioning; which may underestimate the child’s potential and

&

work td keep the child within those limits. Parents may be-.

lieve that their child will be made fun of or used by society
if they are not there to protect him or her. If the overprotec-
tive parent communicates fear of the world to thé child, then
he or stje is disabled not only intellectually but also socially.

Dudlky (1983) conducted an interesting sociological
study of twenty-seven adults labeled retarded. He lived
with his subjects for a period of time so that he could expe-
rience their lifestyle firsthand. Dudley found that those of
his subjects who had been allowed to openly discuss the re-
alities of their retardation, the realities of societal fear and
stigma |about retardation, and the demands of adulthiood
were niore likely to be able to adjust than those who had
been overprotected. ,

Again, in the case of overprotective parents, school per-
sonnel should observe without judgment and help the par-
“ents 1o free their,child gradually from their own fears. Pro-
viding @an arena for open discussion of questions such as
“What does retarded mean? Will I always be retagded? How
can people tell that I'm retarded?” may improve communi-
cation between students and their parents.

Lack of Conflict Resolution

In an extensive longijtudinal study of 104 TMR children
and their families, Nihira, Mink, and Meyers (1981) found
that the single most important factor in the school adjust-
ment of these children was the harmony and quality of par-
enting.! With this information in mind, it is clear that con-

* tion. Often these parents are used to heavy questi

flict resolution is an important skill for parents of a:studem
with retardation. ,

School professionals may find two types of famlly dys- -
function in conflict resolution in families of students wnh

retardation. One type of dysfhncuon involves parents who -

retardation. Some of these families have multiple proﬁlems
including cul@ral deprivation, poverty, and intéllectual
slowness on the part of the p4rems Professionals may find
that these parents act very compliant and agree ble about
their children.but then fail to llo_w through with s¢hool re-
quests or training programs.

These parents tend to h.xve few assertiveniess
may feel that attempts to dlsagree with school perSOnnél or
even to ask questions are of no use in changing th.eir situa-
omng and
complying with agency rules in order to obtain food for
their children, shelter, and medical help. They mayhave de-
veloped a style of nonasxeniveness in response to these
other experiences, In these situations, school professionals
should help the parents formuldte and express questibns and

have few or no sknlls in adv%caung for then? children with

much ot lhe help needed to network thcse par
The other dysfunctional pattern that is co I
families is a heightened level of conflict W

be noldled and have little socml nelworl\ involvement in or-
der to help with the retarded child. It is our experience that,

quite-often, the intense anger is a mask for dverwhelming -
their child. As.

sadness and guilt that the parents feel toward 4
emotional expressiveness in‘families with a retarded child is
often limited (Margalit & Raviv, 1983), the| parents may

fiave no one with whom-they can express these-feelings and =
-may have. over many years, projected blame onto outside -

sources in an effort to avoid looking at their own feelings of
blame and deubt.

Y

Parental Asymmetry and Marital Subsys'tew

Families in which there is a child with retandation tend to
develop the classic situation where the mother accepts pri-

o

i




¢

, : z o
10 : ~ FOCUS ON EXCEPTIONAL CHILDREN

H

, JANUARY 1993 °

mary responsibility for the child’s management. As Berger
(1984b) stated: %

4 &

Because the task of arranging for thé youngster's
treatment . falls mostly on mothers, a predictable
structure for families..:is one in which there is a ve!
close mother/child dyad. The closeness of this dya
is reinforced by the fact that when agencies that serve
handicapped children seek- “parent involvement,”
they tend to mean mother involvément. (p. 144)

This intense closeness is particularly evident in families
with a child with retardation because many of the functional
living skills and personal hygiene skills that are a long-term
part of the training for retarded people, classically fall into
the mother's domain. Thus, the close-mother/distant-father
dynamic that we have discussed as troublesome in all fami-
lies of students with special needs easily evolves in families
having a child with retardation.

Corrales, Kostoryz, Ro-Trock, and Smith (1983) inter- -

viewed and observed 24 families with children having intel-
lectual and develdpmental delays. They reported significant

marital distress in 16 of the 24 couples. In addition, almost __

all of the families with high marital distress were rated by
the observers as families in which one parent had formed a
 coalition with the disabled child. Professionals can be most
useful by helping parents become aware of this dynamic
over time and developing strategies to intervene on their
own behalf.
A second process that often occurs between couples with
a child having retardation is mutual blanfitg, guilt, and
grieving (Turner, 1980). The question “Why do we have a
retarded child?” is often answered by one or both parents by
looking to genetic; history or prenatal care and focusing
blame on-the other i)arem. Of course, some of this question-
ing and wrestling w{ith themselves and with God is a natural
part of the process ?f accepting a child with disabilities. It is
" when this dynamic, continues over a prolonged period that,
‘marital distahce and dysfunction are jnevitable.

Couples need to be d to understand that the process
of grieving for the lost “fprmal” child and feeling angry
about the reality of having § child with retardation are pre-
dictable stages for pargafs of children with disabilities.
Rather than tuminé onfeach other, the couple needs to be
helped to turn to each other for support and resolution of the
grieving process. Support groups are invaluable in helping
fsa;ems with acceptance and grieving. Schools should pro-
vide parents with information about the availability of these

TR
groups in their community. e

It might be beneficial for general educators to network #
with special education professionals who are more familiar

with these family dynamics to develop a better understand-
ing of families having children with retardation. Main-

" streaming of these students provides an opportunity forcon- .

sultation and cohesion between various educational
disciplines that may result in learning on all fronts.
We believe educators can take the information in this
- publication and relate it to their own students with special
needs. When you understand family structure you make
wiser choices for interventions. Just as.the docent in the mu-
seum helps clarify the relationships displayed in a tapestry,
" understanding family functioning clarifies relationships and
allows us to relate to others more effectively. We have
found that improved relationships with families benefit the
student as well as the professional.
S
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